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Critique a set of Population Health competencies 
for medical education;

Describe a conceptual model for incorporating a 
population health perspective to patient-
centered care;

Incorporate the model in the teaching of existing 
coursework; and

Contribute to the generation of innovative new 
applications of the model to a variety of 
curricular elements across the spectrum of 
medical education.
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Social Justice and medical professionalism
◦

 
“The medical profession must promote justice in the 
health care system, including the fair distribution of 
health care resources.”

 
(ABIM 2002)

Gruen (2004): defined physician roles as 
advocacy for and participation in aspects of 
communities that affect health of individuals
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Presenter�
Presentation Notes�
Physicians must take on a greater leadership role in improving systems of care and population health and in advocating policies that improve the health of both individuals and communities. In 2002, the American Board of Internal Medicine defined Social Justice as one of three fundamental principles of medical professionalism, stating: “The medical profession must promote justice in the health care system, including the fair distribution of health care resources.”  Even more recently, Gruen et al. defined physician public roles as advocacy for and participation in improving the aspects of communities that affect the health of individuals; ability to associate individuals’ health outcomes with social, economic, environmental characteristics; and to identify and advocate for a public agenda that relates to actual patients, and in “changes in the structure of the health care financing system.”



American Board of Internal Medicine Foundation. Medical Professionalism in the New Millennium: A Physician Charter.  Annals of Int Med 2002; 136 (3): 243-246.

Gruen RL, Pearson SD, Brennan TA.  Physician-Citizen: Public Roles and Professional Obligations. JAMA 2004; 291: 94-98.
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Define and describe a population:
◦

 

demography, cultural and socioeconomic constitution
◦

 

circumstances of living and health status; and 
◦

 

gather health information about a specific population;

Understand the impact of local systems of health 
care on delivering care to specific patients; and 

Incorporate principles of disease prevention and 
behavior change appropriate for specific 
populations of patients within a community.
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Presenter�
Presentation Notes�
Academic medicine is expected to produce physicians to meet needs of the public – with the knowledge, skills, and attitudes needed to address health problems faced by society. The AAMC emphasized importance of integrating a population health perspective within medical school curricula with specified objectives that each medical student should demonstrate in relation to population-based medicine:



Association of American Medical Colleges.  Report II – Contemporary Issues in Medicine: Medical Informatics and Population Health.  Medical School Objectives Project.  1998.  Available at: http://www.aamc.org/meded/msop/msop2.pdf .  Accessed October 31, 2006.
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To prepare population health oriented 
physician leaders and advocates with skills 
and attitudes necessary to influence health 
policy, promote community health and 
eliminate health disparities

4-year integrated curriculum
◦

 
Built upon strengths of the current MCW 
curriculum, its faculty and community 
partnerships.

Presenter�
Presentation Notes�
Yet, there is a disconnect between the traditional biologic model that undergirds medical education, and the population health needs of our society. We recognize the influence of lifestyle, social determinants and environmental hazards on morbidity and mortality, but often do not prepare young physicians with the skills, knowledge, and attitudes needed to shape our system to improve the health of the public. 



Institute of Medicine. Public Health Education in Other Programs and Schools: Medical Schools. In: Who Will Keep the Public Healthy? Educating Public Health Professionals for the 21st Century. 2003; pp.131-136.

Cooke M, Irby DM, Sullivan W, Ludmerer KM: American Medical Education 100 Years after the Flexner Report. NEJM 2006; 355:1339-44.



�



1.
 

Comprehensive set of competencies

2.
 

Conceptual model to frame curriculum

3.
 

Curriculum audit

4.
 

Pilot new instruction

5.
 

Inform curriculum redesign process
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Extensive review of existing sources
◦

 

AAMC 
◦

 

MCW Global objectives
◦

 

AMA Primer for Population-based Medicine
◦

 

Healthy People Curriculum Taskforce
Assoc Teachers of Prev Med; Assoc Acad Health Centers

◦

 

Institute of Medicine
◦

 

Existing curricula

Input from project team and Advisory board

Distributed to educators for feedback

Template for detailed curriculum audit



Quantitative Skills and EBM
Clinical Prevention
Health Systems and Policy
Population and Community Health
Professionalism

Consistent with Healthy People Curriculum Framework 

Presenter�
Presentation Notes�
Evidence-Base for Practice

Epi, stats, evaluating the literature, outcome measures

Determinants of Health

Clinical Prevention

Screening, counseling, immunizations, chemoprevention

Health Systems and Policy

Structure and financing, workforce, health advocacy

Community Aspects of Practice

Communicating health info with public; cultural dimensions

Environmental, Occupational health risks/ prevention

Community Services/ partnerships
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Needed to help frame competencies

Mini-retreat of core working group to review 
collected frameworks and models from 
literature, other courses

Strengths/ Weaknesses of each model

Final model combination of desired features
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Presenter�
Presentation Notes�
The socio-ecologic model shows that health is determined by many factors beyond the individual.�



Could use to describe/ explore broad influences on any 
number of conditions, illnesses, injuries
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Davison et al., Obesity 

 

Reviews, 2001

Presenter�
Presentation Notes�
It is also a helpful model to discuss the risk factors associated with specific health conditions, injuries, illnesses�
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Presenter�
Presentation Notes�
Gruen’s model is parallel to the SE model, and pushes us to think about physician responsibilities beyond that which we have immediate control over – to expand our domains of professional obligation to aspire to affect broader influences on health.�



PatientPatient
BiologyBiology

BehaviorBehavior
Culture/ValuesCulture/Values

PhysicianPhysician
EvidenceEvidence

ExperiencesExperiences
Culture/ValuesCulture/Values

Optimum 
Patient Centered Care
When perspectives overlap

Bower et al.  Model of Patient-centered 
Care
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Professional Responsibility across all domains
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Presenter�
Presentation Notes�
To test the face validity and coherence of this model, we tried to map existing coursework into it – asking ourselves – do each of the traditional courses and clerkships exist within the model? We found that it did.�



Evidence-based Medicine (M-1)
Patient-centered care lecture in Clinical 
Exam  and Reasoning course (M-2)
Systems of Care (M-2)
Family and Community Medicine Clerkship 
(M-3)
Health Policy and Advocacy (M-4 elective)
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Summer Research between M1-M2

Detailed Literature Review
◦

 
Multiple risk factors
◦

 
Struggle to summarize/ grasp interrelationships

Box and arrow diagram
◦

 
“Ahh!  It looks like Biochemistry!”

Presenter�
Presentation Notes�
Students report that the model helped their appreciation of the interrelationship of risk factors in complex conditions 

e.g. A variation used to summarize risk factors associated with elder abuse as part of  a  summer research project

�
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Presenter�
Presentation Notes�
Students put factors into SE model and found it to “make sense” and understandable.

Reported that the model helped their appreciation of the interrelationship of risk factors in complex conditions 
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Family and Community Medicine M3 clerkship
◦

 
culturally competent care

◦

 
team based learning (TBL) approach

8 mo old Hmong girl brought to ER with a 
seizure disorder of unknown etiology

Family and community members had 
different explanatory models of disease →
distrust of the medical system
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Presenter�
Presentation Notes�
Over the next 4 years, Lia was admitted 17 times and had more than 100 outpatient and ER visits related to her seizure disorder, which was difficult to control. At one point she was placed in foster care because her parents were not giving her her meds. Eventually she developed med-induced neutropenia, sepsis, and profound hypoxic brain damage.



The case was drawn from the “The Spirit Catches You and You Fall Down” by Fadiman (Farrar, Straus and Giroux, New York, 1998).  The students were assigned several chapters of the book in order to provide some insight into this dense case.  Not only were the community members involved from a different culture, they had completely different explanatory models of disease resulting in distrust of the medical system. 
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Student team assignment: What are the 
individual, family and community level issues 
that are affecting Lia’s health?

Model aided in a facilitated discussion of:
◦

 
Global influences alongside the clinical perspective
◦

 
Health literacy and patient education
◦

 
Understanding the family’s perspective on health 
and illness

Presenter�
Presentation Notes�
The graphic representing the Population-based Model of Patient Centered Care was successful in integrating conceptual layers and helped to focus discussion on the case in a holistic manner.  The visual continuum of population dynamics allowed the students to juxtapose different elements more concretely.  For example, it was efficacious in allowing students to sustain the perspective of global influences alongside the clinical perspective; the stressors of a Diaspora community alongside medical intervention.  Most strikingly, it allowed the students to discuss how the physician’s somewhat myopic focus on compliance with medical intervention was misguided in the case, and how integration could have benefited communication, understanding and potentially, outcomes. �



How might we integrate model into curricula?
Condition-specific examples: integration with 
basic/clinical sciences

Doctor-patient relationship building: 
communication, history taking, counseling

Evidence-based medicine: population health 
examples, advocacy
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