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Abstract: TheHealthy PeopleCurriculumTask Forcewas established in 2002 to encourage implemen-
tationofHealthyPeople2010Objective1.7: “To increase theproportionof schoolsofmedicine, schoolsof
nursingandhealthprofessional trainingschoolswhosebasic curriculumforhealthcareproviders includes
the core competencies in health promotion and disease prevention.” In 2004, the Task Force published a
Clinical Prevention and Population Health Curriculum Framework (“Framework”) to help each profes-
sion assess and developmore robust approaches to this content in their training.
During the 6 years since the publication of the Framework, the Task Force members introduced and

disseminated it to constituents, facilitated its implementation at member schools, integrated it into
initiatives that would influence training across schools, and adapted and applied the Framework tomeet
the data needs of the Healthy People 2010 Objective 1.7. The Framework has been incorporated into
initiatives that help promote curricular change, such as accreditation standards and national board
examination content, and efforts to disseminate the experiences of peers, expert recommendations, and
activities to monitor and update curricular content. The publication of the revised Framework and the
release ofHealthy People 2020 (and the associatedEducation forHealth Framework) provide an opportu-
nity to review the efforts of the health professions groups to advance the kind of curricular change
recommended in Healthy People 2010 and Healthy People 2020 and to appreciate the many strategies
required to influence health professions curricula.
(Am J PrevMed 2011;40(2):232–244) © 2011 American Journal of PreventiveMedicine
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ntroduction
n 2002, representatives from seven national organi-
zations representing dental, medical, nursing, phar-
macy, and physician assistant education and training

the Healthy People Curriculum Task Force) began to
eet regularly to help facilitate progress toward achiev-

ng Objective 1.7 fromHealthy People 2010, “To increase
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he proportion of schools of medicine, schools of nursing
nd health professional training schools whose basic cur-
iculum for healthcare providers includes the core com-
etencies in health promotion and disease prevention.”
bjective 1.7 addressed the need for clinicians to improve
heir appreciation and understanding of prevention and
opulation health to meet the health and healthcare
eeds of the U.S. population.1 In 2004, the Task Force
ublished a Clinical Prevention and Population Health
urriculumFramework (“Framework”) to help eachpro-
ession assess and developmore robust approaches to this
ontent in their training.2 The original Framework was
eveloped by the Task Force and based on earlier work by
he Association for Prevention Teaching and Research
APTR)—which was then the Association of Teachers of
reventive Medicine.3 Because the breadth and depth of
nowledge and skill varies by profession, the Framework
id not identify competencies or learning objectives.
ather, 19 domains (topics) were identifıed under the
our components (categories) of “Evidence base for prac-

ice,” “Clinical preventive services-health promotion,”

© 2011 American Journal of PreventiveMedicine. All rights reserved.
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Health systems and health policy,” and “Community
spects of practice.” (In the 2009 update of the Frame-
ork [Appendix A], the fırst and fourth components are
alled “Evidence-Based Practice” and “PopulationHealth
nd Community Aspects of Practice”).
Since the publication of the Framework, theTask Force

xpanded to include the Association of Schools of Allied
ealth Professions (ASAHP), and addressed other re-

ated issues, such as undergraduate public health educa-
ion4,5 and interprofessional prevention education,6 top-
cs that are examined in separate manuscripts in this
pecial issue. Each professional group also continued to
dvocate for progress in the teaching of clinical preven-
ion and population health in their own fıeld. During the
years since the publication of the Framework, Task
orce members introduced and disseminated it to con-
tituents, facilitated its implementation at member
chools, integrated it into initiatives that would influence
raining across schools, and adapted and applied the
ramework to meet the data needs of the Healthy People
010 Objective 1.7. The Framework has been incorpo-
ated into initiatives that help promote curricular change,
uch as accreditation standards andnational board exam-
nation content, and efforts to disseminate the experi-
nces of peers, expert recommendations, and activities to
onitor and update curricular content. The publication
f the revised Framework, and the release of Healthy
eople 2020 (and the associated Education for Health
ramework) provide an opportunity to review the efforts
f the health professions groups to advance the kind of
urricular change recommended in Healthy People 2010
nd Healthy People 2020, and to appreciate the varied,
ailored strategies required to influence health profes-
ions curricula. The vignettes within this article provide
xamples of how organizations or institutions applied
nd tailored the Framework to further the teaching of
linical prevention and population health.

ntroducing, Disseminating, and Adopting
he Framework
ach organization introduced its members to the
ramework—although approaches varied from group to
roup. Most commonly, associations distributed the
ramework or reprints of the Task Force article in the
merican Journal of Preventive Medicine2 (or both) di-
ectly to the deans at member institutions. Information
as received by the academic leader at each institution,
nd recipients realized that the Framework was being
isseminated with the “blessing” of their professional
rganization. Some organizations also sent these materi-
ls directly to the faculty (e.g., the National Organization

f Nurse Practitioner Faculties [NONPF] distributed the a

ebruary 2011
rticle to 1200 nurse practitioner educators). Additional
trategies to introduce and disseminate the Framework
ncluded presentations at key meetings of the organiza-
ions, featuring the Framework in association newslet-
ers, and posting the Framework on their websites.
Because the academic community relies on peer-

eviewed literature to stay abreast of innovations in
ealth education and training, members of the Task
orce spearheaded several peer-reviewed articles in their
rofessional journals. Table 1 features these publications,
long with a sampling of work by other educators who
ave used the Framework. A citation inquiry run on
eptember 30, 2010, showed that 36 articles had used the
riginal Allan et al.2 paper as a reference.
Each of the professional organizations is unique, and

ach health profession’s educational program is governed
y different standards and requirements. The Task Force
id not strive for uniform responses from the national
rganizations or for the achievement of a common set of
oals across the health professions curricula. Instead, Task
orce members were encouraged to achieve whatever for-
al support was possible, given their organizational and
olitical dynamics, and to weave the Framework into the
abric of the organization and/or profession in whatever
ays possible. As a result, the status of formal adoption by
he organization and profession varies. Three organizations
American Association of Colleges of Nursing [AACN];
merican Dental Education Association [ADEA]; Physi-
ianAssistant EducationAssociation [PAEA]) offıcially ap-
roved of or endorsed the Framework.

nforming Clinical Prevention
nd Population Health Competencies
nd Standards
heFrameworkdidnot include learningobjectivesorcom-
etency statements. Professional groups could indepen-
ently decide how to develop or revise clinical prevention
nd population health–related standards with the Frame-
ork as a guide. Althoughnot all of the outcome statements
hat were developed by the health professions groups are
art of offıcial accreditation requirements, outcomeor com-
etency statements described in this section have been ref-
renced by accrediting boards for health professions pro-
rams and schools. They can also influence the content of
ational board examinations. National accreditation re-
uirements andexaminations arekey influenceson the con-
ent of health professions education.

ursing
he AACN Board of Directors endorsed the Framework
n 2004. Subsequently, the 2008 Essentials of Baccalaure-

te Education for Professional Nursing Practice revision
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ncludes Clinical Prevention and Population Health as
ne of the nine essential curricular areas. The Essentials
onograph was fırst published in 1986 as the “fırst na-

ional effort to defıne the fundamental knowledge, values,
nd professional behaviors expected of the bachelor’s-
egree nursing graduate”7 and provides curricular guid-
nce to nursing programs. Essential VII is titled “Clinical
revention andPopulationHealth,” and identifıes 13 “ex-
ected outcomes” of all baccalaureate nursing programs
Table 2).8 The Framework was one of the reference doc-
ments used to arrive at these expected outcomes.

dvanced Practice Nursing
he 2006 Essentials of Doctoral Education for Advanced
ursing Practice, also published byAACN, provides curric-
lar guidance for doctoral programs in nursing (DNP). The
itle of Essential VII is “Clinical Prevention and Population
ealth for Improving the Nation’s Health”9 and describes
hese expectations of DNP programs:
The DNP program prepares the graduate to:

analyze epidemiologic, biostatistical, environmental,
and other appropriate scientifıc data related to individ-
ual, aggregate, and population health;
synthesize concepts, including psychosocial dimen-
sions and cultural diversity, related to clinical preven-
tion and population health in developing, implement-
ing, and evaluating interventions to address health
promotion/disease prevention efforts, improve health
status/access patterns, and address gaps in care of indi-

able 1. A sampling of peer-reviewed literature citing the

Articles authored by Task Force members

Allan JD, Stanley J, Crabtree MK, Werner KE, Swenson M. Clin
prevention and population health curriculum framework: the
nursing perspective. J Prof Nurs 2005;21(5):259–67

Cashman SB, Garr D. Education for all in clinical prevention an
population health: an opportunity for family medicine
educators. Fam Med 2006;38(2):84–5

Cawley JF. A curriculum in clinical prevention and population
health for physician assistants. Perspect Physician Assist Ed
2005;16(2):89–95

Fincham JE. Clinical prevention and population health enabled
through the prevention education resource center. J Public
Health Manag Pract 2008;14(4):396–9.

Johnson K. Meeting Health People 2010 Objective 1.7 in ASAH
Programs. J Allied Health 2010;39(4)
viduals, aggregates, or populations;
evaluate care delivery models and strategies using con-
cepts related to community, environmental, and occu-
pational health and cultural and socioeconomic di-
mensions of health.

harmacy
n 2004, the American Association of Colleges of Phar-
acy (AACP) Center for the Advancement of Pharma-
eutical Education (CAPE) developed target educational
utcomes for the “evolving” pharmacy curriculum.
ithin the CAPE document, “Provide Population-Based
are” is a subtopic within the fırst major section (Phar-
aceutical Care) and “Public Health” is the third of the

hreemajor sections.10 The 2004CAPEdocument is cited
s a reference for theAccreditation Standards andGuide-
ines for the Professional Program in Pharmacy Leading
o the Doctor of Pharmacy Degree,11 which include the
ollowing three sections:
Guideline 12.1: Graduates must possess the basic

nowledge, skills, attitudes, and values to practice phar-
acy independently at the time of graduation. In this
egard, the college or school must ensure that graduates
re competent to:

provide population-based care, through the ability to
develop and implement population-specifıc, evidence-
based disease management programs and protocols
based on analysis of epidemiologic and pharmacoeco-
nomic data, medication use criteria, medication use

iculum Framework

Other peer-reviewed publications

Brown JP. A new curriculum framework for clinical
prevention and population health, with a review of
clinical caries prevention teaching in U.S. and
Canadian dental schools. J Dent Educ 2007;71(5):
572–8

Kerkering KW, Novick LF. An enhancement strategy for
integration of population health into medical school
education: employing the framework developed by
the Healthy People Curriculum Task Force. Acad
Med 2008;83(4):345–51

Lenz TL, Monaghan MS, Hetterman EA. Therapeutic
lifestyle strategies taught in U.S. Pharmacy Schools.
Prev Chronic Dis 2007;4(4):A96.

Saxe JM, Janson SL, Dennehy PM, Stringari-Murray S,
Hirsh JE, Waters CM. Meeting a primary care
challenge in the U.S.: chronic illness care. Contemp
Nurse 2007;26(1):94–103.

Zamani J, Vogel S, Moore A, Lucas K. Analysis of
exercise content in undergraduate osteopathic
education—a content analysis of UK curricula. Int J
Osteopath Med 2007;10(4):97–103
Curr
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review, and risk-reduction strategies;

www.ajpm-online.net
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manage medication use systems, through the ability to
apply patient- and population-specifıc data, quality
improvement strategies, medication safety and error
reduction programs, and research processes to mini-
mize drug misadventures and optimize patient out-
comes; to participate in the development of drug use
and health policy; and to help design pharmacy
benefıts;
promote the availability of effective health and disease
prevention services and health policy through the abil-
ity to apply population-specifıc data, quality improve-

able 2. Essential VII—Clinical prevention and
opulation health8

1. Assess protective and predictive factors, including
genetics, which influence the health of individuals,
families, groups, communities, and populations.

2. Conduct a health history, including environmental
exposure and a family history that recognizes genetic
risks, to identify current and future health problems.

3. Assess health/illness beliefs, values, attitudes, and
practices of individuals, families, groups, communities,
and populations.

4. Use behavioral change techniques to promote health
and manage illness.

5. Use evidence-based practices to guide health teaching,
health counseling, screening, outreach, disease and
outbreak investigation, referral, and follow-up
throughout the life span.

6. Use information and communication technologies in
preventive care.

7. Collaborate with other healthcare professionals and
patients to provide spiritually and culturally appropriate
health promotion and disease and injury prevention
interventions.

8. Assess the health, healthcare, and emergency
preparedness needs of a defined population.

9. Use clinical judgment and decision-making skills in
appropriate, timely nursing care during disaster, mass
casualty, and other emergency situations.

10. Collaborate with others to develop an intervention plan
that takes into account determinants of health,
available resources, and the range of activities that
contribute to health and the prevention of illness,
injury, disability, and premature death.

11. Participate in clinical prevention and population-focused
interventions with attention to effectiveness, efficiency,
cost effectiveness, and equity.

12. Advocate for social justice, including a commitment to
the health of vulnerable population and the elimination
of health disparities.

13. Use evaluation results to influence the delivery of care,
deployment of resources, and to provide input into the
development of policies to promote health and prevent
disease.
ment strategies, informatics, and research processes to s

ebruary 2011
identify and solve public health problems and to help
develop health policy.

n March 2007, CAPE published supplemental educa-
ional outcomes for Social and Administrative Sciences12

hat include a section on public health that was informed
n part by the Framework. Major headings from the Pub-
ic Health section are included in Table 3.

mplementing the Framework at
ember Schools
ecause accreditation standards vary in specifıcity across
he professions with regard to clinical prevention and
opulation health content, the curricular emphasis on
hese topics can differ at schools within a profession as
ell as across professions. Health professions schools
ave utilized the framework to assess their curricula and
o develop new educational opportunities for their
tudents.

edicine (DO)
uring a recent curriculum review at the University of
ew England College of Osteopathic Medicine, the
ramework was a reference for the curriculum-review
ommittee, and curricular changes were made to inte-
rate clinical prevention and population health tenets
hrough all 4 years of teaching. A community-based pop-
lation health and prevention exercise was incorporated
nto the 4th-year rural primary care area health education
enter (AHEC) clinical rotation. The Framework was
tilized in the planning for the MPH degree within the
ollege, which provides dual DO–MPHdegrees as well as
ndependent MPH education to health professional and
ther students within the university.

dvanced Practice Nursing
he University of Hawaii at Manoa School of Nursing &
ental Hygiene used the Framework to guide the devel-
pment and implementation of the Masters of Science in
ursing Advanced Public Health Nursing (APHN) pro-
ram in 2007. The focus of the APHN program is on
opulation-level health, wellness, and health promotion
nd disease prevention. Students learn critical commu-
ity and public health skills such as community and pop-
lation assessment, complex program management, epi-
emiology, biostatistics, community-based and health
ervices research, disaster preparedness, and health pol-
cy analysis. The program is 36 credits, and graduates are
ligible to take the American Nurses Credentialing Cen-
er (ANCC) national examination for Advanced Public
ealth Nursing (APHN-BC). More information can be
ound at www.nursing.hawaii.edu. This work was pre-

ented at the 2007 NONPF Annual meeting.

http://www.nursing.hawaii.edu
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edicine (MD)
he Brody School of Medicine at East Carolina Uni-
ersity assessed their 2005–2006 curriculum against
he components, domains, and items of the Frame-
ork in a matrix to inform their efforts to integrate
opulation health into the medical student education.
ducators at Brody defıned a curricular “gap” as a
ramework domain or item with only one or no edu-
ational offering identifıed. They discovered that al-

able 3. Major headings from Public Health in Social and
utcomes Based on CAPE 200412

1. Assure the availability of effective, quality health and dise

A. Assure access to rational, safe, and cost-effective drug th

B. Define and assess the health status of individuals and p
contributing to health promotion and disease prevention,
(e.g., incidence, prevalence) of diseases.

C. Assess and monitor at-risk populations to identify and re
collaboration with patients, other health professionals, m

D. Select and implement strategies to prevent or detect dis

E. Identify methods to ensure that public health initiatives/p

F. Evaluate the outcomes of the program/intervention.

G. Advocate for improved polices that increase access to he

2. Develop strategic efforts to collaborate with policymakers
other stakeholders and decision makers to promote public

A. Collaborate with pertinent local and state organizations, h
development of the public health initiatives and identify m

B. Synthesize a solution through an action plan in collabora
following.

C. Tailor activities by identifying clinical characteristics of th
associated with the service population and community.

3. Carry out duties in accordance with legal, ethical, social,

A. Describe local, state, federal, and international regulation

B. Evaluate and resolve ethical dilemmas that arise in the d
acceptable to all parties involved.

C. Describe legal and ethical implications of intervention in

D. Demonstrate the ability to place healthcare and professio
economic, scientific, political, and philosophical framewo

E. Display a respect and sensitivity for patient and family at
cultural, ethnic, and socioeconomic influences and incorp
behaviors into the patient care plan.

F. Incorporate the needs and perceptions of a culturally dive

G. Apply principles of pharmacoeconomics in public health p

H. Evaluate public health policy in terms of costs and effect

I. Identify and collaborate with appropriate government agen

J. Explain the role of professional organizations in the devel

K. Determine how professional standards and guidelines are
hough their curriculum offered instruction in many c
linical prevention and population health topics, gaps
ere identifıed in domains within three of the com-
onents. In response, interactive case studies in
opulation-oriented prevention that addressed gaps
ithin Evidence Base for Practice (i.e., passive surveil-
ance/reportable diseases and active surveillance for
pidemics and bioterrorism) and Community Aspects
f Practice (i.e., evaluation of health information and
ublic health preparedness) were integrated into the

inistrative Sciences Supplemental Educational

revention services.

y and pharmaceutical care.

tions, including determinants of health and illness, factors
rs influencing the use of health services, and epidemiology

ealth problems, and to prioritize interventions in
rs of the community, and policymakers.

in the target population.

ms continue to achieve stated goals.

services and reduce health risks.

ers, members of the community, health providers, and
lth and resolve public health problems.

care providers, and policymakers responsible for the
ds to stimulate their support.

ith community leaders and organizations, such as the

rmacy practice and community and learning about diseases

omic, and professional guidelines.

ecting public health policy development.

pment of public health policy or find a solution that is

reatening situations such as poisoning or drug overdose.

ssues within appropriate historical, cultural, social,

s, behaviors, and lifestyles, paying particular attention to
cultural preferences and spiritual and health beliefs and

ociety in public health policy.

development.

ss.

in the development of public health policy.

nt of public health policy.

rporated into specific public health policies.
Adm

ase-p

erap

opula
facto

port h
embe

ease

rogra

alth

, pay
hea

ealth
etho

tion w

e pha

econ

s aff

evelo

life th

nal i
rks.

titude
orate

rse s

olicy

ivene

cies

opme
urriculum.13

www.ajpm-online.net



I
I
p
w
a

P
T
l
U
g
H
p
t
F
f
P

D
M
c
o
u
w

t
A
y
c
e
m
A
f
S
c
l
a
c
h
D
f
2

M
T
i
G
c
c
i
c
s
t
r
i
g
m
c
2
o
u

M
T
t
A
g
f
C
t
i
s
s
r
c

T
U
O
H

Maeshiro et al / Am J Prev Med 2011;40(2):232–244 237

F

ntegration into Other initiatives
n addition to the efforts described earlier, the health
rofessions associations have incorporated the Frame-
ork into other initiatives to enhance clinical prevention
nd population health curricula.

harmacy
heAACP’sprojectoncare for theunderservedwasdirectly
inked to the Framework. In April 2006, “Caring for the
nderserved: A Delineation of Educational Outcomes Or-
anized Within the Clinical Prevention and Population
ealthCurriculumFramework forHealthProfessions”was
ublished.14Thisdocument’s learningobjectivesoncare for
he underserved are linked to the topics included in the
ramework’s 19 domains. Table 4 provides an example
rom the Framework’s fırst component (Evidence Base of
ractice at the time; now Evidence-Based Practice).

entistry
ultiple health professions organizations in the oral health
ommunity have worked with the Framework. The House
f Delegates of the AmericanDental EducationAssociation
nanimously passed a resolution to approve the Frame-
ork, and the American Association of Public Health Den-

able 4. “Health Surveillance” from “Caring for the
nderserved: A Delineation of Educational Outcomes
rganized Within the Clinical Prevention and Population
ealth Curriculum Framework for Health Professions”14

a. Describe how vital statistics and legal documents are
used in epidemiologic studies to determine health needs
of an underserved population.

i. Identify characteristics of the selected underserved
population that would facilitate, and those that would
hinder access to these data and documents.

b. Describe how epidemiologic surveillance is used to track
distribution and determinants of notifiable diseases.

i. Use this information to evaluate health risks and
address health needs for an underserved region or
population.

c. Propose how disease surveillance could be effectively
conducted in a selected underserved population and then
used to identify and treat or prevent a non-notifiable
disease.

d. Integrate surveillance data to tailor the provision of
pharmacy services to an underserved population.

e. Determine how an underserved population may be
affected by biological, social, economic, geographic, and
behavioral risk factors.

f. Identify needs of individuals in underserved communities
that compete with health care (e.g., housing, food,
transportation, literacy, security) and analyze their
potential impact on the ability to secure and adhere to
tquality care services.

ebruary 2011
istry has endorsed it as a purposive policy. Although the
merican Dental Hygienists’ Association (ADHA) has not
et formally endorsed the Framework, the Council on Edu-
ation (COE) of the ADHA has used specifıc topics from
ach of the four Framework components as a resource in
aking recommendations to the Commission on Dental
ccreditation (CODA) regarding updating the Standards
or Dental Hygiene Education Programs. Several of the
tandard revisions proposed by the COE reflect broad con-
epts included in the Framework, whereas others contain
iteral Framework language.TheFrameworkhas also served
s an important resource in developing the core competen-
ies for Graduate Dental Hygiene Education. The CODA
as recently approved new Accreditation Standards for
ental Education Programs that incorporate three of the
our framework components to be implemented in June
013.

edicine (DO)
heAmericanAssociation ofColleges ofOsteopathicMed-
cine (AACOM) established the Core Competency Liaison
roup in 2007, which includes a facultymember from each
ollege of osteopathicmedicine and a fıve-member steering
ommittee, to facilitate collaboration across schools regard-
ng the teaching, learning, andassessmentof theosteopathic
ore competencies. In 2010, they agreed that their work
hould reflect the Healthy People 2020 curriculum objec-
ives. They will draft student performance indicators that
eflect the six curricular subobjectives and deliberate their
nclusion into the core competencies. Theywill also identify
oals, objectives, and evaluation tools that all osteopathic
edical schools could use tomeasure their students’ level of
ompetence in the topic areas proposed for Healthy People
020,whileproviding several recommended teachingmeth-
ds that could be modifıed to comport with each school’s
nique curriculum.

edicine (MD)
he Framework has been used as a reference document in
wo Calls for Proposals released by the Association of
merican Medical Colleges (AAMC) to develop “Re-
ional Medicine–Public Health Education Centers,”
unded throughAAMC’s cooperative agreement with the
DC. In 2006 and 2007, the guidance for applicants iden-
ifıed the Framework as one of the references to guide the
mprovement of population health education in medical
chools and in residency programs. Some of the medical
chool grantees then used the Framework as one of the
eference materials to draft the list of population health
ompetencies for medical students that will be used at

heir schools.15
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urriculum Tracking for Healthy People
010 and 2020
hen Healthy People 2010 was released in 2000, Objec-

ive 1.7was a “DevelopmentalObjective.”Developmental
bjectives were those that did not have national baseline
ata or operational defınitions at the timeHealthy People
010 was fırst published.16 Developmental objectives
dentifıed areas of emerging importance and were in-
ended to stimulate the development of data systems to
easure them. According to the USDHHS, most devel-
pmental objectives had a potential data source in 2000
ith “reasonable expectation of data points by the year
004 to facilitate setting year 2010 targets in the mid-
ecade review.” Developmental objectives with no base-
ine at the midcourse were to be dropped during the
id-decade review.
Among the seven initial health professions groups, the

vailability of pre-existing data collection activities to
rack curriculum content varied. AACOM and AAMC
ould assess curricular content annually through institu-
ional surveys that are required tomaintain accreditation.
oth of the physician education groups also could indi-
ectly assess curricula through annual surveys of their
raduating students. AACN and NONPF did not have
egular surveys in place, but had fıelded surveys in recent
istory that could provide baseline data. Because the
ther organizations did not have baseline data available,
he physician (AACOM, AAMC) and nursing associa-
ions (AACN, NONPF) used their data sources to pro-
ide the required baselines at the midcourse review.
The terminology and wording of the survey questions

aried among the four organizations. Along with federal
artners from the Offıce of Disease Prevention and
ealth Promotion, the Agency for Healthcare Research
nd Quality, the National Center for Health Statistics,
nd the Health Resources and Services Administration,
epresentatives of the four associations reviewed the data
hat were reasonably consistent across the four profes-
ions. During this process, the organizations began to
ecognize that the terminology used to describe some of
he domain areas was not uniform across professions
e.g., “Health education” for nurses was generally equiv-
lent to “counseling for behavior change” in physician
ducation). “Counseling for behavior change” and “cul-
ural diversity” were the content areas in which data were
vailable for all four professional groups, and were cho-
en as the “sentinel” domains to be measured for Healthy
eople 2010. Each association contributed data to two
subobjectives” of Objective 1.7. In light of the limited
omains that were chosen for tracking, the wording of
bjective 1.7 was revised to “Increase the proportion of

chools of medicine, schools of nursing, and other health c
rofessional training schools whose basic curriculum for
ealth care providers includes the inclusion of sentinel
ore competencies in health promotion and disease pre-
ention in health profession training”17 during the Mid-
ourse Review of Healthy People 2010. The four partici-
ating associations agreed to track the number of schools
r programs that included the sentinel domains in their
equired curricula (as opposed to including the content in
lective opportunities only). The standard “10% im-
rovement” goal was applied to all of the subobjectives,
esulting in a 100% end-of-decade goal for the subobjec-
ives that had very high baseline levels. At the end of
ealthy People 2010, all four groups had made improve-
ents, but not all had reached their assigned end-of-
ecade goals (Table 5).
Although not all of the professional organizations had
re-existing data sources available, all groups believed
hat tracking curricular information for their schools
ould be of value. ADataCollectionWorkingGroupwas
stablished, composed of a representative from each pro-
ession. The goal of this working groupwas to identify the
ramework content areas that the group would like to
rack within and among the professions. The working
roup recognized that the two topic areas chosen for
ealthy People 2010 were important to track for conti-
uity, but did not (as currently worded) identify areas
hat were underrepresented in their members’ curricula.
o reflect the breadth of the framework, and to include
opics that traditionally have been omitted in health pro-
essions education, the workgroup identifıed six topics to
ollow as a group: counseling for behavior change; cul-
ural diversity; environmental health; evaluation of
ealth sciences literature; global health; and public health
ystems. The chosen domains represent all four compo-
ents of the Framework and include the twodomains that
ad been tracked for Healthy People 2010. Additional
rofessions aimed to collect data to participate inHealthy
eople 2020 and to inform Task Force activities.
Associations have improved or established data collec-

ion systems to track the curricula among their constitu-
nts. The AAMC compared the Liaison Committee on
edical Education (LCME) Part II and Graduation
uestionnaire Surveys to the 19 domains of the original
ramework and requested the inclusion of the missing
omains within each of the surveys. AACN and NONPF
ıelded an electronic survey to gather end-of-decade data
or Healthy People 2010 and potential baseline data for
ealthy People 2020. ASAHP, the eighth organization to

oin the Task Force, fıelded its survey in late 2008,18 and
he dental group is working with both the ADEA and
merican Dental Association to encourage them to in-

lude questions in their regular surveys.
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able 5. Curriculum tracking in Healthy People 2010

Profession Data sources Survey questions

HP 2010
baseline (year

collected)

HP 2010 end
of decade (year

collected)

Baccalaureate
Nursing

AACN Survey on Women’s
Health in the Entry-Level
Baccalaureate Nursing
School Curriculum
(Baseline)

AACN survey of entry-level
baccalaureate nursing
schools (end of decade)

Please use the following descriptive
categories to indicate how each of the
following topics is included in your
baccalaureate nursing curriculum:
indicate if it is taught in one or more
required courses and/or if it is taught as
part of an existing required course, as a
separate required course; as an elective
course; or not offered or included in
baccalaureate nursing curriculum.

–Health assessment and teaching: patient
education/teaching appropriate to the age,
gender, and cultural status of women

91% of schools
require (1999)

99% of schools
require (2008)

–The impact of race/ethnicity/culture on
health status, health beliefs and
behaviors, and healthcare utilization

98% of schools
require (1999)

98% of schools
require (2008)

Medicine—DO Annual Osteopathic Medical
School Questionnaire,
part 3 (and predecessor
surveys—name varied
over time)

Please supply the number of students
receiving instruction during the current
academic year in the following topics
include in the curriculum during any of
the 4 years of medical school. Indicate the
number of students receiving instruction in
each of the categories (covered in
required courses, covered in elective
course, covered in clerkship rotation)

–Prevention and health maintenance 95% of schools
require (2004)

100% of schools
require (2009)

–Cultural competencies across diverse
cultures.

35% of schools
require (2004)

100% of schools
require (2009)

Medicine—MD LCME Annual Survey, Part II For each of the following topics within the
general subject area of clinical
prevention and population health,
indicate if it is taught in one or more
required courses and/or if it is taught
in elective courses:

–Counseling for health risk reduction
Indicate whether the topics below are

included in your curriculum in a required
course and/or an elective course.

79% of schools
require (2004)

95.2% of schools
require (2008)

–Cultural diversity 87% of schools
require (2000)

99.2% of schools
require (2008)

Nurse Practitioner Collaborative Curriculum
Survey, AACN and NONPF
(Baseline)

NONPF NP Program
Curriculum Survey (end of
decade)

Indicate if the following content areas are
included in your school’s core master’s
courses. Graduate core is defined as the
foundational curriculum content deemed
essential for all students who pursue a
master’s degree in nursing regardless of
specialty or functional focus. For those
areas that are included in the curriculum,
indicate if the content area is offered as
a separate course or if the content is
integrated in other core courses.

–Health promotion and disease
prevention

94% of schools
require (2001)

95.8% of schools
require (2008)

–Sociocultural diversity 97% of schools
require (2001)

96.6% of schools
require (2008)

ACN, American Association of Colleges of Nursing; HP, Healthy People; LCME, Liaison Committee on Medical Education; NONPF, National

rganization of Nurse Practitioner Faculties

ebruary 2011
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llied Health Professions
he ASAHP conducted a web-based survey of chairs and
rogram directors to ascertain the degree to which
ramework domains were taught in required or elective
ourses, students understood the concepts contained in
he domains, and faculty were familiar with and utilized
he Framework in their courses.18 Respondents reported
hat students leave with a reasonably good understanding
f evidence base for practice, clinical preventive services,
ealth promotion, health systems, health policy, and
ommunity aspects of practices. Program directors esti-
ated that roughly half of all allied health faculty are
naware of the Framework, and even fewer have used it in
eveloping their curricula or courses.
The curriculum tracking objective has been moved

rom theHealthy People 2010’s “Access to Quality Health
ervices” chapter to Healthy People 2020’s “Educational
nd Community-based Programs” chapter. The wording
as been revised to more accurately reflect the informa-
ion that will be followed through the decade: “Increase
he inclusion of core clinical prevention and population
ealth content in health professions training.” In addi-
ion to the two nursing and physician groups, the Physi-
ianAssistants collected data that could serve as baselines
orHealthy People 2020 (Table 6). Additional professions
ay be able to join the data tracking for this objective
efore the end of the decade.
The new data show that the level of inclusion in curric-
la ranges from46% to 100%, depending on the topic and
rofession. By the turn of the decade, at least 90% of
chools across the represented health professions re-
uired studies in the evaluation of health sciences litera-

able 6. Data collected for Healthy People 2020—Percen

Proposed topics tracked for Healthy
People 2020

Baccalaureate
nursinga

Counseling for behavior change 99

Cultural diversity 98

Environmental health 94

Evaluation of health sciences literature 97

Global health 93

Public health systems 97

ote: The wording of these topic areas varies by data source and p
Data source: AACN survey of entry-level baccalaureate nursing scho
Data source: Annual Osteopathic Medical School Questionnaire, Pa
Data source: Liaison Committee on Medical Education Annual Surv
Data source: NONPF NP Program Curriculum Survey, 2008
Data source: PAEA Curriculum Survey, 2010

ACN, American Association of Colleges of Nursing; NONPF, National Org
ducation Association
ure, counseling for behavior change, and cultural diver-
ity. Comparisons were discouraged across professions
ecause of the use of different surveys, but general con-
lusions can be made based on these data: Global health
as the least likely topic to be included in required cur-
icula, with environmental health and public health sys-
ems being additional topics that were not likely to be
ncluded. Although the percentages varied widely across
he professions, the rankings did not. These fındings can
nform faculty and other stakeholders regarding the pri-
rity needs in clinical prevention and population health
urricula within their profession.
Limitations exist for these data. Identical survey in-

truments are not used across professions, and all data are
ased on self-report. Response rates also vary for the
nstruments. AAMC’s data source has a 100% response
ate because completion is a requirement for accredita-
ion. The response rates for the other instruments ranged
rom 70% to 100%.

iscussion
he need for health professionals whose primary respon-
ibilities are in clinical, one-on-one encounters to better
nderstand and apply prevention and public health
nowledge and skills has been documented previou-
ly19,20 and over many years.21 Clinicians with improved
ppreciation for their role in prevention and population
ealth efforts, including interactions with public health
ystems, could collaborate more effectively with public
ealth colleagues to improve the health of both individu-
ls and communities. Together, the public health and

of schools where instruction in the topic is required

Professions

dicine—
DOb

Medicine—
MDc

Nurse
practitionerd

Physician
assistante

100 95.2 95.8 97

100 99.2 96.6 99

64.3 85.7 74.3 53

92.9 93.7 98.1 99

46.4 77.8 72.5 49

82.1 78.6 81.5 89

sional group.
2008
2009
art II, 2008
tage

Me

rofes
ols,
rt 3,
ey, P
anization of Nurse Practitioner Faculties; PAEA, Physician Assistant
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linical communities couldmore effectively address soci-
tal health challenges like obesity, the aging population,
isaster preparedness, and health systems reform. Efforts
o improve health professions education in clinical pre-
ention and population health were underway prior to
he establishment of the Task Force and the development
f the Framework.22 Although individual health profes-
ions have attempted to address this gap in training
ithin their own professions, the Task Force is unique in
ts effort to address this challenge simultaneously across
ultiple health professions.
The Framework provided a uniform tool for the de-

ired curricular reforms and was used differently within
ach health profession. Although the use of “core compe-
encies” in the original objective was not accurate, the
ramework was an important reference in the develop-
ent of “outcome” or competency statements, which
lay important roles in contemporary health professions
ducation. Competencies are used to plan and to evaluate
urricula, for institutional accreditation, and to assess
earner progress. For nursing and pharmacy, the Frame-
ork came at an opportune time because efforts were
lready underway to better defıne the scope of practice in
heir fıelds, which in turn could drive curricula. The
ramework was identifıed as one of several guiding re-
ources in a grant program for MD-granting medical
chools to develop innovative approaches to incorporat-
ng public health into the standard medical curriculum.
he grantees are expected to share their work with other
nstitutions to further spread these innovations. For the
ral health community, the Framework provided a refer-
nce through which dentists and dental hygienists could
ave a shared understanding of prevention and popula-
ion health curricula.
The Framework also provided a structure through
hich the data needs for Healthy People 2010 could be
et. For Healthy People 2020, the health professions
roups propose to follow a variety of topics within the
cope of Clinical Prevention and Population Health that
eflect different levels of adoption in their curricula.
hese data are useful in tracking progress over time (i.e.,
ll health professions that participated in Healthy People
010 showed improvement at the end of the decade) and
hrough the tracking can encourage curricular change,
onsistent with the adage, “What gets measured gets
one.”

ext Steps
urricular change can take time and can requiremultiple
trategies. The Framework provided an organized and
elevant listing of clinical prevention and population

ealth topics that could be used across the health profes- C

ebruary 2011
ions to encourage changes in curricula. Because it did
ot identify specifıc learning objectives, the depth and
readth of instruction within each topic was left for each
rofession to explore. Clarifying those details, securing
urricular time, and identifying qualifıed faculty23 and
ther resources to support public health education re-
ain challenges in health professions education. The
ramework was and remains a timely tool to encourage
he fostering of a new generation of health professionals
ho will contribute to a health system that embraces
ffective public healthmeasures24 and clinical prevention
o improve the health of individuals and populations.

unding for the Healthy People Curriculum Task Force has
een provided by the JosiahM.Macy Jr. Foundation andOffıce
f Disease Prevention and Health Promotion, DHHS (through
ooperative Agreement HPU010003-02 with the Association
or Prevention Teaching and Research).
The original Healthy People Curriculum Task Force in-

luded the following organizations: American Association of
olleges of Nursing (AACN); American Association of Col-
eges of Osteopathic Medicine (AACOM); American Associa-
ion of Colleges of Pharmacy (AACP); American Dental Edu-
ation Association (ADEA); Association of American Medical
olleges (AAMC); Association of Physician Assistant Pro-
rams, now renamed the Physician Assistant Education
ssociation (PAEA); andNationalOrganization ofNurse Prac-
itioner Faculties (NONPF). The Community–Campus Part-
erships for Health, the Association of Schools of Public
ealth, and the Offıce of Disease Prevention and Health Pro-
otion served as Resource Groups to the Task Force.
The authors thank the following colleagues for providing
ackground information and data regarding their respective
ealth professions: James Cawley, PA-C, MPH, Professor and
ice Chair of the Department of Prevention and Community
ealth at the George Washington University School of Public
ealth and Health Service; Mei Liang, MS, Assistant Director,
ata and Research, of the Physician Assistant Education Asso-
iation; and Kitty Werner, MPA, Executive Director of the
ational Organization of Nurse Practitioner Faculties. The au-
hors also extend their appreciation to current and past col-
eagues from the Offıce of Disease Prevention and Health Pro-
otion in the USDHHS for their guidance regarding Healthy
eople 2010 and 2020: Carter Blakey, Lead, Community Strat-
gies Team; Wendy Braund MD, MPH, MSEd, Acting Branch
hief for Geriatrics and Public Health, Division of Diversity
nd Interdisciplinary Education, Bureau of Health Professions,
ealth Resources and Services Administration; Dawn Marie
acobson, MD, MPH, Director, Performance Improvement,
ounty of Los Angeles Department of Public Health; and Tati-
na Zenzano, MD, MPH, 12th Luther Terry Fellow & Senior

linical Advisor.
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ppendix A: Revised Clinical Prevention and
opulation Health Framework (2009)

Available online at: www.aptrweb.org/about/pdfs/Revised_CPPH_
ramework_2009.pdf.)

vidence-Based Practice
. Problem Description—Descriptive Epidemiology

● Burden of disease (e.g., morbidity and mortality)
● Course of disease (e.g., incidence, prevalence, and

case-fatality)
● Determinants of health and disease (e.g., genetic, behavioral,

socioeconomic, environmental, health care [access and
quality])

● Distribution of disease (e.g., person, place, and time)
● Sources of data (e.g., vital statistics, active and passive public

health surveillance)
. Etiology, Benefıts, and Harms—Evaluating Health Research

● Study designs (e.g., surveys, observational studies, random-
ized clinical trials)

● Estimation—magnitude of the association (e.g., relative risk/
OR, attributable risk percentage, number-needed-to-treat,
and population impact measures)

● Inference (e.g., statistical signifıcance test and CIs)
● Confounding and interaction—concepts and basicmethods

for addressing
● Quality and presentation of data (e.g., accuracy, precision,

and use of graphics)
. Evidence-Based Recommendations

● Assessing the quality of the evidence (e.g., types and quality
of studies and relevance to target population)

● Assessing the magnitude of the effect (i.e., incorporating

benefıts, harms, and values)
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● Grading of the recommendations (i.e., combining quality of
the evidence and magnitude of the effect)

. Implementation and Evaluation
● Types of prevention (e.g., primary, secondary, tertiary)
● At whom to direct intervention (e.g., individuals, high-risk

groups, populations)
● How to intervene (e.g., education, incentives for behavior

change, laws and policies, engineering solutions)
● Evaluation (e.g., quality improvement and patient saf-

ety, outcome assessment, reassessment of remaining
problem[s])

linical Preventive Services and Health Promotion

. Screening
● Assessment of health risks (e.g., biopsychosocial

environment)
● Approaches to testing and screening (e.g., range of normal,

sensitivity, specifıcity, predictive value, target population)
● Criteria for successful screening (e.g., effectiveness, benefıts

and harms, barriers, cost, acceptance by patient)
● Clinician–patient communication (e.g., patient participa-

tion in decision making, informed consent, risk communi-
cation, advocacy, health literacy)

● Evidence-based recommendations
● Government requirements (e.g., newborn screening)

. Counseling for Behavioral Change
● Approaches to behavior change incorporating diverse pa-

tient perspectives (e.g., counseling skills training, motiva-
tional interviewing)

● Clinician–patient communication (e.g., patient participa-
tion in decision making, informed consent, risk communi-
cation, advocacy, health literacy)

● Criteria for successful counseling (e.g., effectiveness, benefıts
and harms, cost, acceptance by patient)

● Evidence-based recommendations
. Immunization

● Approaches to vaccination (e.g., live vs dead vaccine, pre- vs
post-exposure, boosters, techniques for administration, tar-
get population, population-based immunity)

● Criteria for successful immunization (e.g., effectiveness,
benefıts and harms, cost, acceptance by patient)

● Clinician–patient communication (e.g., patient participa-
tion in decision making, informed consent, risk communi-
cation, advocacy, health literacy)

● Evidence-based recommendations
● Government requirements

. Preventive Medication
● Approaches to chemoprevention (e.g., pre- vs post-exposure,

time-limited vs long-term)
● Criteria for successful chemoprevention (e.g., effectiveness,

benefıts and harms, barriers, cost, acceptance by patient)
● Clinician–patient communication (e.g., patient participa-

tion in decision making, informed consent, risk communi-
cation, advocacy, health literacy)

● Evidence-based recommendations
. Other Preventive Interventions

● Approaches to prevention (e.g., diet, exercise, smoking
cessation)

● Criteria for successful preventive interventions (e.g., effec-
tiveness, benefıts and harms, barriers, cost, acceptance by
patient)

● Clinician–patient communication (e.g., patient participa-
tion in decision making, informed consent, risk communi-

cation, advocacy, health literacy)
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● Evidence-based recommendations

ealth Systems and Health Policy

. Organization of Clinical and Public Health Systems
● Clinical health services (e.g., continuum of care—ambulatory,

home, hospital, long-term care)
● Public health responsibilities (e.g., public health functions

[IOM]; 10 essential services of public health)
● Relationships between clinical practice and public health

(e.g., individual and population needs)
● Structure of public health systems

.Health Services Financing
● Clinical services coverage and reimbursement (e.g., Medi-

care, Medicaid, employment-based, the uninsured)
● Methods for fınancing healthcare institutions (e.g., hospitals

vs long-term care facilities vs community health centers)
● Methods for fınancing public health services
● Other models (e.g., international comparisons)
● Ethical frameworks for healthcare fınancing

.Health Workforce
● Methods of regulation of health professionals and healthcare

institutions (e.g., certifıcation, licensure, institutional
accreditation)

● Discipline-specifıc history, philosophy, roles, and
responsibilities

● Racial/ethnic workforce composition including under-
represented minorities

● Interdisciplinary health professional relationships
● Legal and ethical responsibilities of healthcare professionals

(e.g., malpractice, HIPAA, confıdentiality)
● The role of public health professionals
● Interprofessional activities

. Health Policy Process
● Process of health policy making (e.g., local, state, federal

government)
● Methods for participation in the policy process (e.g., advo-

cacy, advisory processes, opportunities, and strategies to
affect policy)

● Impact of policies on health care and health outcomes, in-
cluding impacts on vulnerable populations and eliminating
health disparities

● Consequences of being uninsured or underinsured
● Ethical frameworks for public health decision making

opulation Health and Community Aspects of Practice

. Communicating and Sharing Health Information with the
Public
● Methods of assessing community needs/strengths and op-

tions for intervention (e.g., community-oriented primary
care)

● Media communications (e.g., strategies for using mass me-
dia, risk communication)

● Evaluation of health information (e.g., websites,massmedia,
patient information [including literacy level and cultural
appropriateness])

. Environmental Health
● Sources, media, and routes of exposure to environmental

contaminants (e.g., air, water, food)
● Environmental health-risk assessment and risk manage-

ment (e.g., genetic, prenatal)
● Environmental disease prevention focusing on susceptible

populations
. Occupational Health
● Employment-based risks and injuries
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● Methods for prevention and control of occupational expo-
sures and injuries

● Exposure and prevention in healthcare settings
. Global Health Issues

● Roles of international organizations (e.g., WHO, UNAIDS,
NGOs, private foundations)

● Disease and population patterns in other countries (e.g.,
burden of disease, population growth, health and
development)

● Effects of globalization on health (e.g., emerging and re-
emerging diseases/conditions, food and water supply)

● Socioeconomic impacts on health in developed and develop-
ing countries

. Cultural Dimensions of Practice

● Cultural influences on clinicians’ delivery of health services N
● Cultural influences on individuals and communities (e.g.,
health status, health services, health beliefs)

● Culturally appropriate and sensitive health care

. Community Services
● Methods of facilitating access to and partnerships for phys-

ical and mental healthcare services, including a broad net-
work of community-based organizations

● Evidence-based recommendations for community preven-
tive services

● Public health preparedness (e.g., terrorism, natural disasters,
injury prevention)

● Strategies for building community capacity

NGO, nongovernmental organization; UNAIDS, Joint United

ations Program on HIV/AIDS.

www.ajpm-online.net
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