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Abstract 
 

The term “Community Medicine” is used to refer to practicing medicine in the 

community, to public health efforts, or to medical practice that incorporates public health 

concepts and an understanding of the patients’ community (Fisher, 2003; Plescia, Konen 

& Lincourt, 2002; Ricketts, 1973). This chapter addresses the last definition. The field of 

pediatrics has a similar definition for community medicine. The American Academy of 

Pediatrics (AAP) defines “Community Pediatrics” as “a synthesis of clinical practice and 

public health principles directed toward providing health care to a given child and 

promoting the health of all children within the context of the family, school, and 

community (Rushton, 2005, pp1092).”  

We are becoming progressively more aware of how community and socioeconomic 

factors impact health (Wood, 2003; Social Deteminants of Health, 2009). In response, 

there is increased recognition of the need to train medical students and residents in 

Community Medicine by medical schools, primary care residencies and primary care 

professional organizations (AAFP, 2009; Rushton, 2005). Although the Pediatric and 

Family Medicine Residency Review Committees have a long history of requiring 

community and advocacy experiences for their residents (ACGME Program 

Requirements for Graduate Medical Education in Pediatrics, 2007; ACGME Program 

Requirements for Graduate Medical Education in Family Medicine, 2007), evidence 

shows that resident knowledge of their patients’ communities can be poor (Northrip, 

Bush, Li, Marsh, Chen, & Guagliardo, 2012).  

Multiple techniques have been studied to improve trainees understanding of their 

patients’ communities and the interplay between those communities and health. These 
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include exposure to communities through driving tours or scavenger hunts, contact with 

legislators, and work with community partners (Bortot, Culberson, Modak, Becan-

McBride, & Neiman, 2004; Plescia et al., 2002; Solomon, Minkovitz, Grason, & 

Carraccio, 2007), Some programs have experiences such as rotations in community-based 

clinics and community-based projects (Fisher et al., 2003; Plescia, et al., 2002; Bortot et 

al., 2004; Shope, Bradley, & Tarat, 1999) . Other strategies include Community Oriented 

Primary Care, inclusion of community based multidisciplinary team members in training, 

and community-based residency programs or tracks (Chen, Lichtenstein, Northrip, & 

Horn, 2010; Hufford, West, Paterniti & Pan, 2009; Plescia et al., 2002). As demands 

increase to reduce health disparities and improve preventative health measures, 

community medicine training efforts will likely increase in the future. These educational 

techniques could be useful to programs seeking to expand their training in community 

medicine. 

 

 

Introduction 
 

The term “Community Medicine” is used to mean many different things. It is used to 

refer to practicing medicine in the community, to public health efforts, or to medical practice 

that incorporates public health concepts and an understanding of the patients’ community 

(Fisher et al., 2003; Plescia et al., 2002; Ricketts, 1973). This chapter addresses the last 

definition for a variety of reasons.  

The American Academy of Pediatrics (AAP) uses a similar definition, defining 

“Community Pediatrics” as “a synthesis of clinical practice and public health principles 

directed toward providing health care to a given child and promoting the health of all children 

within the context of the family, school, and community (Rushton, 2005, page 1092).” 

Additionally, as a nation, we are becoming progressively more aware of how community and 

socioeconomic factors impact health (Wood, 2003; Social Determinants of Health, 2009).  

Poor housing is an example of how community and socioeconomic conditions can have 

dramatic impacts on health. The effects of poor housing include exposure to allergens and 

asthma triggers like molds and cockroach; poisoning with toxins such as lead and 

formaldehyde; rat and bed bug bites from infestations; injury or fume inhalation due to 

broken equipment such as railings or heating units, inability to buy necessities due to high 

housing costs, and physical or psychological harm due to community violence (Sandel, 

Sharfstein, & Shaw, 1999; Hirschhorn & Hodge, 1999). Substandard housing conditions may 

continue to affect health long after leaving the environment. For instance, early exposure to 

cockroach, wood/oil smoke, or pesticides is associated with children developing asthma, a 

chronic condition, by age 3 (Salam, Langholz, & Gilliland, 2004). Certain types of housing 

are more likely to contain asthma triggers. Higher rates of asthma triggers are found in high 

rises, the inner city, and low cost housing (Sandel et al., 1999).  

So in this example, an understanding of community housing and resources is essential to 

fully understanding a patient’s asthma and identifying necessary strategies to successfully 

treat or prevent poor health. Knowing the housing conditions in a community would help 

clinicians know which patients were at greater risk from asthma exacerbations due to poor 

housing. Identifying strategies to combat housing related morbidity might include directing 

patients to community resources that work with landlords to clean up substandard housing, 

like medical-legal partnerships, or to resources for finding different affordable housing. The 
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same knowledge of community-specific risk factors and resources would be important when 

considering any of the housing related health effects listed above. In fact, community specific 

knowledge and the ability to leverage resources on behalf of patients are important in many 

other areas including schools, employment opportunities, healthy food availability, and 

transportation. 

Because of the effects of community conditions on the health of individuals, many medical 

professional organizations are encouraging their members to practice more community-

oriented medicine. For example, the Family Medicine Curricular Resource Project describes 

community and population medicine as one of the three main areas in which family medicine 

provides care and the AAP considers community pediatrics integral to the professional duty 

of pediatricians (Rushton, 2005; Chronholm et al., 2009). 

In response to the growing awareness of community-oriented medicine, medical schools, 

primary care residencies and primary care professional organizations have an increased 

recognition of the need to train medical students and residents in community medicine 

(AAFP, 2009; Rushton, 2005). The Pediatric and Family Medicine Residency Review 

Committees have a long history of requiring community and advocacy experiences for their 

residents (ACGME, Pediatrics, 2007; ACGME, Family Medicine, 2007). However, increased 

awareness of community factors in health is not limited to primary care fields. The 

Accreditation Council for Graduate Medical Education (ACGME), the accrediting body for 

US allopathic residency programs, established six core competencies for medical training and 

assessment that are required in all residency programs. These competencies are: patient care, 

medical knowledge, practice-based learning and improvement, interpersonal and 

communication skills, professionalism, and systems-based practice. Systems-based practice 

involves working well within the healthcare system, effective use of resources, and 

population-based considerations in care (ACGME, Common Program, 2010). While this is 

not a requirement for community medicine per se, it does encourage trainees to view medical 

care in a larger context, including its interaction with the public health system, community 

resources, and special populations. The majority of medical schools have also included these 

competencies in their curricula and many offer community medicine experiences. 

While the majority of educators agree on the importance of incorporating community 

medicine into the training curriculum, some have questioned whether time spent on systems-

based themes related to the community dilutes training in medical knowledge and patient 

care. However, current evidence shows that a community oriented curriculum not only creates 

physicians with equal diagnostic and management skills to traditional models, but also with 

better performance in preventative and continuity of care measures for their patients 

(Tamblyn et al., 2005).  

Additionally, community medicine training may have other benefits for trainees. A 

survey of residents who trained at programs funded by the Community Pediatrics Training 

Initiative (CPTI) to provide community pediatrics training found that CPTI graduates felt 

more skilled at linking families with community resources, assessing community needs, and 

working with community organizations than non-CPTI graduates (The Dyson Community 

Pediatrics Community Training Initiative, 2008). Some programs also adopted community 

medicine training as a way to increase trainee comfort with and enthusiasm for primary care 

practice, especially in underserved areas (Urbina et al., 2003; Kairys & & Newell, 1985).  

Despite the growing awareness of the need for additional training in community medicine 

and the endorsement by educational and professional organizations, there is evidence that 
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resident knowledge of their patients’ communities can be poor (Northrip et al., 2012). This 

chapter will serve to introduce ways to enhance this aspect of medical education and 

residency training. 

 

 

Overview 
 

There are many approaches to teaching community medicine. Strategy selection should 

depend on a program’s goals and resources. Some programs provide a brief glimpse of a 

community to emphasize certain teaching points or generate enthusiasm for community 

practice. Others immerse learners in the community and give them skills to practice 

community medicine in the future. Naturally more in-depth experiences require more 

resources and collaboration with community partners.  

Curriculum is just as important as logistical considerations in achieving the institution’s 

goals for a community medicine experience. As noted above, community-based clinical 

experiences take many different shapes and while some are simply rotations in a community 

pediatrician’s office, others have specific curricula and required experiences designed to 

maximize exposure to unique community pediatrics experiences and concepts (Shope et al., 

1999). Evidence suggests that in the absence of a formal curriculum, working in a 

community-based clinic may not be sufficient to improve objectively measured knowledge of 

the community, despite community preceptors having more knowledge of the community 

than their hospital-based colleagues (Northrip et al., 2012). Therefore it is optimal to have a 

curriculum designed to maximize exposure to desired community content areas while on 

community-based rotations. There are seven basic content areas for community knowledge 

stressed by pediatric professional associations and researchers: 1) community 

demographic/economic data; 2) schools; 3) daycares; 4) resources; 5) barriers to accessing 

healthcare; 6) local government; and 7) socio-cultural factors (Northrip et al., 2012).
12

 

However these arguably apply to community medicine as a whole. Many curricula also stress 

aspects beyond basic community knowledge, including understanding the community’s 

perspective, skills for mobilizing community resources on behalf of patients, performing 

needs assessments, cultural competency, and health literacy. Several programs have published 

their experiences with these methods. Their techniques are outlined below with examples. 

Additionally, sample curricula published by community programs have been placed 

throughout the chapter. 

 

 

Neighborhood Tours and Community Scavenger 
Hunts 

 

Neighborhood tours and community scavenger hunts are designed to maximize 

understanding of a community when only a brief interaction is possible. They are also 

effective as an initial introduction to the community prior to a more in-depth experience. Two 

residency programs published descriptions of intern orientations designed to both familiarize 

new interns with the residency program and with the community their practice will serve. As 

part of their orientation the Montefiore Medical Center used community tours and University 
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of California, San Francisco used community scavenger hunts. Both of these programs found 

that interns subjectively had better understanding of their communities after these exercises 

(Osborn & Gjeltems, 1989; Fornari et al., 2011). Other residencies and medical schools use 

these techniques either as stand-alone activities or as part of larger community experiences. 

Performed in isolation, these exercises can be used to expand trainee understanding of the 

interaction between health and community, but will not teach skills necessary for practicing 

community medicine. Often these exercises are done in teams to increase safety. 

Neighborhood tours are a straight forward way to show medical learners a community. In 

many cases, the tours are given by a member of the community clinic such as a physician, 

nurse, or community liaison. In one published report, primary care residents received a 

neighborhood tour led by a clinic patient (Fornari et al., 2011). These tours may be given on 

foot but are often taken by bus or car to cover more ground. The tour guide discusses 

landmarks relevant to the health and wellbeing of patients—not only healthcare facilities, but 

also places where patients may find food, schools, clinic community partners, transportation 

options, other local resources, community history, and social context.  

Scavenger hunts provide a more active learning experience than tours. Community 

scavenger hunts can facilitate learning about a community in much the same way as priming, 

the technique of telling a learner what to look for during the interview or exam prior to going 

into a patient’s room. Learners are given a list of things to find or note in a community prior 

to exploring the community and speaking with its citizens. This list is designed to prime 

learners to pay close attention to the details that may most affect their patients’ lives.  

Scavenger hunts may include counting parks, stores, schools, libraries, sit down 

restaurants, fast food restaurants, convenience stores, grocery stores, churches, and other 

community services. Learners may be asked to note the age of buildings, ease of 

transportation, and condition of community resources such as parks. Participants may also be 

asked to try to buy something healthy from a store. In some neighborhoods this may involve 

doing so through a slot in bullet proof glass or selections of healthy foods may be limited. 

They may also be asked to interview people in the neighborhood. Questions might include 

perceived safety and access to healthcare. It is helpful for participants to reconvene to discuss 

their perceptions of the neighborhood. In one published report this was done in conjunction 

with a discussion of selected community census data. This allowed trainees to relate their 

perceptions of a community with quantitative statistics such as unemployment rate, average 

income, and single female head of household rates (Ostorn & Gjeltema, 1989).  

 

 

Community Rotations 
 

Community rotations are a popular method for community medicine instruction. These 

rotations provide more exposure to healthcare practice in the community than didactic 

instruction or brief community visits but the focus of the rotation varies greatly from program 

to program. In some cases, community rotations focus primarily on medical care in a 

community-based office without emphasis on the role of the community in health. This may 

be because the goal of the rotation is not developing skills in community medicine, but 

encouraging primary care practice.  
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Other programs incorporate a curriculum designed to increase understanding of the 

impact of community on health and healthcare as well as to develop rudimentary skills in 

mobilizing community resources for health; usually in underserved communities. However, it 

is unrealistic to expect trainees to develop more than basic community medicine skills during 

only one month-long block rotation. The popularity of community block rotations likely 

stems from the relative ease of scheduling them as well as the Family Medicine and Pediatric 

RRC requirements for a community experience. 

In 2006 the Pediatric RRC required a structured education experience in community 

pediatrics for all pediatric residency programs. In 2013, the RRC will require that experience 

to be an “educational unit”. This means there must either be a block rotation or longitudinal 

experience.  

The Academic Pediatric Association (APA) developed guidelines for meeting this RRC 

requirement. They also developed guidelines for other RRC requirements that are available 

on the APA website, and are an excellent resource for curriculum development (Academic 

Pediatric Association, 2009). While standard community rotations may not impact objective 

measures of community knowledge, those with structured community medicine curricula 

have been demonstrated to at least improve self-perceived competence in community 

medicine.  

For example, two pediatric programs in San Diego, California evaluated the effectiveness 

of a one-month community block rotation that included a structured curriculum. This 

curriculum was based on the APA’s curriculum guidelines and the available experiences in 

their area (Shope et al., 1999; Academic Pediatric Association, 2009). The study team was 

able to demonstrate increased self-perceived competence in those residents who participated 

in the experience (Shope et al., 1999). Some programs have added even more extensive 

curricula to their community health experiences. University of California (UC), Davis has a 

program called Communities and Health Professionals Together (CHPT) for pediatric, family 

medicine and internal medicine residents as well as medical, nursing, and public health 

students.  

The program is a topic-based four week rotation taught in partnership with community 

faculty that includes physicians, neighborhood leaders, educators, and non-profit 

organizations. Topics relevant to community medicine are developed by community and 

academic faculty in partnership (Table 1). Learners may elect to allocate more time during 

their training to perform an advocacy project in the community (Li et al., 2012).  

Another innovative model for teaching community pediatrics is a 4 week elective for 

fourth year medical students in chronic-care Pediatrics in New York. The focus of the rotation 

is to understand the needs of children with chronic illness in the context of the community 

and learn more about the resources available to them. Students rotate through many 

community sites where they find chronically ill children. This includes working with teachers 

for children with special needs, physicians in multidisciplinary clinics, speech pathologists, 

and cases managers.  

Students also visit patients’ homes, residential facilities, and rehabilitation centers. When 

in these settings the students assist the professionals they are working with rather than 

passively observing (Juster & Edwards, 2001).  
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Table 1. CHPT First-Year Curriculum 

 

 

Reprinted with permission: Sun-Ting., Li E.M., Sterba E.M, , Pan, R.J., Gogo.A., Philipps, A.F. 

Community Health and Advocacy Training in Pediatrics: Using Asset-Based Community Development 

for Sustainability. Journal of Pediatrics 2012;160:183-4.e1. 

 

Figure 1. School Based Clinic Curriculum Reprinted with permission: Kalet AL, Juszczak L, Patore D, 

et al. Medical Training in School-Based Health Centers: A Collaboration Among Five Medical 

Schools. Academic Medicine 2007;82:458-64. 
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Other programs opt to have a community medicine experience in a specialized setting or 

with a specific patient population. One specialized kind of community clinic is a School 

Based Health Center (SBHC). These clinics within schools can be interdisciplinary models 

for students and residents. Five medical schools in New York developed a partnership with 

local SBHCs to provide community-based training in child health to residents, medical 

students, nursing students, and dental students. Their curriculum included healthcare training 

as well as advocacy (Figure 1) (Kalet et al., 2007).  

 

 

Longitudinal Experience 
 

One strategy for providing a more robust and ongoing community experience for 

residents or students in an academic hospital-based program is to offer a longitudinal 

community experience. This may range anywhere from a community-based continuity clinic 

to a community project to an entire residency track.  

In some programs, residents have their continuity clinic in a community setting (Sargent, 

Osborn, Roberts, & DeWitt, 1993; Recchia, Petros, Spooner, & Cranshaw, 1995). There is 

evidence that community-based continuity clinic training can be at least as effective for 

medical training as academic-based models. One study demonstrated that residents with 

community-based continuity clinics saw approximately four times as many patients per year 

as those in the hospital-based resident clinic (Recchia et al., 1995). This effect was larger for 

those based in private practices as opposed to public clinics. The authors also found that 

community-based residents saw more of every kind of diagnosis they tracked, allaying any 

fears that they would receive an incomplete medical education (Recchia et al., 1995). In 

addition, a recent study demonstrated that community-based faculty have more knowledge of 

the community than their hospital-based counterparts, making community-based continuity 

clinics a rich environment for learning community medicine (Northrip et al., 2012).  

Morehouse School of Medicine requires its first year medical students to take a year-long 

community health course where students receive early exposure to community medicine 

ideas. In this course students work in teams to perform community health needs assessments 

and develop interventions for problems they find (Buckner, Ndjakani, Banks, & Blumenthal, 

2010).  

As described in the Community Rotation section, several residencies at UC Davis 

participate in the CHPT (formerly CPT) program their intern year but can opt to perform a 

project with the community (Huford, West, Paterniti, & Pan, 2009; Community Health & 

Advocacy Training, 2010) This project focuses on asset-based community development 

(Hufford et al., 2009). Asset-based community development identifies resources within a 

community and mobilizes them to act on behalf of the community. Resources might include 

people with specific skills, volunteer groups, local institutions and businesses, economic 

opportunities, or physical resources (Kretzmann & McKnight, 1993). As part of the CHPT 

community project for pediatrics, residents are asked to collaborate with community 

resources to improve child health in their assigned community. In their first year residents are 

introduced to their community. They learn about the community’s perception of itself and 

identify community assets. During their following two years, residents work with community 

groups on a project to improve child health in that community. Residents are provided with a 
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two to four week block each year for CHPT but continue to work on their project year round 

(Hufford et al., 2009).  

UC Davis Internal Medicine has a community track to allow residents to individualize 

their training and foster careers in general internal medicine. Residents accepted to this track 

spend nine blocks in their third year on TEACH (Transforming Education and Community 

Health) rotations. These rotations include inpatient, community-based primary care, and 

community-based subspecialty experiences merged into each block. No interns are present on 

the TEACH inpatient team. This allows the residents to be the primary provider for their 

patients. TEACH residents participate in weekly half day seminars focused on practice based 

improvement and systems based practice themes in addition to weekly internal medicine 

didactic session. TEACH residents also participate in a CPT project in their third year. Two 

years after graduation, TEACH residents had greater job satisfaction than categorical 

residents from the same program (Fancher et al., 2011).  

The community focus described above is also applied to rural practice. In their report on 

the Dartmouth-Hitchcock Primary Care Pediatric Residency, Steven Kairys and Pricilla 

Newell argue that the physician dissatisfaction and turnover in rural areas could be combated 

by adequately exposing trainees to rural medicine and providing them with skills to increase 

their effectiveness practicing in these communities. One of the skills they discuss is the ability 

to oversee the health of all children in the community, not just that of their individual patients. 

In the Dartmouth example, several community pediatricians within 45 minutes of the medical 

center serve as faculty for the rural experience. The faculty teach residents in their clinics as 

well as helping to arrange all community interactions while providing progressive 

independence over the three year program. Interns are provided a three week block to become 

familiar with their assigned clinic and community. During this time, they see patients in the 

clinic with supervision, visit schools, learn about multidisciplinary teams in the care of 

children, and learn about common outpatient problems and normal growth and development. 

In their second and third years, residents work in their community one day a week and one 

block out of the year. In addition to having more independence with clinical duties, second 

year residents are asked to become more involved in community activities related to child 

health as well as learning how to leverage community resources for their patients. In their 

final year, residents continue to gain independence in their clinical duties and learn more 

about the business of medicine. Their community role expands as well. They become more 

involved with local schools, learn about community health concerns, study at least one 

community health problem in depth, and then present their experience to the faculty and other 

house staff (Kairys & Newell, 1985).  

 

 

Community-Based Residency Programs 
 

The most in-depth community experience is one where all training takes place in a 

community setting. While there are several community-based residency programs in other 

fields, this technique has been most prominently embraced by Family Medicine programs. 

Nationally, approximately 64% of Family Medicine residency programs are community-

based. The vast majority of these are medical school affiliated or administered (Plescia et al., 

2002). There is potentially a tradeoff between improved community exposure and exposure to 
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specialists with more complex patients and procedures, possibly impacting the readiness of 

community trained residents to enter practice. A study of South Carolina family medicine 

residency graduates found no differences in salaries or personal/professional satisfaction 

between those trained in community-based versus university-based programs. The study did 

find that those in community-based programs were statistically more likely to remain in the 

state, practice in a rural area, and practice closer to their residency site. There were also some 

minor differences in procedures performed by graduates of these programs, but none of a size 

to suggest a deficiency in training (Carek, King, & Abercrombie, 2002). Community-based 

programs are certainly a viable option for increasing community medicine training as well as 

encouraging local rural practice in graduates. One barrier to the formation of these programs 

is ensuring all components necessary to satisfy the residency’s RRC are available in a willing 

community setting. This may be particularly difficult for Pediatrics and Internal Medicine 

where more specialists are required for accreditation, necessitating a larger community-based 

hospital or partnership with an academic institution. 

 

 

Community Oriented Primary Care 
 

Community Oriented Primary Care (COPC) is not a specific teaching technique like 

those outlined above. COPC is method for blending public health and primary care practice. 

Some training programs involve residents in COPC projects, hoping to improved knowledge 

of their community and its interaction with health (Fornari et al., 2011). COPC has the added 

advantage of helping residents meet several of the Accreditation Council for Graduate 

Medical Education (ACGME) RRC requirements for training in pediatric and family 

medicine residency. These include patient advocacy and quality improvement experiences as 

well as knowledge of community-oriented care and culturally effective care (Chen et al., 

2010).  

 

 

Figure 2. The COPC Cycle (Adapted from: Chen, et al., 2010; Rhyne, 1998). 
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COPC was defined at the 1982 Institute of Medicine sponsored COPC conference as “the 

provision of primary care services to a defined community, coupled with systematic efforts to 

identify and address the major health problems of that community through effective 

modifications in both the primary care services and other appropriate community health 

programs (Nutting & Connor, 1984).” While COPC is an evolving method with some 

variation in terminology between practitioners, it is informed by four fundamental principles: 

1) The COPC team attempts to improve the health of a whole community, not just the users 

of the clinic that serves that community; 2) Interventions are based on systematically 

identified health needs of that community; 3) Interventions focus on all stages of the 

identified need including illness, prevention, and health promotion; and 4) The community is 

involved in the entire process (Chen et al., 2010).  

 

The COPC cycle entails seven steps (Figure 2.) The steps are: 

 

1) Define the community: Define the community of interest by geography, ethnicity, 

place of employment, enrollment in a given health plan, or other appropriate criteria. Often 

the community is defined as potential users of a clinic where COPC is performed. This can be 

done by defining the geographic area where at least 60% of clinic users live and then 

including all potential patients within that area. In some cases this community definition is 

further refined by age (for example children for a pediatric clinic) or ethnicity (such as 

Latinos in a clinic that primarily serves Spanish-speaking patients).  

2) Community Characterization: Gather data about the community’s geography, 

demographics, resources and health status. This data may be collected through pre-existing 

sources such as census data or through investigation by the COPC team. A combined 

approach can often produce a depth of information with moderate effort. Key informant 

interviews and focus groups can be useful in identifying health problems of concern to the 

community.  

3) Prioritization: Sort the list of health concerns and select one area for intervention. This 

may be done in several ways but it is important that the community be involved in the 

selection process and the criteria for selection are clearly defined. Common considerations 

when prioritizing health problems are the severity and prevalence of the problem as well as 

the feasibility of intervening.  

4) Detailed Assessment: Collect more information about the selected health problem. 

This includes gathering data on the problem in the community as well as identifying best 

practices. Finding best practices is sometimes separated out into a separate step: intervention 

planning. 

5) Implementation: Implement the best practices in the community once an evaluation 

plan has been incorporated into the intervention activities. 

6) Evaluation: Measure the effect of the intervention on the community. It is important 

that the evaluation target the whole community and not just the clinic patients. 

7) Re-evaluation: COPC is intended to be an ongoing process, much like a community-

wide quality improvement project. Data from the evaluation will be used to assess the need 

for further intervention on the selected health problem. If the intervention achieved success, 

the cycle can be restarted by selecting a new problem from the list generated during the 

community characterization phase. 
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Family Medicine has more widely embraced COPC in training than the other primary 

care disciplines, but a few pediatric residencies and medical schools also include COPC in 

their curriculum (Chen et al., 2010; Klevens et al., 1994; Plescia et al., 2002). In a 2002 

survey of family medicine program directors, 44% of surveyed residencies had some 

instruction in the COPC model. COPC training was positively associated with perceived 

competence in community involvement, cultural sensitivity and use of community resources 

(Plescia et al., 2002).  

When training programs do include COPC in their curriculum, the extent of trainee 

involvement varies widely from one program to the next. Some include only didactic training 

in COPC while others engage in COPC projects. The extent of that engagement may also vary 

between sites or over time. For example, the University of South Carolina School of Medicine 

has a COPC experience for their family medicine and preventative medicine residents. 

Initially residents worked with community preceptors and a university epidemiologist to 

perform the initial steps of the cycle and recommended an intervention at the end of their 

project. Due to time constraints they were unable to perform the implementation and 

evaluation steps themselves (Carl & Probst, 2000). Currently the residents function as a part 

of an interdisciplinary team that completes the entire COPC cycle (COPC, 2002).  

 

 

Bringing Community Concepts into the Academic 
Center 

 

All community medicine education isn’t happening in the community. Many programs 

provide didactic lectures for students and residents on diverse community medicine topics 

including public health, advocacy, and cultural sensitivity (Plescia et al., 2002). Programs 

sometimes involve their residents in legislative efforts which often include visits with state 

and sometimes national representatives to advocate for legislation that would benefit health in 

the community. These projects can help learners understand how legislation impacts health 

and teaches them skills to advocate for themselves and their community in the future.  

Cincinnati Children’s hospital-based teaching clinic used electronic medical records 

(EMR) in an innovative approach to bringing an aspect of community medicine into an 

academic health center. The team used a quality improvement approach to improve screening 

and understanding of food insecurity by pediatric residents. This approach used five key 

drivers: 1) evidence-based criteria; 2) awareness of the problem in the clinic 

community/population; 3) relationship between food insecurity and child health; 4) provider 

empowerment to ask about food insecurity; and 5) staff buy-in. A validated two question 

screen for food insecurity in the EMR in combination with educational interventions and 

direct observation resulted in increased identification of food insecure families. This one 

study highlights two potentially powerful tools for helping physicians and residents consider 

social needs and community factors: quality improvement and EMR. Very little has been 

published on their use in developing community medicine curriculums but they are certainly a 

promising area for curricular innovation. 
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Important Considerations for Designing 
Community-Based Clinical Experiences 

 

There are important considerations beyond curriculum when setting up a community-

based clinical experience for students or residents. Based on the experience of pediatrics 

residency programs at The University of Utah and University of Massachusetts Medical 

Centers, Sargent, et al. described four critical elements that need to be in place before starting 

a community continuity clinic (although this may be said for starting any community 

medicine rotation): 1) a supportive Chairperson; 2) departmental support; 3) a good 

relationship with community physicians; and 4) coordination with the medical school.
34

 This 

last element is absolutely essential for community experiences involving residents because 

the ACGME requires the Graduate Medical Education office to approve all clinic sites and 

preceptors at these sites must have faculty appointments and letters of agreement with the 

residency program (ACGME, Common Program, 2010). This is crucial for meeting ACGME 

standards and ensuring malpractice coverage for residents while at the clinic (Sargent et al., 

1993).  

Finding appropriate preceptors is also critical to a program’s success. Preceptors should 

have good clinical skills, be located close enough so that travel time does not exceed 30-45 

minutes for a continuity clinic, have offices large enough to accommodate one more clinician, 

and have office staff and partners that are supportive of the program (Kairys & Newell, 1985; 

Sargent et al., 1993). Good sources of preceptors are former residents and physicians 

recommended by the residents and students. Once preceptors are selected they must be paired 

with a resident. A few programs even allow the trainees and preceptors to meet one another 

and submit a list of preferred partners (Kairys & Newell, 1985; Sargent et al., 1993). Faculty 

development for preceptors is necessary to introduce the curriculum and basic education 

techniques. This may be done through day-long workshops, a series of shorter courses, or 

online modules. 

Preparation for and implementation of a training program in a community physician’s 

office requires effort on the part of the preceptor and may decrease productivity. It is 

therefore essential that the program be well coordinated so as not to place further burden on 

the preceptor. Some programs provide scheduling templates and coordinate with the 

preceptor’s office staff to make integration of a learner into the clinic as smooth as possible. 

Additionally, it can be helpful for the medical school to provide additional support and 

benefits to its preceptors (Sargent et al., 1993). Possible benefits include: appointment as 

Adjunct Faculty; access to University electronic journal collections and databases; a credit for 

access to university sponsored continuing medical education events; and in some cases a 

small stipend. Faculty appointment is required by the ACGME for residents rotating in the 

clinics, but is also a nice way to recognize the contribution of a community preceptor to the 

education of students and residents.  

Patient recruitment and satisfaction are important points to consider. If the community 

experience is a continuity clinic, it will be important for the resident to have a panel of 

patients that identify them as their doctor. The preceptor’s practice may identify patients for 

this panel or the resident may recruit patients to their continuity clinic from their hospital 

rotations. Same day call-ins may also be a good source of patients for the learner, especially 

for learners on block rotations where long term continuity is not possible.  
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Potential preceptors may be concerned about the impact of residents on patient 

satisfaction. However, in the experience of Sargent, et al., patient satisfaction was high for 

residents in private practices (Sargent et al., 1993). For practices where residents may be new, 

they suggested several ways to introduce the idea in a positive way. For example the 

preceptor could send a letter to families describing the role of the residents; or patients can be 

given brochures about the program (Sargent et al., 1993).  

 

 

Barriers to Community Programs 
 

Barriers to meaningful community experiences may stem from both community members 

and the learners themselves. In a study of medical students participating in a community 

experience which required them to talk with people in an underserved community setting, 

some students found it difficult to interact with community members. Several medical 

students had pre-conceived notions or safety concerns about the community they visited. 

Others felt that being affiliated with a university that was historically negatively regarded by 

the community meant that community members wouldn’t be open with them. A few felt that 

the activity was unnecessary or exploitative and thought it was more appropriate to talk with 

community members in a clinical setting, rather than in their community. Lastly, some 

students felt guilty or hopeless when seeing issues related to depressed socioeconomic status 

first hand (Chronholm et al., 2009). These concerns can be used to frame the introduction to a 

community experience. It is important to let learners know what you want them to gain from 

this experience as well as what parts of it may feel uncomfortable and why the exercise is 

important. Safety concerns may be addressed by performing community activities in groups. 

Rotations in community practice offices also have several potential pitfalls despite being 

situated in the clinical setting. Community physicians may initially be reluctant to become 

preceptors because of concerns about decreased productivity or patient satisfaction. Over 

time, the success of early adopters can convince reluctant physicians to become involved. 

However, this is dependent on the success of the program early on. It is therefore essential to 

monitor the program carefully for learners or preceptors who are not taking the role seriously 

and to correct these problems quickly (Sargent et al., 1993).  

Another potential pitfall for learners is that they may not be allowed to see patients with 

appropriate supervision. In some cases they may be asked to shadow for the entire month. 

This is too basic for a third year medical student, let alone a resident. These problems may 

stem from concerns about patient satisfaction and will require discussion with the preceptor 

about historically high patient satisfaction for residents rotating in private practices and 

strategies for ensuring patient understanding of the learner’s role. It may also be possible for a 

preceptor to give too little supervision to a learner and would require a discussion of the 

expectations and capabilities of learners at that level.  

Continuity clinics are a special case, requiring residents to see their own panel of patients. 

It is a violation of RRC rules if residents do not have continuity of care or are scheduled to 

see only sick patients. This would require swift intervention. 
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Conclusion 
 

Multiple techniques have been studied to improve trainees understanding of their 

patients’ communities and the interplay between those communities and health. These include 

exposure to communities through driving tours or scavenger hunts, and work with community 

partners (Borot et al., 2004; Plescia et al., 2002; Solomon et al., 2007). Some programs have 

experiences such as rotations in community-based clinics and community-based projects 

(Borot et al., 2004; Fisher, 2003; Plescia et al., 2003; Shope et al., 1999). Other strategies 

include Community Oriented Primary Care, inclusion of community based multidisciplinary 

team members in training, and community-based residency programs or tracks (Chen et al., 

2010; Hufford et al., 2009; Plescia et al., 2002) There is emerging data on the effectiveness of 

some of these programs, primarily regarding their effect on increasing self-reported 

knowledge, comfort, and skills. More study is needed to demonstrate their effect on future 

patient satisfaction, clinical outcomes, and community health in order to determine which 

approaches may produce better “community physicians.” As demands increase to reduce 

health disparities and improve preventative health measures, community medicine training 

efforts will likely increase in the future. These educational techniques could be useful to 

programs seeking to expand their training in community medicine. 
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