E - . 1 v L4
- \ .

- .

L . * .DOCUMENT BESUME . _ C § )

ED. 184 850 ' . ) ) AE -+ v HE 009 233- ,
*  AUTHOR -~ Clark, Duncan.¥., Ed. : Th\\,' .
” ?iTLB. Academic Relationships and’ Teachlng Resources. '
' . v *  .Pogarty International Center Series on the Tea&hlng .
- - of Preventive Medicine, Volume 6. . . .
INSTITUTION " Association of Schocls of Publicd Health, Washington, Y
<. © - p.t.; Association of Teacpers.of Preventive ﬂed1c1ne,. o
. " ‘Denver, Colo.; Pogarty International Center
C T . (DHEW/PHS) , Bethesda, #d. '
" 'EEPORT NO ' .- ' DHEW-NIH-76-880. I
-~ PUB DATE . - 76 ° - - ) " . =
NOTE | © . 155p.; Report of three conferences sponsqred by the

. -~ Pogarty International Center for 2dvanced .Study on _ .
. ' they Health Sciences, the Association of chers of
. ; 'Preventive Medicine, and the Association £ Schools
2 - .  oF Public Health. P
AVAILABLE PRONM Superlntendent of Dccuments, 0U.S. aovernneu% Prlntlng b
" ) ~ Office, Washington, D.C. 20402 (Stock Nunber .
A . 017-053- 00052~ -3, $6. 20; . L .

-

EDRS PRICE ° ,  MP-$C.83 HC-$8.69 Plus #ostage. o : s

DESCFIP*QRS *Coanunlty Health; Curriculum; Demography; Dlsease
’ Contro%, %ducational Objectives; Educational - .
vy L Resources; Health Occupations Educatlon'
.o coe, *Interinstitutibnal Cooperation;. *Mgdical Edacation; ,,/

. o, *  *Preventivs ned1c1ne° *Public Eealth; Undergraduate
e Study . .

Assigaér e 4

" The monograph is ona »f the FPogarty Internatlonal

Center Cer:Les on the Teachlng of Preventive Medicine, undertaken to:

" 4{1). Teviev ard eévaluate the state of the art of preventlon and <
_ contr@el of human diseasés; (2) 1dent1fy deficiences in knowledge
' reguiring further research (including analysis of financijal
+ Iespurces, preventive techniques, and manpower); and (3) recognize

probleams in applications of preventive methods aud suggest corrective’ -
action. In it is qgscrlbed the interdependent relationships between
- schools of public health’and departments of preventive and community
ne{ic1ne, two organizatjéns that can productively collaborate in :
. *  pry'moting the health individuals and the community they live in, '

. Also inc)uded are discussions of: the cdntent *and objectives of
undergraduate ‘training; orleitlng ‘the -pedical studant toward disease
prevention and health‘lalntenance- methods of teaching, and concépts’ =  F
of epldeplology and demography needed tn, understand the' disease !
patterns in population groups; and xesources in the medical school
and ﬁﬂe con-unlty that can be used in teaching preventive medicine.
The monograph is addressed- to,students and teachers and intended: for
~use as a reference sourcse. (Author/HsFr' .

B o
* )
1] ‘ .
1 . { . < . . ’ - .
. , . . )

q

-

. “ g_ ' 4
‘ - . N
" DoGiments acquured by ERIChnclude wxany mformal unpublished materials not available from tther sources E IC makes every
effort to obtain the best copy- avalable Nevertheless, 1tems of mdrrjmal reproducibihty are often encquntered and this affects the
quahty of 'the microfiche and hardcopy reproductions ERIC makes available vig the ERIC Dogument Prproductan Service (EDRS)

EKCS n]ot rosponsnble for th( quality ¥ the oripnal document Reproductnom Supphs—d by EDRS are the tiest thyg can be made from
Nal«

-
ulToxtProvided by ERIC - . - Y . - N

- - ) : . » ) 1
_ : : )




P R

By b .

4 \
J“..::.,._ w, ‘xivi@* .
S g

ool

«

! W iy g
K g T ;._5; o

A T
) AN TR
oy

L
it
e

B oo, oo
3 EOSRTTICY o ot o
LRI O DR 7
" r”f_u B a&.

e A - MW v, b i .
e ORI o X :..,.‘ i Etig D TR A e——g nﬁ



AOADEM ) R’E'LATI’ONS'HIPS-
 AND TEACHING RESOURCES

\

1
|
I
J

" A Report of Conferences Sponsored by the
John E. Fogarty International Center

* for'Advanced Studv in the Health Sciences
and the
Association of Teachers of Prevenuve Medu ine
and the '
Association of Schools of Public Health

National Instltutes of Health
Bethesda, Maryland

- DUNCAN W. CLARK, M.D.
Editor . J
DHEW Pubhcanon No. (NIH) 76-880
U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

Public-Health Service
Nationat Institutes of Health

-




‘ and the

\

This mohograp_h is the sixth in a'series on the . . ,
TEACHING OF PREVENTIVE MEDICINE ’ ’

sponsored by the ‘ ) ] . -

’ '
A,

JOHN E. FOGARTY INTERNATIONAL CENTER FOR
ADVANCED STUDY IN THE HEALTH SCIENCES

L J

ASSOCIATION OF TEACHERS OF PREVENTIVE MEDICINE

* [

and the . . ' N

ASSOCIATION OF SCHQOLS OF PUBLIC HEALTH

e t .
- . . ' ¢ e
Forfsale by the Supénntendent of Documents,” U $ Government
Pripting Office, Washington, D C 20402 Price $5 20 . =
Stgck Number 017-053-00052-3 P S -

: . .




iv/Prefaee

<, ' e . AN
This monograph on Academic Relationships and Te'aching Resoufces is one of
the Fogarty International Center Series on 'the Teaching of Preventive MeJicine.

dnit is desc;ibed the interdependent relationship$ between schools of publlc health

and depanments of preventive/community medicine, two organizations whlch can
productnvely collaboiate 1n promoting the health of individuals and the community
they live in.. Also included’ are discussions of the content and objectives of
undergraduate and graduate training; orienting the medical student toward disease
prevention and health maintenance; methods of teaching the Concepfs of
epidemiology and demography needed to understand the disease patterns in
population groups; and resources in "the ‘medical school ahd the community that
can be utilized in‘teaching prevemtive medicing. It-is hoped that this monograph,
will be used by students and® teachers as a refersnce source for departments- of
communty ang preventive medicine and for schools of plhlc health and will

stimulate the collaboratlon between these two msututnons .

\ . MiLo D. LEAV!T’T M D.

. * Director .
. Fogarty International Center
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_The Fogarty Iaternational Center was establis 1968 as a memonal to the Ia; .
. Congressman John E. Fogarty from Rhode Isl “% d been Mr. Fogarty's desi . .
to create.within the Natiotal Institutes of Health a center for research in ‘biology - ' cre
and medicine dedicated to international cooperation and collabor%non in thc - . .
interest of the health of mankind. ~
& The Fogarty International Center is a unique resource within the Federal estab:
LR lishment, providing a base for expansfon of America's health research and health care
. to lands abroad and for bringing the talents and rezourees of other nations to 6ear
upon the many and varied health problems of the Unned States. . ¥
As an msutuuon for advanced study, the. Fogarty “International Center has em- ) o
. braced the major themes of medical education. enviroamental health, societal factors - ‘
influencing health and disease. geographi¢ health proalems mternational health re-
search and education. and preventive medicine. Our commitment to the study of
preventive aspects of human disease is e xpressed in the forthcoming Fogarty Interna-
tional Center es on Preventive Medicine. ‘
; Improveme r the health status of.the American people\ Wl" depend. in great
. measure on the qesign and application of programs which place major emphasis on
H . the preventiv spects f human disease. Although health authorities generally agree |
with this thes)S. there is need for more precise definition of effective methods and
' programs of prevention. financial resources required to lmp]emem these programs
and pribrities to be assngned to research in preventive methddology. The need to
;v assémble expertise 1n 'this field 10 elucidate mechanisms whereby the full lmpact of
) preventive medicine may be brought to bear on the soluticin of Arpeﬁca s major
. . health problems has been expressed repeatedly in public staterient by leaders
throughout the health field.

In response to this need. the Fogarty International Center initiated a series of*
comprehersive stalfies of preventive medicine in order to review and. evaluate the
state of the art of prevention and control of human diseases. to identify deficiencies in

' knowledge requinng further reseatch, including analysis of ﬁnéncial resources, pre-

ventive techniques. and manpower. and to recognize problems in app’lcatlon of

’ preventlve methods and suggest corrective action. - )
In an_effort to contribute to the educational aspects of | preventhe medlcme the

Fogarty International Center has undertaken a cooperative program with the A'ssock

Y

L4 * L]
’ ation of Teachers of Preventive Medicine to create resource material to assist in-y
: administration, teaching, research. and service responsibilities among departments of o .
preventive medicine, to. enhancc collaborative activities between departmients of v N

N prevenuve medicine and other academic- units of health science schools. and to
propose national programs of teaching, research, and service in preventive medicine.”
* Topics to be given major emphasis include the role of behavioral sciénces in'preven- - -
» tive medicing, academic relationships between departments of preventive medicine . .
and schools of public health, international and extramural teaching and research " *
. oppon_unmes in preventlve medicine, teaching resources of departments, health
education, pnmary care and family medicine. the role of ancillary health personnel in
*the health care delivery systems, and’consimer participation in heakth care delivery. S
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,PART I Acadgmic Relations Between' Medical School Departments of
. *" Preventive Medicine apd Schools of Public Health

—
- -

" Dr. Elizabeth Barrett- Congor. Department of Comm‘umtnged:cme Unwersnty of -
California, School of Medicine. San Diego; California

Br. Robert L Berg Department of Preventive Medicine and Community Health.
The University of Rochester. School 'of~Medlc1ne and DenuStry Rochester
New York ) . SN

Dr. William Bicknell. Department of Public Health, Commonwealth of Massachu-

] 5ett5 Boston. Massaghusetts T o . .

Dr. Lester.Breslow. Pepartment of Preventive and Social Medicine. University of )
Califormia. School of Medicine. Los Angeles. California .

Dr. Duncan W. Clark. Department of Environmental *Medicine and Commumty
Health. State University of New York. Downstate Medical Center! Brooklyn,
New York -

’ Dr. Lawrence W. Green, &hoof of Hygiene and Pubhc Health, The Johns'
Hopkins Unwersny Baltimore, Maryland

D:. Herschel E Gnffin. Graduate School of Pubhc Health, UnlverSlty of
Pittsburgh, Pittsburgh., Pennsylvama N

Dr. Maureen L Hams Conferen‘ce and Seminar Program. Branch, Fogarty
Infernational Center, NauOnalJnstltutes of Health. Bethesda. Maryland s

. Dr Maureen M. Henderson, Department of Preventive Medlcme, Unlvemty of
, Maryland, School of Medicine. Baltimore. Maryland R

Dr. Robért R. Huntley. Department of Community Medicine and lntematwnal
Health. Georgetown Umiversity, School of Medlcme Washmgton \DC

, Dr. Michael A. Ibrahim. School of Publlg'Health Umversny of N’or?h Car?na,
Chapel Hill. Nor'h Carolina | - .

Dr. Florenge KaValer Milbank_Memorial Fund Commission, Chapel Hlll North
Carollna ' . ,

Dr. James Kurowski. School of Public Health Urnversnty of Colorado. Denver. .,
Colorado . !

- re

Dr. Fr;:d R. McCrumb, Jr.. Fogarty International Genter Natx(mal lnsmutec of*
Health, Bethesda. Maryland . N -

| :
. Dr Guy Newell, School of Public. Health. Tylane Unwersnty N%w Orleans \-W‘
Louisiana ’

* Affibations jhown are as of the date of the conference
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Dr. Kenneth D. Rogers. Department of Community Medlcme U-mversrty of *-
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Texas ’ .
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Dr. Milton Thrns, Depanment of Community and Preventive Medicine, New
Ybrk Medical College. New York, New York * ’ '

Dr. Warren Winkelstein, Jr., (Conference C hazrman) School of Public Health,
University of California, Berkeley, California
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‘ v

Dr. S. J Axlerod. Department of Medlcal Care Organization, Umvers'ty of
Mlchlgan School of Publie Health, Ann Arbor. Michigan -

Dr H David Banta, Mount Slna1 School of Medicine, Columbia Umversnty,
New York, New York o

Dr. Frederic. Bass, Department -of Commumty Medlcme, Umversnty of Pennsyl-
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A

Dr. Elizabeth Barrett- Connor University of California, School of Medlclne
» Veterans ‘Administration Hospital, San Diego, Calffornia

Dr. Robert. L Berg. Department of Preventlve Medicirie and Community Health ' (_,

The Unlversuy Of Rochester.%chool of Medieinc and Dentistry, Rochester. T
New York . . ¢ . \
. Dr. Samuel J. B()sch Department of Communlty Medicime, Mount Simai School -8

of Medicine of the University of New York, New York., New York )

Dr Robert E. Chrroll, Albany Medlcal College of Union Urnversnty, Albany, l ’
New York - - T - \ .

Dr. Duncan W. Clark, “Lepartment of Environmental Medicine and Community {
Health, State Umiversity of New York, Downstate Medical Center, Brooklyn, l\
New York s

Dr Roger Defels. ‘Division of Eptdemlology University,of California, School of
- Public Health, Los Angeles. California. <! )

‘ Dr. Leslie A. Falk. Méharry Medlcal College, School of Medlcme Nashvnlle L
‘Tennessee )

~ A *

- Dr. Bernard Greenberg University of North Carolina, School of '.Blbllc Health,
Chapel Hill, North Carolina ,

- Dr. Robert L. Kane, Department of Commumty and l&amlly Med;cme Umversnty
of Utah Medical Center Salt Lake City. Utah- . “ s ]

* y

Dr. Donald B. Loura, Department of .Preventive Medlcme and Community
H\&alth College of Medicine and Denttstry New lersey Medical Schoot,
NeWark New lersey

Mr. Herbert Lukashok. Department of Commumty Healt’h Albert Emstem o
College of Medicine of Yeshiva University, Bronx, New York o "

Dr. Judith S. Mausner. Department of Cammunity and Preventive Medicine, The -
Medical College of Pennsylvania and' Hosptit%a;l Philadelphia, Pennsylvama
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Health, Bethesda, Maryland
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University of Maryland, School of Medicine, Baltimore, Maryland

Dr: Peter B. Peacock (Conference Chairmah), Umversnty of Alabama ‘School of ‘
g Medicine. Birmington, Alabama .

Dr. Max P. Pepper, Department of Community Medicine, St. Louis University,
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Dr. David L. Sackett, Department of Clinical” Eprdemxology and Socnal Medlcme
St. Thomas's Hospital Medlcal School, London, England

Dr.. Milton Terris, Department of' Community and Preventive Medicine, New
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Dr.«James Walker” Department of Community Medicine and Health Care The
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Thls aLoIlMe con'ams conference reports on three related themes of wnsude.rable,
concern to medical”school depanments of prevent:ve medicine.” =~

YA consnderanon of Academic Relationships of Departments of Préventive
Medicine and - ’Schools of Public Hdalth took place at a confererf® held at the
Fogarty International Tenter. National Institutes of Health. under the chairman--
ship /of Dr Wan\en Winkelstein on March 810, 1973 This in fact was scheduled

as the first in a séncs of conferences ‘destined for cosponsorship in the mid-

sev¢nt|es by the Association of Teachers of Preventive Medicine and the. Fogarty g
Intgrnatonal Center Selection of this theme for the first conference 15 itself tacit’
acknowledgment of the importance in which teachers of preventlve medicine hold
thélr relatlonshlp to schools of pul’c health. An, association between the two goes
back ,many years: 1n fact. the first large naudnal corference of professors of
preventivé medicine ever convened in this country was held at Ann Arbor.
Michigan. 1n 1946 whemmthe University of Michigarr School of Public "Health
served as host. At subsfquent national*conferences on preventive medicine. the
_ 1963 Saratoga Spnings Conference in particular. spokesmen from schools of public
“health made important contributions to what 1s seen on both sides as work in a
common cause. However.- the 1973 Fogarty Conference was the first assembly
primanly cpnvened o focus alone on relanonshlps between the two kinds *of
- instititions  As a consequence the Association of Schools of Public Health agreed
‘ to servé as cosponsor of this conference as well.
The second theme. the. Teaching Resources of: Departments of Preventive
icine. was the object of conference discussion on August 15-17. 1973 at the
Fogarty International Center with -r. Peter B. Peacock serving as chairman. A
fair part of this conference was given over to consnderathn of ‘extension of. the
onginal terms of reference that had been chosen by the program committee. und
this led to the step of commssioning additional papers after the conference. In
effect. gbout half of the papers here presented were invited after the conference. *
The third theme. Residency Training in Preventive, Medicine. was the subject of
a conference at the Asitlomar Conference Grounds, Cahfomla on Kebruary 12-13.
1972 This meeting was held solely under the sponsorship of the Association of ‘
Schools of Public Health. The views and findings comarr,ed in this report descitbe
the first 10 years expenence with general preventive medicine residencies in the
United 8. and. in.the view of conference chairman Dr. Joseph Stokes 111 and
,keynotes.‘sgg.ker Dr. kurt W ‘uschle. the picture then visible was_still valid
well into 1975, . o
It can:be argued that thesé three conftrence themes are part and parcel of a
single latger theme and this, too. justifies ftheir jux. osition in the one repoft. It
seems, no straimef-editenal license to advarce this view even though convenience
of publication as- a single volume has been of equal consideratipn. In brief. the
teaching resources of preventive medicine draw strength from the ideas and *
activities of schools of public health as well as from the world of the medical

!




Aruitoxt provided by Eic

"

school. The continued evolution of residency training in general preventive
medicine in medical schools and schools of public héalth is clearly essential for the
development, of new generations of teachers and investigators. The schools of
public health depend in considerable part for medical recruitment on the Interest in
the subject first established by exposure to preventive medicine in a medical
school., Finally. there is a movement of faculty as well as students in both
directions between depanments of preventive medicine .and schools of public
health

.

Duncan'W. CLARK, M.D.
Downstate Medical Center
State University of New York
Brooklyn, New York )
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. ACADEMIC RELATIONSHIPS BETWEEN MEDICAL SGHOOL
DEPARTMENTS OF PREYENTIVE MEDICINE AND SCHOOLS OF
PUBLIC HEALTH c .. . ' .
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'~ . INTRODUCTION . : - &

I ‘ - s L ° . '

In planning a g‘eries of workshops to.be spons.ored jointly by the Association
of Teachers of Preventive Medicine and the ‘Fogarty Intermational Centex in
+ . the general t‘tt;ld of preventive medicine, it became evident that many Of the )
=5 ~ concerns and responsibilities of medical school departments of preventj/ g

. | medicine were shared by schools of pﬂbhc health. .
T el Each has, specnal commitments ang opportunities and yet there is fach-in
common: the-teaching .of common themes. service to the same public. and : ‘
- ) research on many of the same community Realth problems. A workshop on
relationships between  these two types of educational institutions. it was . -

. decilled. should take place under the aegis of the Fogarty Interhational Center.

As a center devoted to the international aspects of Nealth, preventive medicine i
is of great «concern. ahd the Fogarty Center |s committed to its advance and
application. > , Ry .

This review took/place At a time when the “future .of federal funding and
support of teaching“and research programs in' public health- were less than 7
clear. About 35. participants gathered at the’ Fogarty International Center, b .
National Institutes of Health, op March 8-10, 1973, and this report contams

e highlights from that meeting X ‘ o .
’ . - RoBERT L. BERG,.M.D." . ‘
Association of Teachers of . .
Preventive Medicine .
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EVOLUTION OF PIUBLIC HEALTH AND

PREVENTIVE MEDICINE IN-THE
UNITED STATES - .
Milton Terns ‘ - / ’ p )

— o

\
lf{'ie Public Health Reports_ and Papers ()
presented at the first Annual Meeung of the Amen-
can Publie/ Health Association in 1873, the Secre-
of the Associztion, began his Jntrodudor\ note
'as{zollows ,

ence of a numgher of gentlemen who for several
vears had bee:%

public samtar senvice. was “held n the an of
New. York, wuth Ihe design 1o secare «one erted
effort vqid eslab[nh some adequale plans 1 the
cultivution nj hygienic hnow dge and procuring
moge effective appliclinons of: wm]an princtples
and laws :The commuttee which was appomnted at
that ("onfereme submutted a plan of orgunization
at a subsequent mpeeting, held on tAe 12th anff*
13th of September. 1872 + >

public health and preventive medicine at the birth of
the American- Public Health Assaciation s worth

. “noting. as 15 the emphasis on both the cultivationeof

" Smith. M.D.,

hygienic know ledge and its practical application. Of
interest also s the fact that all, éfficgrs and members
of the Executive Conimittee eIecté%j n September
13, 1872. and again on Nowember ;lg }1873 were
phiysicians.

The §irst President of the dSSOCI‘lIlon Stephen
opefied the annual meeting In 1873

- with an addrds O# the Limitqgons and Modifvirig

RIC ' ' '

Conditions of Human Longevim. the Basis of
Saniar® World. 'which began with the statement:
“We inauguraté to-ddy the American Public Healih
Association, the objects of which are " The advance-
meat of sanitary science. and the™ promotion of
orgamzatlons and measures for the praltical apphca-"
tion of public hygiene.” ** He declares his judgment of
- k-

»

. 0
A ruText provided by Eric , g N
. .

On the 18th of Apnl. 1872, an mformat confer- #

i some degree co-workers Jn the .

* st im&t of Pretentve Medione and in duues of

,dlsgusmoh. of item 1.

'

K L 4 B

the, great potentialitiesrof public health and preven-
tive medicine—a judgment that was to‘be_qver-
whelmingly confirmed” 1 his own lifetime—by stat-
ing that ““the sdience which we cyltivate. and which
this Associatien 1s ®rganized to promote. discarding”
thetraditions of the past.and thé teachings of falsé ’

phllosophles inferprets the laws that have been s€t ”

for the guidance and corifrol of rqan s earthly
existence by the exact demonstrations .of a true
physiology. This science of life reveals tc us the
stupendous fact, that man is bormn to heatth and
longevity. that disease is abnormal. that death.
except from old age. is accidental. and that both ar‘e
preventaple by human agenctes v )

Smith asked the questlon " How a@b&amwry
know ledge be made “available arld ‘be pp‘lle(f with
the greatesteffect?’” and distussed the more lmpor-
tant methods which included: t1) the _education of
the people (2) the thérough education of the
medlcal Professton in samtau‘y science, and the
reduction- of\that sgence to daily.. pﬂactlcer {3) the -
mofessions Sf Yarchitecture; engifigenng. and allied |
departments of%usmess niust be educated in sant-
targ suence (4) the state must perfo,[m an 1mpor-
tant part in the application of sanutary ‘knowledge:
and (5) finally, the gengral government- ~should.
wsthm its appropnate sphere cooperate uvtth state
govemments )

It 1s mterestmg 10 npte that, Smlth, began his
lhe education &f the’.people.
with the statement ¥at. ‘" The general facts of
p JSIOIogy and pathology the basis, of all preventwe
medicine. should be taught in all"our*schools
Even more mte,restmg——and,,dxsturbmgly modern—
was his discussion of item 2

¢

The medical professton is the proper (‘bnseﬁ&‘-' R
Ytor of the health of Ihe people 1ts members arg
devoted asya life’s work to the study «)f the
nature, causes, and remedies of dwse(‘ses Whit-

* ever advance has been made in our knowledge of
diseuses, either in us prevention or cure, has beeq
made by this priﬁ,mo% sAnd although medtcal
meWve alwavs been sanitary reformers, vel the
customs of society have sadly misplaced their
duties. In pracuce, fhe_pif\'sicmr‘rf is called 10 care,
disease, and 1o this feature of his every-ddy duties
- he devptes all” his thoughts. He. waits until ‘the

fause has begun 10 wperate _before he' _begins jo .

dpply his knowledge. His e_[fnrn are -now dl-

\ [

-

\,'~

. which is" here repro= .,
duced in full: : o, -

I

v
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Yected, first: 1g,sdve Ilj<, und second. 10 prevent
damaggf dor- the ssstem Grears as has been the

v

: advance i our Knun%c of therupeutics, 1.1

but fair 10 say that in Both (/}nrn Re 1 ep liable
o fad One fact in ne arly even: (s of stekness
known s alwavs appuarent to the pfnﬂuun and
that s, that at one pmud the disduse nught have
been prevented; and ke recogmzey how finiely
mafé important s advige wasar that ime Theh
diseuse conld have be on prevented Now it
cannot pyr/m,)s eveu be-conigolled The conctu-y
HOR seems lII((I!(IhI(' mw latever [Ig'/r! we o may
view the subfect. that the pinsic lwt‘v gdullm are
Sadh mlfphuu/ H shoudd /m.(' sisgh Folagons
1o the fubulics W ﬁt(lr he attends that hos uJuf, ¢ n
constanthy sought i methods of pruwm.(fh Qs
well as mamethods of cure If this were the Cave,
and the medical profession was as much deyoted
to the praetic (’,ul the art of preventing s 10y
curing discase there Can be no doubt that mam
disedases which now decomate conmmunities woull
disappear altagether, and the Iurucr number
\\”111(/ have the mortalinn st nplmwl(’ them
greatly reduced T his our norsal longeviy ecould
agan be lureels cxrendcd, In order to tattam) thi
umportant reform the medical schools must incor-
porate Samitarny Science e thar course of study,
and conter deerces for proticiency in these stud-
des, whd custoon of sociéty must by
changed that the plnsician s cmiploved to prevem

“

thy Y2}

Father than to cure disease . .

CHANGES IN CONTENT
The concerns of pubhc health and preventive
cine in 1873 are indicated by a partial histing of
+the Sbects discussed at this first asnus ra.ctmggf
the Amencan Public Health Association. Thiy
included public nstruction T sanitail sgience. pnn-
c of hospital hy giene. the relations of architec-
ture and hvglegc heat a€-an ekﬁ'negt In Santary
chmatology. the rélagion of aity and cotintry hfe to
_health.and longevity epldemux @leholc atand
Yyellow fever: neutgumn against smafpox: princi-

", ples and;practicés of quaruntine: samtary care of
. M

refuse. dwinfection, water supply of cities, state and
logal sanitary orgamization: the necessity f&t. a

“¢ national samtary bureau: and the need for a uniform

syslgm of registrahion of causes of dedth throughout
the’ L:nilcd States . Frnphenc‘xll_;, the volume con-

hd ‘( ’t!: »

: . ,-uguc ’ .

M
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tains Aysun  Fiint's déscnption of a water-borne

A"' outbreak of typhoid fever in North Boston. New

York. as well as a paper by the President of
Columbja College F. A P Bemard. LL.D., on-
The Germ Thuor\ of Disease and its Relations to,
o Drsease. which Concludes that “neither the germ
theory of contagtous disease, hor.the chemical
theory. 1sgxclusively tme.— | - ,

=" I 1897. at the 25th Annual Meétirg. the aSSOCla- '

tion boasted 568, members. of whom 452 or 80
percent were physicians (2) In his presidential
;addresx.'Dr'. Henry B. Horlbeck of Charleston. .
Seuth Carolina, noted that *"Bagt rology 1s not @ 2
part and- partel ‘of our scienee. 1t*1s one, of the? L
foundation stones’ of all progress in the opening of  *7",.
our knowledge of sanitary”science © Refernng to A
thewbrk of Jenner on smallpox. Pasteur on rabies, - =
and Behnng on diphthena and tetanus. he declared'\.m ) .‘g‘
that ° ‘protective |noculauon has been established -
and recogmzed for pur, dally use and benefit;
conferring a vast boon that 1s simply- incalculable.
already bearing the most abundant ‘fruit. and des-
tined” 1t 15 hoped. to increase cm,d multiply its
usefulness and donations to manhnd It s a’
dlseovery opeming up a land of promise of almost
‘unlimited tefmtdry, in which the enllgh!ened practi-

tioner can combat and conquer ‘the most fatat
dlseases lhdr assail the human race. <JAs the pnncn-

ples of natural and- acquited immumnty have heem
studied. and+theé observations of Pasteur, Koch‘
Stefnberg. and others dppreudled and - noted and - -
understood. theré has been a mlghly lmpelus given

in this direction.”

The papers presented at this’ annual meeling .
covered- a wide range of problems of infectious y b
disease control. mdudmg‘ disinfection and fumiga- .

on: water punfication: refuse disposal: 1solatien: - .
he dlagmms of- typhoid fever by Widal's bldod -
reaction: studies *in the etiolegy and prevention bf
typhoid fever dlphl,hend tuberculoss. and yellow
féver: and lhe need for umform*and cooperative
health latvs ' '

The sesqulﬁemenmdl meelmg of the A550CANUOTE: '
held in 1921, registgred apprgxnmaf@ly a tenfold =~
increase-4n,, member there belng about m :
members (?5 In addit to»thg papers on mfectious ‘
diseases. there were $brfle dedhjxg with mdustral
hyglene others’ with health ediﬁyon and a fairly
latge number Concerned with maternal and child « .
health—including such subjects as maternal m(ml-‘_:_“_
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» ity. the midwifery problem.prevention- of nekets.

undernourished school chidren? the. hygiene of

cardiac children. and schoel health supervision (4)

% The 75th Anmﬁl‘ﬂeenng e 1947 marked some

. #xpansion 11 the scope of public health coucem

Fluoridation and other aspects of dental health.

. . nutrithon. B&alth education. and industnal hygigng ©

problems. were discussed Curously. there were ny
reports at all on chronic disease epidemiolgggy. while
medical care was represented by a single paper by
Surgeon-General Thomas Parran on’ Vew I_’ruh?cm‘s
“sin the Field of Medical Care. and & single’ sesston
« ™= on hospital relations £5) - S
7 Compate this lo’éﬂ-bewjidenng array of subjects
presented at the centenmal mectung of the Amengan
Pubhic Health Association in 1972 (6) The epid
miologiCal sessions were concerned. 1p the inf
tiougggisease area. ﬁl%ubellu. diphthera. measles.
hepalitis. venercal dri€ase. tuberculosis. diarrheal
disease..acute lower respiratory diseuse 1nechildren,
nosocomial infections. food-bdfpe diteases and ser-
ogical epidemlogy, Other subjects included, can-
r of the cervix. otcupational lung cancenisg
f ghe Yhouth and bhar)m}\e,z’chnl :
& corogary heart dpease.

abetes meTitus. -hyperten-:

sionm; strgké: byl

{rom 1l’akon and arr pollution. obesi®y d
buse: prggnancy outcomes. rematyfity.-and fetal.
infnt. and matemgl 'h(&. resul of nutntion

x - surveys. and s€regéning for childhood lead posoning

&
!
F)
%
hl

¥ The epidemuology, of violence recené:] considerablee  quality of care. utilizaton of servicey. prepaid roup;}.

fattention. including homxende’xungdg. childhood

:, igunes. bura imunés. and Mmotorcycle and, automo-

£ bile &cidents  The effects of specific control p{»

X grams%n health status Were rew. g;ludxﬁg the
impact ‘of - iberalized gbortion -

associated dedths. the evaluatgn of health n

terms of outcomes, and the ﬁult.sv_ of mel%ﬂe'

. \Ln;ainteﬁmce prm for drug addiggs. The uve, of

. hultiphasic, scrééning to e%luu;e health ~tagusy

was

.

- also presented. AR -
= Even nfore striking. ‘perhaps. Wi the scope of
subjects included: in the presentation and dhscuswon
Qf health™ services Environmental control issues
~ . ¢bmpnised: radiation protection. housing, food pro-

< tection: water resgurces and quahity: wastg treat-
.+ “ment lechnology:"Bc{‘upulmnul health and sdfety.
-$wimming peol codes. air polluon. environmental
ma'ﬁpower: planming and standards: nononizing ra-

thgtion, The environment ¢f long-termy health care

-
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.~ Finally. pers

: adthma: psoriasts. rigks™

s on .pregnincy- . the black commumty. the right to' treatment.

3
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Evolution of ’uhlw/ﬁeuh/l uzu[ﬁrcfsf’uuye Medicinei3
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/
facihittes, and & national health pohcy for the
environment Specific disease control programs in-,
cluded vénereal disease. tuberculosis: rdbies: bru-
cellosis. dental disease. lead potsoning: drug abuse:

= ackle cell disease: blindpess. reading disabihtys

inyury . alcohol-related auto_accidents. cotonary
heart disease: children™ emotional cisorders. malnu- '
“tritton, and coal workers’ pheumocomosis. Public
he)al!",udmmlstmlmn 1ssues concerned: local health
QeﬁzMn\enl services as well as internat.onal health
programs. regionalization of laboratory services.
heullh‘pmgmm evaluation. health education for
migrant- populations: training and testing of person-
nel. screemng programs for ‘chronic disease detec-
ton. comtpréhehsive heakth planning; and a national

Ey'\ for health education In the field of maternal -

_and ‘¢hild health there was discussion of ¢hild
“development services. contraception and pregnangy .

48 adolescents. school health. nutntional high risk., - -

prenatal patients. hearipg scrgening programs. lears-
ing disabilities. abortion afid sterdizatiop. family
pfarmmg services. and the rgluuoh of population
policy to health pohicy . )
al health services included a wide
range from mental health services and dental care to

cussion of health maintenance orgamzations. the
role dng training of health workers 1n different
gountries. experience with physicians’ “assistants and
“Hhdhly nurse praggtioners. evaluation and_gontrol of

practice. héalth services for older péople. neighbor-
hood and rural health centers, social .serv:ces.'“
nursing homes. pharmaceutical” services. care 1rf
correctional msttutions. health problems and care 1o’
na-"
tional health programs in other counties. the strug-
gle over national health insurance. and a nationgl
healthgpolicy for personal health services |

The development of sections of the Amencan
Public Health Assoctation provides another measure
of the growth. n the scope of public health. on the
one handTand of specialization within public health.
on.the ofther Fhe Labotatory Section was the first
to be €ﬂa5hshe(i. at the turn of the century: now
there are 19 seCtiony, coyering a wide varety- of
disciphnes and content aréas-(Table 1) Perhaps the
most crucial decision regarding ‘E\newqecu(’m was
. made n 1948, when the Medical Care Sectioa.was

o v

A&

: 5.
ambulatory care and emergency services. with dis-\y'

%
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- estabhshed despite the determined ()ppositmn'o’f:\il‘u\éﬁt‘*‘"~
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o - 'TA]}LE‘!. Year of Organization of Current Sections of the
sjmerican Public Health Association

- 5 . -
. ! z = *
Year® Secuon Yedr Secyjon - Year®  Section -
1 ' o 1907 oo 1940
. A4 Health Ad-, T
75 - 083 mimstration 42 School
76 Statestics . Health
77 i 09 43 Dental
.7 10 . Healih
y 7 1 Environment 44 ,
80 2 . 45/
* 81 13 . 46 B
82 _ 14 Occupational 47 . )
- 8 Health ' 48 Medi¢al
S TR 1S " Gare
. 8S 16 49 ’
. ’ ] " 17 Food and Nutrte 0 .
87 uoft St
88 T . R I
‘ 89 . 19 s3 o
. B 20 " 54
Tt 21 Maternal and * S5 Me gl
92 ' \ : Child Health Health
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Health™ Officers Section and of others who wnshed

to keeppublic health within the confines of preven-

tive medicine The tdeological and organizational
Jbackground of thi$ conflict has been well docu-

. mented by .Visgltear (7). but it may be helpful to
. chart some of the conceptual changes regarding the
scope and functions of public health which emerged

. 1n this perrod.
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CONCEPTUAL CHANGES

In 1944, the American Public Health Association -

adopted an official statement on Medical Care ina
National Health Program (8) which stated-that “ A
natjonal program for medical, care should ‘make
available to the entire population all essential pre-
ventive, diagnostic. and curative services.” and,
**$hould be adeguately and securely financed
through social insurance supplemented by general
taxation. or by general taxation alone:'’ It also
recommended that **A single responsible agency is
a fundamental requsite to effective administration at
all Ievels——federal state and local. The public health
state and local—should carry
major responsnbllmes in_administering lhe health
servtcesvf the future.” - -

In 1948, in a Joml statement of the American
Public Health Association and the American Hospi-
tal Association-on Coordination of Hospitals and
H;vulth epartments (9). the point was made that

**Preventive and curative medicine have reached the
state where they are no.longer separable. and it is
necg,ssary at the present time to bring them together.
physically and functionally.™

These statements were clearly at variance with
the policy adopted by the association in 1940 which
outlined the “*desirable minimum functions' of local
health departments in a restricted fashion. The
“ebasic six"* functions includeéd vital ‘statistics. samta-
tion, commumcable disease control, laboratory serv-
«ces. maternal and child he,alth and health education
(/0). Ten years later. in 1950, the functions of the
local health department—-'tfie basic service unit in

“the admunistration of public “health"'——were drasti-

cally redefinéd. In an official statement on The
Local Health Department—Services and Responsi-
bilities (I1T). the American Public” Health Assogia-
tron noted that ' The concept of the services of the

. local health department has’ undergbne considerable

change. As a result of advancnﬁg medical knowledge
and pub'c hezlth, practice. there has been a sharp
decrease in morbithty and mortality from infectious
diseases. particularly in infancy. childhot 1. and the
early adult” years of iffe. Becayse of -the marked
changes in the age distribution of the population and
in the spectrum of our health prgblems, the theory
and practice of public’ hcallh has expanded to
include not Only prevenuen of the onset of illness
but also prcvenllon of lbe " progress of dlsease of

.
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associated complications, and of disability and
«death.” The' statement also noted that, = Definitions
of local health services and recponsibilities based on
limited categories of activity have become quickly
outdated as a result of this rapid development of
health administration., It is essential, therefore, to
definie the optimal responsibilities of the local health
department. to list the general types of service .
provided, and to indicate the specific methods
utilized in the solution of local public health prob-
lerns:”" These were then categonized as: (1) Record-
ing and Apalysns of Health Data, (2) Health
Education and Information, (3)" Supervision and
Regulatnen «4) Provision of Direct Environmental
Health Services, (5) Admunistration of Personal
Health Servncesr (6) Operatibn of Health Facilitres.
and (g) “Coordination of Activities and Resources

It was thus marked change n the conceptualiza-
tion of public health tnat made it possiblc to
establish the Medical Care Section In the Amencan
Public, Health Association. From a concern limited
to ‘infectious diseases, public health workers had
moved toward vneyvmg all causes of 1ll health as
their re;gonsnblllty From a {imited preoccupation

L } LI .
-"J‘

section in the association, by 1966 the Medlcad Care *

Section had taken first place in number’of members.
Concomitant with the growth of the dssociation,
there occurred a considerable ﬁeclme in the prepon-
de.ance of physicians, who had accounted fore 80
percent Qf the 568 members in 1897. In 1968,
. physicians were still the largest professional group
in. the association, but they now comprised oniy 29
percent of the menibership. Holders of -Ph.D. and
Doctor of Science degrees accounted for 9 percent,

Registered Nurses 6 percent, dentists 3-percent, and,

Doctors of Veterinary Medicthe 2 percent. Sixteen
percent of the ‘members had master's degrees,

- mainly I arts or sciences, but. some were in more

specialized fields such as nursing, education, social

work, hospital administration, and sanitary engineer-*

ing. A vanety of other nonpublic health degrees
were represented, each in small'numbers, while 20

“

percent of the members had no such degrees. It is ~

worth noting, furthermore, that 26 percent of the
members held a publichealth degree, and in 83

- percent of these it was the lolaster of Public Health.

with preventive medicine and preventive health -

sefvices, they became interested in the orgamzatnon
*of all types of health services. In 1955. 7 years after
the bitter struggle over the Medical Care Section.
the organizers of the campaign for creation of a
-Mental Health Section were surprised. pleased, and

a little disappointed that there was not the slightest

' opposition to their request. The battle.had been won
in 1948; the restrictions on the scope of public

« health had been decisively and irrevocably broken.

«

CHANGES lN_P!.JBLIC HEALTH PERSONNEL

“With the establishment of new sections and the

" influx of new types and categories of health work-
ers, he membership of the Amencan Public Health .
ﬁ\ts%auon grew- from about 5,000 in 921 3) to
almost 43,000 members in 1952 (/2). It remained at
about 3,000 untit 1961, when a penod of unusually
rapid growth occurred Within a short penod of 7
years, the membership increased to 22,000. Pace
ssetter in this growth was the Medical Care Section.r
which increased from less than 1,300 members in.
1961 to over 3,100 members 1n 1968. Whereas 1n

1961 the Health Officems had been the largest

The great increase of nonphysicians among public
health personnel reflected a general phepomenon in
sthe health field. In 1900, physicians accounted for
63 percent of all professionally trairied health work-
ers; by 1960, thev were only 21 percent of the total
<(/3). But the growth in numbers of public health
workers and the ‘scope of their functions also

. reflected profound changes in popular attitudes and

-

understanding. It became recogwized increasingly
that the health of the public. was a matter of public

health, that organized community action was neces-~

sary not only to prevent disease and violence but to
mitigate their effects in causing ill health, disability,
and death, and that the issues were too important o
be left to chance or tp the practicing physicians.

REACTION OF THE MEDICAL PROFE§SION
oo \ s

The practicing physicians, it should be noted,
were for the most part hostile or indifierent to the
growth and .expansion of public health.: It.is true
that at its first session in 1847, the American
Medical Assomat:on (AMA) chartered a pollcy in
favor of adequate vial statistics legislation in the
United $tates, and that prior to World War 1 it also
campaigned for a national health department and for
federal legislation on food and drugs (/4. Thes
were restricted concerns, however, nnd were

"
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superseded by a morg, general concern that the
growth of governmental acfion in the field of puleC
health might be competiive with the physician and,
make inroads on his income , This has bgen clearly
evident-a} the local level, where physmans Jo thes
day have resistetl health department immunization
programs because they mught lose fees as a result,
and 'gre medical societies have succeeded® in
many communities in forcing the health departmént
togeonfine. ifs services fo the needy in order that
there be no infringement on the market for physi-
clams’ services. - .

At the national level. the American Medical
Association campaigned actjvely against the Shep
pard-Towner Act of 1921. which' provided federal
subsidies to the states for smaternal and infant
welfare programs. In 1930, the House.of Delegates
of the AMA ccndemned the act as

A

results and tending to promote communism.
(I4). This attitude on the part of physicians and
their organizatioas has persisted ever since. dnd has

**unsound I,
policy. swasteful and extravagant. unproductive of

\ s >

diagnosis and irealment of the patient, but in the
end. by the creation of a public. sus_pmon of huis’
1gnorance possnb]y depnvmg him of one of ‘the
means of a tegitimaté livelihood.' Thc editorial .
furtuer states that < The osly basis. bf,/tr‘proper

- understanding m this matter is the guarantee of th¢

board that in case the retums of pulmonary casgs
are faithfully made, for slallstical purposes only,
there shall bé, on_its part'no direct or “indirect
mterferenqe beﬁveen patient and physiciar. either-in

the way of official irspections. bartenologlcal diag-"

nosis. forced isolation. suggestions for lreatment or
‘presumptuous’ instructions to the patient regarding
%, goeeew precautiorf. If we mistake not, the profes-
sion 1s very much in‘earnest in thus- .dividing
responsab]hly with the board apd will yel be .able lo
vindicate 1ts rights and ' demonstrate its power.’

(15). Its power, however, provid to be insufficient.
" Again in 1912, when the New York ity Health
D;.partment under Biggs' leadership made venereal
dlseases reportable the opposition was 0 strong
thal he statec.: " The ten year iong  opposition to the

become- more .pronounced as the scope of public” reporting of . tuberculosis will doubtiess appear as a

health has continued to widen
A few examples may help to give concrete
foundations to this general statement. In 1897,

actihg on a recommendation by Dr. Hermann M °
* Biggs. the New York City Board of Health- made -

lubercu?sls a" notifiable disease. The medical
professiOn condemned the action: not only the Nevw

‘York County and Kings County medical societies

but even the New York Acd}emy of Medicine
officially opposed it. The Medical Record reacted
with an editorial which stated that “*The real
0bnox10usness of this amendment to “the samlary

code 1s Its offenswely dictatorial and defiantly )

compulsory character. . . . The profession as a
whole has watched with Jealous eye the encroach-

ments of the Board upon many of the previously -
well-recognized pnivileges of the medical attend-
the objections v.ere |

ant . .. In a later editonal.
made more explicit. stating that {there 1s no

" objettion to the reports of pulmonary cases. for

statistical purposes.” It goes on to say that "It is.

howeve¥. the extra missionary work assumed by the
board which is the ominous and threatening quaritity
in. the equation—the desire to assume official con-
trol of the cases after they have been reportet. thus’
not only, by means of. alarmmg“baclenologlcal
edicts, directly ypterferingwith the physician in the

mild breeze compared Wllh the storm of pretest
agamst the sanitary surwu_ance of venereal dis-
" eases.”” (/5). The nrotes?® again failed lo stop the
program.

In 1920, *owever, whlle Biggs was New York

State Comr issioner of Health, the medical societies !

- did succesd- in defeating a proposal ‘which could
have greaily expanded the scope of public health.
This was Biggs' Health Center, Bill, which provided
for state aid to local communities to create health

centers which could include hospitals. outpatient -

clinics. *'including especially those now regarded as
public, health clinics.’” laboratories, public health
nursing.” school health services, periodic medical
e'xamlnauon for individuals desiring it, and Head-

quarters for all pubkc health.. medical. nursing and ~

other public welfare agencies wishing to utilize the
center. The bill was defeated. both in 1920 and -
19.! primarily because of the hostility o e
medical piofession (/5. 16).

At a symiposium on the health center legisl tJ0n
sponsored by the New York Cgunty Medical
Society, the objections -of the medical profession
were sumiarized by the Secretary of the State

Medical Society. Of the five speakers, only Biggs -~

spoke in the afﬁ%He presented the argu-
ments for the bill. aifd thert went on fo say:

’
<
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But I'do want 10 emphasize one or two things
strongly. That is, that the medical profeSsian has
been vegy unfortunate, | think, in the gener
attitudé which it has taken. Perhaps you do not

" - speaking at a meeting in this hall, when you were
discussing the supervision of venereal diseases, in
which three of four papers were ‘read attacking *

“the action of the City Board of“Health with,

. reference *to the supervision of the Venereal

diseases. | remember at ‘that samg¢ time commit-

tees were appointed by the Medicql Boards of the

City Hospital the Metropolitan Hespial and the

“Klings County Hospual, and these three commit-"

tees forming a jont committee went to the Mayor

and asked him » iMervene and to compel the

Health Board to #escind its action looking toward

the supervision of venereul diseases: And all that

the Health Board required then. or asked then,
was that cases of venereal <lisease under treat-
ment in general hospitals and in #spensaries
. Should be reported 1o the H'ealth Department, it

providing laboratory facilities for the diagnosis of

y | venereal diseases. ' . .

-~

Nothing could have been sharper than the )

Lriticism at that time on the action of the Board
of Health, or more general than the demand of
the ‘medical professwp for the rescinding of that
+ action: That was exactly what happened with
regard to tuberculosis years ago, and l«spent a
good part of .the winters of 1898 and 1899, and
part of 1900 in Albany. trving to preient the
en¥ctment of legislatiow which was initated by
. - the New York County Medical Society for with-
" drawing the pwer from the New York City
Board of Health to deal with tuberculosts at

all, . ’ ’
Nou the general attitude of the medical profes-
. sion 1s part of the kind of work that they do, the
fact that a physician 1s generally so absorbed in
swhat he 15 doing, his own work and the work with
". his ownaspatients, tha hé does noi look out and
zetl a broad view of the situghon as it exists in the
. state, and his -attitu @ural attitude, is one
: of obstructiprn. Now, [ do not venture to -mam-
tain, nor wowld 1 for one moggent argue, that the
.. .healt center legislofgon which was introduced
- fast vear 1s model legislatnon. It was the ‘best that
.o ,—jz were able to devis®at-that time. The need for

S

N -

remember 11, but | rémember seven years ago '
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Academy of Medicine, or the .profession of medi-
cine M -this, state may take—no- action of a
negative kind i1s going to change that sitaation,
‘and if we do not, change it somebody ‘else will
“take action to meet this condiiion. .

“Waw if your Comitia Minora, or some 'special
coma‘iuee will study the situation hd offer
consthucpve legislation or constructive (rlthlSm
th(:%‘;mt we want. But you may be quite sure
that"the attitude of simple opposition will not
much longer be effective.”” {16).

THE ORGANIZATIONAL FRAMEWORK

/ If" one examines the scope of programs and
problems(adydussed at the 1873; 1897, 1921,
1947 mewdings of the Amerlcan Public Health
Association, itais evident that the broddening scope
of public: health took place within the established
frfpework of federal, state, and local health depart-
mentg.and their allied voluhtary agencies. In 19214
for example, the new areas of discussion were
maternal and child health, health education, and
industrial hygiene. These reflected developments-

within the official health agencies. The first Division *

of Child Hygiene had been ggtablished in the New
York City Health Department in 1908, the federal
Chlldren ‘s Bureau was created in 1912 (the famous
pamphlet Prenatal Care, first appeared in 1913),
and federal aid te the states for mate rnal and’ 'infant
welfare began in. 1921.
education was organized by_the New ¥ork City
Health -Department in 1914, and the New York
State Health Department followed suit in the same
year.>A - Division of Industrial Hygiene and Safety
was established by the’ U.S. Public Health Service
in 1914, the year that a Section on Industrial
Hygiene was established by the American Public
'Health Association (/7).
Contrast this with’the 1572 annual meenng where
T it was abundaﬂtly clear that the _content.of the
$essions went far btyond the . programs and prob—
lenis of health deépartments. This is particularly true
of medical cate arid of the environment, Not even
the federal he th'services can be said to encompass
.these areas, ‘si
responsibility of

ther adminpistrative units., and

envnronmenta{ progmms are the concern of a special -

agéncy. 7

and

e Medicare and Medicaid are the

'

~

’
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burgeoning conterit of public

tional forms and the
health have been perdeptively descnbed in a recent

edivorial by Dr. Gdgorge Rosen. editor of the
American Journal of Rublic Health. He writes that:

It 1s gear thar the contnmng specaizaton of
public health 1s one of the tmportant factors
underlving the malape and disarrav which marhks
it The wnlnjugg! tendene 1es inherent in spec wft-
cation (uu?d be effectvely controlled as dong as
the guuls of publu health were dlearly emiaged
within an gccepted progran. and an nstitutionat
Jorm was available 1o enc ompasy the diversity of
knowledge and pm/enmnul tdentity which

-

umerged with the expuansion u/ publuwm n -

. the earlier decades of this ceprury. Essentally,
this mvohed thé_contpol of bd tenal pollution in
the "environment., ‘lhe prevention of communic able
diseures and umdluun,s pmduud by defective
nutrion, and the “g¢ hievement of these aimy
through an offictal imallh agency, a loc ul or a
state health department. u;mplemenled i various

. Wavs b\ voluntary health u{,en( iey
The aclievement of these Sms to~a considera-

“ble extent. the emergence of ngwer health prob-
lems. and the consequent (hunge mn the scope
and focus of public. health disrupted the previ-
ously ~existing sttuation, and left {?«l‘l‘e' VArIon s
groups of public health w orkers w whotbuidgener-

“ally accepted nregrated pmg(unf or an *stu-
nonal stric lure’t(mueh which it mught be putsgto -
practice In this \sutnation (enlnjugal tendenc 1{"7

. of special groupy e led 10 a n;ulup[u ation of -
agencies concerned with health. problems Frug-
mentdnon which appeared carlier in « inic al medi-

? cne as a comequence of specwaization 15 now

Sullv apparent i public _health Recogmnon of

this problem has not bt"f'n lacking, but o far
efforls to deal wuh 1t have not achieved much

SUCLess. ngllh service admunstrition” hay

emerged s a concept, but more than a concept

i needed. (18) ] )

. Rapprochgnenl befween the presenl content of
public health and 1ts organizational framework 15

.. fully "possible only with the estabhshment of a

. national health se

yet attained national health insurance, however, the
former 1s hardly an immediate possflity. If the
precedents set by Medicare are followed in" the
orgamization of national hea_lth insurance-, there will

ERI
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“ventive services; to the exclusion of immumnization

. ance coverage;

AAssocration and the schools of public health

ffas grown i terms_ of membership. sections. and

.medicing has placed impdrtant responsibilities on

be little 'hope of achieving an adequate structurel
Instead. we shall be subjected to a financial, as
opposed to a health service. program: to the
administrative separation of medical care from pre-

\,_\

and other preventive procedures from health insur-
to the continued dominance of fee
for service remnuneration; to the use of -deductibles Lo
and coinsurance; and to 'the legal prohibition of’
changes in the health care delivery system. It wijl
require maximal public health leadership to prevent
these outcomes. Perhaps the traditional friendly tie$
of the United States with Great Brtain and with
Canada will be helpful, for if we are willing to learn
from the experience of the National Health Service
in Great Bntain and National, Health Insurance in-
Canada. we may yet be able to avoid following the
path taken by most Western Europear health
Insurance programs.s

The present imbalance betweeprfhe content of
public health and its orgamzatlonal strucire will
eventually be rectified. In the interim. however.
there are only two institutions that can bring
together all of the diverse fields and programs -of
public health into a working unit. For this reason. .
they have a erucial significance in this difficult’
period and should be treasured and supported
unstintingly | refer to the Amencan. Public Health
‘.

THE SCHOOLS OF PUBLIC HEALTH.

Just as the Amencan "Public Health Assouatlon

e ——

scope of program. so the schools of pubhg health
have expanded in number. the size of student body
and of faculty: the vanety of types of students and
the breadth and depth of their teaching and research
programs. ’

Unlike health departments. which could not ex-
pand their scope beyond that which legislative
bodies would permit.-the umversities have been
relatively free to.'act:"Today. all of the schools base -
their programs o. broad conoept of public health.
although. they vary considemably_in their ability to
tealize that concept. © o

“The reonentation of public health and preventive

the §chools. They have the tas!(. on the one hand.
of developing funhe:r*t"he scfentific basis of public
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health in rew and unfamiliar areas, On the other
hand, they need to educate the large numbers of
different kinds of public health workers who are
now required to organize and administer health
services for the public. To be effecuve in carrying

out both functions, the schools need continuing and °

increasing federal and state financial support. It is
mual also“that they maintain close finkages with
) the health departments and other health service
agencies in their region in order that they do not
stray too far from reahity. Finaily, skey must in
every case be an independent school witnin the
university, since admlmstratjve‘subservience to a
fnedical school is seriously restrictive and growth-
inhibfting. No school of public health should be
eligible for accreditation unless 1t is genuinely
mdcpendent

- It is curious that not z single one of our great or
eyen small universities has taken the opposnte
position, namely, that physicians’ seryices are only
Jpart of the total complex of bealth services. and that
the medical school should therefore be administra-
tively respopsible to the school df public health. Ig
this situation, the latter would be ini a position to
develop policies which might encourage the medical
-school to educate physicians whg are genuinely
concemed for the health of the public.

»

DEPARTMENTS OF PREVENTIVE MEDICINE

'

The dep: Rts of -preventive medicine 1 the
nation's medical schcgls ‘hdve the most difficult task
of‘all. As this review of the evolition of public
health and preventive medicine in the United States
has indicated. progress has occurrel despite the
mdlffcrence and hostlity of most members of the
> medical prq{essnon Much of the hostility. of course,
. is a by-product of the fee-for-servicé method of
remuneration; physicians .on salary do‘not need to
fear the inrdads of the health department. In the
medical school, at least for the full-ume staff, the
economic factor is less important because only part
of the faculty members™ incomes comes from pri-
vate practice. However, hostility®based on struggles
for departmental and personal power Is not uncom-
mon, while the indifference is both real and perva-
\ive. Biggs was emmently correct when he stated
sthat **The general attitude of the medical profession

£ is part of the kind of work that they do: the"fact

that a physician is generally so absorbed in what he

® . ¢ J
is doing, hus own work and the work with his own
_patients, that he does not look out and get a broad
“ view of the situation as it exists in the stabe, and his
attitude, the natural attitude, is one of obstruction,’
6). .
it follows that a major task of departments of
preventive medicine is to undetake résearch and
prévide effective,teaching in epidemiology and
¥ health service organization, not only because this is
an important part of the scientific, and médical
/t(zackground of medical stulents, but af%o)so that |
hey may ‘‘lopk out and get a broad view of the
situdtion’” in Wthh they as phys;cnans will segve ‘the
public. Anot‘h‘éf tmportant task is to bring those -
. students-who are strongly motivated toward public
service, into the field of _publie-health; each_new
generation peeds-to-be encouraged to bring forth its
Stephén Smiths, its Charles Chapins, its Joseph
" Goldbergers, its Hermann Blggses and. its Joseph
Mountins.

%

s Thexablhty to meet these responsnbﬂmes ‘cannot

the medical schools; *the mdlfference lS too

Yet federal grants were not made av; or the
teaching of preventive medlcw the middle of
the last decade. In 1 gsidential remarks lp the

Association_of- Téachers of Preventive Medicine in,_-
“foted the curious paradex that while the

“7" Public Health Service was granting federal subsidies

to all medical schools for tlmmng‘n a number of
special fields, no such provision was made for its
own’ field of ®public health desglie' 1He sﬁortage of
medical candidates for public fealth careers and the
woefuLIy inadequate budjets*ot'/ci_ggartments of
pre'ventx’\'e medicine. It was my Judgment ‘hen that

**What is needed—and” needed now—is an‘-adequate
preventive medicine tl‘alﬁmg grant for every medical
school in the country,” (/9). Today that )udgment
remams painfully valid.

N Any realistic appralsal must reco#n}.e}‘ that the‘
departments of preventive medicine, &ten with such -
aid, will be in no position to muster
thiat are available to the schools of public health.
growth in.the number of these schools and the
improvement of their geographi¢c coverage make
possible the development of regions ig which each
school of public health can relate - effectively, for
mutual benefit, to the surrounding departments of
preventive medicine., Let us hope that suck modest

be achieved by rellance on budgetary support g;;n'x///\

+
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-ble to realize the primacy of prevention which
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attempts at regionalization will not suffer the fate of
the:r more global pnedecessors

Should ,lyey be successful these programs to
strengthery epartments of preventive .medlune il
hel I but not decisive This was clea My’
tood by Stephen Smith. who said. of phﬁsn-
‘the customs of society hgve
sadly misplaced their duties.y' and that not only
must the medical schools ,incorporate sanitary $c1-
ence, in their course of, study but “the custom’ ot
suciety must be so changed thagthe physiciad is
employed to prevent rather than -cure diseases.”
)
« It is the custom of society that needs revision.
Nothing less than the complete restructuring of
social custom in health—including both orgamza-
tional and conceptual elements—will make it possi-

4

Stephen Smuth advocated. This' is a consumimation
devoutly to be wished; to) ygain it wll re~usre years
of work and change i
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Terns has provided, us whh/u'stimulatmg'and \

provocative review of the public health movement
tn America from the est‘abhshmer]t of the Amen-
can Public Health Association (APHA) by physi-
ctanSN\nterested primarily wn preventive medicine
“40 1ts present multudisciplinary and multidirec-
tional state  He has shown® how the orgamzed
component of the movement interacted with or-

ganized medicine and how the social components

of medical ¢are were incorporated into public
health Finally. he has suggested that achievement
" of the goal of primacy for prevention will depend

upon the basic restructuring of social customs 1n -

health. and he has challenged the schools of
public health to conunue to provide leadership 1n
this area and for departments of préventne medi-
cife to introduce this philosophy into chinical
medicine 1 should 1ike to add O Terns' recital a
few ,comments on some parallel developments
which | believe support his intetpretatrons and
conclusions ¢

, The 1830s and 1840« were turbulent decades in
Europe_with many social reforms suggested and
some_actualy implemented In England in 1848.
Chadwick completed his monumental Reporr of
the Poor Law Commuissioners which proposed
radical measures designed to improve the hfe of
the laboring classes. This report relied heavily
on mortalyty statistics and morbidity testimonials
to justifiits many. recommendations. Chadwick.
sometimes_called the most unpopular 19th century
Enghshman. arranged for the printing of 200.000.
copres of the report It was. therefore, highly
probable that copies were quickly shipped to New
England for disttibution through Boston book-
stores One of the most prominent booksellers in
old Boston was also the founder of the Amenican
Statistical Association and was himself @ mag of
unusual abilities [ refer: of course. to Lemuel
Shattuck, whose report for the Massachusetts legis-
lature pybhished in the early 1850s. provides a
prescrption for a maodern oalth service which s
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- almost comprehewnsive enbugh to megt Terrs' ad-
monition for a rational health service If one
examines the Shattuck: report in the light of the
previous Chadwick report. even to the title page.
one will be amazed at the similanty and struck_by
the reahzation of the import which English sokl
reform had on the development of American public
health policy.*At any rate. I would hypothesize that
dunng the late 19th century. American medicine
was far more receptive to social concerns than it
would be after the advent of bacteriological era
and the so-called reform of Mmerican medical
education Thus. the ideas nncorporated 1n the
Shattuck report would-have.found sympathetic ears
among many enhightened ‘physicians. nong whom .
would probably number the founders of t\e APHA.
_“However. as bacteriology began to 1ndiséte that
many diseases -had a “‘single’” cause: the ecologi-
cal approach to disease prevention was deemipha-
sized. Furthermore. after the Flexner report. A
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1can medical educaﬁoﬁ/sldced Increéasing e'mphz:i{s\ &

s

+ on the *science’” of medicine and the pragmatic
practices of the physicians. which were called
“art.”” and which we now are beg}nnmg 10
recognize as psychosocial understanding. were
deemphasized. This led to a further 1solation of -
chimical medicine from soc\l‘a.l contact and concern. ,
Incidentally. I think the fallﬁ)‘q to include a social
and preventive medigine compdnefit in the, model ~

_ medical schddl was simply a xlﬁkg\t&\f\‘qy read
epon \

and understand the Fexn € 7
* Nevertheless. in the late 1920s. t}k\Ame\l\cir;
Medical Association. in cooperation wikh otheg
~ organizations. commissioned -the Commit
the Cost of Medical Care (CCMC). The C
undér’ the chairmanship of a very promin
physiciah. Rdy Lyman Wilbur. President of th
* AMA. completed in 1932 the I8 volumes which \
provide the prescrniption for_ puch of what we now
view as progressive mediCal care organization. Of
course. the repdrt of the.CCMC was anathema to
most of organized médicine. Put 1t wis the
reference point for the unsuccesdful efforts €o
organize a national health service during the
Roosevelt and Truman administrations of the
194(x andrearly 1950
There seems httle doubt that the soctaf legisla-
tion of the Roosevelt administration plus~The
enlightened leadership of people like Thomas
Parran and Joseph Mountn sﬁcarh@aded the rein-
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troduction of social concern into medicine. The fact  status of the population. This truism was apparent
*~ that organized medicine had to confront the new 0 Hippocrates. to *Frank. to Chadwick. and to
ideas so often forced it to eventually attempt to Shattuck. but"1s rejected by most practitioners
understand thent. While this 15 a tremendous over-  and th publi'c who have been led to believe they
simplification. [ think there 15 good reason to duept' are giving and getuing health_care when. indeed,

this hypothesis. . they are getting (sometimes) medical care. .
o However. even iforganized medicine accepts And-so. we.return to a consideration of our
. " the concept of social responsnblhtv for medical joint roles and responsibilities in providing the (
. care. the recognition of primacy for prevention . education and training for those-who would

must follow the realizaton that the provision of* concern themselves with the social aspects of
medical care 1s largely unrelated (to the health health and disease. §
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DEPARTMENTS OF PREVENTIVE
MEDICINE IN THE U.S.A.:.PAST, .
PRESENT, AND FUTURE = °*

N 1

4

The development of departments of preventive
medicine has been charactenzed by great vanabilty.
, mainly of two kinds' between departménts and
within departments over time It js a result of forces
to which all medical disciplines ha\ﬁe;n exposed.
but the consequence for.preventive dicine has
been largely a different set of respops€s experiérced
by othér disciplines and often >ompénsatory _to

them. It can be seen. as an exginple. :n results
of -increased spectalization gfter World War IL.

- aided by thg rapid growth[in federal funds for

research. Most fhedical disc
prehensive care. and some g
and special stydy tnity This shift created a vacuum
in the ‘area of Jpstitutional provisiog of com‘frehen-
sive h@ﬁn{capé which then became the responsibil-
1ty of sene dspkrtrz}ghis of preventive medicine
when newly crca’fedid’;r‘ diverted fro\m _other func-
tions . .

¥

I

EXTERNAL FORCES _ ! .

The major forces Q’r;e\ents ‘which have shaped
the roles and activities of Yepartments of prevgntive-
. medicine nclude the following:

.

A. trol of Infectious Diseases. As Terns (/) has

pointed out in this conference. organized public
_ health. as seen through the annual conferences of

- the American Public Health Association, was pre-

dominantly concerned with infectious disease_from
the datter part of the nineteenth century into the
. 1930s. Departments of preventive medicine reflected
these.concerns in their teaching and research activi-
ties. There was a need to instruct all physicians i
the principles of proper sewage disposal and water
supply i the- period before these’ activities were
highly institutionalized. A largey majonity of the
population lived without” common %ewage disposal

-
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and there was much concem for the proper relation-
ships of the well and the privy. As the migration
from the farm to the city grew, and as institutionali-
zation progressed. it was recognized that only a few
of the products of medical schools would be
concerned with water supplies and sewage disposal.

The growth of schools of public health provided a

setting in which those physicians who woyld have’

interests and responsibilities in these~areas could be,
.trained. Nevertheless. infectious-disease research
continued as a major strength arfd predominant
concemn n many departments of preventive medi-
cine. Indeed in 1960, infectious-diseast fesearch
accounted for 38 percent of projects in departments
of preventive medicine 2). -

The success of imnMwgization programs further
reduced the impacft of infegtious disease. and,
particutarly during the 1920s arld 1930s, there was a
considerable tendency for ymmunizations to be
viewed ‘as a public -health repponsibility under the
Jurisdiction “f health departments. In the 1940s the
development of antibiatics led to'new efforts in
disease control..

In addition to continuing concermn for infectious
disease control, new energies were directed to other
areas of community health activities, as pointed out
by Terns (/). including chronic disease. maternal
and child health, mental health. and health care
delivery. This was evident in Leavell's (3)'report in
1941: .

There have béen thrge developmental stages in
teaching preventive medicine Yo medical students.
First, the bactenologic and sanitary advances of
the.past 100 vears were presented. This was quite
often done as a sideline by the professor of
bacteniology. Then, as, public hq.alth advanced,
many deans felt their students should bnged
of the progress underway. Local, state or federal
health 1)in( ers were called upon to teach, usually
on a part-ime basis, and at small cost to the
medical schools. These health officers and their
bureau heads generally presented their subjecs in

~more or less technicgl terms. giving little thoughts
to the flict that fes medical students wo

be(urdubh( health specialists In recent vears
the tendency has been to recognize that most
students would become practitioners of medicine,
and to teach prevention, positive health, construc -
tive medicine " eubiotic medicine, social medicine,

« however ong chooses to define 1t. Efforts are
-
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" such circumstances physicians did a commutted and
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being made to < oncentrate more upon a hind of
.
teaching which students can reuadily see upplies 1o

. ‘l(’lr Juture praciice. This requires full-ume teach-

rs thoroughly informed. not only about pblic
heal:h and preventive medicine, but also of
progress in medicine generally. ﬁmphasls 1s bewnds
placed upon the social problems which accen-
tuate ds well as cause dl health. and on the
commuuty defenses erecled or needed 1o combat
such diffic ulues-

B. The After-Eﬂects of Mdltary Medicine in World
War II. Whatever the military-and political conse-
quences 'of the war may have been, one result was
the exposure of a large majonty of the young men
of this nation to-a program of comprehensive health
care that was prepard. without deductibles or coin-
surance, and that covered much of the health care

Yof their families. For many. especially for the poor,

this was the first exposure to readily avalable health
care..conveniently situated. and provided without
much evidence of bias. It is not clear that the latter
statement is In fact vahd. and 1t 1s regrettable that
there are not more data on this point Nevertheless.
this expenence undoubtedly had much to do with

«the now prevalent notion that every citizen has the

nght’ to free medical care.

-~ The physician (and most younger physicians were
in the armed forces) was also exposed to prepaid
health care for whrch he received a salary  For
many 1t was undoubtedly a revelation that under

responsible job. Notable also is the fact that many
newly graduated physicigns received at least a part
of their education free. in dddition to hving ex-
pcnses.\ return for a commitment to about 2 years
of servick. Subsequently. this program became the
model for government support of the -costs of
medigal education in return for latet service

The medical officer in the armed forces: was
usually responsible for a defined population. a group

_of men for whom-he had a general and often a

comprehensive responsibility. This may have been
the first situation in which many physicians clearly
identified to them lwes 4ypopulallon for which they
.were responsibigs nty@t sick call. but also for
the public healfiGsefifg if"which care was being
provided. For met '_ Yicers on ships. with field \
units. or for fammeﬁ a’fixed base. the physician
had both the opportumity and responsibility to be
concerned. not only about clinical disorders: but

also about the prevention of situations\that exposed >«

his population to risk -In scme cages he 7as
assigned to a specific publk hedlth fesponsibility,
and. just as in the aftermath of other wars. many of
these phyy\flans took tp public health assignments,
with a number of them going into departments of
preventive medicine. !

For many medical officers the war was their first
experience 1 having to allocate scarce resources.
particularly at times of crisis. The basic military
pgnciple of keeping the maximum number of men
on duty was exquisitely evident at the time of a
kamikaze attack. In normal circumstances. a physi-
cian would have a clear responsibility to spend his
time with the most severely injured. but during
attack. It was important t4 keep as many men at the

" antiaircraft guns as possible. As a fesult. physicians

were faced with the necessity of giving first atten-
tion to those with minor inyuries. Due to the lack of
optimal resources. there were other circumstances
when they were faced with painful decisions as to
which patients to evacuate and what amount of care
to provide a senously injured. patient before evacua-
tion. The use of optimization techniques was long
delayed in medical care planning. and has only now
begun to show itself conspicuously. but these

wartime experiences were an important breaking of .

the ground
C.. The Impact of Increased Research Funds. The"
rapid growth in support for research following

- World War 11 had a profound effect on all medical

school activitjes. Prior té. this time. funds’ for the

.support of medical school departments had ﬂoKed
_ through the dean. who could plan ah appropriate

division of actlvny and responSIblllty With the
appearance of external research funds. individually .
applied Yor. the growth of medical, school depart-
ments became more depcndent Alpon the vigor.
academic standmg and entrepreneurship of an in-
vestigator or departmental chairman than upon an
overall school policy of program, Since most monies
were categorically oriented. departments with a
more general concern.-such as preventlve medicine,
were required fo work in categorical areas in ordel‘
to obtain research funds. Proportionately fewer
resedrch funds flowed into departments of preven-
tive medicine than into other departments I 1963,
only 1.4 percent of U.S. Public Health Service
grants went to departments of preventive medicine
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; .During the penod between 1950.and 1970. 27
percent of the total output of United States” medical
schools was divérted to Ihq‘lncreése in faculty
positions and eesidency traimpg programs In this

: period® when 162.603 students were graduated ),
full-time facuky positions increased from an est-
mated 9.000 to 28.099 (5). and the number of resi-
dents In tramning increased from 14.495 to 39.463 (6)- -

This diversion greatly reduced the expected wncre-

“mént m-practiioners. and those that chdse to enter
practice incgeasingly headed for edreers in specialty
medicine In this was the ongin of a deficiency
which subsequently became an important political
and health care i1ssue At a relatively early stage.
deans and bther medical leaders recogmized an
important gap appearing in-the preparation of medi-
cal students and young physicians. they attnbuted
this gap to a lack of semse of responsibility for
comprehensive health care needs Of patients Since
the beginning of the climcal clerkship as a revolus
tionary devgoprﬁem in mefhcal education. almost
exclusively an in-hospital expertence. -there had

L

* would 'be overtooked The etolution of Social
casework and the d.c‘:\e_lopm.em of social work
rounds 1n medical education had countered this.
_trend to some extent. but wath the development o‘f‘
R an increasingly speclahized faculty and admingtru-

uw}stmcture in medical schools. the Ce)mprehen?\lvc
needs of patents were generally overlooked De-
‘partments of preventive medicine were expected to
cope with wWys gap .

Increasing speciahization had the corollary effect
of little interest 1 meeting general medical responsi-
bilities. particufarly ‘aithin the darea of ambulatory
care  Specialists largely confined their attention to
patients referred for specific problems and increas-
ing speciahization of the out-patient chnic took place
- This made 1t difficult to man the clinics and provide

contmumg)care'to patients with general medical care

problems. although in many stitutions service

the chinic remained the quid pro quo for staff .

membership.: With tncreasing specialization there

were insufficient personnel for the general medical
and pediatnic chnic® and for their supervision. and 1t
beeame a common responsibility for departments of
preventive medicine to fill the supervisory“functon.
often assuming overall coordination of responsibility
for both ambulatory care and teaching However. in
many nstitutions. departme’r\tx of medicine and
+ " pediatncs retaned these responsibilities

)
ERI |
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been the nsk.that the extramural needs of patents

.

. BPepartments of Preventive Medicine /15
]

.

Imually. rehabiitation was seen as a portion of >
comprehensive care of patients that did not fit
neatly nto a specialty category. and it was some- -
tumes assigned to the department of preventive
medicine  University health services also offered .
opportunities for studying the, comprehensive care )
of students. and 1n many schools this too became a
1zsponsibility of prevenuve medicine.

Concern with meeling comprehensive care needs
was onénted to individual patients. It was a farcry
from the movement that developed i the. 19603 for
the orgamzat.on of comprehensive health care sys- }
‘tems  An occasponal voice was heard insisting on=
more compreh%xwe health care coverage in financ-
ing. beginnipg with the Social Secunty Act of 1935,
in which health insurance was almost included
Dunng the 1940s. the Murray-Wagner-Dingle Bill 5
made health insurance a nhuonal issue. and some -
departmerity of preventive medicine were nvolved
i teaching about these matters ‘at an early stage
For others. the focus was on the comprehensive
health care needs of individual patents This led to
emphasis on discharge planming for patents. the
needs of patents after leaving thg hospital. and the
confributions that could Pe made by commumty
ageficies There wass httle medical school involve-
ment in the expenments in New  York and.on . the
West Coast with comprehensive prepaid medical
care. although New York Universmty for a time
sponsored a Hespital Insurance Plan (HIP) group -
practice. which later was forced to seek other:
auspices due to pressure from medical alumm

@

Durirﬁ the 1940 and 1950s there was a mush- -
rooming of voluntary health agencies which were *
-categorically oneated to the control of such diseases
as cancer. beart disease. muluple sclerosis. alcohol- |
Ysm. mental retardation, etc There had been a long
tradion of such agencies (witness the American
Tuberculosis Assocratron. see Gunn and “Platt) (7) ‘
which long had been active m promoting disease '
control through increased pubiic funding as well as
voluntary contnbutions In many instances volun- . \
tary ggencies provided direct patient service. partic-
ularly case finding. social service’ and health educa-
tnoan By the earlv 1950s. however, there was a
tendeney to move away from direct service and
stress instead the support of research and public
education

The avalability of services frbm”these voluntary

agencies has vaned considerably from one commu-
€

: N




’

v

4

|6/ Academic Retationships and Teac hing Resources

; . ot
nity to another. but 1n many instances, these
services significantly supplemented the care availa-
ble from ether sources. Indeed. the development of
such agencies can be viewed as a response lo gaps
in the hedlth care system Departments of preven-
tive medicine, 1n teaching medical students about
the comprehensive care of @dividul patents. often
found 1t useful to acquaint them with these agencies
and their services. and not infrequently involved
students in special agency, projects’

D. Federal Leg)shm'on' The falure «© enact na-
tional health insurance in the 1940s undoubtedly
exaggerated the/ effect of the monies poured Into
research. in that,national health insurance would
havg created a—demand for increased numbers of
pnmary care physicians. while categorical research
moniés .have tended to increase the number of

_specialists. The passage of Medicare. Medicaid. and

Regional Medical Program legislation 1in 1965 and of

the Comprehensive Health Planming Act in 1966

had additive effects. Increased ‘monies for health
care for the aged and the poor strathed the medica
care system and brought: to hght the fact what even
with montes offered for services. many of the poor
had difficulty in obtaiming personal physjcians or

" personalized or digmfied care in institutiagal set-

tings. The rapid rise in health care costs. which was
partly responsible for the legislation. created 1 turn

_ a new popular pressure for protectton against cata-

strophic costs.

The advent of comprehensive health care plan-
ning agencies offered a specigl opportumty fop
academic programs to become involved 1n plannmg
and evalyation, but many of the planning agencies
were bw chance or accident remote from geographic
or psychologic identification with medical school
settimgs These agenetes often lacked authonty to
act effectively. and in many instances were so

preocwpled with inimediate political problems that

there was little attempt to exploit advanced tools of
management or decision making. Some departments
of preventive medicine did become acyvely involved
with planning agencies. but there was uncertainty Qn

th sidesNThe planning agency. for its part. was
%t to quéstion the ability of the university to be

sponsive to pubhc need. Universities. on the other
hand. were reluctant to be thrust into policy making
for which they would bear responsibility, as decision
makers rather than as investigators In spite of these
problems there were great opportunities for depart-

-

* -much of the

role with planning agencies. They\ often provided
much needed ‘expertise in epidemiofogic. ddmlmstra-
tive. and health care 'fields

By contrmgt. the Regional Medical Programs.
which had Béen seen as devig s, for -hélping the
diffusion of knowledge from t dical center to
the community. moved in c‘itegonc;ﬂ_glrecttons and
only n their later evoldtionvwere aimed at lmp;ov-

ments of preventive medicine to p}ay a significant

.

ing health care delivery. In any event, departments . .

‘of preventive medicine were faced with increasing
involvement in problems of health care delivery,
lack of financing.-and needs of deprived segments of
the population. such as the aged and the poor. A
concern for patients in settings outside “the acute
general hospital. and a relationship with ‘outside
agencies. led to the involvement of thgzgepartment
with chronic disease hospitals, home
populations, and Amencan Indians.

Legislaton that supported m?npower training in
_public health provided significant support to depart-
ments of preventive medicine. espechily 1n the
development of graduate training programs. The
sumulating effect of -graduate students on research
and teathing was, coupled with “the prepa
specialists in various preventive medtcn disc
_plines Summer programs for medical students con-
siderably enhanced their exposure to commun(y
health-projects and the skills needed for such work.

E. Student Unrest in the Late 196(8. The wave of
unrest that appeared on coliege campusgs I‘d its
parallel in medical schools. While there also was
much eniphaBi on the unresolved war in Indochiga.

oncern was oriented around unmet

inner city ™\

|

“¢

»

medical care needs. Since this was an area that had .

Been assigned to. or been absorbed by. departments
of preventive medicine. it was not surphsing that
many student movements interacted with a home

base 1n depattments of preventive medicine. In tum. ¢ -

they stimulated such departments to efforts and
activities that otherwise might not have been ipiti-
ated. Many free clinics were student sponsored.
Students were a potent force for awakening medical
faculties to the unmét needs of inner city areas
particularly. - Organizational activity took place at a
national level. not only among medical schools but
between disciplines. National student greyps (Stu-
dent American Medical Association and Student
Health ' Organization) supplied students,from medi- .




.- oine, nursing. dentistry, pharmagy, and social ‘work
A wakk -together in certain of these. free clinics.

s was a further contribution to the evolution of
interdisciplinary health ‘teams.” It 1s interesting to

* activities in subgequent years became leaders of a
movement toward family medicine as one approac;h
to- the scatcity of personal physmans It 1s lmpor-

movement and ot merely a form of replacement for
general practice. ,Altheugh there 1s a concern for
overall needs of patients. this 1s coupled with a

dgmand for higher quahty in_general care and
improved tools gf cemmunication and management

F. e Resurgence of, Family Practice. it:1s

difficulf”to’ sort out the mfluences which led to this,
movement. dechné in the number of personal
physicians. tH& political pressure resulung fhere-
from. ‘the willingness of stafe and federal legislative
-Bodies to allocate .monies for traming in family
- practice. the #ctivism resulting from student unrest

infancy and emphasizes getfing a job done While
there has erf™ittle attention to research. there are
mdlcallons that mere ngorous planmng and evalua-
tion are under way From the beginning. family
practice spokesten have been concerned about
- - @ adequate patient records. and they were among the
early advocdtes of the problem onented.record In
addition. they have devéloped registnes of diagnoses
and, complaints so that a substantial body of ambu-
latory care matenal 1s becoming available.
G. OBists of Identity. The¥continuing emer-
ggnce of new respon-ibilities—the migration from

individual and on to the organization and evaluation
- of health care delivery syslems———reﬂects considera,,
ble flexibility and resiliency in depdnmenls of
preventive megicine. -This accounts in part for the
concerp with the i1dentity of such departments. their
unique Tesponsibilities and skills, and where they
are going. No othér discipline has expenciced so
rapid a shift in responsibiliies and activities One

*found in the titles of departments (Tablé {). By and
large. the change has been in the direction of
substitution of the term ‘“'commumnty health” for
*preventive medicine,” )

A

'
e ,

~ A .

. all havk played a role. ,The movement 1s still in its 4

public health to compiehensive health cate for the ~

sign of changing responsibility and fétus 1s to be ~

”, LN
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. While there is advantage to flexibility" in role and
title. this has also leg to difficulties in promoting, the
best interests and needs of the discipline since not
all educators, Ieglslalors or civil servants pefceive

note that many of the sfudem leaders in these A the features in common among these yariously titled

departments. As to the advantage of initiative for
changiflg its' se* of responsibilittes, such a depart-
.ment by definit.on becomes an agent for change

. tant to recogmze that family medicine 1s a genuine®™ ~*withm the university and community and is more
. prepared to deal with new demands or ¢ircumstan-

ces than other departtents. While it presents grave
problems. this status offers great opportunities.

Titles of Departments of Preventive Medicine in the
United States *

TABLE L.

, .
Number of Instances

1964+ 1972-73°

%

- Title

Preventive Meduine

Preventive Medicine and Public
Heatth =

Pablic Health 7 2

Pubhc Health and Preventive
Medicme .

Pre»‘enme Medicine and -
Community Health

Community Heaith

Commumity Medicine

Community and Preventive
Medicine

Communuty and Family Medicine

Community He‘allh and Preventive
Medicine .

Lpidemiology and Publiy Héddth

Famidy and Community Medicine

Preventive and Community
Medicine

Preventive and Social Medicine

Community Health and Medial
Practice

Environmental Medicine and
Community Health - i

Epidemiology and Community s .
Medicine

Hygiene and Preventivé Medicine !

Industnal Medicine and Hygiene

Preventive Medicine and
Administrative Medicine

Preventive Medicine and
E.nvironmental Medicine

Preventive Medicine and Genetics I

Preventive  Mediine, and lnduslndl
Heaith | -

9
N
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ty ot
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TABLE 1—continucd

. Number ot Instances
Ttle & '
19644 1972-732

Preventive Medicine and
Rehabilitation '
Social and Preventive Medicine N
Tropical Medicine and Hyglene
Virology and Epidemiology
Biostatistics and Epidemiclogy )
Community and Environmental . P “
Medicine , . .
Community Health and Famiy »
: . 0 ! .
Practice .
Community
, Medicine
Community

Health and Soual L

Health Practice -
Community Health Sciences TP !
Community Medicine and Health .
» Care 0 . .
Community Mediine dnd ¥

international Health %% .0
Community Mediine and !'j.!hhc. ?-%
« Health :
nvironmental and (nmmunm
Medicine () ., k] v
Environmentai Health _‘3 %,‘9;
Epidemiology and Fnvironmental %
Health ! t .
Family and Community Hcalth . 0T, | R
" Family Medicine and Community o ’ “ﬂ&l
Health ‘
Family Practice and Community i s
i |
Health "
Health Services Education and - % &Ph
Research ﬁ
Human Ecelogy . §] ’”@, .
Preventive Mediuine and N P *
Comprehensive Health C are
Pre'»cntne Mediuine and , .
Environmental Heaith g
Pubhc Health and Epidemiology
Social Mediine 0 |
Tropical Medicine dnd Public i
Health .
Divisions Gincluding specialties
without nrgamz(dnlmal autonomyy

N Schools of Pubhc Health '

responsible for teac hing

(2%

No department (including 8 newly 1 y2e
established schools®) ‘ . L p
Total ° - 94 ¢

*Shepard. WM and JG Roney. Jr 1964 The Teaching of
Prevenuve Medicine in the United States, Milbank Mem, Fund
Vot XLI1. No 4. Part 2 Octgber -

*From the 1972-73 AAMC -Directory .

“In two institutions there were two separate departments -

L . vy

ERI!

Aruitoxt provided by Eic:

—

Resources

I D o o .

. average of 8 budgeted faculty posts. Two hundred

I:. N -
\ R P4 .
Y M :
N, . |
Titles, of Departments of Pre ‘entive Medicine wn Canada '
R |
umber of ~ - I
- Tiffe lnstancc\i I
) . 1972-73®
Suudl and Preventive Medume - X 3 :
Comgmunity ‘Mediine 2
PreVentive Medicime . N 2 .
Chinical Epidemiology and Bnostatls}is 1 -,
Community Health and l-gndemmlogy I
Community Healh Science ’ U |
Epidemiology and Health . . 1 '
Epidemiology and Preventive Medicine i )
Heatth Care and Epidenilology * .. |
Prevgntive Medicne and Publi Health !
No d;panmcnl\ 2 .
Total \ . 16 N
K ->M‘_ N TTTTTT T T s
- . .
*+ J

THL CHANGING S(ENE IN DEPARTMENTS OF
PREVENTIVE MEDICINE .

A. Personnel and Budget. As with all academic -
departments. the: availability of research and training
grants led to a substantial increase in budget dunng
the 1950s and 1960s. Leavell (3) reported jn 1941
thit 55 percent of the medical Schools had one or
more~full-time faculty members in preventive meds-

By

% cine Ths nugber had not “increased substantially - -

1953, when the Colorado Springs Conference (&)
d in 83 schools an average of 1.4 to 3.2
bers with a range of 0 10 19 and a median of
between | antl 2 faculty members. In 1960. Leymas-
ter (9§urveyed S8 selected departments of preven-
*ave médicine There were 272 full-time professional
faculty members. with an average of 4.7 per
department Four depanmems had no full-time staff
members. Fifteen percent of the full-time faculty
received half or more of their salary from:.federal
squrces. and 19 percent received some baskt salary,
from the federal government. By 1964. Shepard and
Roney (/0) found a range of 0 to 29 members in 78
schools with a mean of 4.8 members. Eighty-eight ,
percent of the Yepartments now had one or more .
members. Of these 78 departments, 39 percent had -
physician faculty members only. Entwisle (/./) ob-
served in 1968 that 64 reporting departments had an

&

and. twenty-one ‘were full-time physicians. but 63
posts available for physicians were unfilled. There- 7

S .7 5
i N /!
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were 170 nonphysician faCulty members, and 31
unfilled posts for n()nphysman faculty members.

There was a delay in 'ncrease 1n size of faculties
in departments of preventive medicine. for a large
increase had occurred in most departments pnor to
1964. Some indication of this can be gathered frof
budgetary figures. In 1944, Mustard (/2) reported an
average departmental budget of $5.700 which repre-
sented 3.4 percent of the avemge medical scheol
budget. .

In 1960. the Association’'s Committee on Re-
search and Tiaining (ch».ced by Shank) (43) re-
ported on the results of a survey with responses
from 65 to 83 departments. Schools of public hzalth,
even though providing the teaching obligations of a-
department of preventive medicine. were not in-
cluded in the survey A total of 258 reséarch
projects were reported at that time with support n
excess of $5 million for an average of $77.000 for
the 65. departments).” Of this amount. 69 percent
came from governmental agencies. [2 percent from
private foundaticns. 8 percent from industry, and
2.3 percent from within the medical schoel.

By 1963 {2) a breakdown of monies distributed by
the Public Heakth Service and voluntary agencies

grants were assigned to_departments of preventive
medicine (a totad of $6.314.30.) This was repre-
sended by 183 grants In addion. 19 grants had
been received from voluntéry agencies amounting to
$472.000. At that time only a third of the depart
ments had training grants. More significant informa-
tion was available 1n the Entwisle report (/) of
1968. Information from 64 schools at that time can
be tabulated as follows.

Training

Umivetsity  Research
’ Grants QGrants
Median $62.990  -$.23.572  $24.500
. Mean * $91,664 $125.280 $46.,01

The untversity monies™®w the averagg represcnted
only 1.8 percent of the medical school budget.

) . 1944
Number of Schoqls ¢,

78
Separate Department 46 (5977 2
LCombined Department 25 1329%)
Other or None | 197 *
Sch. Public Health .

indicated that 1.4 percent of Public Health Service -

5 6.0%)

Thirty-nine percent of the departments had no
research grants and 30 percent had no training °
grants. The average departmental budget:in toto
amounted to $263,000

While uvhiversity contributions had increased ab- . .
solutely over the years. in 1969 the ‘departments of
preventive meditine accounted for only 1.8 percent
of medical school budgets while in 1944 they had
accounted for~3.4 percent. In 1972, the Association
of Amencan Medical Colleges made a cost alloca-
tion study (/4). Twenty-two medlcal schools were
used in the calculations of a thean and median .
percent of the school budget assigned to preventive
medicine.-These schools were Tufts, fowa. Illinots,
Medical College of Wisconsin, Duke. Ohio State, .
Case Western Reserve, Missouri, Alahsma, Mount i
Sinai. State University of New York—Syracuse,
Vermont. Georgetowa. University ot California, ~
Kansas. Albany. St. Lodis. Hakhemann Creighton,
Nebraska Medical College pf Pennsylvania, and.
‘Arizona. Although the fiscal years studied vary
among the schools, aTamounts have been adjusted
to- 1972 dolfars. The percentage tor prevertive
medicine ranged from a minimum of 1.0 percent ic
a maximum of 8.0 percént. The mean was 2.0
percent as was the median. = - .’ B

It would be interesting to know wh her this
rather small support for preventve medici reflects
—a-preferential conscious decision by medical school
admyinistrations to favor other departments. The -+
major growth in departments by 1969 was in
resedrch grants and {o a lesser extent in training i
grants. It may be speculated that the somewhat
delayed growth n departmen!‘budggts was related
to the .effects of new types of training grants
available through Public Health Service manpower’

PR

. programs and through various kinds of communigy

programs in which depariments of preventive medi-.

. cine was especially invoived.

B. Administrative Structure. There continue to be
some medical schools without formal departments of
preventive ‘medicjne.

- 1952 1964 92
L8 92 . 14
54((65.1%) T(T72%) 90 (79.0%)
. 21 125.3%) 8187%) 7(6.1%) .
3(36%) 13 (14.19%) 10 (88% -
) /7 ( 6.1%) .

<
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No substantial study has beert made of schools
that do not have departments of preventive med:-
cine. Most are new schools that do not have.'as yet.
a fully developed academic program In seveh
schools there ‘arg combined departmepts. and only
three established schools hate at present no identifi-
able department or section in another department.
However no medical school is idekmg in a depan-
ment of preventive medicine or in acCess for work
in this=afea in one of the related schools of the
university. unless 1t 1s a new school

C. Teaching Time. There have been only two
surveys of teaching time: one by Leavéll (3) in 1940,
and one by Shepard and Roney (/0)_ in 1964.
Shepard and ‘Rogey &ncluded that thgre tas been

. no significant change in the amount of teaching

time. ' The amount allotted in the- first and' second
year was almost-the same. about 24 hours in the .
first year and 48 hou;s in the ‘second. In the third
year there was a slight reduction from(36 to 43
hours apd in the fourth year a shghl increase, from
50 to 58 hours. B

D. Curriculum. While traditional subject matter
provided the backbone of preventive medicine

teaching in the 1920s,and 1930s. interesting depar-

tures allowing new directions evolved in the 1930s,
such as that made possible by the New York City
Health Department. The department built health

centers adjacent to- each of the medical schools,

‘made 25 percent of the space availabje: and gave

access to their personnel and clientele for teaching

purposes. This al’ywed the schools to house a full-

time chairman. and other staff, and to establish full-
- time chnical clerkships. .

Involvement with pubhe health agencies w;s
stressed -at the 1946 Ann Arbor Conferegee spon-

sored by the Conference of Professors of Preventive

Medlcme In its review of teaching programs in
preventlve medicine (45). the Committee on Teach-

ing Content and Met«hods—Pxev ntive Medicine .
recommended

That the instruction include bipstatistit 5, ¢ pide-
miology. physical, bologic and social environ-
mental factors involved in the'prme_rmtlon of
health; and the control of disease [t 45 recog-

. nized that this is.a broad concept afid cover
information relative 1o the prevention of disease,
the protection of health, and the prolongation of
life It is further rec ognized that the problems
involie both llndit"ldual and communuy health. We

- . <

“:
are cognizant of the fact that the mode of

presentation of the dpbove may vary (onslderabl\'
- the varous medical schools. We nrge, how-
ever. that the departments of preventive medicine
ond public health mantain responsibility for the
. dissermunation of swzh information to medical
students either in their own departments or by
suitable arranzements w 1th other departments.

As to methods, we recommend-

1. That clinical, environmental and sociai ap-
proaches be . used wherever posstble and to the
extent that ma. be most gffective. -

« - 2. Fhat avaio visugl aids in ieac hing preventive
-medicine and public health be developed and
iused where they mav be of value. A

3 Smul group teaching, using conference and.
lab-ratyry methods YWth student parucipation
where(®y possible. -

‘4 That time be defoted to st:udent participa-
non in health departmént activities.

5 That field trips anchVemomtratmm be used
w hen possible.

A summary (/6) of other recommengatlons from
—this_conference is ux;,luded‘ﬁ_Appendm,A. It will
be noted that. social and economic issues figured
prominently. ., o

A_smaller report (of the *~Mggtard Commitlee“';
chaired by Dr. Harry S Mustard. for the Executive
€ouncil of the Association of Amencan Medical
Colleges) (/12) suggested a curriculum. in a 1944
report that emphasized statistics. epidemiology, nat-
ural history” of disease, the concebt of disease as.a
mass problem. environmental factors (including bio-
logical. physical. economic. énd social). sanitatiorf, '
amd a varety of ‘c0mmumty issues. ‘In addition.
howevér. une other component soum}s slrangely

curfent: } - * ',

. The stud(’nt st be'vtlmulated by problems
whic h lead 1o a consideration of the health status
of the individual’s fumily: how the racial, heredi-
tary, cultural, educatonal, ‘social, econdsmic, and
psvchological baa@:’ound Of that fanfily may.
have plaved a part”in t7tg‘memal or physical
health, of the intividual and the possible opera-
non of those fu( tors ‘in the present and & the
Suture. ;

In spite of this rather broadly cohceived curmcu-
lum. there 1s no mention of the tion and
financing of health services or the developmegl of a

- ’ '
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compreh¢nsrve health care program However.
re, was' consrdemble interest in this area in sbme
departments Coy
During the 1950s. there was geffgl emphasis on

Hthe comprehensrve care needs of individual patients,
. amdya reduction of visitations to" public health
* facilites. More recently. active involvement in the

work of community agencies or health delivéry

systems has appeared, even for first year students. '

In many instancé they pla§ an active role in -
community organization, health "education and
tealth advo- acy. and. i t 10 years. in the
-development of free clinics I city commuii-
ties. Such activism would have seemed very strange
in the 1940s. when community pregrams were
limited to providing.physical examinations for chil-
dren in settlément houses.-or performing home
dehvenes undér @ required program in obstetrics.
*E> Block _Electives and Field Experience. The
active mvolQement of studems in communitgghealth’
-activities often has, been extended into, summer
electives or block electives. In 1968, Entwisle.(/])
* ‘found that 48 of- 64 departments reporting- had

+ student fellowshrp programs'of more ¢than 4 weeks .

duration and in that year mqre than, 409. students -
ipating.* These progfams often involved

ment for-a targe
area. In other instances they mvolved mOorg rgorous
study . using epidemiologic tecKniques. ..

A remarkabld early ¢ffort was that off the Na-
trohal Foundation (/8) Yo’ promote intergSt 1n pre-
ventive medicine and public heajtR. Befween 1953
and 1959. they gave 731 student fllo hlp ‘awkrds ,
‘to preventive medicing

Particular note should ken of the\gxtraordi-
nary gontrlbutlon of Drt obert DyaN of fhe
Califdria State Departr... nt°of Health to
“jogic* fieM work. Over g period of 1 years (from*
1958-70) several hundred students. from 20 ¢ m
/sum.mer wére dssisted in planmng an epid
*field study. making observatlons and anal
making a final report. This*medel was adopfed by a
numberof medical schools. in spite of consi\lerable
.disbelief that any field” stugy of merit cou d be
gompleted in a period of 10' weeks.

P ‘ i3
’ . - 'n
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medicine prior to the Colorado Springs -Conference
of 1952. At that time |17 departments had resgarch T .
programs in epidemiology. 12 or more in infec8ous ’
disease, ll in parasitology and refated fields, 15 in
clincal trigls, .and a scattering of “other activities in
administrative research in medical care, etc. ’

In 1960, the Shank Committee (13).found thawst$
of 65 depariment®*peported no ‘re

séarch projects .. .
underway. busthe- other 52 were mvc:b\ii\n?jl o
projects_as folloys 1 ~

. Nurpber Percent .
Magernal and Child Health . 4 ] "
Nutrition ° 6 2
" = Mental Health ' 13- 5
Infectious Disease’ 9 .38 .

. Chronie Disease 52 20, -
Medical Care ¢ . 20 - .8
Rehabilitation - 6 2
Environmental Hazards and
. Toxrcology . 20 . 8

1 Accidents ! 3 |
Public Health Adminstration 17 . 6
Statistics — & - 4 o
‘Teaching Procedures . 4 1 .
Miscellaneous 6 2

In addmon to rdengfymg thg,se topical areas the -
Shank Committee claésrﬁed the pro_|ects by the. . ™
major methodologies used in the studies: The
" predominant, approach was through the: Iabomtorg -4
" (86 prqec# Epidemiology., accounted for; 5§. sur-
veys fot 12! evaluation and/ot atmude.l‘eitmg for 22,
clinical research for 5, sanitary engineéring: for 5,
statistics for 12, and g:!cs for 9. The committee
also drew attention to thelarge amount of coopera-
uve research with other medicdl school departinents
or- community agencies. Sorheg.50 pro_iects* of this
" kind were identified. .

By 1963 the predommant emphasis in infectious ~
disease was still evident with 37 percent of depart-
ments havirfg research-'n microbigiogy (probably
including majoy emphas‘! on epidemiology). These
propdmons will have cnanged by 1973, but there is
no recent survey. There probably has begn an_
increased emphasls in the last few years on‘health
care researgh in a variety of ways rncludmg use of

in some,

1

. epiderologic “techniques. Furthermore. '
F. Rescarch Actmtnes Not much'is, known aM;v?] swiesearch acnvmes and medical S'tudent R

.researc.h actlvmes in de_partments of preventlve

$hd graduate teaching has included gconomics,

=
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systems analy3is. and other manggement skills. This
development is inumately connected with the aon-
cern for improved health care delivery. the need to
prepare health care system managers. ;ﬂanners and
evaluators, and the requirements that these activities
place not only on descriptive and dnalync séEnces
Jbut on optimizing* skills as well The sufvey tech:

s) o, .

PROGRAM RELATIONSHIPS TO SCHOOLS OF
PUBLIC HEALTH

There has been considerable vanation in the
contact or tcommunication between medical school. - -
departments of preventive medicine and schodls of
public hedlth. - ln the prepagation and conduct of

| rméfﬁf'“eﬁiﬂe'ﬁrfy suggbgy and market re-
”.

search are closely allied. While they-ean give clues

periodic mational conferences a nuimber ofes-
sors from schools of public health have assisted the

to Human "ehavior and the ongin of disease or the *»aAssogiation of Teachers of Preventive Medicine by

origin of health behavior.-they do not of themselves
provide the techmques for optimizing the use of
scarce resources. either tn terms of cost benefit

+ analyses or allocatres_decision models. It is likely
that 1n the foreseeable® future there will a
strengthemng of these trends in terms of manage-
ment skills and also in terms of the ‘application of
knowledge denved from behavioral sciences (spciol-
‘ogy. psycholoéiJ cultural anthropology, political
science. and economics) to the optimal development
of health gare systemss

G, Graduate Student ngrams Graduate trammg‘
is pretty ch a franchise of the schaols of public
health_ in some cases. however. fairly-large depart-
ments of preventive medicifie have developed grad-
uate traiming programs. byt this was frequentu a
precursor to evolution as a separate school of public .
health. In 1963 there were 42 graduate students i

lepartments of preventive medicine 1n n‘redlcal
schools. By 1968 there were 51 residens in rest-
dengy traipng programs and an unknown -numbergin
~ graduatg programs (II) Further studies need to be
made of this developmem -

H. Health' Education. A nurnBer of depanments ok
tieventlve«nedlcme and schools of public “health
have more or.less active training and research
proggrams 1n, the field of health education. Recently a

* ‘'survey was made of consumer education by depart-
ments of preventive medicine (/7). Of 63 schodls
that replied. about a third said they wete involved in
health education activities. The remdinder said- they
werc not and had no ‘immediate plans for fyture
® brograms’ although y wer nvolved ih pro-
grams of health promotion that, might qualify as
. health education. Of the 20 schools mnvolved in
health<edugat|()n. only § were involved directly in
edycating the at-risk groups in the_communty*and
the ‘others cgncentrated their efforts on visitors to
their faciliies. Threg schools were utilizing tslevi-
sion; one had \s@e invalvement with radio.

A N ,

preparing position papers and attending the confer-
ences. There are exchanges of lecturers. and many
'chairmen at schools of public health were formery
on the staff of medical school departments of
preventive medicine. . ~
*Cunously enough. this fallure to communicate. is .o
sometimes most evident in universities where both -
kinds of schools coexist. Where a school of public ‘
health .has the de facte role of the’ department of
'preven{we medicine—Yale. Tulane. Washington
(Seattle)y—there is no yncertainty because the school
has a smgle identity.
-.When departments of preventive medicine have
considered their activities vis-a-vis schools of publi¢

~

. health there has usually been a ready acceptanee of

"the notion that schpols of public *health should
continue to. carry, the major responsibility for train-
ing epidemiologists. biostatisticians. sanitarians.

health educators.-and health administrators.
Perhaps ong_ reason for delay in the development

wof graduate trdaing programs in departments of
preventive medicine is thai-thefield 1s sg broad that

it is difficylt to have faculty in depth in a particular . ~,
area of éxpertise. THs is perhaps the principal
reason why the tramu‘of epidemiologists and
biostatisticians has been largely left to schobls of '
public health (and in the Qase of blostatistics to * | - |
other umiversity settnlgs) A critcal mass of a*
variety of epidemiologic personnel |s needed to o
mount a successful graduate trdining program. and it

would be very-unusual to ¥ind such a group ind N -
department of preve;mve medicine. Only smce o
"preventlva‘)medlcme s increasing involvement” if

health caré research, has 1t seédmed ofeasible to

mount graduate program’
In’ s,chools of pub heal(h a belief in the

, necessity of supervised extr,amural experience as a '
part of ‘earning ddmlmstratwe. skills has’not ap- |~
peared. By scontrast, acﬂvmes.m departmems of

preventivg medicine. often-have been ntimately * -+ 4
involved 1% the prbvision,of 'health care services. 1§
g . E -
— . <
t
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and much of teaching done in a chmical setting.
Indeed. thgre ha been some speculatlgn as to what
the fate of schools of public health might have*been
if they had copied the clinical clerkship model. ie..

leamungy under supervision while involved 1n- the
provision of services. It is a good deal more

* — complicated to create such a relationship with a

health department than with a hospital. but substan-

T Tat arguments—can-be—advanced-ia. favor_of this

arrangement.

Although these hlstorlcal yrelatlonshlps can be
readily "explained. it 1s evident that with the move-
ment pf igerest in departmehts of preventive medi-

»

_cine toward health care planning and evaluation

and- delivery In a comrrehensive sense. there is an
increasing need for the sKillsqhich have. until-now.
been concentrated 1n schools of public health. The -

f,apphcatlon of epidemiological and biostatistical tech-

niques to health care evaluation is a good- example
On the other hand. 1t is likely thaf the problems &
patient compliance with prescribed regimens will be
a gajor focus for the next 10-20 years (perhaps
flways). and a great vanety of skills including health .

education, community orgamzatxon communication

1
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‘ science. and behaVloraI science will be needed to\(

. carry out these programs effectlvely More than

ever there is need for readier communication of
,concepts. skills. and expenence between schools of
public bhealth and (departments of preventive medl-
cine—

v

SUMMARY

Teaching and Tésearch 1w dépamnev’oprvevcnrﬁ“ -

"tive medicine have’ followed the same broad ‘ti>nds
observed i the field of public health generally. and

" in schoo)s of public health. While"concern with

infectious disease- femains a major interest in many
departments, 6\hers have emphasized programs in
the ffield of health care delivery. Epldemlology and’
Biostatisticss continue as basic discuplines” wathin
departments of preventive medicjne

The location of departments of preventive medi-
cine has led to more clinical involvement and less
graduate {raining than in schools of public health. In
1973 this was most evident in relation to the
organization and evaluation of comprehenswe health
care dehvery systems.

4
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Ed. Note: After 20 vears. i1 15 of interest to look
bach ar the first set of policies ever advocated for
medical educ ation by professort of prevennve medi-
cine i this country .The occdsion was the Ann
Arbor Conference of 1946, the predédessor of -the
Colorado Springs*and Saratoga Springs assemblies
The meeting was held i the name of the Confer-
ence .of Professors of Prexentive Mediine, subse-
quently, reconstitted as this Association in 1954
The statement 1y of inierest on severgl counts In s
dayv there were. feu if am (umpuruh[z Statements
from other branc hes’ of "American médjcal educ a-
von.. The durabilin of the principles pmpmed and

predictions made qre open 1o the /udgmem ut cach’

reader. as are the goals=as vet unmet

»

- -t . :
Preventive Medicine -
by - - .
1 Report of the Committee on Philosophies and
Objectives |

We beheve that l‘he prevention of dxsehfse and the
‘conservation of health. physical and mental. consti
tute a major obligation of society . The medical
profession has the eth;cal responsibthity to provide
the necessary direction and leadership toward
achieving such godls.
faculties theggfore have the inmescapablg duty to
assume an aggresgIve role: '

. d f leaming n 1hé -
1. In the advancement of learming in T'dd % ¢, extent that may be most effective.
{2 That audio-visual aids in teg

health; Y
2. Inthe prepa.ranon of students wnth ‘the neces-
sary knowledge and skill denve.d frbmdhe
physical, blologlcal and social suences :
3. In the edugation of the public {0 apply the
prmCIples of preventive medicine. "'
To achieve such objectives medical schools ml@t
- provide. as-an integral part of their orgar. zation and .,
structure. . sufficient fuj-l time persor.ielygualifed in

preventive medicine: and adeqhate fun?]‘ facilities

‘o

“'arfil teachingtime. .

- v

S P T R problems;”

Medicat schools and. [heu‘”a;al;mng@ments.wnh other departments .

&k Jhat chmcal

Teachers of preventive medicine shall devote
their energies.
I. To the education and msplrallon of therr

colleagues and students; s
2 To the study of problems of health in their
social settings;
3 To the development of methods for solving:

e e —— e

4. To the educanon of the people in the availa-
bility and proper utlhzatmn of all dommunity

. resources.
Finally they sh oster the education of all
members of society in their personal responsibilities
for their vwn health and for that of their fellow man.

&

I11. Report of the Committee on Teaching Content
and Methods—Preventive Medicine
+ As to content, the Committee, recommends:

That the instruation include biostatistics: epide~
miology: physical. biologic and social envnronmen(al
factors involved m the preservation of health /and
the control of disease It is recognized that this 1s.a
Broad toncept and covers information relative t§ ‘he
prevention of disease. the protection of health. and
the prolongation of Iife. It 1s furt®™ recogmzed that
the probleins involve both individual and communigy
health. We-are cognizant of, the fact that the mode

prése,qta'uon of the ab8ve may vary considerably ~

the vanotfs "medical whools. We urge, however,
that the. depanments of preveitive medicine and
*public health n‘gmam “responsibility for the "dissemi-
, nation of such information to medical students .
elthe.r ] Y their otvn departments or by suitable

As to methods we recommend:
environmental and social ap-
pl"oaches be used wherever possible and to the

ching preventive
"megycine and public Kealth developed and

. used wheré they may be of value. .

3 Small group teaching. using conferénce and

" laboratory methods with student pal"ticipgztion

wherevergossible - “
That ume be devoted to C.ludem pamapanon in
health department activities. ' .t

S Fhat field trips and .demonstrations be used
when possible

~
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of the Committee on Préventive Medicine
Curricuhmm Phnnmg

the part of individual. schools in developing their
curricula and that any of the recommended subjegts
may be § glven in combinatior® one wnh the other as
_desired.

We recommend .

I. That the teaching of public ‘health and preven-
tive medicine be started not later than the

sq:opd year and be continued in each year
thereafter.. v e -

That the teaching of biostaustics be 1naugurated
in the curniculum at the earliest practical time
for adequate correlatxon with the teaching of
courses in the basic suences and further that
additional expenence and use of the statistical
method be provided in courses during the
chni¢al years - | .

»

pﬁcucable an introductory onentation outhning
fhe general{jeld. purposes. -and ;/cuvmes of
" public health 4nd pPeventive medicine

Thé teaching of epidemiology simultaneously
with or following the coyrses in medical bacten-
ology. parasitology and biostatistics.

S.. The-teaching of environmental samtation simul-
taneously with or following “the courses 1n
medical bactenology and parasitology. &

The teaching of public health adrunistration and

of industrial heaith at times in the curriculum

when they can be correlated best with related
. subjécts. ) ‘ -

teaching of clinical preventive medicine and

. the sociologic aspects of disease and health as a

© part of or
study. )

. That the desirable mimmumhours j \ preventive
medicine and ‘public health including health

- economics be approximately 4 pe of the
total clock hours of the medical curncdlum

In making

foreseesim sschools of basic medical sciences (two-,

tyear schools) conditions which may make 1t advisa-

~=..iated’ with the clinical courses-of

-ble that these subjects be antegrated or me[ged with

courses in one or move already orgamzed depan-

' ment$: -

The Commitgee | Lonsndered the guéstion of distn-
bution -of -the sub)ects m preventive medicine and

ALY

. there should be a degree of flexbility on

That there be included likewise as, early as

.these  recommendations ‘the Commltxee '

&
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«

(pu‘bllc. health with respect to hours and deemed it

inadwisable to make specific recommendations.

- ‘e

Health Economics ..

I. Report of the Committee on Téaching Content,

-Methods, Curriculum Planning and _Teaching -

Personnel
In line with the recommendation adopted by the
Council on Medical Services and Public Relations
of the Amencan Medical Association to have each

medical school give a course on medical sociology

and medical ecqnornics. and in accordance with the

recommendation ofr the Joint Committee of the

Amencan Public Health Association and the Asso-

ctation of Amencan Medical Colleges to the same

effect. the Committee recommends that:

1 In all medkal schoels. as soon as-pogsible.
basic factual instruction be provided in the
following subjects: -

Socio-economic aspects of illness. mcludmg

1. Effect of socio-économic conditions on
health: - These_ socio-economic conditions in-

_ sclude population composition. housing, nu-

*tritjon. income. occupation and other*fac-

tors affecting the health status of the peo-

ple.

Effect of illness on socio-economic .condi-

tions of individuals. famelies'. communities

and nations. » 2

3 Slgplﬁc,ance of 1mprbved socio-economic
conditions ir the prevention of disease and
in the reducuon in frequency and severity
of illness *

N

cal care includirig:
l. The histoncal development of health serv:

. ices and medical care,

2 The present structure of health services and
medical care.

3. The available resources of faci

personnel.

The quantity. quality and, cost of health

services and medical care.

5. Individual practice and group practice.
Types of organization of preventve. diag-
nostic and treatmént facilities, :

In additon to the above subject matter. provi-

sion be made for presentation of the points of

ffies and

%)

. Methods of providing health serwces and medi-

-
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vle“ of |mpor',,mt pmfcssmndl fxad other urg‘rrl
zations concerned . ’
In order to mdke the tuichm'g of the above
subject matter as authontative, dnd effective as”
possible, provision be made, for |
Intensive courses of nstructon for teachers
of this subject. followed by visits to ugen-
- Sies-administening programs of healtfl ey
ices and medical care ... _ *
B. Pertinent literature. s)llah‘l and other teach- ~
ing.a¥ds
¢ Penodic regional or general institutes for
. structors in health economics

e
* The wervices of a few experts in the teaching of

health ecdnomics be secured to visit: schools
upon therr invitation for the purpose of stimulat-
ing and supplementing mstructugn in this sub-
ject ’ )
The assistance of foundations be soyght for the
mplemenmtmn of these recommendations

The Association of Amerncaly -Medical Collgges
and the Council on Medicall Education of the
Amencan Mgedical Association be strongly
arged by a forrhal commumication” from this -~
Conference’ to consider the matter of the re-
quirement of instrection 1in the social sciences
{sociology. cconomics. government and psy- ’
chology) as prersyuisites 10 admission. at the
sacnfice. If necessary. of some of the present
regumements. and tha( this change in requ re-
ments be stituted as soon as pussnhlc

Repo'rt of the Committee on the Training of
Administrative Personnel .

) The *views expressed by the Committee are not
. presented with the intent of any official action. on

part ‘either of the Conference of Professors of

Preventive Medicine or of the Association of
School$ of Public Health at this time. but rather
with the ntention of (¢
better understanding of the field of medical admims-
.tration and for a more carefully considered approach
to the selection and traiming of the individuals whe

phasizing the need of) a

may enter it .
The Committee recognized the need for further
o tudy and defimtion with respect’ to all types of

) Admanistrative personnel assoclated with the broad-
ehng field of public, th“h but restricted 1ty
con»sademnon largely- to the problem of the health

«

-

and medlml admimstrator gs exemplified by the full-
time health officer. the hospital admunistrator. the
admingstrator of a medjua\ care program, or the
ddmmll}tratmn of a medical service insurange plan’

The Committee gave coreful consideration to the

definrhon of the fields of service for which such

personnel will most likely have to be trained. [t
considered the traditional functions of the health
officer and the fact that. with few exceptions.
gmﬂudte?m the ‘degree of Master of Public Health.
Dlploma in Public Health. or Doctor of Public
Health from the schools of public "health are being
trained and equipped only to carry out¢d gestncted
field of function The Commuttee ts aware of the
difficulties and avodable handicaps imposed upon
such personnel when faced “with the obhga?on of
conducting a far-reaghing and complicated program
such as the Fede
conduct of a medicallcare program for the medically
indigent or the re¢sporfsibildy. imposed upon many
of them. for the planning. coofdination and supervi-
ston of hospital services. by such measures as. the
Hospital Survey and Construction Act.

It 1~ the opinion of the Commuttee that sach
programs as these and the duties that they impose
upon ‘unprepared adminsstrators, will see rapid in-
crease tn number and in t adth of functions
that they embrace We have taken the view that

‘these events can no longer be viewed by the

universities with detached academiC interest and as
a trend that should be watched. but rather that they
are forerunners-of an accomplished change 1n the
medical-social philosophy. of the nation

The Committee did not view 1t as its function to
discuss the reasons for. nothe relative ments of
these events and what they may be>tonsidered to
portend It believes that we face a factual problem

It is a pyGblem of need and of a responsibility on,

the pdrt of the universities to prepare For a growyg
demand as well as to act in the publc ‘Interest i)y
doing the best job that can bg done\Q the selection
for trammg and the preparation of the requnsne
admlmstranve personnel.

To suminarize this phase of the Committee's
discussion would. 1n brief. result in a much more
comprehensive interpretation of the field of public
healthethan the cne that has determined the curmicu-
lum content 1n the training program of the past

We believe thatathe point has been reached 1n the
recognition of our national and local needs for the

1o .

EMIC program. or “~«ch the .
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organization, integration and operation of public
health. hospital and medical services where their
administrative functions can no longer be considered
as distinct and separable. It is necessary for the
health officer to understand the underlying problems
- and principles of hospital service and of medical
service plans. It 1s desirable for tne administrators
of these latter two types of service to be fully alert
to the problems and opportunities of a basic public
health program. In certain circumstances, adminis-
* trators = une of these fields are being called upon
to superysse functions in another or to coordinate
one -or /more of them with their own programs
Particularly is this true of the health officer.

»
Therefore. 1t i the opmnion of. this Committee

that: -

1 Basic traiming of health and medical administra-
- tors tdoctors of medicine serving in the adminis-
_trative fields of, health. hospitals or medical

care) should be similar for those entenng any of
the ﬁeld§ mentigned

2. Basic traml;'g should embrace the fundamental
skills gommon to all fields of health and medical
admirustration. And n addiion. it should in-

: clude substantial onentation 1n the several spec-

iglized areas that can.\@t present. be defined.

< such’as Basic public health anll preventive
medicine. hospital admimistratior. and medical
service program administration.

13

3 Postgfaduate students (physikiians) taking such
istruttiqn also should be provided with oppor-
tunity for more advanced study in these several
admjnistrative fields and this be supplemented.

«  where appropnate. by opportunities for field or
other interrships as tn hospytal administration

4. The foregoing areéas of educational need are the
* local responsibility of the postgraguate schools
- of public health. ° :

The Commuttee recommends to *the attention of
the Association of Schools of Public Health, the
nged and the urgency of conference in the planning

. of curriculum confent. It 1s recognized that the

results of much-needed job analyses and of future

developmedts and expenence will mdlcatuunher

¢nrniculum revision. -
The Commuittee recommends to.the attention of

. the Conference of Professors of Preventive Medi-

cine the fact not only of the existence of this

‘
]
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. \
growing nged and demand for the recruiting and
training of competent health and medical administra-
tors. but also the fact that, in their favorable
position of contact with the young minds in medi-

"cine. they occupy a peculiarly advantageous posi-

n to direct the interest of qualified personnel to
the field administrative medicine. .

It is our opinion that the professors of preventive
fnedicine are confronted not only by a responsibility
but .also by an oppoftumity in thii'%ect which
bears a very great obligation to the Tutufe quality of
health and medical services. .

’ &
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DISCUSSION

’

B ]

Michael Ibrahim

Dr. Berg's paper raises a number of 1ssues that
I propose to address by asking rather general
questions These can be discussed now or constd-
ered later in the cotirse of this 2-day meeting

1

tJ

Q

ERIC
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Did departments of preventive medicine. or
do they now. take on responsibilities which
are of no interest. for whatever reason. ‘to
other departments in medigal schools? Ex-
amples _of these responsxb;\nes which Dr.
Berg had mentioned were the provision of
what has been termed comprehensive needs
of patients. the orgamzation and admimistra-
tion of ambulatory or rehabilitative care. i 7
these responstbilities are of no interest to
other departments. why 1s this so and what
rs the, impact of placing departments of
preventive medicine in such a positon® Are
the&y flexible enough to absorb these kinds of
assjgnments’

y do medical schools give preferennal
treatment to departments other than preven-
tive medicine departments as exemphfied by
budget allocation. which 15 somcthing hike 2
percent of Lhe w 2dicgl school budget. andior
comparativ 3‘1!(3\ of members of the
faculty of prevenfive mgdicine compared to the
members of the chmcal faculty”

3

!

4

¢

5
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Did departments of preventive medicine an-
ticipate the contemporary health 1ssues, or
did they simply act after the issues were""
raised? The question here is really a ques-
tion of leadership 1n this area. -

Are departments of prevenuve medicine di-
vorcéd from the practice of medicine as are
schools of public health from public health
practice” The comment was made by several
of you that people in preventivé medicine
generally are not trained in public health,
that perhaps they are mostly climcians. or
that they are neither clinicians nor puhblic
Lealth practitioners. In other woms. has the
practice base of the faculty of departments -
of preventive medicine been adeqdately de-
fined”

Why 1s 1t that the curriculdm offered by
most departments of preventive medicine has
been receiving unfavorable or. to say the
least. unenthusiastic response front medical

" dtudents and medical school faculty? Epide-

6 -

miology and biostatistics have been two
major disciplines in most departments of
preventive medicine. How much of these
t'wo disciplines 1s really relevant to the
average climcian®

What 1s to be gained by comparmg the
differences and similanties of departments of .
preventive medicine and schools of public,”
health” What are we really trying to achieve .
by this wmpanson“

These are a few questions wé should dlsguss
hetg. ’ T )

.
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«CURRENT STATUS OF RELAFIONSHIP
BETWEEN SCHOOLS OF PUBLIC .
HEALTH AND MEDICAL SCHOOL
DEPARTMENTS OF PREVENTIVE
MEDICINE '

Lester Breslow

This paper. being prepared as'pan of a confer-
ence on academic relationships between preventive
medicine and public health. 1s one of a Substantial
number of elements developed over the past 30
years to delineate the means of academic prepara-

, tion n the United States and Canada for the field(s)
called preventive medicine. public health. commu-
nity medicine. sociab medicipe. commumty health.
_and other derms -\

«  Major efforts in this regard have included the
American Association of Medical Colleges
(AAMC) (Mustard) committee report of 1944 (/).
the, 1946 Conference .an Pre‘ventwe Médicine and
. Healtﬂ' Economics at the’ University of Michigan
/ School of Public Health (2). the 1952 Colorado
S.pn'ngs Conference (3); the 1963 Saratoga Spnngs
Conference ). and the 1972 Asiiomar Conference

). - ™ .
- * . Expressmns from these previous Conferences on
the lopic—oﬁthls paper include s

Perhaps in the term ‘milieu’ lies the essennul
differene bemeen pm.grams based in schopls of
medicine and in schools of public health. The
milieu @f the medical school 15 one"in which
attention s directed loward basic science and
dimical application of knowledgée, usually 1o prob-
. lems (;f sick patients  Engrafted 1o this can be

interest in preventne mediane and the applca-
tion of staustical and epidemiological methods,
but the prevailing aititudes, values, and interests
are those of biological research and individual
panent dre. Graduate students in departqents of

* preventiye medicine located in medit al schools
will be exposed constantly through lectures, work
experience. and contacts with @ssociates oriented

. 1o cdincal and basic science information and

ERIC . - - o

e

'ammdes The milieu of the school of public

health focuses attention on broad problems af-
fecting health, on the multidisciplynary ap-
proaches, and on adminisirative methods for their
solution. Chnical knowledge can’ be engrafied on
thise programs Dut will be tmportant only as it
contributes to the solution of the larger problems.
The gruduate students in this setting can expect
constant reinforcement of attitudes concerning
the impori¥nce of public ‘health problems and

methods by which they are approached '

While 1t 1s more likelv that certain values,
knowledge. and skills wi’ aevelop in one setting
than in the other, there-are many examples of
acvities flounishing in either a school of medi-
cine or a school gf public health that could
prosper equalky tn the other seifing.

Availabiliy of clinical faci.liues .and patienis is
oﬂen cited as the advaniage of medical centers
over schools "of public heallh graduule training
programs I8 preventive medlcme and public
health. Thé, importance of these may be more
apparent than real. Patent care in med. cal
centers 1s directed largely to diagnosis and treat-
ment of Hlness in individual patients rather .han
1o the consideration of prevention of illness ¢~ &
the slud\ of health of groups as it concerns
administratve practice. Medical centers in whitn
departments uf preventive medicige have devel-
oped special populatgns for clinical study may
an asset of special value for a training
progigm. However, these often are not in the
mainsttegm of the clinical acuvities of the medi-
cal center and. therefore, nught be developed
with equal faclity by schools of public health.

As a department of pre\enl ive medicine censid-
ers its fature 11 must take inlo account certain
needt which are present in every medical center.
These include the teaching of medical students in
the fields of epidemiology, statistics, pablic
health, and social medu ine..Additional needs are
for faculty who will int orporate prevenlion, com-
prehensive care. and rehabilitation inio pafent
treatment and teaching activines; pxomwote medi-
cal center interaction with tHe community, and
develop ngw hnowledge in the field of preventive
medu ine. In medical schools not ussowaled with

31
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schools of publu health. these functions are
accomplished enuirely or part by departments
of preventive medicine In_instangPen which
schools of medicine and publu health coexist, n
is not uncommon for facult from the sehool of
publi heabth to assume filng the anappealing
role of adrumistratne muddleman in the absence
of s own respurces dand capacities .

Tis it seems that the forces dirécning depart-
ments of preventne medicine to grow will influ-
ence them in some instanc es 1o develop programs
which will duplicate those of s hools of public
health. This does not denv nor preclude the
possbitlin that gfograms in preventive: medicine
can be bult collaboratvely with s hools of public
health Indeed, suce most departments are not
ver comnutted to graduate programs, it may,
indicate that the decisiony can sull be made
about thé respectne roles that they and sc hools
at public health wil plav 17 such programs

It 15 impossible, arbitrars, and artificial to try
to divide responsbilities for postgraduate educa-
tion between schools of public health and depart-
ments of preventne rmg]l(mu The scope and
gualnn of programs range widelv among sc hools
and departments and there 1§ substanual overlap
in dreas of interest and responsibilines Medical
schools have many needs in the fields of presen-
tive medicine and pliblic health which can be met
best by programs organized and (onduc ted within
these Ssehools “ln regions of the countrn without
schools of public health, 1t seems redbonable 1o
expect yeparmwnls of preventive medi§ine 1o fill
some of these functions in respect 13 the sur-
rounding community J

Data for this paper were cpllectéd by means of a

questionnaire to the schools of public health in the
United
the medkal schools’ departments of preventive

tates and Canada. and a questionnaire to

" medicine th the two couhtries. Ref@mdsqame “from
all 19 schools of public health arkj 96 oNthe {27 ,
medical schools Copies of the twoNQuestionnaires
are appcnded
SCHOOLS OF PUBLIC HI'.AI TH

Of the 19 schools nf/puhhg health. 11 were

Q
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founded pnor to. dunpg. or immediately after World

Aruitoxt provided by Eic:

~health and medicine & shown by the fact "ﬁ)t the

"

War 1. ,n‘Eme between 1948 and 1960, and 8
following 1960. The 19 schools of public health
reported a total of 4.827 graduate students during
the 1971-72 academic year. of whom 2.089 received
degrees dunng that penod. Federal funds which
became available in 1958 supported a rapid growth
of schools and studénts dunng the 1960s.

Most schools of public health havg emgrged
either from. or in. close connection .with schools of

medicine Almost all of the schools of public health -

are locatgd 1in medical or health centers—I8 associ-
ated with medical schools. 15 with nursing schools.
and 14 with dental schools. Thirteen of the schools
are in centers with all four schools (public health.
ediciiie.~nursing. and dentistry). and several of
these also 1ave schools of pharmacy or allied health
profe’ssions

The physical proxlmlty of the schools of

distance between the offices of the deans 15 590 feet
or less 1n 13 of the situations and no more tham 0.5
mile in.all the others Physical prox:mlly, of c::&
indicates the potential for cifse working relation-
ships. not necessanily their attainment

Half of the medical schools located Ommpuses
with schools of public health maintain separate (or
joint) departments of preventive medicine. but in
some of these situations serious consideration is
+ngw being given to turning over to schools of public
health the preventive medicine responsibilities in
medical schools. In the other half of the situations

reported this has #lready been done. -

In practically all of the I8 centers where schools
of public health and medicine coexist there are
crossover appointments between the schools. and in
most cases these involve three or moré medical
school departments In all 18 situations. faculty of
the ;medical school teach in the schoop of public
health.and. in all except two, faculty of the school
of public health teagh in the medical school. While
in several cases the participation of one faculty in
teaching stulents in the other School' seems quite’
substanttal. in about half it i clearly only slight.

About half of the schools of public health report
arrangements.to earn the M.P.H and M.D in joint
degree programs. coverning only 4 years (one within
3 years). but such arrangements are dc!ually used to
a mimimal extent. Comments on the questronnalre

indicated that such arrangements are receiving more-, -

attention currently than m the past.

>
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In most schools of public health and medicine
locatéd ongthe same campus. faculty of .the two’
schools collaborate 1n research and community
service projects. These involve a wide range of
activities and in about half, the situations appear to
be quite substantial endeavors. . -

Among the 19 schools of public health, 2 are
essentially components of medical schools and ‘an-

other is located on a campus where there 1s no -

megical school. All 16 of the rematning schools
have the same -status in .therr academic hierarchy as
the medical schools. usually participating on a
coequal basis.:n a council of deans with the ofher
schools of the health professions, or reporting
directly to the president or a vice-president of the.
university. In some cases there were iridications of
considerable and cordial admimstrative collaboration
between the schools on a campus: in others. the’
council of deans or other coordinating mechanism
appeared generally to function on a low key and
sometimes with evidence of coolness.

The flavor of responses from schools of public
health to item 17 of the questionnaire. concerning
present relationships to departments of preventive
medicine, 1s indicatéd in the following extracts:

. The School evolved from the former Depart-

* ment of Préventive Medicine. n the School of
Medicine (1) stll serves as a preventive
medicine department. but the relafionship s not

~~Jormalized. .

Relationships have fluctuated tremendously
Relatonships at present leave much to be de-
sired. -

.
-
-

Both schools are ven- new
very cordial and « (mperati\ ¢

Relationship 1s

The relationship bem een the _twe schools has
been close from the outset @ tes were main-
“tained and strengthened by joint development of
community services. No maor “difficulties “have
vet been em'()untered. -

Th? School has alua\s valued the relatively
close association with the Medical School. how-
ever. dnd. .indeed. we find verv hutle difficulty in
developing collaborative projects with the faculty

. we #joy good wur{\‘ng' relations with the

. e} v 1]

. &
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adyninistrative structure and our abidity 10 4o
more is imited now by our own lack of resources
rather than admmistrative obstructions to rollabo-
ration or ('har‘e. .

‘Current sentiment suggests
that the School of Medicine will request the
Schodl of Public Hedlth to do all "teaching of
public health und preventive medicine for the
School of Medic ine.
= . e o

1t 1s the intent of the Dean of the Schgol of
Public Health to recruit faculty so that all major
departments in basic scienze and clinical areas
will have at least one fully Credentialed Sfaculty
member jowrtly appointed and salaried with the
School of Public Health. Gradually, all teaching,
service, and research functions of the Department
of Preventive Medicine and School of Public
Health will be consolidated and the disease
prevention, health promotion and environmental
prdtection curniculum will be taught bv the _[()l?"[\
appointed™School of Public Health faculty. As an”’
ierim, the Deans of Medicine and School of
Public Health have designated one jointly ap-
pointed faculty member to be responsible for
curriculum planning and course scheduling be-
mween the; o programs.

The School of Public Health and the School of
Medicine were established at approximately the
same tume.
development,. it ts fair to state that there was a
feeling of friendly competition. Since the assump-
1on of the medical school deanship by the current
Dean. the relationship between the Schools has

s become increasingly productive. and at the pres-
ent time 1s probabh as close as any two schools
on the campus-with similar interests.

.". . there have been few difficulties berween
the Schools, but neitner huas there been much
value in the relationship, in spite of close .geo-
oraphic proximity. A major factor in the lack of
retationships has been the personal atutudes of
the deans and certain department chairmen. ‘T his
is not to say that mutually benefi ictal arrange-
ents. involving both teaching and research,
ha\;», ngt evolved between faculty members of the
two SthoolsT they have, but vmdoubtedly there

E Y “

-

In their wmitial stages of their’

.
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would have been more 1n a more ’fumrublc'

i

4

The School oj Public Health and the- St hool of

Medicine are physicalls adjacent in the Center for
This facduates intercourse
and sharing of fucilines Several of the School of
Public Health fuculty have jount appoiniments in
one or maore departmients of the School of
Medicine. The Duasion of Epidenuology (SPH) 1
composed of faculty from both schools, and gives
courses -fn both s hools  Relatnions between the
schools “have always been cooperane and ¢or-
dil, exeept sn competition for bulding space

"There are .mam strong and healthy research
relattonshuyps - There 1s a clove historic al ne
betseen the Mo ‘S(/muls The dissolution of
lh(' Department of Preventive Mediane of the
S hool of Medicine has led 10 a sporty and
unfortunate history as regards the formal teach-
g of epidemiology, bostatistics .«and- public
health in the Medical School The onginal plan
was for the School to serve instead of a
Department of Preventive Medicine However,
the luck of anv ungle semor indindual responsi-
ble primariy for 1eaching cul students, and
the absence of any youce e Mcdical School

- led 1o a gradid reduction in the number of hours

available for formal teaching and evenally to
the complete disappearance from the course
requirements for medical studenty of anv courses

Bustansuc s, Epidemiology, Prevemine Medi-:
cine or Public Health The n'sponslblhl\ for
teachmg “Preventive Mediane' 1o the students
rests with the indiidual Medical School l)\purt-
ment Chairmen

when the School of Medicine was started
the decision was that the Deparsment of Preven-
_tve Medicine and Public Health of the School. of
*Mediane would offer the graduate couries in

public health The rapid growth of the School of

Public Health during the past 10 vedrs led us to

.. obtain our autonomy for more fleable functiomng

‘we became separated from ‘the Schoo! of
Mediané but with ¢ ertan ¢onditions.

ta) School of Public Health would be the
Department of Preventive Medicine

« Health of the Schaol of_

I recogmtion of interdependencies than at
ot in prior history. This has evolved as the
Schopl of Medicine has slowly begun 1o develop
fromi the traditional posture of medical edic ation,
withs emphests on disease and climcal medi-
ane, to a new discovery of the family, the

A I3 I3
commumity, and a responsibiin for health care of

- School and our Department of

been

populations. The School of Public Health has
broadened 1y philosophy 1 ifnclude not oply
health promotion and disease *prevention but a
concern with all of the forces, biological, social
and otherwise, which influence health. These two
Jactors- have led naturally 10 close collaboration.
Unless the trend 1s nterrupted by a hange of
leadership on other factors, this trend should

CORlne +
L \

During the . = vears that | have been here, we
have experienced a variens “of relagionships be-
meen this Scpool and the School of Mediciné;,
P
vome of whicl have been muitually beneficial. .
close working arrangements exist between our
Departments. ‘On the other hand. relations
benveen the Department of in the Medical
hav# been
generally at arms-length parthy because of local’
hntorical reasons 1 detect also a general cool-
ness on the part of the Dean of the Medical
School beaause of hiv general belief~that
ansthing we can do, he can do betrer. Although
we work together ay needed, | don’t feel that our
relationship s as~effective as would be desirable.
vears in which the two schools have
separate entities, relationshups have- been
excellent Each school pernuts students 1o take
electives in the other school. The d(‘l'(’/()[)ln((;ﬂl of
the combined M.D.-M.P.H. and M'D.-M.S| Hy-
giene programs has strengthened relationships
between the two schools Joint comnuttep ap-
pomtments . . on ciree culum. and t'r('ciunu'
lomnuttees are usceful. There have bren a
few probiems related o financial reimbursement
of the twa schobls for various curncular responsi-
biliies Occaswonally problems of curniculim o

In the
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teM have devel: sped but’ these have not been
dlf]u ylt to solve. There are a few depurlmenn uj,‘
the Medical School that.do not permit Jont
appointments. This should be changed.

« Althpugh d Departrient of the Medie @l Schoal,

” there have peen some difficulnies ‘of isolation.
Curgently @ nsenvement pwards stronger relation-

ships, throygh. ¢ T
® joint
activitie
® yuint de eggee programs
® joint tedaching
® joint research

® joint service projects. »

- The principal ideas from, schools of public health

on the ideal. relauonshlp with Schools of .medicine
(item 18 on the" questxonnaxre) are given below:

If"unnnsmes had no schools of publie health,
lhev would have to invent samelhmg likg_one.
Whether they located such-a unit within a
medical school {as a department of (o#munin
medicine of vome suc h rtame) dr elsewhere

showld depend on how effectvely the wmit could

develap interfaces with other part, of the nniver-
sity (e.g. economics. political science, law, etc.)
as well as with the medical school. My vote
would be for administrative independence of the
‘unit bt with strong incentives from (/1(' central
‘adrmunistration to assure -lose cooperation among
the respective deans®in developing joint ac ademic
fpmgmmc joint, appointents = and other forms af
cooperation . . 1 thnk the deans df the medical
schaol and st ol of pupbc health must share

E obje( tves in the tgac hing of medical students and

vin the deveiopment of community health services
‘Js vehi 1o for feaching and research In this way
they can bring together the resources of two
lri,smuuons toward common goals. The two inst-

lm\mns can and should differ subslanlmlh 1 therr

olhl(r fum tions. \

4 % -

AL schools of-medicne and schools of public
heallft should be located on general university
(ampu‘sec I believe that the relanonship between
such _professmnal schools should be close and
cooperative. . . the teaching of preventive medi-
cine amf‘mmmumr} bealth as well as ('pu/emml-c
ogy and xbmclamm s Should Iundumcrttall)‘ fahes
place in lhe sC h(ml\nf publl( health. . the l}uﬂ(

Aruitoxt provided by Eic:
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sciences are probablv-as well taught in university

departments as in the schools of medicine. They
may, indeed, be better taught in such lo . . .
medical schdols are primarily oriented. and
toward the training of practi-
tjoners of medicine.” Schoots of publu‘walm oh

hd should devate. themselves 1 the
training off practitioners.and leaders in community
health ard the delnq\ Of semices, both heulth

" and medical.

1 also strongly b('[le\'t’ that . we need more
problem~ entered training in both our medical
and schools of public heaith. {fSand when such
activities are developed or. a general campus, it
will be foupd that a great many prufes‘sional and
nunpmjesmma; schools will contribute’ more ef
fec tivels ,to” the solutions. . - -

.
.

I believe 1t 18 very important that the =
Schoaol be in @ strong position to serve s the
Department of ‘Preventive andjor Social Medicine
for the Medical School in the '70’s. Whether or
not we can find the resources to do that regnains
a question. We do have unique concepts to offer,
however, and believe we should mak® every
attempt to function in that capacity. If we do not,
social pressures will cause schools of medicine to

provide these functions for themselves and

schools of public health may well end up as parl
of the allied he alth pnifewmm .

.
' .

" Relationships between ghe schools are depend-
ent .. on the muthal respect of the faculty at

every level. . . This, ooperative $pifft .Lan be
Sostered by . . ‘mslrumonlalmes for aﬂperan‘e
research, teaching and service. ’

The establishment of joint ac ademl( programs
fie, MD ., M.P. Hjj()ml educational endeavors
1.e.,"decentralized edie ationial centers for continu-
ing educaton and the maintenanee of a cordial
spirit between the school deans is more important
m effectuating positive action than any pattern of
organizational sthue ture. “ -
L

In the 70s ‘medical students shuuld gel maore
exposure “to social medicing.” This can be
achieved through a sharing of School of Public
Health fuc "[M the S¢ 71(30[ of Medicine.

&
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The schmﬂs of puj)lu beulth mugl remain,
autonomdias graduate schdols capable *of afford-
ing opportunities for aduyuea' training at the
“ * mastgr's and. doctoral level of alt the various
A > ~proffssional and -paraprofessmmll groups QO
. prisifg the health industry* The sthools ‘represent

“rather than mdlwduahs::(S/{le for research) - -
‘ N - '- s
In" my opinion, Schools of public health [

edlcme._ ... Service activities should be in .-
consortium ulth the *other professional -schools cv o

unique institutions for which there is no substi-

v the -singlg g#eup of institutions which affOrd tute. Their missions are directed at the study and
. ) opportunines jbr true interdisgiplinary «c ollabora-" solution of community problems and their stu- .
. tin of “‘peer groups.” T he schools of medicine .  dents are prepared for this purpose. Departments ~
- mu‘t ufnd shoyld give priorit¥ 1) therr own = of community medicine, in my experience, dré
¥ profession “and should have faculties v h()se pri- primarily concerned with the preparation of physi-
. mary inferest, and expertise lte with the trau(mg of - -cians to deal with personal health problems in an
. medicdl students and plysic 1ans. Schbols of pub- +  organized fathn but they do not \pretend. 1o’
4 lic. health, orthe utly'r’ hand: should artract frain their stullents either to e specialists in the ,
> - faculties whose inferests, meﬁnam) d exper- scientifi¢ fields that underlie pubiic health nor-to .
" n}e allow them tg deal with - mu( uge  ~be.managers qf major publiv agd pnvate enter-
. individuals (onung )fmm more va ck- pnses -l -
MR —grounds and covering ‘the entre gamyt of the Accepting these bm s to be factaal, I cannot .
- N health profesmmalfelﬁ . but conclude that it would be a mistake to ’
‘%, Schools of medicine should have their owrl blanket sthools of public health into medical
. ‘ separaté departments of preventiv medicut S(hOUIS At the same'time, Pfirmly believe that
L which er(sur“‘!-k/at medical smdeuls are well _ there must be the cloest possible relgtionship X
.. grounded in the. epidemiologic principles and tablished between the two schodls, and pagticu- . -
.. ) me!itods which underlie sound preventiye medi- % ith departmems havmg similar interests
. cing progsams. Thete shoyhl b¥ a»’l”‘*“’"”" (e.g; bmne radlolog\ psychiatry, community
2 offerings” available fo medical students to allow - Wdl( iné), when [hf\ exist on the" same cam .
< - them eleetivg®opporjunities in some df the “ad- -+ ) , . )
murtist icine” specjalty ~areas, and these: .—:Rélaﬁﬂnships de’pend on-people as much as /
a could be offered by schools of public health for adiinistrative structure |
< « riedical students in their own' universities as well —The “ideal re[an'()nship would non be limited to
. as for ftudents 1" other neighboring univérsities. public health-medical 'school, but would incllide i
S H(mifr. the [Jh,\'ﬂ( lan must “I"'pr'd to’desl * .qll Health sciences,”as equal p&rmers. 4 ’
'G- " with #he clinical aspects of medic ine—regardhess- —The ideal reIa'nonEh:p would be a collabordtive

of his later spec Ill[l‘,all()n interests or his ac tual‘
,area of practiee it Yater life. Therefore the.
. pnmarv _(on( ern of ‘the medigal school should h)‘l\
. { it the, thumng of physicians concerned unh,lh
are of tHe patient. e primgry concern of the ,
) sclool of public health.should be with the training <
a of all health professionals, includipg phvsteianss in
“the «spec ialized problems of popu tion and (()m-

;v mynity health. ., dn
—a %
- . s ... where Sc fl()gls of publu* heallh exist; I\
¢ ',.h “mwoitld not Sfavor the ex:sten(v aof a separate
o deparmrem of preventive medl(gle and public

N [,

* health..This dual existence leadsto ‘Bolation. The
. faculty of she. schools of pubhi "health must
realize and nternalize 'the importance to them-
selves of bemg an mtegral part, of the “s¢hool of

" for the (ombmad M.D.-M.P.H. program. It

one in teaching, research and service.

.. . A joint committee of the Medic als§chool
and the School of Public Health should meet
regularly relative to waching of medical students
by facudty of the School of Rublic -Health. This
committee mtght also serve das a joigg committee

would be lzelpful if a rmember of the

School faculty sat on the Executive Comml
the Sc¢ ool ‘of Public Health in an ex ()ffuo
capacity fnon~eting), and a member .of the T,
School ()f Public Health fa( ylty, continued to
serve on the Medical School Executive Faculty as
an ex off( io member. . . . Joint depgztmental
appointments are dPstrable where there s intekest
in collaboration in teaching’ or ‘research. Some

edicals
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" combinatiop name.

repre.sentamm of each school ongthe cyrricutum
comnuttee of the other school 1s desirable A
»separate admustrative and financal structure for
the two schools has proved to be most useful

Q

=
»

« MEDICAL SCHOOLS

Amdng the medical school departments, respond-
ing to the questionnalge‘ about half reporved
such as Pubhc Health and
Epidemiology. Preventive Medicine and Commumty
Health. Family and Commungity Megdicine. and the
hke The flavor of the dep
seem m&thc‘rrumber of tifnes that certam words

peared

- few instances the, medical sghools maintain s&

time faculty in many fields.

menf names may be - *

¥ 1 A
»
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faculties a blpS;d%ﬂlCldn usually ful "lime. bu in a

depanmems ®r this discipline A, large majonty of
preventive medicine f;*.ulﬂes also irejude someodne
1r behavioral science. and most WPsocial work. Only
a few mentioned faculty memberwn enyironmental
health. A wide variety of other dlscrplmes wege
representéd. There is great variation &"the size of~ |
departments of  preventive- medicine, from a very
few part-trme faculty to large departments With full-
. #
/’llmos; all the depadmems- r€poned being en-
gdged in some commumty health service dbLIIVI[ICS
abotr half of\these quité extensively. In some cases
this kind of ehdeavor obviously involves a’large’
proportiongof falulty effort.- While several depart-

tes

-
.

I

‘ 1\,, ) Niedu.me 73 B .
; Commututy N .
| JPreventive > 38
Héalth 31
" Family . S 9 .
Lo N . EpidemicRgy 8
Socigl - ) 5

ments menttoned: local health department activities, |,
more commonly the de.partmems reported being
engaged in the new forms of ambulatory care bemg .
established in communities, such as. neighborhood

The ‘item in the quesuonnalre calling for the vieys )
of preventive medicine department chairmen /on

a

~health centers, drug abuse chinics. and the like.

' While several of the departments of preventive

madicine indicated that they camed re@onsrblhtv

- for teaching the mewly emerging specialty of famdly

practice 1n their schools (rore than nine %indicated .

-tive medicine. brought a substantial respon

how training for public health should be condugted.
and particularly the role of departments of pyeven-
. Most
prevalent was the idea that departments of/ preven-

-

L)

by the term “in therr title). the dominant pattern  {;ve medicine Shwhﬂ' teach medical students the v
seems to'be for separate departments for thys field. * pagic elements of preventive medicine (st Aeral me f.
Thirty-two of the reporting SLhOOE (about one-third)  t,oned epidemigiegy specifically) and onént studenﬁ
have already established mdependen. depanments ‘to public health Ieav’ng graduate pr/épamtlon for. .
of family practice Gincluding a few sections in proféssmnal careers in.public -hedth. to schools of = -
Wpanméms of medicine). -and EHOE}Q 28 are re-  public health. Many mentioned regidenc ning in o
poned "tg considenng domg so It 1§ worthy of preventive medicine panmularly g pré‘fphysr-
note that only five of the departments mdicated that  cians to assume managena? responsibilit¥ in new. - ».
. consideration %as now bemg given to establishing forms ofl'health care dehvery veral emphasized_
schools. of public health where these do not pres- collaboraﬂon with schools Ofp lic heaith——present )
ently chat - . planned. or potentiak—in the ,graduate education bf .
ln comrdst to the extensive commitmeni of . physmans A small number asserted that depdn-
scime® ‘of public health to awarding graduate de- ments of preventive medigine cquld offer training
gré®s. the departments of prevemive meditine are  equivalent to that avallable in schools_of public
only mlmmally involved in degree- onented graduate health. , ‘\.
ucation. Only 14 -of -the ‘medical school depart- - 2
ts reperted ag@vding such degrees dunng 1972 f I;l'o give a more dlreiteﬂdv%r of the responses the N
a'nd.2 others 1 Mtioned degrees awarded by ar- ollowing - acts may ciie
Tangemeht with othét:departments; 6 awarded only We prey re phys:uan.s who wish to retain
one or two graduate degrees during the year and - chimcal responsibilinies dhd ac ivities but who wish \
justd. school awarded more than |05, L to be able 1o allocate health cargeresources R :
In addition. to. thSlélii almost e!%l the depart- approprigtely for established needs nf a defined -
ments ‘of preventive: medicine wnclude on therr, population. We enviston such physicians to be
- R — e =
s - ) ‘ i 5'
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clinic or HMO medical directors. e \udvise
postgraduate clinical expenience in medl( iné and/
. or pediatries: some formal coursework in medical
care planning, e\aluanvn organiz zation; experi-
ence irrsame. ‘

. 4 . -

. The most urgent- geed i’ public health is
broadly trained dnd‘experienced m wgers, both
physician and noh-phyvsician.. Those departments
, of preventive medicing guergntly engaged In plan-
" ‘ning and orgunizing new, defivery systems %or

- their medical « ehsers. are an obv 10Us, resoyrce for
such trainmg und should move m(reasmglv to-
ward offering graduate trammg in the techniques
required to nra.aage large scale health care
.systems The basic sciences (biostaustics, epide-
miology. management science, accounhng, svs-
tems analvsis, etc.) are already generally availa-

ble. The, practical experience 1s beirg accumus
v _ lated, and I believe oyr departments have an
T obhgamm to, move this mm/t\ as quickly as
o possible. -
'.\ ..'>) ]

. .- Theepossibduty of expanding some of our
department.s nto (u;nplete s(h(mls of public
health (o the Um\ersm' of Waslungmn model
. should bgy seriously consideréd, as should the
de\elnpment of more programs on the “clinical
' \\schulars model. )

L v | see-graduate traiviing for public health as
' Malnly‘ but nut solely ghe function of schools of

. public health, both at masters and doc tsral levels.
, . Others’ contribate—medical schools and other

. unss, of ‘the ‘umversity. Clearly, some medical
school de})artments of preventive medicine should

_be entouraged and permutted by public health

program dccreditation %geencies, together with .

[

assistance fmm federal fundiig sources, to de-
* vetop graduate degree programs-in_public nealth«
u(lﬂm'ensura!r with their aEI/lll(’S remurcﬁ and
- opportunities.

.
.
LAY

' (,\/"& thesschools of public health at UCLA, '
University of Waspungton, Puerto Rico, Okla-"

’
»

« be rare. Further, while unly abput 20 per. cent of
the states have schools of public heglth, most of
the states hawe schools of medicine, It/ seems
- espec la”v in¢ umbent on schools in such states to
exercise Iaadershlp in pubht_ health, throuzgh their .
ot debg.ﬂmems of preuemwe medlcme and |this may «

-, nc lude warrant for the ‘prows:on of pubhc health "
training. . N
L .«

. medlcal school departmentsﬁof ,preventwe
m%dmne have not considered enough their capac-
©itwto offer Ph.D. or other doctoral deﬂrees such
as Doctor of Medical Science in a qul/a health
specialty, .
N\ its of unive “
« \.. . other umts of universities (puglu adminis-
tration, business administration, ehgineeting, eco-
nomics, behavioral srience, etc.) have the capa-
bilitv of associating thelr programs with schools
of medicine for training for tertain pubho health
specialties. Should this be enoouraged’ .

.

. ThP chief aglvantage of the medical school
department of pregentive medicine ‘as compared ..
to schools of pu'[‘eahh is .tHe infimate contact .
with clinical disciplines*involved-in’ clinical care.
. These_fields also provide the model of learning by
doing .under supervision. | see the medical S('hool‘
departments of preventive medume plawng a, |
special role in training health care mandger, ‘
evaluators hecause of this close and often direct P
involvement in healtk care delivery. - * -

AY

:
& . r :

I see diminishing role in the fefld uf enyiron-
mental health in medical schools, buf believe
schools of public health should develop mnmale P
comtacts with public health dellvqf}/ﬁ'stems :
where-Yhe graduate_student gontinues a close
prec eptar&litp’rel’&tmmhip to @huul of public

health during his field work ptiﬁall) there
would be no sharp demarcalmn between the -
period in the school of public health and in the
- public health praclu um. . J |

\

. . , /

y e ’

. “homa, etc. all evolved out of relatively strong
departments -of preventive medicine and » is
mtportant that this model for SPH, development
be recogmzed and sustained. New ‘instant’
schools of publit health like Pittsburgh are apt to

A

— There will continue 1o be JoF some lime, ()f
course. a need for workers in praditional "public " .
health fields but ultimately | believe that the
‘schools of public health are_going to have to

.

-

conver| themselves into some; sort of direct ‘
. o B - /!

Q
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servic e-rendenng ariam:umm in order to proudil
perlmenl Irammg \
.
4

Medl('ul school departments, have d responsibil-

iy 1o pnient medical students to the prinaples of

« public health and Uisease control and 1w acquaint

them with how %‘uple Sfunction in varwusTivpes of
aggregates, about the societal cohtext, and the
roles of health persgnnel in service systgms
Through the activiugs of the department a pro-
portion of students should be rewruited imo the
health “field as prafessional public* health physi-
gaﬂ These students shBuld bgnen Special

%

- Current Status/39

= ,
L : N

" The trend in recent’ Iyearsgtoward ac ademic
health centers versus g ical centers<—n name
at /easl—-btspeul\s an m( reasing emphasis upon
maintenance and promotion uf health. In our
department, as with snumerous *other mea'ual
schools, an’ effort it family practice or “primary
care 1s growing because of public pressure and
professional recognition. For undergraduate’ med-
wcal tratning, a department of preventive medicine
is still \itai in medical sbﬁuol Residency training
.n preventive medicine shuu/d also’ be a feature of
ks effart if the department is strong enough to
support ‘udvanced stadents. An academie school

<4

P

pportuniiies 1hruugg1§ch1:‘e\ 1o Ieurpubcﬂu the _of public health can exert a leavening mﬂuerrCe in &
role and h@e an opportl 1o dn 1t out to some Ye university by nftrgmg with medical” school
P extentin varous reul-(lje Sield situeations ‘activinies or programs. The growth of schools of .
R g ) . wllied health professions 1s another realm in which
To me—public health’ means an tnenention, ,  medical and publ kealth schools afe: promoting
action-oriented program for enhancegient of the . Ihe recent concept of ac adelC hea?“ eqers. e
/ - health of the populition i do not beligve that wus . . ° °
h , can be realistcally or effecuvely taught in an Tm"""” f‘” Iradltlpnal p“b[" health activities
" setting other than one in which this acn¥ry s ° Should be given in s¢hools of/publq health. .
being  arried out Sc huuls of medi( ine can give unique trainng .
For this reason, a medical school environment apporlumuec 10 fuqure academic teachers of .
< tas now constitutedy 1 o better site fnr“'pubh( preventive }ned‘l(:me, Ianners,qnfl mandagers of
health® training. Current publiy health schoot health care delivery progrgms, arid j‘"'f’ fraiming
environments do a beautiful j0b of wwmng ana-- in preventive meditine an anolﬁer chmical sp'e-
Ivsts, biostatisticians. and other methodplogists— cualty ) ’
" .}/wh are” badlv needed talents—but are not Deparvments of commumty medicine that have -
epgaged inpieblic health ) sufficient resources (and this 15 a must) shoudd
’ - develop strong resident v ¥ programs ' communty
[ Medical school shoald provide basic ipat for " medicine. Where possible for example. geographi-
all phvsicians 'r('lzurd/enh of speaabts career  ~ ~callyv, haison of such programs should be ex- .
chowe School of public health should be truly plorad with schools of public hedlth, partt ularly
post-graduate for those destring a career in where depth of specialization may be important in
. preventive medicne (as defined by boardsj Alter- an indwidual «andidate’s traiming. For example,
.7 natwe input within medical s&hool departments " one vear of a three-year program ‘might be AN
T should also be acceptable for post-graduate train- * obtained at a school.of public health (MPH _
ing. . " - rquivglent year). The medical school could better -
At present mast of these a[epar!ments inc lhud- support the ‘( linical, f;;ld r.esear(h gnd’wu( her .
v ‘mg our own.do not have the s ope and numbers fratming ‘aspects of rest e‘m Y programs. -0
’ Z‘Zﬁ (f‘r’.m:)"(rz‘::’::;lk)fr ”;:ﬁi(‘f;’:;[iz':"}; !; ):l([)) :(b[:; Modern medicql school (urru'ula- Ieav.e /l[ll:‘
" Schools of publi health and in communin <health room for teaching .publl(. health. In depth mslru(., . -
L ugenties. N . . tion n this discipline must necessarily be done in ,
L .« SChools of public ##alth where sanifary engmeqs
Beligve trqining in strong departments of pre- “ biostatisncuans. public health admtmstrawrs so-
ventive Medicine should ke considered” equu alent cdl workers, epidemlogists and public health - ,
- to that in schaols of pyl){lq;]gt'q!lh' L. merses are avadlaple to give a (ompk'te pragram & g
/ ' . . of instrug tion. .
T M ’
s r—r— = See——rr . =
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ERIC SR . R
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Medical studends, on the (\whu hand, should all

* be taught the elements of prevention. While ‘there

verlapping between preventiue
lic health, the two are definitely

is considerable
medic ine and p
net the same.

*»

1 expect th t unhm the ‘nex( .5 warés the
developing dep irtments of Socidl andlor Commu-
_nity Medicine n our medical schools will have 1o
play a key rolé-with probably u selegtive «omple”
mentarity [si] benveen themselves and with
schools of public health tn Torghto o n Lhe
USA. o
Undoubtedly a verv careful exc hange and
discussion uf ideas between interested edueators
Jacing such a 'possible intggrated future approach

and those m 1he traditional pu[‘u *health sxhuols -

s essennal N .

4 wnargmlu program might be myen ed
whéreby the \laburulur\ @ gractu al, or c¢lmcat”
component in. the traiung for. public health could
be developed by the departmenl of ummmmt\
medicfne in coyunction with a nelghbunng s¢ hool

of public health. - . .
. Cv . N .

JAn summan, mv expeniences lead me to the

bel®f that the muluple tvpes of inStructional.

programs and ‘the variety Of faculty whiéh need to

2
be brpught together or a 3uuessful school g

publie. Jhedjth do not fir easily intd the organiza-
ton uf a medical school. The close association of
medical faculty and pullic health faculn 1s highly
desirable and their assdciation may provide an
excellept basis por incorporating other alth

schools. into group activity 1q train studentsf more )

effectively jpr the health programs of the Nyudre

rfltfwugh 1 ,cgddﬂgl’ on at umsrderable “length,’

1o formulate the relationships briefly:
as follows: 1t 'seems to me that the departmem of
preventive and social medicine should b remmed
as an entity in the medicgl sc hool unh a
relatively moderate size facydry. §t should :f you
will par’don the expression, serve an adtman
role in the sc hool of public health to_mobilyze

appropriate resaurces for the teaching of medical

studénts and also 1o recfuit medical students for
work in the various departments’ of the sc hmloj
public health and ulso, tor works ;I;gr de grees 15
iutbﬁi health S

"

.

. 2
hd
L]
’ﬂ"L—-—\ e

-

.

;-

" of medicine and .schools of public health.

) . . ‘.

I went thruugh a penud of wondering whether
there was a genume reasén for the Department 10
continue tu
stronglv *hat °f it did not, the interests. of the
medi al ttudem‘s mlg,ht be lost in the demands

which fac ulty members of -the School of Public

,Heullh memablv*hate placed ypon thent. To be
sure, all of. tﬁgs*assumes that the dep(mments in’
the Schowl-of Pubkic Health: would be provided .

with staffing patterns which take into account
re;ponszbt/:"es for medt(\al s:udent teaching and
résearch yppo numm‘s )

.
’
. . n\
v B -
. * .
- - ae

N P A . .
Medical .Schedt “depdrtments (preventive medi-
‘cine, public health” andlor (ommumtv medicine)

: shuuld have in ﬁpjﬁ educati«’n in behavioral
scient e and quantitative methods (epldemloio;y, -

biostansms and the- decisicn process) as nell as®
the more Jrad:tm\nal preventive medijcine and
public health content. In addiiion, s!uéem expo-
sure at the (%ommumh level with 'the delivery
'?ﬂem is essennal % oncurrent mter-relatlonshlp
“Rith_a sshool af public health would be ideal
durufg this process und combined degree pro-
g;r[g/r}{:r possible and em":uraged. C

Unless *Public Health undergogs a (hunge in
deflmhun, [ do not see. a*regular role for

departments of preveative medicine 1n. medrcal’

schools in such training. There will always be
special circumstances and students who could e
involved in megdmeal school departments of preven-
L tive medicine, but 1 doubt that this would be for

- degree purposes In general, T think that schools
of public health have quite another responsibility

and need which are not realizable in schools of
medicine. This in no way should be inferred as

meaning fhat there cannot be cooperative ¢ffort-

both in7esearch and trainjng between the sqghools:
ere
are (tertaml_v many places whete this could]be
__done; fqr example, some students in a school of
publu “health mlght desire some (lmn‘al experi-

- endes. which umld Be arranged through schools

. logical nvestigations

e w o

qf medjcine. The ;sqg-unuld hold for ep:demm-

volvings Climical sations,”

xist. | hgve eome 1o feel rather

Y




preventive medicipe and community medicine
should be 10 mtroduce medical .students to this
holistic method of viewing i health, and to
respond 1o and encourage mdinidual students’
potential interest in'tkis urea of medicine—that is,
treqting populatons of people. rather than indi-
idual disease egtittes. Presentlv,owe feel our
responsibility is to teach owr. students that ill
th occurs as a commumity problem, that it s
enced by social. psychological, and political,
ell as organic factors We also focus on
economic factors influencing the availability of
quality medical care)s and involve our staff and
students.in the planning and implementng of
health care services to underserved populations

o
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1 ;g'_._:me of School of Public Health e e e — s
No il ol S e N

2 Daute of 1ts establishment A S + ~ :

3 Number of graduate students 1971- A‘ﬂl I . e T -

4 Number of graduate degrées awardet 19711972 . _ . . ; A -

S Does parent University also have & medical school ™ ! ' Yes_  No_. .

6 If no skip to item 18 -

If yes please complete items T-IR ’ ' A . -

“  What other health professional schools does the University include * : '
Dental _ , Yes . No_..__
Nursing o ’ “ Yes_ ... No__

" Pharmacy - - ! N - s . Yes - No
Other  * / S S ~ I o
specify L L I : A
8, What 15 the dpersXImdlc ph\\lxdl dl\(dr.LC bclm:cn the offices of the Dean of the Sohool of P:bh«. Hea'th and lhe Dean of

104

7 List major commi nity service projects initiated by the Lnrversity in which faculty mcmhers of the School of PUth Health

~

p——_

v

QL ESTIONNAIRF ON RELATIONSHIP OF

° ) SCHOOLS OF PUBLIC HEALTH 10
SCHOOLS OF MEDICINE s s

‘

the Medical School®

tfeet or irtesy e\ — [ . .

Dajes the School of Medwine have apant frum the buhonl of Public Health a Department specificaliy awncerned with

Présentive or Community Medicine’ - L, Yes_____;, Nu

If yes name«wof Depantment . . ¢ ! . e ——

DS members of the sz of the School of Publie Hedlm have joint dppomlmenls n the School of Medmne” ,
‘ « Yes No.__

If ves \'ph'e&f\ the departments 1n the SChool of Medicine 1r, \Ahlch such jomt appomlmcnts are held _ -

Do memher\ uf (hc fag uI(\ of.the S\hunl of \,‘ dicine hd\e )u‘nl dppomtmcnt/p the Schoot of Public Health’

- Yes_,,_i No _
lf ves specify the départments in v»‘mh such appointments a.e heid in lhe Schodl of Public He%hh _.-”.)_;,‘__',_A T
What rcqutred“.uursex : Mpeuf\) - S G '
P . —_ e L il Tl - |
What elective courses’ {spewfyr 7 R PSP S — »
. I — — S
Do the Schooly of Mediding and” Public Hedllh offer joint degrees. e g M D 4nd M P B> Yoo .2 No—
Da vou hd\.c any special arfangement now for medical students to take the whole M P, H course av an elective”
Yes. . No.
If yes can they receine «.rednt tow irds the M P H during the same pertod of tnme they are earning their M D
degrees ™ . . - Yes No__
What 1y the shortest period of nme ‘vedrs) necessary for 4 medical \lu’denl to earn both degrees (M D and |
MPHYy ! 3 " Years e
Dy you offer such stud( nts PHS Traneeships? - - Yes_ o+ No. " ____
To what extent do faculty members§ of the School of Medicine parucnpd(e in the cumiculum of the School of Pubhic Hedlth"é
t Descnbe hneﬂ\ ) C o

List titles of major rescarch prn)e;tx in which fd;ull) members of School of Public Health and School of Medicine are n\
collaborating ’

and the School o \!cdnunc are now vollaborating
Describe briefly adminstrative relationships between the School uf Public Hedhh and the School of Medicine, € g Council

of Health ScTen.e Deans joint planning enterprises et - |
- Summarize the relativaship hel»wen the School of PuBlic dealth and the Schaol of Medicine 1n your University with
attention to the history, \dlucx and difficylties n the relationship as well as 118 natute and extent .
Summarize your views an the,1deal relationshup between suhwls of public health and scheols of madncm;: for the I970 5 . =
) y . ) = Al -
— ’
M . P [ i l1
] s - {
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) . QUESTIONNAIRE ON RELATIONS3HIP OF - " ‘\\
MEDICAL SCHOOL DEPARTMENTS OF PREVENTIVE MEDJCﬁJE
/_,./ TO ACADEMIC TRAINING FOR PUBLIC HEALTH, )
) Ndme of Medical School 5 > Y ,
c e Nam of Depanment (Preventive Medicine. Community Medicine. or other)
3. . Does Medical School have a separate Department of Family Medlcmc" Yes__ No___. Ifnotis"
consnderauon being given to establjshing one” Yes No.
4. Number and type of graduate~degrees gwarded in Department of Prevenuve Medicine, 1971- I972 N
; .
5. Doct pazent University &Ro have a School of Public Health? . Yes_ No.
. If not. is consideratiop being gven to establishing one? Yes .-No. ‘
£6. Besides medicine. what oﬂr\dlwphnes are represented by one or more persons on- Depanment of
Preventive Medicine faculty . -
= i : ' . Full-time ~Pa_rt-ume )
Yes No , - . -Yes No »
Biostatistics - . ) . -
4 Behav, Science - ' . ) .
Social Wka . - \ &= ¢
Other (Specify) ’ ,
7. LlS}lﬂjOr commumty health service pro;ects in which Department 1s engaged’ Lo w R
8. Summanze yolr views on how tramung for pubiic health should be «arried out, especially on the present’
and potenual role of medital school departments of preventive medicine in such traigjng: =
. \ —
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' o .
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DISCUSSION

£

Maureen M. Henderson

Dr. Breslow has described examples of aca
demic relationships between schools of public
health and schools of medicine 1n t
States and Canada during the past 30 years He
carefully pointed out that our schools of public

health were founded at varying points of time, Fs~

some extemt then. the initial and subs€quent
formal and informal relationships—ith medical
schools were to be molded by time-related
circumstances. lncludmg/v“z{rylng sources of fiscal

support.

' student Glation. and prevailing ap-
proaches %o .disease control..The last should be

ng,en séripus consideration as a determinant of
the content and format of educational programs in
health and medical schools

A simplistic summary of changes 1n the ap-
proach to disease control over time 1s showrd 1n
Table 1 Distinction at the level of program
activity 1s crucial to pfrcelwn’é the appropnate-
ness of medical scheolfor school of public health
as the preferential site ot traiming. It should be
emphasized that this sequence of ‘approaches to
control i1s applied to one set of disease problems
after the other, Technical training of practutioners
to maintain environmental control of “older’”
diseases continues unabated. This discussion 1s
restricted to th ’rammg of future physicians for
their contemporary ole 1n disease prevention dnd
_ontrol.

TABLE 1
Level of Program
Control of ALIIVI(V
Infections by Environmental Measures community
Infectious Disease by Immuni- L community
Zzation . :2 individual
Chronic Disease by Therapeutu. Inter- individual

venlion
Chronic Disease by Risk Faclnr I individual
Intervention < community

ccommunitys - .
AN >

L)

Measures

United "

1

Odr first public ’hea‘h schools were founded at

a time when there was a general emphasis on
control of infections by enviggamental measures.,

- follgwed by a phase 1n which the control of

infectious.disease by lmmumzatlon and similar

procedures represented the new emphasns Thes,e/-'

procedures were first applied at a commn’mty
level and later at an individual _levél through’
personal physicians. First auel‘hpts to counteract |
the effects of chrome- ~diseases focused on thera-
peutic mter\Le»m'on and itsecorollaries.  those of
early ,dcfecy of disease and a comprehensive

/,approach to ifdividual patient management. Cur-
fent practic emphasnzes efforts at control of the

anticipated effects of chronic diseases by altera-
tion of risk factors Introductory psdgrams have
been focused at the individual patient levet, but |
predict they will gradually broaden into commu-
mity level application and then intgya period of
concentration on control of the effects of chronic
diseases through the application of environmental
measures.

~ Whether or not there is_general agreemént
aboyt these summarized secfilar trends they at
least illustrate the point that 1t 1s easy 1o 1dentify
relative advantages fo fraining in one or the other
type of institution in line with change in the
content and practice of public health measures.

Dr Berg has described changes in medical
school departments of preventive medicine over
ume @) It s particularly important to note that
these departments have an -ability to change
programs to meet training need This ability 1s, in
great measure. the result -of their homogeneous
student -population and their historicajplack of
commitment to formalized degree-awar du-
ate programs It is unlikely that schools of -public
health. with a.different studepl population and
mdre formalized degree-awatding programs. could

ever achieve the same potential for rapid re- .
_sponse. If joint training programs are conceived.

it would be important to exploit this characteristic

of departments of preventive medicine to mutual

advantage.

Events 1n other countries. whether introducing
innovations In existing organized health care ser-
vices or developing entirely new services. can be
drawn upon to predict patterns of change ir'\ this

E -country -A- seleued JToview ofs the. éxpenqnce of

other countrles suggests that we hq the Umted

.
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States will be faced with increasing pressure to
make efficient use of health professional educa-
tional resources'and institutions. and to provide
training prograths ‘which will allow students both
to learn and to develop new role mqdels Both
pressures can be met by an,.:@i:t‘;onal system
that identifies levels of scientific ucation and
levels of traiping in specific skills, and 1s prepared
to offer education and trainifg at appropriate
levels to all students who need to reach that level.
whatever their fthal career goal

Schools of p'ubllc bealth are nearer to this type
of education than other health professlondl
schools and should be in a position to give
deadership to other schools if the_predicted pres-
sures materiahize. It is interesting to note that this
approach to professional health education and
training requires objectives of undergraduate med-
ical student education similar tosthose adopted in *
the United Kingdom™ In that country. thgy-have °
agreed that médical school éducation ¥ to prqvide

“all ‘hat 1 appropriate’ to the understandmg of
medlung as an evolving science and art to.
provide a basis for fature vocational traiming Itis
not to train doctors*to be biochemists: surgeont.
general practitiorfers or any other‘km’a’»of specnal-
ist: the -fundamental requirement is that basic
medical education should give the student knowl-
edge of the sciences upon which medicine 1s
‘based and an understanding of the sctentific
method.” 2)

The current trend in-medical s&.huol education
in this country 1s in a different direction. namely.
.an increasyng tendency to track or systematize
groups *of students—a format that encourages
early specialization If continued. these trends
will iikely lead to an-earlier or possibly premature *
separation of medical students into ggoups di-
rected towards basic science.’ clinical. and com-
munity health practice -In sum. this disparipy.

between evolving pattergs, of education+and train-
g 1 medical and other professional schools and
in schools of public health should be given
consideration in relation to future needs and the
possible development of yoint programs .
rently.

there 15 world-wide .interest in the
nt:grdled hedlth care
ual en.)hcms “on the
management skills The

Health and Social Secunty

.
. <

, Current SIatus/;tS .

'
a

~

. 2

has publlshed a repon of lts@\’drkmg Party on

Admirmustrators- (3). jin why:h.‘

mcludmg physicians\trai
commufity medicype as

is made for
d ig the specialty of
ecutives and managers

service. This new role igdistin

“the adm

within’ the newly organized, and unified national
ished from the role
of advisor ang teacher in community medicine, and
in my, view its introddction will increase. national
needs for the latter. In’ the. published program of
" work for 1973 to 077 ), the Director ‘General of
the World Health Orgamzation (WHO) has stated
that “‘increasing government involvement in the
control of health, services will dictate the necessity ~
of prepam}g, 5u1tably qualified and experienced
health managers capable of forming links between
the technical components of the health service and
mstrative af® legisiative components of
govern " These and othgr statements reflect a
consensus that high , quality program management
and e®luation are fundamental to comprehensnve ’
kealth service Dprogram developmem that a’certain
proportion of admimistrators at *all‘levels must be
physicians and that community medicine training is
tue best medical specialty trammg for this group of
administrators.

The Bntish advocate a 3-to 4- year post-graduate
spegialty trainfMg program which includes supervised
In-service experience in a vanety of operational
cnrcﬁmstagces Their training programs ‘will be co- *

operative  .ventures between academic and profes-
stonakbodies and health service authorities. Appren-
ticeship training is to be complemented by formal
academic education in the scienees basic tQ the
practice of dlsease prevention and control. The
sciences will include those basic to management and
to the implementation of social organization. The
World Health Drganization will pay more attention
to providing .raining services irrboth administration
and management of health sePvices and will 2mpha-
size modern scicntific and technical methods of
management adapted ‘o Jocal corditions. .

Dr. Breslow's analysis of the results of his
survey notes that seve<ial medical school depart- |
Ants already have specified interest in Araining
both physician and nonphysicnan\health-careﬁan-

which apprenticeship training can be pursued.
Some schools of public health have de'scribed
long-standing training programs which use health

"

P ’ I

S

L, agers These departments tend to emphasize the =
"need for available nng&ng/servnte programs in
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epartments for in-service experience. A recent
recruit to the field of formal specialty traning in
. general preventive medicine 1s the Center~Yfor
Disease Control in Atlanta, Georgia. and 1ts
wide-spread service programs have become avail-
able as .vehicles for this form of in-service train-
1thg. Schools of public health and training pro-
grams run by public health authorities have hardly
| begun to emphasize and .specify the content of
| training for managers.
|
i; + An obvious but perther snmple sug;eanon
}/ ts that these particular careerg provide a’uniue
| opportunity for lhg\ specification of collaborative
) training programs _which. would make maximum
8 use of the academic and broad disciplinary re-
+ sources of schools of public health and the clinical

This is an appropriate time for the leaders 16
pubhc health and general preventive medicine to

review their total teaching resources and aim to

utilize them in so efficient a way as to favor the
n\’roductlon of innovative, contemporary training
- programs. While recommending the developn;em
of truly collaborative training-programs,” I must
stress the urgent need of wide recogaition of the
‘excepuonally important and unique responsnblll-
ties and mission of the.two sets of institutions.”
Undergraduate health professional students must
be prepared for the future. Exchanges with cotn-
tries with health services in more advanced stages
of organization than our own suggest that past
deficiencies in the professional health schools’
curriculum must be anticipatéd and compensated’

programs belonging to, or. avajlable to. depart——for by pervasive and high quality education in the

ments of preventive medicine Very tentative and

early steps have been 'taken toward this _type of

joint trarning within the context of contract-

‘. supported, large-scale. population-based studies.
., These studies serve to build new. if narrow,
bridges between medical service operations. ,usu-
ally in medical schools. and a limited number of
departments within schools of public health. Re-
search of ghis type 1s likely to increase 1f morc'
stringent public questions are askéd about efgct
and efficiency of both medical and health cafe

-

existing relatiodships should beeconsidered for

programs ¢
A second-rend in professnonal education i this
country s toward a reduction m duration of the
educational process dwpmpamed by an ipgrease,
in techmical traiming The result 1s dlsprogrtlon-
ate reduction in scientific eduation in* medlcal
school. a direction likely to require. in the Iong

tioh in most residency training programs In’its
- requirement af postdoctoral academic training in
its basic sciencesfgeneral preventive medicine is
ahead of other chinical_specialties and has a
‘unique opportunity to pr(‘wde leadership in "the
format of specialty medlcal;tralpnr!g.

AN

services and programs This 1s another are@ where -

exploitation to further the development of training ,

run. addit1o.ial compensatory basic science educa-

- e ’ ,
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principles and applications of community health
sciences. For a number of years, therefore,
medic:‘% school deparfments of preventive medi-
cine st educate both faculty and students in
lhese,scnenclés and must serve as the fhitial source
of recruithhent. Schoels, oﬁpubilc‘éht‘altﬁ’must

prdvide advanced tralnlnﬁ in prhcnce ~and in
rqsearch{methods and gt implement, research
which will expand bolh the_ kn0wledge énd tfﬁf

ﬂ)nzon of thqfﬁeld S ]
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VISIONARY AND REVISIONIST VIEWS
OF SCHOOLS OF PUBLIC HEALTH

Reuel A. Stallones -

The origins of formal education 1n com:nunity
health in the United States have been tiaced a
number of times. The accounts do not always agree.
but the discrepancies likely can be accounted for by
differences in definitions and in the institutions from
which the authors recéived their own’ degrees.
Sometime in the 19105, graduate education in com-
munity health was begun. and there was a formal
designation of schools of public health in the 1920s.
The development came out of the samtary/bactenQ-
logical revolutxon of the 19th century. and. despite
the. prophetic adjurations of some..the earliest
educatiorial programs in the schools were devoted
very largely to medical microbiology and%ihe control
of communicable disease’s. . :

From this a pattern. for scliools of public hea]th
emerged; they were organized into degiartments that
carried disciplinary idenufication - specifically “epide-
miology. biostatistics. environmental health. and'

administrative methods. As new progrdins emerged -

or grew in importance. they were likely to be
declared to be disciplines and. in some s@ools.
added to the structure as rew departments
Although ¢urncula were reviewed and modified
frequently. organizational forms changed very little.
The result was a_ progressive fracnonatlon an
divergence of the facuons the schools wére held
together by a core cumculu‘eom of sepa
rate courses or a more or less m(eg‘rﬁpmgram of

instruction. The core curriculum reflected allegxargg A

to the -origins of public health with emphasns
epidenmiiology. biostatistics, environmiental heaft;
and administration, altered only by the, addmon of
.some behavioral science in: sonﬁsef
The rigidity of this pattern was”prompled by the
“edicts of the accre@liting agendy. the Committee on
Professional Education of the American Public”
Health Association.

By about 1955. some muttering comglamts were
heard concerning the core cumjculunt; this was due.

" specialty groups for more time 1}1
students. In the 1960s substantial vanations were

e schools. *

[y

of the splintered
the sun for their

at least partly. to the desires!

introduced. usually in the directions of increasing
the elective hours at the expense of core courses.
Opinions surely vary. but this can be considered to
have further decreased the likelihogd that commu-
‘nity health would be viewed as an area worthy of
study for its own sake. .

The central issue in education for community
health is whether community health (or public
health) represents conceptually something more inte-
grated than the separate activities of a number of
professions. That schools award master's and doc

toral degrees does not answer the questlon becausﬁ T

the degrees are umbrellas covering extraordinary
diversity, Usually our notions of what constitutes
academic discipling -are determined by ideas derived
from science. whefever greater specialization and
narrowing have differentiated and defined the fields.
and little prestige accrues to those who try to
. understand the intersections am*mlerrelauons be-
tween fields. Community' health can hardly be
’deuned as other than the coalescence of activities of
people from many fields concemed with health and
illpess within human communities. Theréfore. the
discipline of: community health must ¢onsist of the
linkages bereen these mterests"and the rationale

and purpose-for assepbling thean. “Although the mix -

of professtons 'ha;s changed as the problems ad-
dressed have ghanyd this deﬁmnon of. \iommumty
health lS relatwery stable. |

The;e concepts are material to an understanding
of - relations betweer schools of public health and
departments of preventive medicine. and of alter-

, nate ways in. which educatiop in commpnity health

might be accomplished within a university. Among

the possible models are: -

I} A free-standing school Jf public health on a
cafipus with or: wnthout a medical schonl. -
2. ‘An academic consortium on, g general campus_
< w;th or withéut,a ndedical . )
3. A consortiim®of heal}h pmfessmns in a health
£ 5cience center. 1§ .-

Y\Eveﬁhéless« while all of the schools of publjc e

hexsd&L Yhe United States_share_ campu wnth
ts of medicine: some of {tfl'e;n are not on
general campuses. Prestimably. “the pattem is the

- result of a view more commonly held earlier that

public health was a subspecnal)ry of medicine. Al-

,
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though sever%l s€hools; of publu health developed
.from deparwments. of preventive*medicine. arld sev-
Teral schobls serye as the departments for their sister
medical schools. only one .depdnment now functions

* rasan accredited schdol of pubhe health.

- The emerging “¢dncept "of "an academic health
science centerflseems to be Rttmctmg “much favor.
and ‘has significant implications for the future of
educatien for commumity health A health science
.center should. | suppose. incorporate at least three

.
LT 1S

»

I

pubhc health would lose” ity |dent|ty and the .

important functions served by the school may be
_slighted in the compemlen for funds and“space.
"That this hazard 1s feal cannot be demed the' track
record of the medical schools in supportifg these
functions 1s not bright. However. only sa” much
protectionism*is defensible and 1f the~sshools of
public health can only survive in some. kind of
academic sheltered workshop. then we might as
well bid them a fond.farewell '
° Most of the academic health science"centers seem
now to be federations of autenomous faculties. and
as~long as. this persists. most of the potential
advantages of the structure cannot be reahzed.
Almost certainly. therefore. schools within the cen-
ters will be required to give up some of their
mdependence and the boundaries between them
will become blurred and perhaps disappear com-
pletely In ‘other health proféssions as well as 1n
community health. scientific disciphnary identifica-
fion is no longer an appropriate -base for solving
problerns in the field. and hence’ not a satisfactory
approach for education in these professions. A
/number of nstitutions have adopted procedures
"emphasizing the vdlues of synthetic. systems-ori-
ented teachmgs Conceivably these ideas eventually
may be reflected m changes in administrative struc-
, ture. and problem-centered umts. established with-
out regard for traditional depdnmentdl forms. may
become more vommon

_An adaptation of matrx managemem 15 a useful
way to preserve some oOf the advandges of aggrega-
- tion of persgns of like background and yet provide
mixes of disciphnes as needed to attack broad
problems A health science center can easily be
conceived of as o systear-of linked matrices. with
the linkages. occurring both according to the prob-
lem aduressed and, by discipline. As the linkages
increase in number. the distinctiveness of the
schoois will decrease. and eventually a school might’
come to be no, more than a specially dense cluster
of activities in"the total constellation.

7




» DISCUSSIO

‘ﬁ
Kenneth D, Rogers

' -
I have no quarrel with Dr. .Stallones recon-
struction of the past I find it credible, and agree
with him that one’s view of the origin$ of schools

- of public health is heavily dep.1dent upon ene’s

personal experience—the school with which he
has been associated.
I would add a few observations about the past.
In the halcyon 1950s and 1960s. schools of public
health Wwere twice blessed: they had the opportu-
nity to share in the largesse of federal support of
biomedical research and they had Lenefits accru-
ing to their unique status as health profession
schools. They were able to accept institutional
. sul[git as weM as specific support of their
eddcational programs at a time when such support
from public funds was effectively opposed by
organized medicine for schools of medicine—the
other major category of health professions school.
The mutterings about the relevance of the core
curniculum. which Dr Stallones noted. may have
been uttered in the mid 1950s but they wt;_)re@
(where I was) more the attempts of thoughtful
professnonals to achieve eXcellence and to im-
prove what already was considered good than to
squestion the fundamental value of the entire
enterprise. There were questions as to whether
* schools were addressing the problems of mental
health. chronic disease. apd aspgcts of the physi-
cal environmert othet fhan water and sewage-.
~ Our own school in Pittgburgh added psograms in
public health. mental fealth. and-radiobiology.
Although there were
within depdrtments to-the ¢
+ to all departments. this tenden
effectively resisted The core Currl was still
regarded as an important, and necessary~rite of
passage for anydMe embgrking on a careef
public health. - ‘ ‘

Dr. Stallones abruptly shifts from discussion of
the conventional past to a seres of definitions,
among them a- basic’guestion' of the present..
*What 1s publié health?*" Is it"only an integration

3 » -

lusion of exposure
was strongly and

- discipli®®, even though it might be rega.ded only .

. of graduates has doubled (885.4n 1961 to 1652 in

- fields and in which 3-4 years of postgradua$

- Durmg the same decade the propOmOn of physi-

sures to speclalize.  eptolled physicians were U.S. itizens.. During

num
[ ]

—
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‘of separate.activities o*a-number .of professions—
a coalescence of activities of people from many

- fields concerned with health and illness 1in human
* communities whose discipline is the rationale and

purpose for assembling these interests and link-

ages between them? One interpretation of this
question is that public health per se is not a
discipline—only an application. ~

I-do not agree with this interpretation. and.l do .

not consider it fruitful to debate it. Healtheand™ \
illness of groups of people 1s, to my mind, a
phenomenon or set of occurrences which differs

fin a number of ways from health and illngss ins
individual persons. 1 believe thai medicine is a

as the‘application’of physiology. pharmacology,.
biochemistry, psychology. etc., designed to un-
derstand and control individual health and illness.
Application of engineering. management science,
behavioral -science. statistics, etc. to the- under-
standing amd control of populatlpn health and
illness.generates a unique_body of factual knowl-
edge and concepts whigh, to me, constitute the .
discipline of publxc health. .=~

~ Ataless esogenc level, I should like to add to

Dr. Stallones'- déscription of the preSent. In the -
past decade. the number of schools of public
health has-increased from 12 to 18. The number

1971) "During this time, however. there has been )
" Ittle change in the basic product—the termjnal
master's degree. Over 90 pefcent of the graduates
are in thisscategory. This is at a time when there
shas been-a sharp rise in doctoral degrees in many

s‘sudy begcame” almost universal for physncnan

cians enrolled in schools of pablic ‘health de- :
creased from 31 to 23 percent and only half the -

the same pefiod, the number .of residency pro-
grams in ‘general preventive inedicine in the
Unifed Swates increased® from 3 to 21 and of
residents from 3 to 106. The number of physicians
rolled in all preventive medjcine regldencles
(aer «d, general. occupational, and public
health) was 219. This was slightly more than the .
f of U.S. M.D ’s enrolled in schools” of
1c health. This may represeft an alternate
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- . " .
‘ Y In-James Troupin’s anggial inyentory of schpols‘. (or at all) the real’ world of public hezﬁh practice
| of public health, he identified In 1971 the follow- 1n the way t edicine. is taught iy a patient
.ing professional categories of enrolled students: care setting? Is_ public health bm}taught by
physicians. adminjstratdrs.. nurses. health educa- - those actively engaged in practice. amfhnquiry
tos., statjsticians. . dentists. ‘bacteniologfSts. dieti- being mads in: the subject areas they profes‘s?
cians, biologists. samtarians. eagifieers. behav- > This 1s not to 1mply that programs should be:
ioral scientists. socil workers. chemists..pharma-  vocational inorientation (I gan write the ‘complete
. cologists, veterinarians. physidists. physical thera-  script for that discuslﬁ)n which is standard faculty
pists. fawyers. dnd industnal hygeenists. ’ and curricuigm committee meeting fare). It is to
In testimgny. befpre a_Senate Coémmittee m 1971 - 1mply tha. educational programs benefit from; a
: by the Association of ‘Schools of Public Health. g réality base 1 which the precepts beifig ex-
this divérsity of stydent backgrounds was- stated  pounded are conptantly te§ed for vahdity and
as-a stréngth "Only in graduate schools.of publigs=  w rofessional role for which students are
health 1s it possible to find the .faculties. students being prepardd 1s modeled In pigetice. ..
- and special curncula representative of thg. several The final gbservation about the preser( 1s still
. - disciplines and sciences relevant to the solution of  too recent fo interpret fully-and pe'hgps ‘too
. today's health problems, Nor only are physicians,  painful even to discuss The blessings oi'& 19508
dentists. nurses and other basically trained.health s and 1960s—reséarch and educational sdpport—
* - professionaksinvolved. out also engineers, ecgno- - have besn ‘markedly réduced. It may not be as
+ msts, statlstiglans‘. admmistrators. lawyers. urban  bad as one dean was quoted to have said in the
planners. and other experts representing natural  past that if“the Hill-Rhode$ money disappeared
" and social sciences.” - . one month. his schaol would hdve to close .the .
» . - Perhaps diversity of professiorial background next. But the present financial crisis. to my mind.
- was- a strength”or at least.defensible, in 1920 or  exceeds jhe adaptive capacityyof schoots of public
’ so'when Dr. Stallones dates the-advent of ffrmal  health 1n their present! form - Their future form
- public health education progranis, The field of* will not be just .modified or altered version of
f public_health praftice was consderably narrower « the present, it ®Hl have #o,be something different.
w7 then. ard the diersity of students less. These Hopefully. it will presérve the strength; and
conditions no,longer psgvail 1 question whether it excellence of the past.
® . ig any more reasonable tp think of a common Dr. Stallones raises important guestions ‘about
, educational program such as the MPH"as the  the future. First., with whom should the public
[ . ‘apprbpriate prepafation forggll- professional per- health’ academic entérprise beassocidted” Is 1t
’ sons workfng in PUbhw'lh than 1t 1s tO  with medical schook or with jother schools and
™ prescribe a common edudtion program for physi-

:
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cians. ndirses. and therapists because they all give

. individual patieng ca_ré withm the hospital

‘et

Thus, in an era of speciahzation, graduate
schools of public_health do not appear to have
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sible for teaching ecanomics. mfinagement MMehav-
toral science” Second, “how should facdlties b(e&'
organized iriternally” 'ﬂ!é«depahment. I agree. n

programs, of the univexﬁy/.’@u has thos?spsn-

tonger is the suitable wdit for administration( .
inquiry. gradoate teaching. and basic teaching
Dr. Stallones correctly identifies this- problem as

_*ﬁeld their relative position among graduate train-
ing programs. The master’s level preparation.
whjch .was infrequént 1n 1930, 1s common today.  no ique to public health but an inevitablé® .

s today‘s'ma‘ster'is‘l,e\’/ej‘program in publicthealth  acd animent,“of increased knowledge vifch
a preparatioggfor more than fuddle level profes- s identifies the aruficiality of discrete -disciplinary |
sional activity? Does -the engineer, or physician ~and professional Boundaries. " .
really letarn to apply his disciplitfe to public health I s'tapt what' | perceive to be Pr ‘Stallones:ﬁ

. = problems ‘and learn the factual and conceptual answer to the first questian. that«m\ the foreseea-
kKnowledge assodfifed with this” - . ble future, s&hools of public health! will contifue
~ My ‘own background in‘medicine prompts me t6  to have moreTin.common with other setOls of
ask another quesfion about present publyc health~  the health professibns especially medicine, than
"educational pre’%. That 1s. do they use-fully  with Other sehools ang programs of the univegsity.

- PN 4 ’ co E ?

®

. . °

!

- -

-~ .

*
Ed {

A

LA ] . T Y

Y




“Therefore, scheols of Public health should pre-
serve. and Ilkeiy increase. their assoctations with
medical and other health~professions schools.

With respect o internal orgamzation of re-
sourcesk 1 also agrée with Dr. -Stallones A
pfob}ememﬂ%eé —ofgamzation often s fruntful..
The increase in centers and program’ prajects dl
least atgests to the current populanty of this view

" thesproblem- orjented" orgamzatlon is that i be“ad "
hoc and capable-of reddy easy dlsmdntlement dnd
ggassembly .an other forms to mec1 new p?gblen‘ls
The nterdisciplinary argamzation also has Worked

., well in our medical school for basic mtrod ctory,
+ . teaching and w1 our school of pubhc heglth for
some pomons -of the core Lumculum I am not

- clnwaced of 1ts utlhty for graduate education and .

tr@mmg in indivi isciplines. 1 have had no

expengnq: with interdisciplinary programs for this -
1 purpose and do not know of the experience of
orpers., I surmise that the educational ObjCLIIVCS
graduate educalon 1n speuﬁc disciplines «re-
a sgparate |denuty for the faculty and

-

y final comments on the future concern; (1)
advesability of separating terminal mqster s
degree training 1n generalgpublic health from 1n-
depth graduate traiming in separate disciplines in
jpublic heakth, and (2) the fringe benefit which
mught be denived from making graduate education
in B ublic health more nvejved mn Qrdctue in the
areas about which 1t teaJies.
THe master's level of trammg has increasingly
' become the basic proféssional depree for mapy
" ration for many of, these” This training 1s- not
deﬁmme\bcqfessmndl preparation. and it dee$ not
require faculty and program of the" competence
"%, and compleXity of disciplinary graduate”education
: a'( the doctoral level. If schools of public health
\ cqncentrdted an doctoral level training. it would
aow therr progra,ns to achieve an excelience and
riger now missing i1n some Concentration on
“doctoral level education wodld foeus and con-
serve efforts of qualfied fdculty and would create

;

with funding agencies An essential attribute of: ». of a single school or -under the su

* relationships  with regxonal medical progtams.

&
.~
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should be grouped with other terminal master’s

-
-

: prggrdms in schodls of health relatedyofessnons

“Perhafs they should be placed in schools of

nursing. ehginee! -a ublic administration as
ane of the speci Ity ‘s programs which are
. offercd as termymal proMsional prepdration in

such schools. All the responsibility, for teaching in
a givefl area does not have to-be the responsnblhty
iston of a

‘single administrative uni
_‘ ve not assumed responsi
all professlonals workmg in

y for preparation of
dical care.

-

.

A major |mpcd1ment to such change would be
the loss of revenue which schools of public health
‘would experience by nosonger receiving govern-
ment subsidies for master’s level programs. It
may be paradoxical that loss, of federal support
preserts relief from the compulsfon of meeting -
federal reqmrements for formula grant and train-
eeship support apd ‘permits change of the kind
discussed.

If the mission of schools of public health as
- often is stated by, their represemtatives.
pJ‘epa're professaonals to plan.- manage. lead, and
" evaluate programs in the health field. and to
investigate and control health hazards im the
‘Mysicaj and social environment. then “should not
schools of public health take active responsibijfty
for these functions” Shotitd the) not relate to
pubhc health practice as medical schools relate to-
individual health practice? The. fringe benefit from
ass u%tmn of such service responsibilities.(which
serve as.a base for education and lnqu1ry) mayg be

health profesmons It probably 1y dquUdlC prepa- - that they ‘generate financial supporl for the entire

enterprise. PeMs in-the discussion. people who .
are better |nformed\Lhan I can tell about the
Cana‘dlan schools. My understdndmg is that sev-
eral ‘years agd when health insurance wads estab-
lished- by the Canadian .Government, departments
of prevenuve medicine were glvgg remuglerative
- contracts to be the evaluatlon and planning arm of
the entesprise. Ip-our own country. a number of
medical schobls. have had fidancially rewardmg

f

a milieu yn which inquiry should flourish The ./ does not seem tuo unrealistic. then. te think that
schools of public_health’ might become involved in

v

present commitment o ma;ter s level training to

som&gxtent inhibits these developments which

would be possible with doctoral level programs

Perhaps master's level programs tn public health
)

Y

Q

ERIC

.

programs suitable fqr their eduﬁatlonal and re-
search missions and also for producing some
revenue.
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" be taught

T — <

. DEPARTMENTS OF PUBLIC HEALTH
PREVENTIVE MEDICINE, OR -

. COMMUNITY MEDICINE: ]

CURRICULUM CONTENT’

?’e’ier B Peacock N

I3

\ . » N N -

- <, . . oL - y ~
Role-identification. teaching me"lhodv and faculty
-requirements for any orgamzallonal umit teaching

, .public health and preventive medicine to medical

" students must depend to a large extent on what 1s lo
Without a clear and somewhat deta:led
definition’ of curmiculum content 1rsbecomes difficult

nations. For these reasons. and to assiSt those
persons responsible for planning teaching progral
in this area. ap attempt was made to find dut what

" was being taught at the present time -This informa-,

.tion could then serve as background matenal for

discussions from whuh a consensus of opiion

hopefully would anse.’ “
-Early in Jure 1973. a arcular letter was sent to a

- random, sample*f 30 of the 94 medical schools 10

"the iUnited States and Canada for whrch a départ-
menl of- public health. and.er preventive medicine.
and/br community medicine (or some related title)
could be identified “This-letter asked for an outline
of what was being taught in the general areas of
bTomelry v eprdemiology. dlseqse control. and the
““provision of health services; these are the four areas
tovered by -the Prevertive Medicine and Public
Health Part 11 Nationdl Board examinations. It was
realized that considerable overlap in teaching ‘re-
sponsibilities between various departménts In a
medical school existed> but it was assumed that
son.¢ one department (by. whatever name it might
be 1dentified) would be responsible for bringing
together the teaching in this general area. or would
know about it. To the 30 inguines that were Sent.
22 replies were received

Tl'fé most impressive feature df these replies was
they variety Required exposure times for medical
studeni, vaned from over 100 hours to zero. It was
apparent that among the variables involved in

R

.‘Eo- establish standards or to preparg, national exami-

. deciding Qhal was being taught by a departmenl of

preventive medlcme (for sxmpllcny we w1|| use this
generic title from ‘hére on) were; (a) the attitude of
the dean and ther depanmenta} ‘chairmen’ (b) the
attitude -of the- studenls (c)'ﬁhe viewpoinf of the
departmcmal. chamnan {d) the ‘number of teaching’
hours ayailable: and (e) the.interests and acadgémic
background of available faculty. f .
Nearly all the medical schools/that replied offered

'some electives in the area of public health and‘

prewentive medicine but very few gave any idea as’

_+~to what percentage of medical students made use of

these electives. As might bé expecled those medi-

cal schools “associated with graduate teaching pro-
ms in, the public health’ area provided the most

nhpressue lists of potenllal electives: Elecllves
P

inclided speciab courses m nuanon comparauve

health Systems, medicai economics, medical sociols}

ogy. computers.’medical history. medical insurance.
"occuptional health: phllosophy Iaw adolescent-
medicine. preventive cardiology, medical: aspecls of
environmental medicine. and a wide vanety of
health care topics. ¥ . . Y
“Required teaching exposure for all ‘medical stu-
dents can be loeked at.under a vanety of headirigs.

- The following ytopics ‘can be grouped 1n diffgrent

e
Pl

.oa

ways but has# been chosen because, by copsensus, /

they are within the purview of preventive medicifie

rathgr than mediene, surgery. pediatncs. obstetncs.

gynecology. and psychiatry. . *

O A .

BIOMETRY"

"~ Same tcaching in biostatistics was provided ‘at

most of the medical schools sampled Matenal
covered included so;yfc‘es of data. measures of
~central tendency. measures of spread..life tables,
simple probabslities. confidence intervals, hypothesis
testing. linear; regressnon correlation, introductory
computer science. samplmg inference, t-tests. and
chi-square tests | seemed probable however. that
most medical scho Is were not teaching statistics at
this level. :

'A subcommittee of the American Sfanstical Association, the
Commitjee to Effect the Optimization of Medical-Statistical
Interactions under the chairmanship of Dr Stanley Schor 1s
now engagedin developing guidehines and a suggested cantent
for a core curnculunt in biostatistics

-

/ .
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F:Pu)EMlQOGY . "

It 1§ 1n the area of eprdemiology that perhaps the
most :stdtling contrasts are to be found when
companing one medical $chool with another The
practical assumption must- be ‘fnade that wn those

. medical schools where departments of preventive

- medi‘ine are not Lcaumn&cpjdcmml% thiS rode 157
,being taken over by the chmical departments, of -
pedlalms .obstetncs. surggry. medicine. and s~
chiatry. Unfortunately. these departments cannot be
expected ta teach epidemiology 1n lhe orga\mzed
fashlon which distingtisshes a sctenice from a nfege
transmissign .of- unassimilated ' and Un&.rlllCd"‘) re-
viewed data .

Five departments of pre\enlne medicine specified ”
some teaching-time for method and concepts.
deal;ng.\lth such topics as incidedee—~prevalence. -
rates. retrospective and prospective studies, and
study design, in generdl Presumably theseé toph's
were also covered in the. mursc of case studigh.
Uselected semunars. or tutoraly Jescribed by ° ny |
_more medical schools .

? Considenng the -histancal foundauon of. pre\cn-
, ive medictne 1n communicable disease. it is notable.

how httfe attenuon has beéen given to commumuxble
"diseases 1n mosl medical schools by therr dgpart-
ments of prevenme medicine -Those < icable
diseases Teceiving, pame'.dfr« altention were Vernereat

- dlseasf. tuberculosts. hepatitis. and npsommnal in-
- Jegnons” In ne department ‘of prevenlwe medicine
nofewer than 20 hougs of teaching were devoted to

.z Parasitic.disegees Th This. obviously, reflects personal

intergst and probabh a shift-mthe . uku;tl teaching

3
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_sub)exl area’ 15 alsd” govered by departmenls of

« malnutntiop. obesity. and food handhng Possibly -

s

leuke;nia diabetes. multiple sclerosis. stroke, arthri-
115 “and enrrhosis One assumes that many of the'se
° topigs may be left to depanmen{s of medicine but'
this is questionable

[ , 4 o
13

POPULATION DYNAMICS -

Lt N M 9. . .

_Five departrieats of preventive medicine arranged
at least on€.lectufe on populagion dynamics One
had fal:'nly planrang as the togic to which it gave -
most 4,{lennon with as.many as elgh-t classes
devdted to this subject From the gotnt of view of
licensing exarmnaﬂons it 1s assumed ﬂ'\al this ¢ -

)

ohslelms‘lhough their-approach 1s somewhat more
clmual as.evident in the examination que-snon;
No pamcu{ar referele was e to thé area of
“vital statistics”” 1n the quesllonnalré responsg, Qne
hopcs that medical students learn the termlnology n o, .
“introductory léctures. n pedlalncs m obslelnm or
in casual reading. But 1t is noticeable that correct:
. respense rates 1o guestrons in thfs area .inwnational
licensing -examimgtions. have d.ropped ih recent

years P

- -

NUTRITION

»
N

"Only fwe departments, of p;evenflve medicine
devoled spemt'n léctures to nutntion, dedlmg with /s

this ayea v covered adequately by other depant- ¢
ments of the meduaf school. although the attention
+ given this area”in National Board- examinations by f-

. responslbllmes The huthor 4 aware of a meUlaT“ .(‘bnl‘mﬂl_ei‘ 15 very hmlled and .makes lh;s assump-

.xhool 1, Conggecticut where the d‘cpartmenl of

pa![i)log.y at present devotes 42 hours of teaching to

' parasitic diseasey. 50 such emphasis on parasitic
diseases 15 not al\logelh\er out of line o

Surpnsingly’ few depanmems of prexenuve medt-

. cine gave more than a token lecture or two dealing

with the ?ﬁerﬁmlngy of pomommummble disease

*Only, thr® gave a lecture devoted ta coronary

L ian dlsgdsg (the most imporfant health probkm facmg

* the Amcma"?ubhc today). .md only five dmussed

. _neoplastic disease _ Several more’ye\dt’ed éne "ot

" more fectures 10 dsugs and alcohol Other subjects

o de4l’t with by vanous departments ‘of preventive S

_ medicine included accidents. homkide andsviolence.
merital healths prostitution and @&inquepcy. suicide. |

» ]

3 :
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cammittees cther than the "Preventive Medicine .
tion queslmnable CL ,

DISFASE—CONTROI ‘ - .

Consldenng that pfevenuve medicine -1 sull lfL'ie
most Bommon departmentalf name in this area’ and
gnvm the political prqsst‘ to apply what we know

- of p{evennon it 15 surpnsing that so few depart-

menfs of prevenuve medicine make any referepce to
disease scantrol when l}slmg lecture mplcs‘l may
b’e that thts 1s laken ifor, granted or that" persons
mlh %&lltdl expenence In g plyln&dlwase p{even- g
tion a¥e ‘in short supply m (medical, schook "It is -
‘hoped that many teachers add a few words on’
prgveﬁt.uh and contfol when ghscussmg a specific

|
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condmon Knowmg the epidemiology 1s nul cnough
for example the practical aspects of.preventing
coronary artery disease are only indirectly related to
our' understandmg of ‘nsk. fagmrs and natural hiss
dry. : !
Two depanments of prevenme medicipe gd\e
'pamcular d‘llemlon 0 health, education and two’
others devoted at least one lecture to the subject of
health screening Slngle lopug
at least one medical school were vaccinaton. infant
mortafn) glomerulonephnus..lead nelsomnga hyper- -
tension’ diabetes,. bercufosts. venereal disease.
malgnancies. and” automobile wccidents  Since the
natonal hcersing examinations: pay particular atten-
nDn to'this afea. it 15 apparent that medical sludenls
are expected to obtagn thesr information from’
sources other than depdnmenls of preventye medi-

Y,".  commonly used teXthooks which. unfortunately. are
‘ often out of date . ’ - b
- . ' .

_ ENVIRONMENTAL HEALTH T i

L
\ o

]

Only one department of preventive medicing of
those ‘sampled, was-apparently still paying senous
=attentian to teaching health problems, associated
with tRe environment This 1s sugprising consn;/znng
student and public interest in this area and the real
need for the medical profession 16 take an e8ucated
leadership role in requinng appropniate environmen-
tal standards. Specific topics stull being tdught
+. scluded water and awr pollution food handling
radiation. ‘and housig problems  Fhis is a far cry
from the public health syilabi of the '1930s. with

of milk. and housing srandards. and”probably repre-
sens a mimmum For most:schools. this author
feels Ihat\uf pendulum has sywung toc far |

OCCUPATIONAL HEALTH
/

such topics as occupational hazards: black lung.
*  physicians in industry. workmen’s cdompensation.
and rebabilitation™Qogeidenng the large number of
physicians who entemindustnal health 1in gne way or

‘e another. tt.1s apparent that departments of preven-
twve medicine do have some responsibility 1n lhn
rd =™ ' *
ﬁ\’ ' . - . - R
o . te e .
o . .
ERIC - "
' v . s -

eceiving attention in ~

cine | presume this 1s obtained frequs.nll) from the

their gttention 1o sewage disposal..the pasteunzation

Four® medical.schools .gave lectures dealing with - 3ico appears_that much of this matenal 1s impres-
* L4 ~ .

/ : .. -

e

- Curriculum Content/S1~

,
“ . - +
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HEALTH MANPOWER J

About one- Ihll’d of lfke depdnmenls of preventive
‘medmne that responded descnbed one or more
fectures devgted spetifically to problems of health
manpewer. These lectures dealt with physicians.

1 numbers. t'\,pes' and distnbution: practice trends.
prymary care. altemaﬁves dnd allied: health profes-
sions. - -

- .
HEALTH sERnCE_s

" The vanety, of®topics covered 1n is area by
departments of preventive medic in" the varous
medical su'hoo)s 1s tremendous. 1t 1s-obvious that
this 15 the most popular teaching area at present. A
'pdrndl Ilsn,ng of tapics mennonetmc’luded Medi-
<are. Meditaid. consumer mvolvement- national
health insurance=proposals. hospitals. the care of the
? paor both rurq{ “and urban. medical foundations and
peer re¥iew. quality of care. domprehensive health
care. personal Realth services. health service ufiliza-
tion ambulatory carg. long-tesm care. health main-
tenance orgamzations and pre-pad group practice.
and \olumdrv heallh insurance Other*subject mat-
ter. recemng attention inctided the administration of
lmdl \ state. and fedeml health departments. ‘the -
olganization of' alth* services. the measurement of
disease outcpme. and the 1mpact of health services-e
on the health of a populdnon A .
Relatively ffew departments of preventive medi-
cine a ed lectures specifically entuitled- Medical
:Economics Those -that were givenadealt with such
subjects as aghievementMana shortcomings of health
insurance, who -pays for health services. .and, the
cost and financing of medical care

The Public Health and Preventive M¢d|c1ne
Commuttee ofuthe_National Board.has had troubte n
setting._guestidns deahng with health services be-
cause of an inability to agree on what are the
cofrect answers to - umber of questions. Not only

~differences between states-cause difficulties but 1t

, “stonistic N .

INTERNATIONAL MEDICINE . '

Four dendnmemSEof‘prevenl:ve medicine had
lectures. entitled International Medicine but 1t

seemed hikely that there was lttle agreemeﬁl on a
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common focus. The topics dealt with varied from *
the xinds of heart disease found in vanous countnes *
of the world to the several patterns of health care
delivery. ., ’ ’

> . :
MED!C AL SOCIOLOGY ) 1

Several dcpanmems of prevqnuve medlcmq have
apparently tontinued to maintain a real imerest “in’
medical sociology. .although the number 15 small It
is probable that this interest depends on the availa-
bility of appropnate faculty Where medical sociols
ogy was covered one found such topics as social |
values. social needs. the pohtics of healthr. huManiz:
ing health care. semor citiZens. bereavement. the
blind. attitudes of sdelet» toward the chronically 1ll
and djsabled. and the pnce of affluence .

MEDICAL ETHICS AND THE LAW |

Flve departments of preventive medicine gave

. some attenupﬂ*,to medical ethics. patient-doctor
lgpil issues 1n determining the qualrty
£b‘: health le'gnslanon terrmnal 1llness
and tf)c a\» 4n general The-growing 1mporwnce of

“but also how

these problem areas need not be belabored. and the
@ontnbutlon.of preventive medicine depanmems to

_the institutional, and‘soaetal aspects of the, subject
‘seems self-evident.

For all of us who are concerned with disease
prevention on a, national scale it is of primary
importarice that our medical studems be better .
equipped to _be leaders n this area. The final proof _
of success will be a reduction in age-specific disease
incidence 1n defined populations—a rgducton that
could be ascnbed to positive action by our.wdical
graduates (e g . smoking cessation advnce) We will,

however. have

reflect what medical graduates und tand and will

“practice It 1s what the graduau/s/know accept. and

practice that,is ¥nportant. th/how they got to this
stuge e
.To de%elop an ef’fecuve curmculum we must bear
in mihd not only t our ultimate goals might be
we o collaborate with others in
goals We will

achjevmg the

\
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TEACHING RESOURCES: MATERIALS
AND METHODS

Ruchard F. Wumm - /:. -

e - .

- - S

, PRINCIPLES QF EDUCATION

. Clear speufuanon of Ieammg ()bJCCIl\st

2 Defnmon of learming steps toward attaining the
‘objective .

3 Selection of appropriate means for smplementing
these steps

4. Exaluation of effectiveness with the aim ()f
further improvement of implementation

CL’RRICL'EL'M'PLA\'NIN(;

One musy-first define the end produul in terms of

what the gmduate must be able to do From “this
descniption one «an specify levels of anpelenu)
and hence behayioral objectives In turn the med
for learming these behaviors become the 'cﬁmculum
) - /

—— -

DEVELOPING EDL( ATIONAL OBJECTIVES

Many faculty members regularly prepare educa- \
tiomal objectives for their courses and féedback
indicates that Tost students dppreuale listed objec-
tives as a study suide

Wnting educational obggctives (2 3) may seem to
be an added burden to a teaching load But.
who have made the effort.found that objectives help
“in,the preparation of tegehing matenal by challeng-

An example of objective gnung for a course In

community health follows.

THE OVERALL COURSE GOAL .. =

<

Should be
A gener:l\\sla/cmem of what the student will be
ablg 0 du Sollowing cumpleuon of the coprse
anmpa\smg of the entire courge

Wnitten. lu‘lndude an action verb g
Example. ’
()v%all-.{ourse Cﬁhl Mommumﬁ Health

" Following the completion of this course the,
student will be able to describé the melhodol-
ogy and.usefulness.of diagnosis-apd lreaxm@ﬂ
of wmmlmly health -problems. as well as
descnbe how the practicing p‘1y5|c1an and his

. patient relats to community health programs  *

-
.

. —s’ "
COURSE OBJECTIVES . w.® » :’/ :
Shouldbe - ° i
Stated in a4 problem solvmg manner when
possible = _ -

- Encompdssing of a range of more speCIﬁc or .

enabling behavmrs

Realistic n°ferms of the learning expenénces
provided and the ume availables X

. Stated in full-behavioral terms: (1) conditions or

-t

ing them' to define precisely the best ways for

prescnrmg the matenal and by evaluating the learn-
ing expenence Students have voiced appreciation
of/faculty who use educational oiSJeullves because
direction of the course 15 clear uid they know
precisely what 1s expected of them .

Mtarning may be desunbed[as a change,n
behavior Educational objectives are statements of
the changes in behavior-which learners are expected
to exkibit following an éducational expenence 4)

givéns: (2) an action verb: and_(3) cntena for

, dssessment »

_ Example . - ‘
Course Objective for Health Deﬁvery Syslem
((ommuml) Health Course) b

# | Condiions[ When presented with a poss:ble
S change in the manner of health
®  Actioh " service delivery the student will
Verb be able to[predictjhow suth
=~ " T change might alter patterns of
. medical care utilization.
Satisfactory achievement will
) include: (a) an accurate’
"3 Cntena recognition of the basic structure
' of the health delivery system: (b)
dentification of factors impinging
on the health service system;
K and (¢) justification of why the
| _predicted changes would occur
:\ - . 7 59
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TASK OBJECTIVES

Should be:
Placed immediately ufter anderelate specifically
to a course objective

 Specific. the. level of detail expected should be
conveyed through phrasing and quantity

1

Stated in"a manner as to convey the bypes of 7

items which may be included 1n a s,peuﬁc test.

Whnitten to include an action verb .
Example-

~

%
)

&’t.

£y

-

B
-

v

»

b

b

Task Objeetives for Health Delivery S)"Lm
(Commumty Health Coursey: - .
I List the varfous government \ohmlan%cnd
. private agencies which deliver healgas®: re
within the United States. noting th “geo-
graphic dnd sogloeconomic] nature (Yf"lhc
populations they serve %
Idenufy present pat ~Fou
utthzation including the pavate pracifs
hospital out-patient chmc. umvers g
tal. emergency room. "and, nug(h
health care centers t r‘; L
3 Predict Thangé in uuh[,dyon of'm 1;4] serv- ,
ices by the medically indigent of— ™ B
a access were improved at the neighpor- =
hood level. and -
third party coverage pcud' fo; afl- tosts
above a small deducuble feey
4 List the problers of a medical schodl and
universily nospifal which are Jikely to occur
when suddenly they become responsib
the health services of a defiged 5éographu
L'ommunm
Idenufy the Lhdrdtle*llC‘ (»f a ndlmndl
.health insurance plan and the dleralmns'm
the existing system v\hlchﬁv'uld oceur of
brought into effect
Distinguish the HMO) as puhhu pohu ?gnl
from previously existng prepaid: coniprehen-
sive group practices

»

/

EVALUATION

*

s

Evaluation of studgnt performance 15 an xm'po‘nqri'
aspect of the teaching-learming process (5) It not
only enables the student to, determine f he hds
jearned. but also provides a gmdn to the tedch&m
de veloping lcammg expenences which will hel

&;he

}!‘

HE

’exammanen,formﬁt shouydd also be ‘&de k

, teach afid e\aluale
‘sc,mmdr dnd

T mu

skil) in @edelenﬂggd

#

. 4

ot

t 5
At

Rod iy

' i
Assessment pr(xeauﬁ:sdverbaf and- written exam-,: -

" Inauon? demonstmuon ol %kills. and clinial perfor-‘w

mance rdtings) should be specified to students.

Statements regargung departmental 4nd ¢
vatiBhs should contain the cnt used ggdeter-
e num-
auon covy

mining mmlmal‘performance an
ers q“ll materials gr specific material® andﬁhe

ber xamlmlons whether the

-

- EDU CATIO\KL STRATEGY
- &,
#Ie teauhlng method used *houlﬁ alway@ be

>

tgbosen m conyunction with “the objective to be

o ~"q

id with the evaluation These three-items— -
ectivd] instructional method. and evaluation—
prise a module. Each module 15 assembléd and
ced’in; sequence to construct the course. The

’ ecg’ves are first' histed n detail. the instructional
es are then maf&hed to these objectives. the

e leachmg tasks are outhined. and the evalu!lxon

ﬁf’ed; -

‘
P

-

-

%HE [ES OF TE:CHING METHODS .
“* In teaching prevendve nedicine. the range of 4
metﬁpd vhich may be employed 1s as broad as
those emﬁoyed in any other medical disciphtie No
ome metgod v assumed to- be superior. and a
ranking should not-be attempted Rather. the var-
10Us melhods' should be perceived in the context of
Lomponenls of a spectrum, each employed when
best Stwted tor a particular objective.

The teaching method carnot be divorced from the
éb,lecuvc o be taught." or the evaluation method
chosen to test this gbjectrve The objectives of any
course may be classified in turn under three do-
mains of learning: ¢ognitive (head). psychomotor
(hands). awwdinal (hearf)

In general. cognitive gbjectives are the easxesl to

ture,, small group tﬁghing
anonal Pf(‘fgm& nﬁ?sallgﬁe
l’pfefe{red

.

-

used Muluple oce questiors® are
’lh@ evaluauon
"W omotor skills may. be introduced by
means of im for example. learni niques
&&gunred by simulation (6) on a modelager £

oF

-

_E

%

L3

by tice in a chngat. or laboratory iei L‘ .
Evaluation require’s pergme of the newly ti¥ight ~

¥ setting b
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achieve They may be acqlured tk >ugh role model.
preceptor teaching. and seminar interaction groﬁps
Evaluation usually must be indirect by question-
naires. problem situations.” and observation. A sim-
ple analogy for the three types of learning objectives
may be drawn from the procedures of Ieawngulo
N . . L ]

.
AR Action Verbs, for Stating Cognitive Objectives
Simple Tasks "y Study Skills Analysis Skitls Synthesis Skills
choose arrange . analyze ) alter *© .
- complete . categonz: . appraise - change
define chart combine © design .
descnbe . classify — - compare - develop .
detect comptite conclude ) discover .
< duplicate dhagrah contract expand
v find document cnticize extend
. dentify follow deduce generalize | N
indicate formulate " defend modify
g label « llemize differentiate predict
hist orgamze discrimaate. propose
match quote’ evaluate™ - produce
*  name reeord ) formulate - question
order reproduce ‘ generate redrrange .
provide- signify induce recombine
, recall - suggest infer reconstruct
: recogn‘nze interpret regroup - ‘
) repeat . fist reasons for reorder
select paraphase rephrase
' sort plan » restate
state present . . ' restructure’
", onderline ” . “save rewrite
. ) A shorten signify
, . L. structuré -~ simp;ify.
Ascending order of 'drft,':cult‘y ! : switch :z:tte:wjtzieze
Reprinted with permission of INGROUP: Inc. ) . .

. : ot

) - ., N

——— depth — - ——comprehensionof . ..
expenence enjoyment of , )
. feel ) feeling for ‘%
hear _terestin . @
intelligence ' knowledge of -
know understanding . .

Atttudinal objectives are the most difficult to -

w

v L]

Teaching Resources: Materials and Method‘s/(;l

¢ . . g
Waords and Phrases to be Avoided"When Writing
v N . Objectives
- believe Show: histen . . .
capacity appreciaton for * memonze Become*
. comprehend atutude for . perceive acqua nted with .
conceptualize awarengss of realize ' - adjusted to . .

- recognize .. czpableof . . _e_
see familiar with . .
think interested In _ . .
self-actualize knowledgeable about . . &
understand self-confidentuin, .

Reprinted with pernussion of ING R@UP 'I'm

drive an automobile. Testung for thé hlghway code Pou

conshitutes cogmtive knowledge. Operation of the
vehicle is a psychomotor skill. But the manner

dlsplayed while dniving. be it d en;we aggressive.
erratic. or predictaple. is an a 4I objective—
difficult to teach and difficult lo alua

s
v
Y




62 Academic Relanonships-and Teaching Resources

v
\

Each of the teaching methods to be descnbed In
this paper must be-related both to a learning
bjective and an evaluation procedure. each planned
inja teaching setung This forms 1dentficaton of the
bey instructional resources

. PROBLEMS OF STUDENT PERCEPTION OF

PREVENTIVE MEDICINE .

One problem peculiar to preventive medicine
stems from the diversity of fields ®now included
within the discipline A second difficulty hes-in
giving weight to the subject as the siudents see it
The degree of credence given our courses by
students tnevitably mirrors their perception of the
relevance of the subject to their professionat

v Llives, (7). The students” view reflects the position of

the speciglty with reference to the several chnical
speCnalues To promote the inclusion of a preverfuve
medicine approach in the teaching of the major
climical fields. 1t 1s necessary to inculcate under-
standing and support of the pnnciplet of preventive
medicine within the faculty. specifically our .chmcal
colleagues The presence of the department must be

* readily felt in the chinical arena- of the teaching

center. From the visible’ profile thereby presented.
our subject 15 1n a position to gamn a correspondmg
rating In student dassessment

PO

INTERDISCIPLINARY TEACHING

The contnbution of preventive medicine 1s often
displayed best in collaboration with otheg disciplines
during a panel disqussion The emphasi‘unes with
the disease but should incjude the natural history of
the disease 1n the community, the spectrum of the
diseas¢ 1in the mdnidual, and the public health
prokic.n posed by the disease Epidemiology 15 used
to ilustrate etiological factors. assess predictive risk
factors. and analyze the effectiveness of treatment
Any interdisciplinary presentation faces several p(
falls that must be guarded agamnst and several
precepts that must be adhered to if a successful
session 1s to follow Someome-Mfust plan. moderate.
and coordinate the session, two or three participants
must outline the objectives pf the teaching session
together Each delineates his contnbution and allot-
ted tme Planming 1« mandatory. but flexibility 15
desirable. Bnef preientations by each participant.

- brefemhly hinked together by 4 moderator. are most

Aruitoxt provided by Eic:

Ay

-

effecuve. An open discussion with questons from’
students should follow. Repeatmg each quesuon
ensures that the audience knows what is going on.
Debate among the panelists should always be

thought-provoking The moderator should always

summanze. Participants should be chosen to exploit

recent advances in the subject and to show the

public hgalth.,lmpacl of the diseask.

Exampleés.

Muluple Sclerosis: epldemlology balanced with
immunological discussion. .
Epilepsymsnot only 1ts prevalence but the oppor-
tunm&nd limiations of employment for epi-
leptics. . .
Cancer of the Cervix: including tnput from a
virologist working with the Herpes Il (gemtahs)
, Nirus -

- Breast® Cancer. with a surgeon and radiologist
reviewing mammograms and comparing this
with other-screeming procedures. =~ ° '

Coronaty Heart Disease: the maydr nisk factors

- may be demonstrated by taking a history from

~
o

a single cardiac patient ‘ ..
These tnterdisciplinary exercises bring preventive
medicine into the hospital world and enhance the.
students’ learning )

Collaboration with chnicians through attending
departmental rounds and conferences provides -an
opportumty to discuss the eprdemlology of the
diseases n question. thus teaching some of the
chinical faculty and keeping preventive medicine in
the mainstream of medical teaching

-

FORMAL LECTURE

This method remains one of the best for the
delivery of néw information to large numbers of
students. Currently. the lecture method s in ghsr?‘e‘;
pute as a teaching technigue. This s due
deficiencies 1n lecturers. not in the method (8).
Generally. there j5 no systematic attempt to teach
the art and science of lectunng. although 1t s to be
hoped that this situation will be corrected’ by the
fnew depanments of medical education appeanng in
some of our medical schools Most of our schools
do, have examples of-excellent lecturgrs. but they
are rarely asked to pass,on their skills _Unhappily:
if teachers are poor lecturers, httle is done to -
prevent them from alienating large groyps of stu-

dents while exercising their .shortcomings  The
-
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studems then develop su‘,h a lové‘ .expéctaﬂon of + by current examples from their experience. Th!S is 0

much® o he preferred to aft academlc presentau%n
from the law schoal. =,

Programs based in a comiunity hospltal ‘and tg
rélationships_with and problems of such hospitals,
are usually beﬁf*irelated by sbmeone |m|mately
concemed with the operanon of the erMS such

- as the d r of am caré*'* ) -

mwmlnlster* or 0551 ¥ a chaplain from the
hOSplfal may be invited to discuss topics such as

léctures that atténdance. shows a steady agritiof as
the semester advances. This situgtion s’ pamally
remedlal in that. akhough the arjstic aspects of
lecturing (elocutioif. verve, and ﬂar;) may forever
elude some fatulty, even a novice can be laught
lecturing as a.smencej hist of the pgints to “be.
made during a lecture, 4 vagiety of*vivid c’Xamp]es
and reirfo.ceinent. t})(ough sufamary of the poinds
covered can all \b‘Z(aught ). Rehearsal and cn%
from a faculty aullience should be used. - death and’ ‘dying. prolpngation of dying, euthanadllf
The lecture should be-accompanied by a han . quality of [if¢> and .kindred subjects in medical -
distributed at the beginning of the Tecture. Con- " gtmc‘i’%*girhese may.-bé given in a discussion format.
trolled studies have shown that students leatn thare together with a»e;ljr@cian.
if (a) a handoyt is used (10) andd ¢{b) such handout is : - These, three examples are cited in illustratior? of
given at the start of the lecture father than at thé ‘the use of Qutsrde lecturers who bring a specific
finish (/1). pomt of wew krmowledge. and expertise not availa- ~
Students relate better: tot/%!e or two lecturers  ble"fn regular depastmental fawlty In order to use
rather than a bewildering grogression of different ~putside legturers. effectively. 'both sides should
facuity even from the same department. Mﬂ% clearly understand“the objectives and-the evaluation
may be assured hy |nvmng a series of visiting ™ to be uscd Visiting legturers s@uld Be asked to
lecturers. each an “expert” on the topic under\ provide written obJCCUVCs'f a handout to accompany
discussion. The victor is usually under several ' their.lecture. and some multiplé-choice questions. -
handicaps. He does not know what has beer: taught  These requestsw prior to 'fgctunng, are becoming ) )
pfeviously. what will be taught in the remainder of ipcreasimgly cammon, but are fesented by some.
the course, and he has dxfﬁculty -adjusting the level “The discipline that this imposes on the course .
at which to aim the lecture. Some are too abstruse  direétor who mvntes%the leurer, and the lecturer =
pr advanced and others too simple. repeating mate-- who accepts, is beneficial #0 both and to the :
rial given previously. an action viewed by students students. The lecturer shoufd be' supplied with <
as tnsulting. The visiting expert invariably includes

"\i.

far tbo much detail and 1s ‘prone to engage in name

dropping and references to personal controversies

within his field, which are of little value to students
Those responsible for core *courses should combat
theit urge to invite visiting experts- to +é§

the lecture 1s a success in the opinion of faculty, it
is rarely of lasting value to the student, for it always
stands alone. . not building on the, previous knowl-
edge gained. ‘

There aré sHtuations however, pamcularly in a
discipline as-ﬂiverse as preventive medicine, where
use:.of a visiting le(turer s appropriate. Examples

might include medical malpractice. where an attor-
* ney. specxéhzmg in this area i’nay deliver -a most

o vegkentaﬂon The local medical society can
gys identify an attorney versed in medical legal -
tssues usually defense onented. These lawyers
; brit ﬁe alira and fstle of the courtreom intb the .
Iecture hall and gve practlcal approad’x supported

ure,
especially in the medical school curriculum. Even if’

SMALL GRQUP TEACHING - 9

feedback from the students both in Q\a— form: of an %

assessment whde the students are asked to ‘grade
the lectureg on a scale of 1 to 5. and the students’
performances on the multiplé-ghoice questions. .,

In summary. ifethe course director and the visitor
know preusely which obJectnves they want to Cover
the lecture will be frultful

~ *

-

i

This format has had an intensive, trial in preven- ,‘&
tive, medicine, -particutarly in teaching -biostatistics -

ahd epidemiology. The advantages are that g large’
class, say 150 students or mere,'may be divided into
six groups of 25 studengs each. This enables the
instructor to deive into principles and concepts and_
to dcmnstrate a problem-solving approacht .u
dents can‘be gmd'ed tﬁ{\ﬁuh Mifficult- Steps, and’

The dlsadvantages of s "group teauhmg slem
from the%ery divcrsny of flstructors They vary 'in

LY

s
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tencc sty ace, emphasis, "and teaching

effeqnvgnes.s Teacher d’lff@ences can be minimized
by ‘takiag Steps to assure ‘& common understanding
" of .abjectives among lnstru;ys The faculty mem-
ber 1n_charge of the cou

. ‘and the terms-to be defined for each session for

g
R ing session progress reports should be assembled for
’ review. Where several instructors are used one |
faculty member should be designated as dmbulatory
: ,visiting several of the groups and observing the
. teaching process This insures some degree of

anifortgity, and it s helpful at the nstructors’
~ .meetings. to have onhe-person quahf ed to compare.
", reactions of the student groups*® .
. Stadents should be encouraged to contribute’ and
- question duning the sessiop, asa form of participa-
tory learning But their input. or attitude. should not
\' -be used, as pdrt of the evaluation . process’ "The
student must feel secure enough not to be fearful of*
. exposlng weaknesses to the nstructor Student
». - assessment 15 a separate procedure Clearly detaled
to the student at the, beginming of thé course.
gome points for effectwe teachlng in small
'Mgroups "/’ . -
' §pell &lit your objectives very clearly
v fval ation should never be+used when stu-
' ' dents are leamtng a.new skill,or behavior
‘o 3 Sm:‘mﬁ;oups are notuthe best method to
.« impart n¢w information. o
all groups are for “self-discavery.”

=

. ~
S The leamer. must. understand what is 10 be
+ learnt. how 1t is to be learnt, why 1t sheuld be
learnt., and if it should bé remembeéred.
- 6. The reC‘vard/pumshment system still works
) very well .
s 7. Most people want to succeed, we have to
’ direct-therr efforts towards sugcess. \:
8 Do not teach all that you Know. L
. " 9. Permit students time for tnternah‘zation .
Yoo 10 Involve the students In group~d|s<.ussion‘ Let -
tHem explore and nvest in the subject. 5
< LI Let ore student _help another’ 4

12 Encourage students to workgn’ pairs
13 A setuing conducive to learning 1s most -
SR tm.portam. Ly N
S
b SELF—H\SI‘RLCTIOV MATERIAL PRO(,RAMS -
g (S;MP) g - . * -

‘With lner\aspfg student ﬁroilment heterogenelty

-
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should list ob)ectrvcs c

_both students and instructors. Following each teach- 411ethod are;

-

. .
[ -

i LY ‘ ¢ .
in student ‘background. and variability of prepatation
in the biological sciences. self-instructional methods

have many assets (/0). Obviously, programmed '

instruction tequires a faculty skilled bc:h in prepar-
ing matenals¥and in adequate’ testing to insure the
effectiveness of the program. The advantages of the

. Rate. of mstrgction can be vaded, depending
on the capacity of the individual student.

2. Instruction can be repeated as often as neces-

sary.

lnsti‘ucttonal matenals can' be reproduced for

many students.

Instruction caln be made available for study at

any time . €3

. Faculty are “freed for the roIe of clanfying

specific problems.

Student parucipation can be encouraged with

continual feedback. :

Motivation for learning €an be lmmedlately

reinforcedt .

8. Students with language difficulty can adapt
i well to these programs.

Disadvantages of the method are: ;

I A reed for faculty support throug:i:ontnbu-
. -tions. recommendations.=and attendafke in the

mdependent learning center during_busy,_ hours.

12. Students must be tested on the material taught,

". for they tend to assume that this is what
faculty deent important. . .

. The independent learmnggceniter must be situ-
ated\in an ideal location and Nenain open

"+ during the most convenient hours. :

-4 The center must be continyally supplied with a

quantity of good material.

Each self-instguctional matenial program (SIMP)
Y conggucted in aWmilar fashion (/2). The objec-*
tives are -listed and taught in sequence and each is a
step 1p learning. The student is guided ®through the
steps and a test follows each to assure mastery

- before proceedmg The SIMP IS concluded by a -
post-test. i

There are seve"m%t)tfoods of presenting a SIMP.
One is a student 'wor k (/3). Economy. simplic-
- aty. and mobility of the workbook are its great
assets S .

Another method of presentatloh is the slide- -tape
program.. ﬁ this. the scfipt s recorded ‘ahd c@ordi-
nated with A setes of illust s irt color featuring
.elther ﬁne dfagrams. cartoons. photographs. The

4,

6.

7.

L 2

5

*
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te{:'hnology 1s simple. robust, and inexpensive. "The
éffectiveness of the preseuzanon 1s heightened by
the inclusien of a”large] number of imaginative
lustrations, For a 15- mlhute ph)gram 65 lustra-
tions would be adeq *& (/4).

Y

I s
- TECHNOLOG[CAL HARDWARE

* This method (SIMP) does not tequire e xpensive.
elaborate instruments. althougb it 1\ freqpently con-
fused &1th their use The dlsadvantag.s of e!dbora&e
technological teaching aids are: -
Mechanical breakdown‘r .

. Faculty unable to use the machine.
Learner unable to use machine
Vandalism. 7

Theft. S

s o s Obslesceme. 1177 11
7. Garbage m——gdrbage ou( )

. 8 Cost .
. The \elflnstrucnondl materials pro;mt of. the
Southern -Medical Schools’ Consortium (based"fat

-
i R N

the School of Medicine. University of North €aro: o

. kna; Chapel Hill, North Carolina 3751
. 919966-5170}) mamtains a-catalog. whm’updated
continually. and a newsletter, and mouM® a senes

of workshops for those wishing to learn how to
‘wnte S8IMP" For interested faculty you need a topk
"that you have-taught several times. are thoroughly
familiar with, aid know the paints at “which*students

0 a1 0 S

habitually make errors Some good Hustrations ™ or

“telephione

line drawings are of great help.. After attendinga—————=

2-day-'workshop Tn Chapel Hill. you can construct a
SIMP. - |

SEMINAR TEACH[N(} ‘

'l"hls should “be_ distinguished from smdll group
teaching Fregliently the latter 15 misname mi-
nar. The defintion of séminar 1s a “‘a group of
advarited students studying undet a professor with
each ‘doing original fesearch and all exc_hangmg
results through reports ‘and discussions ' (/5).. This
type of teaching |sﬁdeally suited for -postgraduate
students. for undergraduate students doing elective
work. and. for residents It 15 rarely practical for a
farge Clﬂss Essentially. 'the input should be by
sstudents and the role of faculty restncted to that of
direction. clarification. crincxs‘m.ean.d e_valuation.

14
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* FILMS
. o b
The use of mf in teaching preventive medicine
s happily very rére. as there are few films that are
surtable for” the subjeu As ar mstmctlenhn tech-
nique. filmssare useful n 1the infrikduction to Iearn;ng
. i ' y
Hospital produced b) Frﬁdenck Wiseman). Re-
course to films. a% the mamslay in instruction 1s an
abdication of] the teaching responsnbihty Further-
more, 1 the| selection Of films. faculty should be*
awate that it 15 most difficult to get an objective
apprafsab Of'd film in advance. and once havmg

feaelved th film. the temptatron toeshow 1t is
ovem’helmn R "
- . // .

+ -

Y uvr’)’ﬂvﬂ
B -cma-_mn e aaiiai g

I,

’Fbé;w;;" g of precise. detatled. spemf(. ebjec-
u& ¥ ntal to effecuve teaching. The input
@eeded fur the student to achieve these objectives 15
Ahen defined, and the evaluation method to test his -

y 2ty YN

‘.

attainnaent then hinked ~Shjdettve

y fhe course. the instructor should strive
to gan active ,student’ participation. which 1s a wital -
ingredient of learming. '

‘e'\ B
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L are, grouped ﬁnder four comd
_gSons of preventfve medicine content § - "

BE%VIORAL OBJECTIV LS FOR
PREVENTIVE MEDICINE

‘. D PR
\ *
»

—— —

R(‘bert L. Kane. Fred¢ ri Buss. and Summl
" Bosch . g

.

LN 4

;Tbo )’Glives*ﬁwl. follow have been urille% Ina
» franjewor terminal learnér behavior in effect.
each statement should be mlerpreled to begin with

“The: student should be able to . ."" The intent of
- the st is merely that of llluslralmg hoy such
objé‘:uy& may be constructed In no sen»&xs ‘the
list’ ei‘haustne and.” admittedly.

apprc)pnale only for the medical stadent who has
“"had an exposure in depth to a particular part of the
preventive: medlc.lr?;umculum . :
These objeclives werg assembled by- the authors
cling as a commmee af three aj the requesl of the
Fogarty ‘Confef@ce on Tea«.hmg Resources. They
nly emplSyed. divi-

I Medical Care Orgarmzation
. 1. Epidemiology and Blosldmms
11l Environment and Preease Control
IV, Behavioral Science. Health Education. and
© thebaw T,

¢

I. MEDIEAL CA1¢ GRGANIZATIGN‘

g Bt the several steps Jn the proe,ess of getting
medical care and the po{ennal impetiments to
each stép. ‘Lt ujd iflude at least: recogni-
tigh of ilness. gusloﬁ w0 seek Lare. presenta-
* tion for care. careyprocess. atfl comphance

1 Analyzg demograpfiic chagactenistics of*a pd-
tient popylation using' a physman s .office to

) comm/’ with poputation in potentialetarget
‘area .
Compare a randomly seleued sdmple of a
abbmmumty with ‘@ § oup of patients %n.
" doctor's waiftng room 1 *terms of:, (a) social
‘class: (b}pfoportion who de likely to be ill: and
(c)probable atmudes fpwar medxca}-aare

¥

‘A,

M -

some Tfems are -
couched in 1deal terms Mosaguer. some-wodld be

* Drscuss lhe hefBttal nurses. dual fines, of respon-
" sibility to the physlcxan and the hospital admmls—
. tration. and the pmblems presented by it.

Match a‘ given set of patient descriptions to the - .

K ) ‘

dﬂ.

“ .

_Distinguish bemeen need and demdnd for medl—
‘cal care.

Dlsgushhe lmpll&.dll()ns of medical care as a_
right from the perspeclwq_,of (a) govemment
(b) physician: and (c) cofisumer.

Define the following: coinsurance. deductible.
indemmity. .health, maintenance organization,
peer review, Medicare. Medicald. ,capitation,
cost-effectivenesss,

Contrast a national health msurance plan and &
natibnal health service®spstem.

Describe the role of third party insurers in
controlling medigcal care costs. .

Compare dlfferenl fornfs of a medical practice
in terms of pro ‘essional - autonomy. quality, of
care. income. and time devoted to work:

a. solo practice - :

. b partnership -

¢ single specialty group pracuce

& mulu-specialty group’ practice

e. prepad group praclge ' '

Describe the structare of prepald group
practice as represented by the Kaiser system.

il. Dlsungmsh between. dlﬂ"erent forms-of physncnan

payment: . -

a. fee-for-service

b, salay o

<. capitation - ’
Discusy prepaid group pf’mtlge in (erms of us
effeclqu

a. ambulatory carg utihzation
b hospital utilizaton - .+
¢ overall costs of medical care
Distinguish between a voluntary dpd propnetary
hospttal.

QOutline the rela%onshlp of lhe medical smff ofa’
voluntary hosplital to the governance "of the
hospital to the hospital administration. .

¢
¥

A)
-~
©

q‘l

appropriate level of Carefor edwm_m the ~ °
. P .

. lelowmg hist: .

a. acuté care hospllal
" skilled care nursing home ,
< pérsonal carg home . /
d home.care .
ambulalory care
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7. Describe the level and extent of trdlmng of each
of following:

a. famjly practitioner (board ehgnV) 4
cardiolggst (board Higible)
_neurostirgeon (board elnglblu)
“pharmacist
retstered nurse
licensed practical nurse

S

-

b
c
d.
€

f.

. Given an appropriate patient probtem identily ices. elc ) &

potentrat-roles to be played by each of the :
following:
a . public health nurse
b. social worker
¢. physical therapist
d  vocational counselor ~
s.e nutnuomstdlenuan
Given an appropriate patient problem. wnte a
request for specialist consultatieh |
. Drscuss” pﬁysxcun § role in influencing access 1o
care: (a) inpatient: and (b) outpatient. o
*List barrjers ter accesy for an indigent patient
seeking: (a) private medical care: (b) care from
o a public, institution
. Distinguish among .tHe three mAJor elements in
the measurement éf quality of care process, "

_ outcome, and organization. Suggest pos mbi

K

cniteria for each’ of the three elements

. O - -

-given-problem
23" Lyst the dimensions by which the outcomes ot‘
. .medical ¢are might be eXammed :
24. Identlfy the thajor components.of medical costs,
the relative size of each, hd those over which
the fysician has. con‘ol‘
. Identify the. major components and relatlve
magmtude of "hospital costs.
-26, For a given set of patient descriptions identify
_ community resources which might be most
heigful for List of resources would n-
clude the following? \-
a focal health department .
* b, wvisiting nurses
c. comprehensive mental health canter
d.” vocational rehabilitatipn service
e. Alcoholics Anorfymous
f: Cnppled Childven’s Services
g- Division of Family Services
h. ¢hild welfare services }
2, Analyze a patient population usmg a physman ]
- office n terms of types. of -problems presented
and extem of workload which could B dele-

»

25

.

" 30. Determine =nd set pn&rmes for attacking prob-

gated to’ somepne other than a physncnap (e.g.
physiciah assistant or nukse practitioner).

""28. Des¢nibe the*major social, political, economic,

_and health factors which must be copsidered
when developing a comprehensive me
plan.for the community.

. 29. |dentify available resources (mcludmg structure,
availabilfty, payment methods1 quality ‘of serv-- -

kY
a  existing health care delivery systems
‘ I pnvate sector serviges

2. governmental services

fundmg sources. manpower sourqgs, and
organization for systems not currently avail-

able.

or

lems using & variety o echmques e.g.:
cost benefit .
" cost effectiveniess
ethical cdnsiderations
political expediency
public demand . ’ .
3l . dentify the kinds of services provided in an
acute Fgeneral hospital anid the sources of
payment for each
Compare cost-benefits with cost-effectlveness
analysm and identify thelr appllcauons to health
w"'tare delivery— - -
. Esumate within 10 percent the propomon of the
U.S. adult population with ‘insurance coverage
for each of'the following: s
Inpatient acute hospital services
Inpatient chronic hospital services

°

32,

3

al care

e e

— et e

Outpatient or an: bulatory physnctangre v

Prepaid dental care

Prepad medical care

Psychiatric outpatient services' *
- .

. EPIDEMIOLOGY AND BIOSTATISTICS'
Define each of the following Jerfns: rate. inci-
dencé, ratio, prevalence. fersility rate. crude

/‘blﬁh rate, mortality tate. infant mortality rate.
morthlity gatio, relative risk. absplute risk,

- confidence mtcrval case hlstory study: cohort
study” stat:stlcal 5|gn|fcance and m'dependem
vanable.
List the three-major dem mphlc factors which
should be considered in companng rates of*
health problems amonig d|fferem populations.

na‘."

-

-




» 3. For each of the following disease pregesses
choose thrée factors from the accompanying st
which have been shown to beassociated with

- the disease.

* Disease processes
breast cancer -
coronary artery disease
cervical cancer
tuberculosis

' peptic ulcer disease

# - chronic bronchius
glomerulonephnitis

Factors
matal status .
SOCI0ECONOMIC Status
age of first pregnancy
smoking .
dust exposure
psychologic stres$
___air pollution - .
streptococcal
~ infectign
T TT SEXETCIse .
s A obeuty "

4. Des«,rlbe the reqmsnevéwof a study to
test the effecivgness of a-fofm of medical -

3 intervention (a chncal trial)., .

‘5. Contrast- a—study of the relationship” between
smoking and lung cancer with a study of the
effectiveness of rheumati; fevér prophylaxis

6. For each of a set of descriptions of study
results. indicate’ which statisucal test of signifi- .
cance would be most appropnate—chi square. t-

’ test. both or neither—and defend the choice.

7. Interpret a set of graphs to determine whether
, an 8ssocIation of the vanables 15 shown ahd of
so what kind, —— .

-8.  Match each of the followmg terms to a senes of

case examples and ldent’rf-y ‘the appropriate
. dppthtlon or interpretation of an examplewof o
the followmg terms:
a. &()hort._ case-control.
studies | b

" b. dependent and indépendent vaiables

i

‘v
9 __

and cross-sectional
N -

¢! ncidence and prevalence

. : :Behavioral Objectives/69

[ -
’

p. determmants of sample size adequate ' -

q histogram and cumulative distribution graph

r= nominal. ordinal. interval. and ratio scales

s. mean, median, und mode .

t. - prognostic stratification

u  chance, seconddry direct.
" spurious assouduon

v multifactorial etiofo,

simple random! 6

. and cluster sampling

x. hypothesis ’

y  blinding ‘

indirect. and

of disease
matlc strdtlﬁc.dtlon.

’
[

9. Use the above 1éms 4ppropndtely in a cotical

.review of a current study or hierature report.
chosen by the student from tge following areas:
- a. acute and/or chronic infectious disease (hep-
atitis, etc.) ) :
b acute andior chronic noninfectious disease
4 (hypertension. etc.)

¢ himited interventional studies’(drug or surgi--

.

cal treatment)

d large group interventional studies (drug.

. 4 educational. etc.y

e health-related behavior (patient c0mphance
atutudes. etc.)

f. health care ‘defivery (use of paramedics.
medical redord keeping. etc.)

g.. multiphasic screening

h  quality.of care assessment

1 environmental disease (physical. soctal, cul-
tural) =

J. healtf‘ and diSease surveys (<malyt1c)

10. Outlmg an gp,ldemldomc approach to a problem
selecled from anctheriarea listed in (9) other

than that chosen fof {he critique In thé outline,

student will identify t’he pdpulatfon involved, the
population at nsk,'_ﬂ;:, epenident and independ-

| Lals, and ratio ¥ y. . w_—-w‘——ﬂ-en&#anables, othélh f,i_» idfluencing’ factors;
e-_‘*spmﬁt"ﬂrmhdmtm T T YT U student will | destnbe the |nterrelat|onshxps of
; relativeand attnbutable nsk- -, ™ these variables nd factors.. Sttdent allinclude
reliability and validity’ . ’ formulati § dfhypbtbcsﬁ selécuo appro-
h' specificity 2nd sensivity S a .priate. study: fgodet, ‘méans of - minmizing spu-

. Ao .

blas and selecflon

N

-, ]

ecologlcal fa]ldcy )
] . k. seculartrend . 7
17 statistical SIgmﬁc.ance P- value and medlcal
. ’slgniﬁcance, . . e -
g . *»"*
-m. probabll . b R
n. )¢ and sfudent'ss , ' . -
o. regresﬁon and correlation
[ S .
/‘ +
. ~
/ ’ ’ . ’o
¢ n . , .
\ e 4 i s &
< .. . .
FRIC . «. - (b
N . )

tabular dlsp(ay égpm_pected (dummy) results.

Il. List the’ major factors affectlng populatlon
growth

._,\
12 'Match a set of populatgn pyramids with-a set
" .. of descrptions of dlfferek:oomﬂ. L

13, Compare the community-based approach with

Al . " '
. .

; Asciused by stiady de’sngn anda’
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the patient-centered approach to.thé definition. .
diagnosis. and treatm? of health problems. \

14. Apply the techniques’of community analysis to
describe andddevelop solutions for local health
problems for an ldennf ed communty. .

- 1S. Establish necessary data base for anaIyS|s of
. o commumly health ’problems from among types
iy of data, e.g.: = .S .
-a.. health records -, - \
v b.. demographic data ! .. ’
h ¢. vital statistics 1 ) .
d. environmental -

.§. social. cultural. gnd historical
f6. ldenufy\and gan access 1o sources of dd\a
CNG e f
a. health care facilities (mdudmg hoSpltaL Tet-
. ords) N ~
b. ‘pubi safety\(traffic ac.c;denls) =
\ c¢. schools jattendance records. etc.) ¥
. d. welfaré .
7 e individual in commumty ‘
f* industry (ab;enleens_m renremenl safe(y
etc ) i ‘
g.- Insurance - /‘
h . lNallonaI Health Survey data

# | 17. Construct and apply appropnate instruments for
e vanous methods of data generation and collec-

) tion. e.g.: .

a. personal interviews
. - b. mail quedionnaires
' C lelephone surveys SN -
' d health diaries ”

. *18. List four different types of, lranxmlsson ef ‘.

PR

disease an‘d give an example of each -
19. State the nkely sources of the followmg mforf
/ matlon in your community:* N
incidénce of cororfry heart disease A\
prevalence of arthrus T
prevalence of mvoluuonal melancholia -
distnbutron of birth wenghts

mortahity raie from staphylococcal pneu-
mont « ‘

-

®ao0 o

20. For a given disease descnbe a set of d|agnosuc

gradlen‘ of that disease.

21. Contrast the® prevale.nce of classic textbook
. ’ descnptnons of a given disease with other forms

.

£ found throughout its°natural hlstory -
PR -~
., R -

~

Criterja which takes ihto acCount the blologlc '

11, ENVIRONMENT AND DISEASE CONTROL

" 1.. For one health problem from the @Iowi-ng‘ li's'l‘ ¢

the environméntal hazards which might cause or
exacérbate the problem; describe ways in which -

these hazards might be eliminated and reasons
= why this fight not be done. =,
a. salmonellosis = L -
. b. hepatitis ’ S
¢. chronic bronchitis o ' .
d. lead poisoning - .
7+ e automobile accident T
2. For eath of a series of otcupational histories
« ‘patients list the major hazardswhich $hould be 3
antcipated: for hazard indicate the chn}cal
: manifestations &xpected.
© 3+, Match the type of intervention listed -in column

1 with disease(s) prevented-by it in column 2.

> Column | Column 2 J
placing an _ malanig L
senvironme barrier - .gastfointeStinal ¢ .-
between agent and host infections a
) yt}hromc bronchitis
’ pellagra
. L . asbestosw
|ncr0&ang resnslance of poho
‘SIhe host diphtheria .
pertussis
Pl measles .
alcoholism,
“2;“:{ v heart disease =~ ' .

tube}‘guloéié
syphifis
~ gonorthea

destroying the agent -
and thereby pﬁ'entmg

. - e
diabetes mellitus
Jdron deficiency

anemia . . .

o {b cance_'r';J,f the cervix
' \ ~ breast cancer”

-

/

List the attribytes of a good séreening lest ands
’ app.y these cnteria to each of-the follbwmg

&  pap smears for cesvicgl caneer :

b. pg),sm)ar—s for lung canger

. tonometry for glaucom ,
vision testing for refracti{e errors
. EKG for coronary artery®ise

Distinguish among primary. selondary, and

tertilary prevention in the context of the preven-_

F N

c
- d
e

+ .

B Sl

2

r 2




& cancer.
6.y For each of the foll()whg dlseases list pne non:
, medical- activity which would have’a major
impact on the incidence of the disease and give
he expecied intermediate effect. :
bean‘ disease . \
b., lung cancer W -
c. stroke . v \
. d.* automobile accidents ‘
7. Define the activities of -daily living.

EDUCATION, AND THE LAW

« *

the soctalgand cultural factors which may be
nvolved it its ca ‘ﬁon .
stroke " )

]

a
b. heart dlsease S s X .
‘ c. cancer of the lung . .
’ d  peptic ulcer discase” = - i

e. . pulmonarwy ’ -

f.  tubercilosis )

g schlzo;ﬁrrema

h. pne occal’pneumonia . .,
i. automobule accidents .
Given a patient ‘'who has not followed medical
. advice. wlentify the possible refon(s) for non-
complmce and design a therapgutc program
which would lessen the chance ~of noncompl-
ance. . oo
Explam to three patients from dlfferer? socoec-
onomic strata:the implicationst of fheir disease in
a”m’ﬁt they can explam it adequately to a
third party T ' .
Explain to the same patients the th utic
_regimen) ‘planned in a way that they Lan explain
it adequatelyto a third party
.Descnbe thé medxcal student's owrr- changes in
dself-amage smpe entéring medical school and
compare " these- 3 Ilh desenpnve sludles in the
literature. \ '
Ovserve a,series of ductor-patient’ nterzcudns
and 1denl|fy whare the physician shows: (a)

« + tion of renal failure and the bmvenﬁon of Iungr

Giyen a disease from the follomng list. .dlscuss.

posmv’e (suppornve) behdwor and where he

™ IV. BEHAVIORAL SCIENCE, HEALTH -

" _12.- For each -of -a series. of case knstcnes identify

v

.

.

*  mal

Behdtj‘ordl ‘Objecrives/T] -

o, .
shows nonsupportive behavior; and (b) authori-
tarian behavior vs. participatory behavior. -,

hos,pnal policy which impedes patient

7. ldenu%z/l
- care anor ‘comfort; and design an alternative

whieh would erasxble to both hospltal admin-
istration’ and the medical s

(bunsel- the family of a chjonic disease patient
on the patient’s. prognosts and allernauve ways
to care for him ,_

9, Dlscuss means to assure conﬁdenﬂallty of pd~

tient data- and the restrictions these 1mpose en
the physician.
K- Given a series of case’ histories, determine
whegber. the physician’s actions .in each suggesl
ctice. 2 . ~
11. 1n a metk tnal give tesimeny (using a case
) history " provnded) which remains consnslenl un-
- der cross-examination.

whelher the’ phys.léan fulfilled his contractual

P responsnbnhty -to his patient. «
13, Discu3s euthanasia as*an altemanve for each of *
the following: : v -

a. an 85-year-old man with metastanc cancer
who asks to. die
b a 30-year-old guadriplegic mother’ of three .
R . who asks to die  *
c. afSS-year-old mam with a bram _tumaor
comatose for three weeks
14, Dlscuss abortion as an allematlve fos each of *

.+ the follomng

a  an’'18-year-old unmarned college student six
weeks pregnant -
b a 26-year-old mother of two exposed to
rubglia in the first trimester .
cr a l7- year-old Negro high school student™ .
who was gang raped N
IS. Recognize major questions of pohcy“'m\"'blved in
lhe debate over sele d'SOClomedlcal isSues.
. abortion—birt trol—ggopulation.’ ;alc’S-
hol——drugw etc. ' - .
6 * Recognlze sissues in selected problems ln'medl
cal_ethics. e.g.: trgnsplantation, definition “of
death physman responsitithty to chre for the

~sick {and ° fre,c medical care). ‘the “igood ,
samaritan’  role.etc. N .o
Vs ., - s ’
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- EPIDEMIOLOGY, DEMOGRAPHY,
AND BIOSTATISTICS IN A '

« PREVENTIVE MEDICINE
CURRICULUM

»

Donald B. Louna. Inderjit § Phind, Manmn A
. Lavenhdr,.and Lee W Davis

- .

Thls chapter 1s an atteynpt to_provide an outline
of V\hdt should be covered\ by every department-of.
preventive medicine in forrpal teaching in the areas
%f epidemiology. demograpfy. and biostatistics  Prior
to doing lh1§ it 15 neggsbary to note two, problems
facing every department chairman. ndmel) the
s w hmited number of hours avalable for teaching in
. these areas and the year(s) in the medical schoot
" course curnculum that shall be assigned to the
department of preventive medicie. In ‘Schoeols that
have adopted a 3-year curnculum., there may be
little chorce for esther student or fﬁcullv Even In 4
year schools. much of the teaching 1n preventive
-medicine s refegated to the-first 2 years Since there -
_, are many chmcal pomnts i teaghmg matenals used
in eprdemiological mstruction. 1t° Js desirable to
. attempt to carry out teaching in the latter part of the
second and preferably -in the third and or feurth |
years It would appear sclf-evident that the more -
mature the student and the more chnically knowl-‘.

‘ edgeable. the more receptive he or she s likely to

-
’

’

. hand. epudemiology . biostatistics. and “demagraphy
. *- compyise the basic science of preventive medicine.
and not a few medical schools prefer to mtroduce,
! students to these. subjects even n the fift year of -
the medlcal course Dunng the first year. anatomy. e
blochemxstry and physiology each have I}ger-
blocks of ume. and in this competitive situation, the
limited . By the second year. students are lbokué
forward to the clinical years and are likely to be
exposed to some_ aspects of chmcal_medicine  Fhis
~is an ideal time to expose them simultancously to
preventive megrcine, Lom‘epts——-before they g Iy

o L
\

s

-vient ume. and seme $chools even fail to providé ,6 -
formal instruction in the use of qnanutan,ve methods ’
desplte thexr mcreasmg us¢ m med;cal and sc:enuﬁc 3
work }' .‘» ,/\ » , - *

"EPIDEMIOLOGY

_ of health care 1n the United States -and probie

be to preventive medicing le&hlng On the olhb and (Cr

ume available for preventive medicihe s distinétly: % fof "a

» nvolved in chmga} problems that focus on mdmd— -

- - . o
. K - fg” f"
B T . o
e N 2
o .-

ual patients rather.than on the patierns’of and the

“nsk factors involved ifi diseasé occurrence. -
As_{o the minififim_tige- required. to teach £

these ‘areas effecuvely. theretis generally not suffi-

V4
There is much variation in leachmg approaches to
epidemiology  The polar views are represenged by
those who give a traditional course focughg on
communicable diseases. ‘and those whq reject this
emphasis n favor of preparing the student in how to
better read the literature jor hgging the student
velop skills through problem sdiving. Some feel
that the .focus shodld be predominately on delivery

inherent thergyn. While the various departments
ap;&ear* to have bo’fally disparate approaches to
teaching. there is. in point of fact, a substantial
overlap. Even preventive medicine ¢ourses that )
focus on critical reading ability or problem'solvmg -

draw upon a great deal of traditional epidemigjggic . _4
teaching coneepts. The recent spate of ne t- |
bosks in eplﬁ'emm‘}agy weflecty both” the® g .
impottance of ttu} s tin tion and '

the variation of téachinig approac s

In represenung what eV
taught 1n ..p:dem},ology we have drawn upon the
expenience of obiérs, There follows below. for the

most part:ig outline farm. a_consideration of (A)-
teaching GBjEsives: (By specific’ terms: of' Concepts; -~ °

amw, ef arcas that garrant
altenﬂon . 3 “’"«},,

ral atm ’gf a course is to famlharwe the.
sch;m n,j; c&mrm ‘&h‘(cept,s and mclhods T’he
ﬁoﬂg\m'gg oupme is tako,qéfro,m thﬁ*obﬁcnve.s listed -
tse qtgmneﬂ"’bg ,nger De;el.s M, B,,,.. -
?;Qi‘essﬁr of prdemj@gﬁj‘} tﬂe
-California‘at e

1. What ar “main problems of health and .

- dlis€ase, éspecially, in_ghe UmTed Stay;s,,,md cuan s, e
+ bt thed s n*oblem bavé Shatoed R ATINI

UnxVer;sJI;’ of "‘ e

ar

-

’/
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T Methods of measuring and descriting health chronic 55
- ‘ problems asé;w accur 1 populatign groups! ch:jah;ndl ) ' 4
) including incidence. prevalence. morbjdity. and <ohort~birth, currentage -
mortality rates. communicable infections . )
- Methods of oompanng health problems among contagous' commumicable period .
- different populations including principles of 4 contaminatron -, .
. demographic charactenzation and ad)ustment control : ) .
for age agd other P0551b|8 confounding vana- w controlled study: cross-over study
Hes, ¢ross-sectional study
, 2. How ep:demxolbg) contnbutes to knowledge desciplive epidemiology
of disgase etiology « dlsease spectrum ' ¢
. Characterization of dj: ea<e distribution by ,. distnbution .
- tirre. place. and persdon Approach to an double blind stud “
. epidemic of knowrFor unknown etiology. For- efficacy - —
. mulation of hypotheses—descripuve and retro- endemic
) . spective. Evaluation of hypotheses environmental biologic.. physwal socnal
Epidemiologi¢’ study design—prospective. ret- epidemiga common, source, sprogressive
rospective, experimental and cross-section. expenmihtal study ’
sampling. selection of contrDls. mmgrant studies fomltes(«s
LUses of “vital statistics and the SC'CCXIOH Of host- agen[.env]ronmen[ mteracgos]
S study populations Analysis and IRIe!‘pl’CIdIIOﬁ immunity: herd immunity ™~ ’
, of eprdemiologic data—vanabalm means. de- inapparent - N
: ductive inferences. observer error. significance inctdence _- . T
Deermination of association and ik factors. incubation penod i
A 3 How disease 1s controlled population index case - ¢ -
- groups: . ¢ ) inter- and intra-observer vamation .
* Intervention 1n the natural. tustory of disease~, International CIass:ﬁcatton of Diseases
. vaccine 1nals and vawmatlon programs drug infection
.- trials . . o infestation’. T T 77 T LT T T
- Muleple nisk intervention infectivity ’ . . ,
' Screening techmiques . ¢ intervention :
Role of epidemiology in evaluation of” health latent
care dehivery and utxhu‘xon . * longitudinal s(ud) L
4 How scientific evajuations are -made: morbidity’ [ 2 )
*  ABility to evaluate the medical Werawre -« , mogtahty . i .. .
Ablluy to evaluate an unusual observation na(ura} hlstory of dlsease
‘ ' «s% .. I  pathogemeity
. B Spedﬂc Terms and Concepts ) "~ population S ﬁ} .
. population-at:nsk e
Thc!mowmg are” specific texm® tha, should be poktal of entry s .
included in a comprehenswe p ventt@medlcme ' prevalénce: point, period .
', teaching program. . ) . v. prevention: pnmary sccondary temaf'y,,
¥, accuracy . ‘ FR precision et
a2, b ARG §‘~ . .. " precutsor ‘e ; ¥
% agent phy5|c biologic. social s ) : propomondte mortahjy” -

Y
Moy, 5 “—w,"»}’

mrchvepl mdg‘och—spnmus~ vo e e ,qprospem#udy,-

. LY NG . ("‘ -
. ‘ £ #iarantine - . S
T carrer N . . Pyt rates*adjusted ¢ de spec:ﬁc . .
h case-control S : \r.crudescence ny ¢
SO _ causation: cause and effect - ¢ Ko [eservoir C -
- © . : . £ s N < . . %
- N * 1
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? .
resistancé: inherent. acquired
retrospective study ° -
risk: absolute. atttibutzble’ relatve ’
nsk factor § . . )

) seasonal vanation .
s secular trend . ) -
. sensitivity
screening
specificity
‘ standardized mortalty rates
standard populations
susceptibility
“turget population
_transrhission: indirect. dwects
‘variability
vapable' independent. dependent, confoundmg
. vector
vehille
virulence
. zoonoses .

o -
. .

Lxdlc;ﬁ 8

, Certam of these terms r qu1re time and the use T of
many examples to wsupé their “assimulation. &ec-
tures need to be complgmented by group discussion

v

Calculation of

T
- « %

: - . ® L. (2% ) ..
- Epidemiology: Demography, and Biasﬂxtist)c;s/?S
: \ L

cause-specific rate
. crude ratg :
disability rate © +
fertihty rate .
infant mortality rate
matéfnal mortality rate
neonatal mortality rate
= pennatal mortality rate .
C Specific Disease Areas*;
|. Communicablé Infectious Diseases. Analysis of
communicable infectious disease remains a marvel-
ously effective
concepts. and ‘analytic procedures.-We have found
the exercises distnbuted by Dr. Milton Terris of
New York Medicdl College. Department of Com-
munity and Preventive, Medicine, to be of gréal

i value in teaching epldemlologlc pnmlples that relate

to commumcable dl’seases

2.,Specific Diseasés. Hypertension:
carcinoma of the stomach. bowel, breg
venereal diseases: hepatitis: coronary
mental illness.

These have been chosen because they are impor-
tant. occur frequently. and. with the possible excep-
tion of breast and, stomach cancer. can be prevented
or controlled at lgast to some i

tuberculosis;
t. and lung:
ry disease;

extent. Carcinoma of
understand the p nuples and The Tatihale ifi JefeT "the stomach and carcinoma oz the powel -appear

‘. _mining variot
< T understandin
v adfnsted ra
* Types o Studtes. Reu)gmnon of the differences
ross-sectional, retrospect
r types -of studies.

madeé available by work on age-

‘together with the

Ing’ exercise: as ifn Swdjes of !ung cancer and

fal part o'f ap"epidemiology course.since they
only s.ppplemenf the lecturedbut they pomt lip
difficulties in the analysis of data. ~

An addition. to the’ ferms already listed. ceﬁam
YJ!cs and muos ar of pamcular importance ‘These

1 B v
Ki
ageE crﬁc rate
# . attack ralg ° . . : )
*caseofa!algtjfﬁtio | - :
- - - -
(X ¢ s b
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. prospective.

rates A classical example 15 the particularly important gecaus

rculosis, Laboratory: exercises should. be 3n -

" tncidence in the Udlifed® States,

the intriguing
incidence trends of the former amd the extreme s
geographic variation in incidence of the latter.
Through rapidly expanding research on the potential _
role of toxins. fecal flora, and-diet. Students «may
better understand the epidemiologic behavior of .
.these ttimors ‘and the possibl role of the various
risk factors. £

The case éxample of carcinoma of the Iung'
provides not oniy an-opportumty to analyze.some
classic epidemiologic , studies. but also to demon- !
strate the distinction of assgcnallon from causation. .
It provides an opportunity to look at an imponant
problem from a multifactorial point of vie . the™s
“influence of lobacco viruses. -aflatoxins. ;race mgb
als. and air-pollution, among others. -

The epidemiology of tub-rculosis remains of
enorfous interest. bqth in regard to its ditmnishing -
the intemaliomilé
_pattern. the relation of epr.deﬂologlc data to reinfec--
“tion wncebts and tsspropOSed new attack in the ©

-
&
-
-
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S
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y to teach the “basic principles. . % °
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‘ United States on 1he rese'rvorrs of tuberculosns
infection.

Currently. the venereal dlsedses and hepdtms are
two of the most important sets of epidemic diseases
in the United States Salmgnella infection offers-ot
only an opportunity to look carefully at common
sdurce epidemics. but to focus as well on what is

\ really needed to render foodstufs and hquu{s nonin- .
fectious. Our students know far too little about the
mechamics of food contﬁnatlon and decontamina-
tion, ' e

The prevalence of hypertension and coronar'y"

artery disease. the ability to intervene in the formber
bx secondary prevention and in the lattér by efforts
at'contrgl of nsk factors make these crucial compo-
nents of any preventive medicine curmnculum

Mental illness is all. too farely taught from the
epidemfologic point of view and. more than any

‘other fprm ef disease. 1t s considered as a one-on-

one doctor to patient entrty. This. clearly. Is short-
sighted. , There zre differences in rates in vanous
areas and definable risk factors; increasingly. data
from registnies of mental discase are available for
teachig purposes : . ,
In many of these areas. specific exercises are
avallable from Dr Milton Terns that are relevart
and helpful

" 3. Accidental Injury, Homicides, and Suicides. The

presention of injury due to accidents has i6ng been
néglected in“the medical school curnculum: yet this -
1s the leading cause of death between the ages of |
and 44 years Homicides and swuicides are not far
behind In the age. groupis of 1535 years. Students

.. are often quue interested 1n these areas but. for the

most part. fdculties are not There is an Increasing
. interest on the part of epidemiologists in societal

“ problems.. and ‘much intriguing demographic and

- . psychosocial data ar¢ avalable for ust n student-

teachmg programs

* "4, Use of Illicit. Drugs cr Promiscuous Lglization of

Licit Drugs. The abuse of alcohol. manjuana. over-
. ‘the-counter medicaments. and prescription drugs -
occurs 1n epidemic proportions 1n the United States
Many competent eprdemiologic studies "o the use !
of illegal mind-altering agents in suburban communi-
,-— ties. in high schools. and jn_callege$ have beenr

.- conducted Much,s Known' about” the reasons fOr
use and honusegthe chzmgmg pattergs of mvolve-
ment. and the interrelationships amon&drugs There

+

.
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tranquilizers. sedatives. and stimulants by house-
wives: busiffessmen. and others. but data are dccu-
mulating It is valuable for the student to become
informed &n these problems. There afe. of course. a
plethora of studies on alcohol. This intoxicant costs4,
us tens of thousands of lives and an estmated $25
billion 1n economic loss each year. but the subject is
underrepresenfed in preventive medicine, teaching’
Even when 1t is taught. the,_ incliffation 1s. to stress
clinical manifestations consequent to alcohol abuse -
rather than risk factors and demographuc aspects. '
. 5 Hospital Epidemiology. This 1s becomifg a°
‘bonafide subspscialty area of‘its own.r The methods
used to gather data. the organization of hospital-

. based teams. and the surveilance of nosocomial |

Ynfections are an intnnsic part of medicine in the
United States today. and the subject should be
taught in preventive medicine The student should .
be conversant with these problems by the end of the
second year and before entering upon clinical
clerkship experiences. Many hospitals have ap-
pointed ho§p|lal eprde’rmologlsts whd could be called
,--upon to take part in teaching in this area. '

6. Geographic Medicine. This particular area of
preventive medicine becomes more important each
year. Marked differences in the rate of stroke in
Japan and -the United States. or a comparison of
United States’ coronary artery disease rates with
those of other areas of the world .are worthy of
substantial discussion relatmg\ to dlagnostlc stand-
ards and nsk factors mtematronal statistics on
cancer are of particular” ntdrest  With virtually all
the |mportant neoplagms. 6- to 10-fold differences in
reported ncidences océur around the*wde Esoph-
ageal cancer in certain mideastern

area a few hundred kilometers away. Students .
appe% be progressLLe_Ix more |ntr|gued with',
interna nal disease comparisons and their potential -
meanings for the preventive contrdl of environmen-
tal factors. v

ence of those engaged i
medicige. Adult populations -at-risy”are more acces-
*sible for continuing evaluation. ana ‘ong -term obser-
vatifns are available from~ Rre emp:oy ment and
penodxc examination records. The systemanc epide-
miological investigatidn of industrially occurring dis-
cases may. in fact. give early v,varnir.g of the

Y.

greas OCCU"S with "
‘a fr?ghtenmg frequency n companson to, adjacent
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“Potential harm of vanous substances before this 1
evident in the community-at-large The long-term
* consefuence of low level dosages of the new
chemicals being manufactured requires evaluation
for mutagemc as well as carcinogeni¢ effect Pre-
ventive medicine teaching at pyesent does not
exploit or represent adequately tRe lessons ta be
learned from the work envtronment:
' B. Diseises Transmitted from Animals to Humans.
“In recent years. the.incidence of disease via the
. amimal-to-human route of transmission (zoonotic
diseuse) has been a cause of mereasing concern in
both rural and urban communities Whereas agncul-
. turally reMfed and feral animals’ cause a substantlal
/AmOunt of the zoonoses reported. household pets
are not, free from potentially pathogenic orgdmsms

Both dogs and cats Kave been implicated 1n rabies™

and larval migrans. Dogs may also harbor the
orgamsms.musmg leptospxrosh and echinococcosis.
~and cats contibute {o cases of toxoplasmosts and
cat scrateh disease. In. addition, birds have been
associated with psittacosis. domesticated anumals
‘ swith tularemia. and domesticated tufties. chicks,
and du-khings with salmonella’ infecuons Many of
. these. as well as_other amm@rs SErve as reservoir
host for arbo (Arthropod—hnme) dlseases transmitti-

.« ble'to man,
The incidence of these dlsedses depends on the
“. -geographical area’ and Jpresence of the susgepnble
animal spectes. tfk population-at:nsk (more ¢hildren
, -- may mean a higher risk). and prob!ems 1. the
. mstitution” of control medsuresoUrmnng the size of

1

-

pet populations. -(wdmames against impreper dis-

posal of ‘ariimal excretions® .and immunizaton prac-

tices. N

Medical studénts. as future physicians. need to be
mformed on procedures for feporuing zoonotic and

A
»
P

other forms of infectious diseasep. and fo ‘be awar€”

-of the. basic epidemlologlc pn
vention' and control

rQIes for thear. pre-

DEMbGRAPHY - .

Demogmp'hy as the study of population dynam-
i¢s. has-long been part of .the foundation on vy«hlc
epldemlaloi and public hgalthrest It 15 imperative
that students understand one & s fields of stuch

. VUal statistics. and learn the techmques for. deSerib-
" ing and analyzmg data A
Yital statistics offer an mcompamble mcthod for

-
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'underslandi,ng'public health issues and for placing _
them 1n proper perspective. They provide the key to
the bene'r‘understandmg of international health
issues It would “be a pity if medical sludenls are nol
given a proper grounding in this area.

Histoncally. population issues have been. and -still
are. filled with controversy. Physicians have be-
come nvolved inciéasingly with one of these prob-
leins. namely the matter of popiiation control.
Indeed. this may prove to be the single most
important probleny” that society. will have to face
duning the next 50-100 vears.

From the medical perspective. one can cohsider
family planning as a kind of personal. preventive
health service: and. more recently. the profession
has begun to think of family planning 1n terms of the
health of the famuly unit as well. Thys-extends the
homzon to include the wider societat arena of
population.” since family and personal health are
inextncably related to societal health. Furthermore.
In recent years. increasing attention to the role of.
environmental pressures on the health of individuals
1s tactt.reflection of general acceptance of the notion
«Of the muluplé causation of disease. in medical
education. population pressures (density, over- :
crowding. etc ) are recognized as etiologic in ilf
health. and they rank as a legiimate concetn of
¥nedicine—particularly preventive medicime.

Another reason for jncluding the subject of -
population 1n the medical school curriculum ha$ to
- do with-thd concept thé¥ physncnans asa group. are
among the opimon keaders in socmty and. as such.
they have an educational and perhaps a responsible .
political role to play in the dev&lopment_ of broad.
-societal polncie# in areas sych as pollution dnd .
population For the regsons- above. it would seem
myst appropngle.lo include a discussion of, these * -

wse in preventiye medicine. It

1S5ues m
‘be catastrpphic for students to

1

T ¥

w@uld

s, gAY ‘are . mber of more pragmate .
sons wﬁy populgtion educau?ﬂ should™be in-
- cluded‘ ifi the curnculuni:
Populatian changg {barring dfgmalic heraﬁnm
death@ates) is ulumately the result of many.
many individual. reproduct £Cisigns 0b-,
'vmusly/physlcnans afe in a cntlcatl ition’ vis-a-
VIS mﬂuencmg these "decisions because lhen?/opm- «
1ons are actively solicited. TherefQ'ré tbey must”
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= ) be CO"VC%CHOUS*’ with ‘;? dd‘d 1o provnde F Cuncepts and lssurﬁelating to peputation plan-
] *  accurate answers and knowled able advice.” . ning. . /= .
+ 2. A Telated factof involves the reality that, -1 Voluntdrfsm—-wxll it do the )Sb” ’
physicians largely control the most effective meth- :. 2. . Other incentives and disincentifes. (
ods far fanuly planning. .mq,lhus p]i{sumns are a& Governmental pro- and anti-natalist pol- -. .
crucial to implementdtign of. the obpgttives of e - “lcw& " e -
. their patients 2 r culmrat amd societal - -1 b. _ Taxation. ‘= . ° s -~
. objectives. These g of wurse net’ oniyvthe "¢, Othes, o e
. oral contpateptivel at G Rehglolis and ethlcal consndel'anons et
o abortion fd st ‘n ag well. This bemg the . ¢l. *Current status. ¢ Lot -
case : education for phy¥icians in_the s ? genocide issue.’ <l . T
basi ying:i ﬁsnes 15 deady of'cmu] lmpur- . “~a  Nayonal feruh;y studles-—-desned fdm-* i
ancer . fft =" P g . Hly size. C e .
Ang&e "of topics for inclasion the curmcu- B Fife clirfent scene! P - S
“ . lum might inclilde the folldwidg:. w o1 Legalissues - - S -

. JA. The_prablem of ghe screntifis study of popula— .. £ ltegslafion & . . o
Lofions o “ . +/3 Public oplmon trerris afid polmcal gonsid-
A descripthve dixp‘mf y a;g!%’é . enatigps. , r

3 2 Controfrsies .o¥er the laws of popud N e s
- ’ .dynamics - 3 mosmnsncs Y
B - Definitions and exp!anaaon a{ !‘-'Udlmé : . L e~ -
*  populfion dynamms ‘. . TG ost’ medlcal ‘educators recogmze the unportance
). Birth. death, ant femhty ntes, . of oﬂ”enng Some instruction in biostatistics to medi- ) .

2 Rate of hatural ; .mcrease qgromhﬂaté)

s a Emphasis on the- fa@z= that 6ufen’nngly
low percentage change in fates ¢an

- ulfimatety have. profound"eﬂ”eus '
.. b Tustrations of grawth rates~and dou-'

blm times

cal studehts. However.. the quality and quantity -3t
blostatm:cs mslmctlon vanesmarkedly among med- -~
.lcal schools. and-decisions ds to course confent,
‘ndmber -of- mstrugtion hdurs, and colirse fOrmat
frequenlly gre detegminied by the “intefestst mnu\q,a-
"Hion. and traming 6f a small number of toncerned

< . .3 Understanding why- Btrth rmes can decrease ﬁmulty dy"each q@tltuﬁon. and their abiity 1q o
“ , aset the pupulafion continugs to incréase.” - . "* influénce policy on cere cumculum Content. - .
. ", a Concepj of zero popu{atlén grcrwth and. Thig overview represents an attertipt ta place in.
« L net reproduction rates. »+ .. perspective the Tole of biostatistics in the” medical - =,
C. Malthuan de ‘tnne of populanoa dynam- curmculum and to prowde some o'bjecave gmdehnetn
. Iy , P SR for teqthmg tt‘g)subject - L -
D. Some représemame statistics to illustrate; the : : . - 8 . < 4
_magnitude and seyemy of -the problemr&f Cwqm't\sw Lo R : |
" population 'growth Lo Tl L r"'. 4 B 1
<1 United States. ST ~ 2 e stebs wére Latgn witkin. xhe Amencan N
.4 » 2 Othercountries . % A gsocnatwn to estabtish & mechanism_ fer
E Health tgnphcatmns of populanon mntref ? Tty watiqn among teachem of bxostahs-‘ -
o socie > P hools on how: best'10 “deal with (Pe o
. 1. (?st of-unwamed pregnancies. . Bt motivation, hmt{ed class-f'me. W
- .2 Cost effective and cost b;p?f cxaktssges%? 4 a3 changmg med,ical ‘schobl’ goals.” . '_
. , +ponulation planmng C e & 13 subsection on, Teaching gf
“ - 3. Overcrowding and-stress reacuons ‘@‘ ; fe:Health Sciences was formally :
o " a. Controlled animal studies W 1970 meeting- of  the Amqt:ean ‘-
' - b. The natural expenment—the Icmmmgs X m'bn' x : y R
c. Parallels and possnble extrapolptons. to . ey of biostatistics curricida in med| o
~ humans. ° st qmdbgt{fd by "Hopkms in 1957, a- |
. , ‘
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\«mcréasaffrom 17 hours 10 1957 w 24 hpurs in 1969—

At

: L LY -
fikst task was to initifte a more up-to-date survey

. . - ‘ B ) < B 2 (S
, Epidemiology, Demography. and Biostatistics/T9
. ’ 5 T

questions have been igcluded as a regular feature of

)N Of the 109 schools responding. 55 (50.5 percent) “the behavioral scre-nces component of Part | of the

offe aOSeparate quired course in biostatistics.
Another 21.schools (19 percent) r%qmred somé

€XPOSUTigto biostatiggics as part of some pther )

coyrse or-on a self-learning basis. Therefore. some
bnostatnstmg‘irarm g was tequired”of all students in
70_percent of the partictpating medical schools,

formal training mm ;bmstaﬂsnes was’ provided 1n .15
schuols (J4 percem) Ap\ong 66 schools with re-
qmred instruction, Liggmed;an time per course was
_ 2t hours Sixteen of these SIhools (24 percent)
'offes;cf Tess. than ISqum and 4 (6 percent)

required less (a0 hours” of brostatistics instruc-
a,u

] regresenting a decréasg fromthe 83 percent figure

I . * i,

g reported in 1957 3). Biostatistics was offered as an
;;, elective course, in* 18 schoéls {16 percent) and ne

Although me median. required exposure time

10, the' p;opoftloﬂ of schobls offenng no formet-

biostati mstruction was vittially unchanged dur-
ng tﬁug me period (15 to 14-pergenty. Moreuver. of
45 schools tha,L were offenng a requrred course in

s
National Board e)fammaUOn. and this is bound to .
have an impact on the need to prepare students
appropnately \

=

&

While it is_important to prepa(e studentg in *

subject matter coveted on the National Beard
eiaminations. the inclusion of bt()statlstirs in the”
medical school core cumc.ulum is Justlfed o far
"stronger groands than t’f'ns Introduction to this
dlscrplme will help the future physician: - .
. To more critically assesgthe dical literature.
7 Td gan mslght into biologicalF variability and
the range of : ~n0m|al as they refate to clinical
decisions and' the eva}uauon of»laboral&ry
“results.” ‘b
3 .To urderstand ‘the nature of expenmental tnals
and success or failure @f diffefent prophylactic
and therapeutic reglmens
4 To be able to participate actively and contiib-
ute as a member of a research team.
While in school. medical+students are taught the
oest methods of diagnosis and therapy After gradu-
ation. they ‘muyst depend on current literature to

®

b\osiamms in }964‘:-'6< as well ag in }969—70 i (24 fearn new methods and must be able to evaluate' for

/ percent) were allotting -less time to the course 1n
,1969-70 the the majority .of the, medical schools

had apparer.tly upgraded their’ bioftatistics curncu-
Ium the }969-70 survey revealed that apprermately
" onetthird of the participating ‘schools offered httle or
- no jal reqmred nstruction in blosmlsnu ’
Jnsﬂﬁcmon for Tehchmg Bnostaumcs in-Medical ¢ .
”Sch'u'_ P 5"“1 -
< .:lar;gial ‘r&ﬁr‘on'xy fﬂ)&dk&f ;chool educa-
* tors. 99 a consigerable numbgr of medical students

o

appear unconv.aced of the Zimportance f ,medical
sludents receiving required instruction in blostqtrs-
ncs Medu.aL students. ‘who tend” to give hughest
phonty to subject mmebcovered on the” Nationa!
¥ Board licensing examinations., haVe Iong been awdle
that. biostatistics questions vere ‘rately’ mcluded in”
Part | (Basic Scignces). and-have peénerally consti-
tuted no more thap 15 perctni of ‘the questions in
‘the public hedfth and prevéntive mesitcine segment
it Part H of the exafmpanons Why then, they ask.
should they 'be. reqﬁ'ed to devote time to learning
.Abiostatistics-at the expense of other seemingly more
relcvam" sul;ecls”’Smce I973 hov»ever slatrsr'cal

*

\{‘h;c“rrnselves thé results of the work of _others.
he growjng emphasis .on. the role of quantltauve'
methods in medicine makes fit lmperatw‘e thaT
medicgl students acquire, some knowledge of basic
statistical concept$ so that they cjn cntlcally assess
" the’statistical findings in a technical articke. -A recent
survey by FemStem (2) of statistical procedures
appearing in five general medical penodlcals dis-
closeq that u reader qf the scientific sections of stich
Iiterature-can expect tg find statistical procedures in
.about one-third of the papers. To compourd the
problem. a sl"?nstlcal evaluation of lO”frequeme
- read' apd highly regatded. medical journals. con- -

ducted by Schor and-Karten i4964 (6), revealed - o

that in almost three-fourths.of the reperts gead, the
conclusions drawn were _invalid in termswof: the
design of the experiment. the type of“analysis

performed; or the applicability of the statistical tests

.
-

-~%

used or not used- Although the more réputable”; -

medical votrhals have vabtly improved their statisti-
cal sgreening procedures. during the past decade.
invald studies still appear regularly in the medical
Ilterature Therefore‘ mddern physician$’ need to
underst«md stdustrcal pnncrples $6 that they cZn

cmlcally appralse1 research reports In addmon ]
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WAcademu rR&norlshtps um}Iﬁuclung Iéesmmes e T ,
statistical lrammg wmnbﬁ{es to an un@erstandlm of, sized basic stallsuczﬂ principles ana was designed
the concept of nofmal variation, Whlﬂ\'l 1S esvwl “fisthe future peacticing physncnan A second course i
- for evaluating }aboraxory teM results. Moreover by resented blostau tical materjalfrom a-.more-m -
' _leagping how to collect analyze. and et.dats fH lew. .
and to ammive at proper conclusiofs. fulurs physl- mainly fgt the fulure physician whe would be
- cians wnMe in a better position to assess the involved in ghmcal ‘research or laboratory experl-
P [umtaneas Sof their own chnical experience. to  ments. , e

garumpate in group research. to recognize when

- cnrcumaﬁnces warrant the application of swtlqual
methods and to realize when to seek SlallSllCdl hé}p

i al a higher leVel. .. .

- . ' . 5

" How Biestatistics is Being Taug‘m in Medic#l School -

s
>

o 1nterest 1S \

. dm 1969—’.7{) most schools 62 5 perc:;nl) were
) ‘ teachmg biostaystics” exclusively by means of
mented by numerical ms. dis guss:on penods
for queslmns. cntical review Qf the\ literature and
in-Class -quizzes Recently, sbme schools have ex-
perimented with less tradmondl methods. At the

McMaster University Medical School. slide tape  basis by the medical school"at the rank of associate

shows. video tapes. and a senes ofghandouts are
- used almost éxclusively an place of formal-lectures.*
At the Umversity of lowa College of Medicine. a,
[togrammed self-instructional manual 1s employed !
to present biostatistics material to medicatl students.
At the Medudl College of Pennsylvz;md the biosta-
tistics! course evolved from a senes of mne 2-hour
sessions. each comprised of a Iéglure hour, and- a ¢
small ‘group-mr\fereme hour. to a Ieclure-free for-
mat uthzing a self- mstruuwnal text supplernenled
by. wegkly smdll gmup Lonfeﬂcnces and- sf]ort
qmzzes .

. One of the major problems confronting the rosta-
e llSUCS instructor in medical schools is the.diverse

bdcggmund tapabihties. and iterest displayed by

. the incoming stydents In 1969-70. ‘more ,than one-
{half of the schools requmng biostatistics exposure

made #to provision for exempm’)n of students from

the tuostatlsms requnrement‘on lhe basis of previous

pre paration or pefforman(.e ona qua‘hfymg examina-

< tion proxamafely one ~of ten’ schools requm¥

blOSlallQllC‘S expoSure were offering alternatiyes

coutses, for students with differing backgrounds Far

4 eXaniple, students “attendinfg Harvard Medical L. Freqlency distributions. tables, g’EP'hS
' School ‘had the option® of selcclmg one of three 2. Méasures of central tendency Al .
’ “biostatistics courses dffering in methpd. vnewpoml-. + . 3. ‘Measures of variability . .
and emphasis.- Most stugents opted for 4. basic 4. The concept of probablhty Aistribations *,
" coyrse n introductory blostausllcs which empha- 5 . The no!mal dlstnbutnon ) ",
. ) ..."* - » o R . ;» ' 3 .
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the = to progeed at his or her own pace.
traditional classrooffy Ie.;,tu e approach, often’ supple- In l%e 19697 survey (/), the ipdividual assuming

gave major emphasis to the following topics: |

There 1s no accepted beSI method of teaching
biostatistics. Courses have to be desngned o méet
the needs slxdentsand ch
medic Bec&ug incoming students differ in
therr r e_x_p_o__sure to_statistical methodSlopy.
inf€TeST_is growing in selfxnstmmﬂmwd&’
such as programqu “instructiofi texts and computer-
dsslsted instruction (CAI), which “alfow thg student

l

major rssponsnbihty for biostatistics. instruction—in _
the ;72 schools requiring exposure can be. character-
1zed generally as a fnale between 30 and 49. ye:}rs of
%ige, with a doctoral degree, employad on a full-time

professor or higher, one who ‘has had his principal
formal graduate training in a department of slaustnas__\'
of in the biostatistics department of a school of

public health, and who considers hlmself to be .
prlmgply?a b|ostatlsuc1an bnometncmn. or biomath- ,
ematician. ln 1969-70, th ast majerity o

cians whereas, 1n 1957, the majémy of bxoslatnsurs
_ingtructors’ did not consider themselves to be pri-
man}Y slamucmns

¢ N - —-

What Biostatistics Topics ar(Bemg Taught in, .
Medical School : N . "o

In'the absence of firm guidé[ini;‘s and standards, -
the individual who. assumes pesponsibility fortieach-

ing biostatistics to medical students is called upon to
make a subjective determination of -what to include
_in the biostatistics carrculum, within.the constraint
“of the time allotted for the course.. According to the
1969—70 jnventory. ([) at ldast one-half of the
medical schools that required biostatistics exposure.

.

.
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+ 6. Sampling distribution of means, central-limit
< theorem . .
7. Confidence himits » ' .

.

* 8. The idistribution  * »
~9.- Principles of tests of signifieance .

lO t-tests fqr comparison'of two groups '
- \ll Chi-square test for comparison of two inde-

’  pendent proportions

1Z. Medical expenmentatlbn «clinical tnals ran-

. -domization, etc,

_13. Fallacies and pitfalls in numencal reasotyng
common sources of bias or selection in

medical studies . ]
14. The scientifi¢ method

“

.
cepts tq prepare students for the

journals @), showea that *
"+ -hends standard deviatiops,

.

)3\ fourths of the

A

of afeported test. - . -

Accordmg to the 1969-70 inventory, the followmg
toptcs were “given at Jeast minor #mphasis i a
majority of the requirgd biostatistics programs, and

- they merit strong consideration for mclusmn in"the~

. cumculum-tf time permits:

-

»

These 14 toplcs could easily constitute an accept

~ able bagic minimum cufriculum in biostatustics. A
_ comprehension’ of thede subjects -should provide
_« sufficient understanding of general gtatistical ,con-
léational Board

_examinations and to eqable them to cope with the’
bulk of .the -statistical issues in the medlcal literature.
Indeed, Feinstein's survey of “five major medical .
‘a physician 'who compre-
standard errors, #-tests

, and chi-square tests will be ready for about three-
tistical procedures that cenfront
him."* if the time allotted to the course in biostat)s-
t1cs is insufficient to cover statistical appllcauons in
detall emphasis should be placed: on the principles
df’lests of significance and the basic assimptions
~ underlymg statistical tests, while limiting the discus:
sion to one or two illustrative tests of significance.
A physician scanning the medical literature -does not
necessarily have to know how to apply a statistical,
test; butﬁhe\should know how to mterpret the results

Ay o
3 %

~
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Epidemiology, De‘mography, and Biosmifl’

3

¢ ) ™~
Cot .
. . / , ’
+ 7. Vital statistiCs rates and ratios, vate adjust-
" ment,-population life tables, . -

8. Medical surveys, retrospectlve prospectlve
and cross-sectional studies.

- The last two topics freq%re offered elsé»i/here

in the medical curriculum/ ge erally in a caurse in
epldemxology - ¥ .

A more comprehemsve and detailed proposal for
a core turriculum in_medical biostatistics was
recently reported by:a cormmittee of the American
Statistical Association’s.Subsection on Teaching of
Statistics in Health Sciences (5). This curriculum
suggested additional topi¢cs such as scales of meas-

uremcnt:sensnttvnty and specificity -of a ‘diagnosfic E

test, conditional probablllty, nonparametric meas-
* ures ofycorrelation, and-some .topics:in multivariate
analysis. -

Co4 Lo
" When Biostatistics is Being Taught in Medical School
" The 1969—70 ‘inventory of medical ,sc’hools re-
“ealed that of 54 responding schools that gave a
separate requn.red course in biostatistics, 76 percent
" dffered the gourse in the first year and 20 percent
offered the-course durthg the second year. Ob-
viously, the great majonty favored injroduction to

: blOStaUSllCS early in the medical curnculum, since.

knowledge of probability and statistical pnnmples
are essential to solving problems ‘in such fields as
epldemlology. human genetics, pharmacology and
cllmca_l pathology Moreover, a pasic: statlstlé’al

" foundation is necessary {0 cope with and to apptaise

" the medical literature. The basic foundation in
biostatistical phnciples offered in the first 2 years of
thebasic science curreudum. should be. reinforced
and extended by representation and, application in
ather basic sciencwurses and in the clinigal
pr s as well

1" Elementary probability: adattlye and multnpll- - Recommend& \ ?

cative laws
2. Use of binomial dlstnbuﬁon ) te
"< 3. Simple linear regression and/or correlation

. ‘ . .-
® Progtess'has been made 4n biostatistics instruction

’4 Chi‘square and contingency tables beyond the *s in American and Canadian- medical schools, but

¢ . ‘2‘)( 2 A .
5. Chi-square goodness-of-fit test A

6. Nonparametric tests’ for companspns of two

* groups-®

-
-t r

ERiIcY -

4 . -
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much remains to be, done. This discipline will not”

assume its appropriate “fole ‘in medical education
until the followmg rec0mmendatlons are imple-
mented: -

. "
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) 1. The satlsfactory completxon of a basic course
L *  in biostatistics should be mandatory for gradu-

BIBLIOGRAPHY ) ’
ation from medical school. . 06 . . /
d ] , . [
2. ‘Each medical student should be ntroduced to \ ) .

. at least 20 haurs of biostatistics instruction 1 Colton. T. and J Kuzma 1970 Inventory of Brostatistics

o with re:nforcement in the baslcgeﬂces} Cusricula in Medical Schools. Presented at the Annual

' the clinical subjects: Meeting of the Americap Statistical Association lr\al)elroh

»

Michigan ADecember 29

Fetnstein, AR 1974 Clinical biostatistics A survey of the

statistical pro‘gdures in general medical journals Chin
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Hopkins, C 1958, Biostatistics*instruction tn medical.
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f&r Self-Instruction The University of lowa

. 4. Bioélausti‘cs inStruction should be lncl{ldsd m" S Réport ofk Committee of theAAmencan Statistical Associa-
continuing edueation programs to provide prac-
ticing physicians with the basic blostatlstlcal

-3 T ontinuing development of mngvative self-
. teaching-techniques should be encouraged
either to supplement. or to replace. the tradj- 5

. tional lecture approach—to teachmg bidstatis- )
. tics. , 4

+ -~ RN

. ~~ understanding required for them to-cope with 6 s and 1 Karten 1966 Statlstlcal evaluation of
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pMtocols which the stydents had studied prior to
L o.class. v 7
Because of class size (119, students) and limited
facufty (me). it was not posslble to divide the class
,into small sections to improve interchange. There-
, “fore. i was originally elected to require the students
- to hand in the answers to the problems for my
« review. Because this proved to be incredibly time-
« consuming. and because the students were in fact
Jolvmg the problems 1n groups and. turnlng in,

L -

REFLECTIONS ON TEACHING
EPIDEMIOLOGY TO MEDICAL
- ST DENTS .

.
.

.

Elizabeth Barrett-Connor

. dUpllcates of the answers. the second year the’
. . ‘ format was changed so that students were allowed
An the fall of 1965. I joined the faculty of the to hand in their problems in groupseof up to four.
University of Miami School of Medicine. At that  As my clinical and research activities increased. this -
time 1 was assigned pnmary responsibjlity for‘the - again proved to be too great an onus and. after that
teaching of a required course in epidemiology to  Year.no further requirement for the handing in of
second-year medical students. The acquisition of  answers was madé In order to assure, however,
this course could hardly have been‘conudered a  that the problems had been attempted prior'to class.
prize; in fact. 1 was led to believe that the teaching  the students were given an unannounced quiz
-~ . “of it. wed as a necessary penarkce for a faculty approximately once a month which consisted of
abpomtment 1o a person without Iaboratory skills or  answering one or two randomly selected questions
inclinations” My experience and: qualifications for  from the assigned epidemiology problem
. % such an assignment were limited. I had felt the It soon became apparent that the teaching prgb-

i

-

.

i ’

strorig and positive influence of the public health

courses at Cornell Umversnty Medical College.

largely undet the, auspices of Dr. Walsh Mc-

Dermott, had a’general background in infectious *

diseases and their associated epidemiology. and,
while at the boqdon School of Hyglene and Tropi-
‘cal "Medicine. had attended all of the courses
required for the doctor of public hedlth in the

. tropics diplomd (which included biostatistics). I .also

was the happy. recipient of the teaching problems
and instructor’s gurdes distriblited by Dr Milton
Terris.

It was my intention to teach the course primanly
as a technique in problem-solving and the methodol-

~ogy of data -collection To this end I hoped to

achieve considerable studg:ht(;?acher interchange as
opposed to thore didactic lecturing characteristic of

" other colirses given in the first 2 years of medical

school. Subjects were arranged in order of increas-
ing epldemlologlc complexity, e.g.. from fodd poi-
soning %o tuberculosis to chronic diseases. The
subject matter was selected as examples of classic
epidemiologic investigation or examples of diseasgs

. of public health.import which were inadequately
- covered in the rémainder of .the medical school

curriculum. Thirty-three 2-hour sessions were’

scheduled ;to permit the, detailed discugsion. of

L
.

lems provided by Dr. Terns and his group were not
suited to the medical student population with which
1 was.dealing. As a result most of the problems

were reworked extensively; for example. where .

several pages had been devoted to presenting in-
¢reasing bits of demographic information. whenever
possible this was compiled into a large table which
lndlcated age. sex. race specific. and secular trends
in-one plake. which the student was then expected
to analyze. Inthis way $ome ©of the original
problems were greatly altered. Others were de-

. signed completely anew from reviews of the medgcal

literature. In addition. most protocols inclided
problems related to the definition of disease for
epldemlologu. study and therefore included clinical
generahzanons This approach proved usefisesince
these medical students had had very little exposure
to clinical medicine and were efore extremely
anxious to learn-anything they ould about diseases.
even when it was necegsary to learn the distribution
of diseases #n order to obtain this information.

This course differed in design and structure from
any other course offered in the first 2 years of
medical school 1n that. for the first time. the
students were not presented with a digested body of
facts but were aakea to do some thinking and make

their own intgrpretations, The students were given a-

»
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fnal examination at-the end of each'year In an effort
"to evaluate the efficacy of this ieachl ‘'method.
Problems in evaluating learning

tion. Indeed, it was general scuttlebutt on campus
that the epidemiology course had ch nged from
ing the least dssnrable of all courses taught in the

* ﬁr;t 2 years 1o one of the most popular. Popularity,

" more _simple to the more complex,

of course, is nQt necessarﬂy an index of effective-
‘css but then neither is it possible to be highly
effective T a situation which is extremely unpleas-
ant. )

In Janyary*1970. I joined the.facufty of the
University of California in San Diego (UCSD) and
immediately undertooR major responsibility for the
teaching of epjdemioiogy to second-year medical
students. This course differs from that offered at the
University of Miami in that the nugnbef of hours
and the number of students are halved. In addition,
the course’is integrated with pathology and microbi-
,ology. For example. lung pathology and pulmonary
infection are taught concurrently with epidemiology
of lung cancer, air pollution, and tuberculosis. In
order to meet these gene’gl' curriculum commit-
ments it has been more difficult to proceed from the
i.e , from
infectious disease to chronic disease epidemiology.
For this reason. and because the teaching of

infectious disease epidemiology in the microbiology -

iculum was in general very good. increasing
phasis has” been placed on the «epidemiologic
analysis of chronic diseases.

«Initially the class format was very similar to that
at the University of Miami, i.e.,
Recently, because the smaller class size allows
greater ‘participation, it has beed possible to nearly
double the subject material and preserve the Socra-
tic approach in I-hour sessions. The I-hour format
also facilitates integration of subject matter with that

- taught in pathology-microbiology. Because the num-

ber of medical students admjtted is increasing

2-hour sessions.,

-

4 N 1
annually (52 this year, 65 for next year).. some

change i format will be necessary in order to
preserve the teaching method. Consideration is now
being given to dividing the class into at least two
groups for some of the sessioms-in order to promote
interchange.

The topics. as before,-have, been selected to
demonstrate classic epidemiologic pn'nciyﬁ and

_ -pitfalls or to consider public health problems amena-

ble to epidemiologic investigation and are not
adequately covered elsewhere in the curriculum,
e.g.. accidents .and air pollution. The addition of
open-ended. i.e.. unsolved, epidemiologic problems
of current interest are those in which student
participation (and presumably learning) is maximal.
Thus. of 36 lectures currently given at least half
have major unresolved epidemiologic questions and
6 are sufficiently topical to be covered in the local
press. .In the latter category we have had exciting
sessions on topics including vitamin C and colds,
BCG and leukemia, abortion rates and risk factors,
oral contraception and stroke, the risk of prematur-

“ity in anesthesiologists, and hexachlorophené and

hospital-acquired infection in the newborn nursery.

Another change which has evolved in recent
years is an increasing emphasis on reading original
medical literature rather than the use of protocols.
At the present time: over one-third of the problem
solving prior to class involves analysis of two or

three papers on a subject. The students are given.,

either a good and bad pMper for discussion. or
papers presenting cenflictihg results. or papers with
sufficiently interesting preliminary results that the
class can discuss meth0d6logy for a definitive study.
This approach seems more relevant to the general
needs and interests of all medical students whe will,
hopefully, be reading the medical literature the rest
of their lives. They are now much more enlightened
readers of the méthodology section of manuscripts
and are no longer surprised to find that the

.summary sometimes bears little felation to the

tabulated resujts even when the data are published
in prestigious journal3. .

It is my convictioh that the success of this effort
depends to a large extent on the teaching abllmes
and interests of the participants. The constant
tipdating of material and changihg of topics ob-
Viously requires a considerable amount of effort on
the part of the teacher and necessarily, therefore,
more than minimal enthusnasm for the project.




~

Ideally, one person should have total responsibility
for the course .and should give as many of the
lectures as feasible so as to avoid repetition of some
concepts and .exclusion of others. In the current
UCSD course, 1 give half of the lectures and have
beenfortunate. in having good support from the local
faculty as well as “'visiting celebrities” to present
other materials. )

The major defect of the course remains: there are
some students who ;yrefractory to the concept

that they should inves¢fime.in attempung to resolve

questions as oppqsed/to reading ““the facts” from a“

textbook. In my experience some 10 t0 |5 percent
of students are never swayed to the Socratic
method and will never find satisfaction in the
pursuit of epkdemiologic problems. After nearly
10. years of agonizing over such students, 1 have

ﬁna!ly decided to aim the course at those students

who can be “tumed on” and not to allow myself to
ome too paraneid about the remainder. -
It-is difficult to know how to evaluate the cougse.
Exammat:ons with “yes™ or “'no’" type answers
may demonstrate attendance- in class but do not

* necessarily demonstfate a working famiharity with -

* the ngcgssary - .thought processes for epidemiology.
- An examlnatlon based’ on a specnﬁc epidemiology
* problem is not entirely- sattsfactOry either in that
+ students who have gamned the most from the course
as a whole may find themselves totally at sea for a
given problem. whereas given another problem they
may achieve remarkably astute conclusions. Fur-

'

thermore, at UCSD. examinations in general are
frowned upon and.the number of teaching hours \

provided for this course are too limited to altow for
multiple testings. Therefore. the only hard critend

for the success of this course must be based on
© another examination, Part I of Natipnal Boards. *
“" which is required for all UC$D medical students. I+

am totally unfamiliar with the que_stloné asked in the
public health section df this|examination and have
deliberately remained so. not| wishing such informa-

* tion to bias what I consider to be my teaching'

priorities. Nevertheless. bathlof the classes thus far
graduated from UCSD have| scored higher in the’
public health section of the Nptional Boards than in

_ any other_section. Whether ofl not such results bear
any relationship to their futurer ability as phyﬁiuansi
researchers. or readers of the\medwal hterature is.
of course. unknown. Jr‘ : .

, Perhaps the most positive

_ERI
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teaching eﬁdt:miology in this way is that it 1s fun.
While it may be thought by some that “fun’ is
irrelevant. 1 believe that a fundamental appeal of
epidenriqlogy 1s its appeal to the puzzle-solving
proclivities of man. The potential application of
preventive or modifying factors as identified by
epidemiologic study. before the laboratory resolu-
tion of these problems. raises the level of ~“game
playing™” to one appropnate for serious considera-
tion by all future-physicians. -

Attached to these reminiscences is an abbreviated
list of the major concepts hopefully:covered in the
epidemiology course as well as the subject Matter
and related references.’

MAJOR PRINCIPLES STRESSED IN UCSD
EPIDEMIOLOGY COURSE .

I..Vital statistics; their use and limitation§

2. Definitions and methodology; rates, risks, Pro-
spective, retrospective, case, cohort, descriptive,
analytital, and experimental epidemiology

. Statistical inferences based on study desigrm;
causal association .

. Definition and classification of dlsease

: Definition of and approach to an epidemic

. Rusk factors, multifactorial etiology, and ultiyar-
iant.analysis . ~

. Genetic vs. environmental stud:es‘- twin. adop—

tion, and migration techmques
. Clinical drug trials
. Séreening techniques and priorities
. Medical ethics of experimental epidemiology
. Apphcation of epidemiology to health planning
. Ability to evaluate the medical literature ’
. Ability to evaluate an ynusual observatlon i ‘
..Study design '

Y

EPIDEMIOLOGY READING—1973

b3

%

I Cowan. DW. HS Diehl. dnd AB Baker 1942 Vitamins for
the prevention of colds. JAMA 1201267
Walker. GH. ML Bynoe. and DAJ Tyrrell 1%7 Tnal of
ascorbic acid n prevention of colds Br Med J 1 603
Pauhng. L 1971 Ascorbic acid and the common cold Am
3 Chn Nuytr 24 1294
Stamler. J DM Berkson. and HA Lindberg 1972 Risk
Factors theit role in the etiology and pathogenests of the
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atherosclerotic diseases  Pfiges 41-119 1n The Pathofienesis
of Atherosclerosis. RW Wisdler and JC Geer teds ),

. Balumore. Williams and Wilkins

Shimkin. MB 1968 Distributiort of canter in the Uniteds
State’s. Arch anxro% Health 16 403

Fetngold. S 1970 Hospital- .qu‘llrcd infecuons N EngtJ
Med 283.138¢ |
was Dr Krugman justified” 1971, Med World News, Oct
15, pp 20-31 . .
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Krugman. S, and‘JP (JI‘CS 1970 Viral hepatitts new light

on an old disease Trans Asspc Ah Physicians 83 133
Kntli-Jones. RP. LV Rndnguu; DD Morr. and AA
Spence 1972 Ane;them pracuce tand pregnancy  Lancet
1326, June 17 ba -
Corbett, TH 1972 Andesthctlcs z!\ld cause of abortion
Fertil Steni 23 866

Workers' safety and health 1972 ‘Health Poliey Advisons
Bull #44 Sept” - .

x

. Lennane, KJ. and RJ Lenname 197} Alleged psvchogenic

disorders 1n women—a possible manifestatfon of sexual
preyjudice N kngl ] Med 288.288

Klpck. LE. and GX Rachelefsky 1973 Failure of rubeila
herd immunity durning an epidemic N Engl J Med 288 69
Lehane. DE NR Newberg. and WF Beam. Jr 1970
Evaluation of rubella herd immunity during an epidemic
JAMA'213 2236 ’
Butler NR. H Goldsten and EM Ross 1972 Cigarette
smoking, in pregnancy it influence on birth wught and
pertnatal mortalfty " Br MedJ 2127 ° -
Corfistock. GW. FK Shah. MB Meyer and AH *Abbey

1971 pLow birth weight and néonatal mortality rate relgged . :

.

Elder. HA, BAG Santamarina. SA Smith. and EH Kass

1967 Excess prematurity in tctracyclme-(reatéd bactenu{tc

pattents whose infechion-persisted or returned. AntimKrob
A;enfs Chemother 7 101-9 ' -

10 [oddy » VO Control_Pretem 1973 Ameruan Social

12 Rosenthal. SR, R& Crispen.

A}

Hgdlth Assn

Kamnel ’WB PA Wolf. J Verter, and PM MLNamara .

1979. Epidemioiogic ds>cssmcnt of the roje_of bloqd
pressure 1q stroke the Framingham study “A 14 301
CopaBorative'group for the study of 3tPoke in young

wolgen 1973. Oral COntrdcepnon and increased risk of
cereDgal 1schemia or thrombosts N Engl J Med 288 871
Winkelstein. W wand S Kantor,1967 Some observations on
the re nonshngs betwaen age. sex. and blood pressure
Pages 10-81 in Fpldemnology of Hype{tensnon Grune and
Stratton .

G Thorne- N Felkarskl. N
Raisys and PG Retug 1972 BCG vaccination and .
leukemiamoarfality JAMA 222 1543

Davignon. L. P Robillasd. P Lemonde. and A’ Frappeir
1970 BCG vaccination and_ léukemia mortality Lancet
2638

13 Achgson, EU/BT' The pauent his record and soclety

ed T Aust 2351 .
rris. MT 1972 The epldemnoiugu revolutlon Am J
P}'hc Health 62 1439 \
© 144T¢ris. M 1967 Epidemiology of ‘Llrrhoms‘bf the liver
‘§ national mortality data Am J Public Health 57 2076
. Szasz, 1972 Bad habits are not diseases a refutation

to maternal smoking and soctoeconpmic status Am J-
Obstet Gynecol+l1 33 (Sept} L . ’ e
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of the clasm that alcohohsm is a diseasg Lancet 2:83 .

s Barrett-Conno'r‘ E 1967 The etiology of peliagra and its
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significance for«amodern medicine Am J Med 42 849
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LEARNING CLINICAL *. % -

EPIDEMIOLOGY AND BIOSTATISTICS

IN A-FORMALLY INTEGRATED °
MEDICAL CURRICULUM ~

.
M ’

-

'quid L. Sacker

/
-

Mrs. Bruce, a 70-year-old. retired geagraphy
teacher, moved back to her home town following
her husband's death tHPee 'yedrs ago to live with a

. younger Sister (also a widaw). You first saw her 2

years ago for the’complaint of *"smothering" sensa-_

“tions which would awaken her from a sound ‘sleep
and cause -her # sit up before an open window ir
orderyo catch her breath. At that time you obtained
a history of < scarlet fever’ at age 10. a heart

“*leakage™ noted at a retirement physical. and some
ankle swelhng at the end of the day. Physical
findings at that time included a loud. decrescendo
diastolicmumur heard along the left sternal border.

ide pulse pressure, and a prominent apex belt in
left 5th intercostal space at the antenor axillary

f Wes of “‘smothering’ disapptared with
digitalis you have mot heard from Mrs. Bruce
. for oversix months. However. when you come to
:"= your officerthis Monday. you find the foHowing noté

. from the colleague with whom you share weekend
coverage of your two separate solo practices:

Called to see Mrs. Bruce® Sunday morning for

dyspnea. Feeling ‘lousy’ for'the last week, and
said you had given hér digitalis for a 7('(1/\\
heart." I think her failure has been slowly g tting
worse over several weeks, and she also seems
pretty depressed. | upped her digoxin fe an't be
sure she was tukmg it) and gave her som,e Diuril.
You had hetter- call her sister (they are bbth -
_scared and a bit, befuddled. 1 think) if she doesn’t
call Monday morning. My fi ndmgs

11) BP 160160 S0

(2) P 120, fi brillating i :

(3 ) huge heart '

44} high pitched grade 111/4 p(m-dmstolu de-

crescendo murmur hefzrd best in the 4th left

mterspa(e right next 10 the sterniim, mth
radiation toward the apex .
'S J rales at both bases
(6) small pleural effusion on the left
(7) 2 t&)rﬂ-}jbtal ‘edema.

P

I. WHAT HAPPENS

-

l;l'his fs one of 14 biomedical problems (BMP's)
countered by medical students duning the first few

“weeks of the 2-year and 8-month M.D. Program at -

McMaster Umiversity in Hamilton. Ontano. Can-
ada. These studepnts have satisfied admission criteria
(> 18 years old. > 3 years of*some sort of
postsecondary edugation, > a "*B'" average in the
year pnor to application) and have been selected
into a class of 80 students on the basis of personal
letters. an interview (with a medical student a
faculty member. and a member of the community),
and their performance in a “'mock’s tutorial. The
resulting ‘class 1s heterogeneous. with regard to age
(18-38). sex (33 percent of next fal's class are
women). prior “experiences. and former academic
traiming (many -have had no previous exposure to
cell biology or behavioral science). '

The McMaster M.D#@®Program has no courses
and the ‘‘unit” of education is the BMP (usually on
paper: but frequently in the form of a real patient),
confronted and solved in a tutorial group of five
students and a tutor that meets perhaps twice
weekly, the intervening time being spent in group or _
individual study, wisits to appropriate clinical .or
community settirfgs small group sessions with re-
source people etc. The life of a given tutonal group
18 apprommately 10 weeks.

I1. WHY IT HAPPENS
The BMP appearing at the stalt of this chapter i’
an example of the vehicle used in Phase 1 (whic‘h
runs from early ‘Sepiember to mid-November of the
first year) in an effort to achieve the following goals:
(1) To be introduced to the Hamlltoq Reglon asa-’
community, as an apray of shealth “services
personnel and facilities (some of which are
organized on a regional basis). and as a locus
of health* professnonal egducation and health
research. - .
(2) To dévelop c,ompelenc(g)in the following learn-
J; ing methods: >

'
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(a) problembased learmning

(b) self-diregted learning .

* {c) small group tutonal learning

{(d) the selective ‘use of learning resources
(readings. dudlowsual aids. resource
people)

"(3) By explonng biomedical problems. to under-
stand and integrate universal concepts of
humgd behavios. structure. and function from
conception to dea{h. -

(@ To begin to develep clinical skills

(5) To learh to deal with the normal anxieties of
medical education and professionalization,
develop a self-awareness, of and abihity to
cope with individual strengths. weaknesses,
and emotional reactions.

.

1. HOW IT HAPPENS

A}

In confronting BMP's. the tutonal groups execute
a sequence of learming maneuvers which we hdve
named, *biomedscal. problem 5olvmg‘3 desciibed as
follows n the Phasg | manual’ ’
Given.a descnpuon of a patient or other ‘chnical
situation. 'the,;\utonal group or individual student
should carry out the”following sequence of activi-
ties: N
(13 A senes of—quesuons which may-be stated 1n
lay terms. will be listed as they arise from the
biomedical problem

(2) These questions will be ‘translated . mto Issues .

in structure. function. and response to stimuli
In other words, if the question 1s asked:
“Why do older women have a greater likel-
hood of beaning children with epicanthal f8lds.
single palmar creases. and mental tetarda-
tion?" one of the ‘ssugs 1n human behavior.
strticture, ,and functron raised 1s: changes in
reproductive cglls as women grow old
(The aBove activities will usually take place: in a
tutonal discussion which first considers the biomeds:
cal problem: however, the following two steps will
alrost .always occur outsde of a tutorial.)

3 Acﬂng singly or in a group. students will
_carry out the identification and in-depth study ~
of educational resources which provide infort
mation pertinent to the identified issues .in
human beHavior. structure. and function

{4) The synthesis of this information into a cogent

. explanation of the clinical situation 1s. of
‘ ‘

. * - -
»

P ———— e b

’

-

" course’ a key step and constitules pne of the
major foci for evaluation. This synthesis may
occur on an individual basis (and shpuld. at
appropnate intervals. be written out for the
myost helpful evaluation and feedback). or may
occur dunng a yutpna) group fession.

The development of additional questions. sug-
gestions. and hypothesis for further steps in
the evaluation and/or management of the
clinical sntuatlcm follows logically from the
synthesis. and underscores the fact that
biomedical problems can be pufsued in a
quumber of directions and tend not to be’
“Close-ended.”
(6) The tutorial ‘group will complete the .process
of biomedical problem solwing by carmrying out
the evaluation of individual and group perfor-
mances. of the biomedical problem dnd the
related learning resources., and of the resource
. sessions.. s
The Phase I’ tutonal groups. in the fall Qf 1973,
completed BMP evaluation forms on ““Jgssie
Bruce™ and the 13 other biomedical problems
(BMP's) by listing issues they consndered" when
solvmg each problem. The issues considered with
“Jessie Bruce' are hsted verbatim i Table 1. and
provoke three comments. First. thistsingle BMP-
mitiated the. considération of an exceptlonally broad
array of issues in a wide vanety of disciplines.
Second. the process of synthesizing the resulting
array of information into a cogent wntten explana-
tion of a single patient’led to a great deal  of
integration. Third. a review of Table 1 reveals a
substantial consideration ¢f issues in the, realm of
“preventive medicine.” articularly m disciplines
other than **Clirucal Epidemiology and Biostatis-
ncs | Because this Tatter finding as%a source_of
. ébnsiderable satisfaction to our department a histr-
ical explanation 1s 1n orders

e

L
TABLE 1: Verbatim Tutorial Group Reports of Issues
Considered in Solving the Biomedical Problem: Jessie Bruce

4 —_ ..
Behaﬁor:.p;ychologl’cal impact of a debihtating disease.
depression*senihity. dependence. comphance. prejudice versus
old people. hfe ghangés due to cardiac failure. effects

Comfhunity: availabtlity of homes for the aged and how they
function. visiting nurses. hospitals and old people. community
resources for old people. systems thgory and communities.
visils to a gcnatr!cs center - ¢

Aging: physmk)glcal and psycholngudlr’processes of agihg.
qexual function -and aging. effeus of aging and retirement,
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o offécts of aging on cardiovascular function. biological effects
of aging .normal aging 1n persons over,70

Pedhtrics acute rheumanc fever °

Cllnhl Skills: chest' ‘fexam. bow to examme the heart. what
mformatlon can be gained about the structure and function of
the heart by physical exam. how does a physician modify hss
pproach to deal with the elderly,/pauent -heart exam and

© murmurs and auscultation #ind blpod pressure. as per the green
sheet and'a httle percussion. pulses of the body basic
auscultatlon of the heart. interview of old people and- exam of
the CNS. chinical observation of the thorax, hedrt sound
dlscnmmanon -

Mqrphology: structure of heart and lungs. radiology of heart
and h:JS. gross exam of hearl. Aschoff bodies. actin and
myosine adult and fetal circulatory systems. structure and
function of old fglks. anatomy of capillanes and walls. positron
of heart 1ff thorax

Physlology: function of heart. mechanism of aging function of
pump. fluid éxchange. sounds. how heart and lungs and
circulation work. physiology of comrdeuon innervation of
heart. physiology of failure -

« Biochemistry: digitalis. dwretics effects of varous drugs on
function of heart and lungs. pharmacology of potassium

Clinical Epidemiplogy and Biostatistics: importance agd preva-
lence of heart disease. incidence of heart disease with aging.
what can be done with people who won't take thetr medicine.
how can events in early life have later manifestations,

- incidence of scarlet fever. epidemiology of acute rheumatic
fever. vanations tn clinical measurement

Hiimanity/Women: do women live longer than men, " manage-
{nem of long widowhood. women®s perception of health care
ts is an ind®fihite category). euthanasia

Infectious  Disease: what are causes. prognosis. symptoms and
treatment of scarlet fever, why are infections more common in
childhpod. why does the same disease haye a different
- response 1n different age groups. streptococcal infections.

/

_streptococcus‘ and heart Yalves. sub-acute bactersal endocardi- ,

tis

*

Allied H'ealth Professions: nursd- praultlo.pers. care of old
. people

Deplﬂmel*s/Special: radiology cardiopulmonary ldb. what are
the aﬁivantag_es of a solo ver'sus grouf practice

»

IV. THE DEPARTMENT OF CLINILAL
"EPIDEMIOLOGY AND BLOSTATISTICS

1 was sure that my initial invitation to visit.
Canada in 1967 and discuss formingg department at

this new medical school was ¢ither a practical joke/

or a case of mtstake"h dentity. I was 33, only 7
years out of medical schqol  years of which had
. been spent in training in mtemal medicine) and my

’
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total eXpenence, lntpreventwe medi’cme consisted of

2 ye rs in the " Yellow Berets' (the Heart Disease
Control Prograin of the .USPHS) anda’ year wlth
Bridn MacMabkon at Havard (in which I avoided
all of the standard course$ in public, health). My
disinterest in the post and my abundant lgnorance in
the field were reflected in my respénses to, two
questlbns raised in that first visit: <

Question. What sort of department of social’
.community, anq,prevemwe medicine sh(;bld be
formed at- thls new medical school? -

' Answer: None. Unless the other departmepts
view specific issues in social, community, and
preventive medicine as their ‘responsibility, the
school is unlikely to make progress in these areas
and should-be abandoned.

Question: What sort of ceurse ‘should be taught
r\the sciences of epidemiology and biostatisfics?
“ Answer: None. Unless a_ new ®chool can
develop a curriculum which mtegmtes these dlSG-I-
plmes with the other basic and clinical sciences,
montes set aside for a new schoold would bettex
be spent in increasing” the’ class size of the pre-
exnstmg schools. (l'?’oncluded' with the opmlon

7 $hat epidemiology did not ;msfy the definition of

a science.)

A dozen or more faculty had already joined the
new school. They included an anatomist who ran a
drug abuse program and who was perforging,
longitudinal studies  of social. as well as physical,
growth and development; a surgeon who felt that
&urgery had little or no effect upon .the natural
hlston;y of cancer; a psychiatrjst who was placing
most of his faculty in community agencies away
from the umversity; and an experimental pathologist
who was leading the amalgamation of a series of

competing’ clinical” labs into a single district labora- .

tory program. These seasoned. thoughtful men, led.
by a brilliant dean. had used logic to arrive at the
same answers which’ I had stumbled upon as a
recent g‘crnsumer of medical-education, and they
mistook a novice for a sage! T

1 was quickly challenged to form, not.a depan-
memt of prevertive medlcme but a methods group
in the disciplines of clinically oriented epldemlology
and biostatistics, operations research, and quantita-
tive htalth economics. to serve as a methodologxe
resource for a series oT interdepartmental programs
of educatidn, service, 'and both basic and ap lied
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rch. The’ Depdrtment of Chmcal Epidemiology = \l HQV\ THE DEPARTMENT FUNCTIONS IN

.dnd Biostatistics was fqormed later that same year

and the demands of programs have caustd 1t to
grow. not to its projected size of three members by
1975, but to 1ts ‘curtent (1974) faculty of*six chnical
CpldeIOIOgISlS fivg medudl statisticians. tvm oper-
dtions researchers.- and a health’ eaono t. plus’a
staff of about forty We have had, and are having.
enormous fun. and remain tonvinced that. there
should be neitHer "a department of socual. commu-
ventive medicine nor a course 1n
pldemlology and bios@istics. Thus. oar pleasure in

ing that the medical students relegated wbues n
preventive medicine to a number of disciplines other
than Clinical Fpldemmlog) and Blo%ldllsll(.s "as

wnn Table 1.

[y ’

re
3
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“In abandoning- discipline- and departmental- based
msfrtmmtr‘for—pfﬂblem “based learning. ¢are had to
be taken to prevent the neglect of relevarit Conaepts

_and o maintain the interest and involvement of

dlSClphne groups Jn the development of educational
"This has been achiéved through the
formdl recogmition of & senes of discipline groups
which are oftep’ coterminus with departments 1n the
medical school. Other disciphine groups. however,
have been self-generated and have gained recogni-
ton and 1méolvement through constructive cflucism
of the educational program. coupled withr an offer to
help. ‘

Dlsuphne groups have been major contnbutors %o
Phase 1 | three way¥s First. they have taker a
direct role in the drafting and redrdftmg—}ﬁ ﬁMJ’s

“s0 that the finat verdion 1s relewant. valid.~and leads

ﬁnatumlly‘ to the LOJ'ISIdChlﬁon of appropnate 1ssues

“

. Guides™

- 1n their dlsuplme Segond. each discipling submit$ p
,llst of relevant lssué% and educational resources for

each of the BMP's and this list is avaifable for'the
tutonal fo use sn solving each BMP. (These “"BMP,
ar® provided in sealed enyelopes ',Whlth\
.can be.opened at the tutonal group’s discretion,

they teQd to be used for direction early in the phase.

‘and for evaluation, s, the phase progresds) Third.

, Biscipline groups hdve developed: reading Tists, car-
(ouscl tape lectures, a few videotapes. and resource |
~ sessions whigh the studenits’ can utihze as they
search for lnﬁsrmatmn relevant to the issues rarsed
by the BMP's, . '

THE M.D. EDLCATIONAI PRO(-RA

In the summer of 1968 T sent a queStionnaire to
each of the physicians in the* local medical society *
.-(The .Hamilton *Académy ,of Medlcme) Two ques-
tions were asked'

) Was anythyng yoﬁ ledmed in mgglical school
in ‘the areak of epldemloiogy and biostatistics
ever of use Q_you in caring for your patients?

(2)"Can you d Lnbe any specific chmical situa-
tions m whih, your application of concepts
from eptde Alogy and biostatistics could

“really lead th
tiems”?
» The contrasting esponses to thete two quesuons
was a pledsant surprise  Almost everyone said *'no’

1o the ﬁrs;. However. several physmans returned

‘o

lengthy ‘and very* théughtful response$ to the second
queshion. and these are grouped and summdnzed m
Table 2

On the baswuf these responges. at times broadly

“interpreted 1n light of our own clinical experiences

“ment of BMP's [
led o conslde;:anons’oﬁ disease frequency”™
compliance. natural history. and "

and ,ingerests. we have-taken part in the develop-.
(As shown in Table 1. “Jessie
Bruge™
measurements.,
vbserver variayon). We have held (very tarely now)
resource™sgssions and have developed the educa-
tional resources shown_ 1p Table-3. plus about }0

Better o&tcdmes'for your pa-.

more .which deal with &Ee climicgl epidemiology of

specxfc condmons such as hypertension. . suicide,

. chronit regplratery dlsease.retc (these are currently

being re¥ised so thai‘ they <an be made available o3 e

other sghoofs)

- ‘.
- "

TABlfR 2. ()uesuom)atre Responses Fﬂ)m Physician Survey
e e e
Clinigal SllUdmm ) Concept ldemxﬁed

LI A e

(1) Patient receiving orab
contraceptives, ghinician
concerngd "about risk of .
thromboembolis ’ ’
Patient with acute severe
infectious disease. climi-
clan concerned about di-
‘agnosls

() Patient . with gcnem. dc“-
fect, (hmaan cofftesned

about famll}r- counseling

Huw to diagnose Lausatmn
.

disease fx;equengy e

NN
[ : > "
Chintcad uses of probability

~

w3

.

Chnical uses of [measures ‘of

RN

-
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4 .Patienf with vague com- Summarizing clinical dita,

—_

.

- < .
S~ - .
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* tutors’ in "all phases of the program. as student

advisors. as clinical préceptors. and as phase chair-

men. ) .

«

v M ,

VIL,RELATIONSHIP TO §

plaint and’ extensivé lab CE AND °
data; chinician concerned medicine, ] . .
dbout interpretatron of re- . RESEARCH PROGRAMS - . i ’ -
- sults v ! , Th/ -~ . "
. (5) Patient requests annual Natural history and early .di- ; The formal 17 tegmtion seen in the M.D. Educa-
o , exam. Olll*‘llelan concernedk. ahgnoms compliance with tion progmm lS also~a maJOT feature Of serwee and
" about valkiity and yield therageutic fegimens research at, Mc Master. The department. acting as a .
(6) Patient with a ‘'new Variation ¢n chnical measure-
‘murmur. chnician con- ‘ment  * metfAddologic | resource. provndes expertise in design,
N * cerned about whether 1t - . measurement. analysis, and eva]uaf"n to some 40 |
’was missed on an earlier ; research projects per year which ongmate with ‘|
» . - |
exap % N « members :of other departments in-health sciences. * |
. (8) Lhnician reads thnical Chinical implicationg, of sam- Many of these researth prOJeCtS concerg baSlC
ournal; chmician toh- phng '
. Joemed {Rat shethe never P 1Ssues in human bnology and pathophysiology as
-sees any of the type§-of . A g well as queglons in clinical medlc‘me and hedlth
‘ |I|ncsses described th@rem care. A similar service is provided.to ovet 30 -
TABLE 3. C.mmnm Resources in cu,,.m Epldemblop projects brought to us each year by health depart-‘
.+ and Biostatistics i ) ments. community and social agencies. hosﬁtals
(1) What (on Earth) 1s" the Deyanmgem of Chmcal Epnde- ::gnlendc;:ldsl(l)zli:/ep r::;g;:;zrscs;ltzrifsgag;mp tmiut:)
mlology and Biostatisticg”? — , ease i R
2 A Comemporary Concept of Caushtion " \ breaks, the use of emérgency facnlmes., and the
Part & Welcome to the.20th Century s -evgluation of clinical and- health care. Because the. *
Part 11. l—;ow loTDtagnose Causation . versity. the” Prevince. and thesFederal Govern-
) Clm':)a‘:"dm in Causatian . ment view this form of interdisciplinary servicg as =~
Part I Staustics n Medxcme find Scales of Measure- an lmportant function of our group. all have been
ment quite generous in providing support for pefsonnel *
$ Part Il Methods ofSummarIZIng=Dala .and for the operatlon of the department. These .
» (4) Chmcal Uses of Pm"fbﬂ“y - “projects and this interaction also provide an mvalua- -
:g :l J?ﬁ: for Calciflating Probab Hmes ble experience in the *'consultant-in- training” por- ’
(5) Chmical Imphications of Samphng — , tion of our graduate programs’in Clinical Epidemiol-
, Part 1. What 1s Sampling” . ogy.-Health Care Evaruatlon Methods and Medical
Part II What's n a Sample” Statistics. . .
) Part HI What's'tn a Sample (continved ) In addition, resedrch ‘ideas originating ‘within the
© e Part 1V, People. Patients add Climcal Judgments Department are often. undenaken thm multide- ..
‘ (6) Chnical Uses “of Measures of Disease Frequency , rtmendal h h of which h
Part I: * Defimtign, Measurements, and lnterrel&non g?)thm; a FCZCE;:’C hlprongm; €ac Os wFlC ave |
ships ; asic and highly applied concern or exdm-
Part 11 Observer Vanation in the Evaluatmom of Pa- ple. several memberc, of the depa[;tf'nent are also <
. tients members of the Cardiovasctilar/Haemostasis/Throm-
(7) Companents of Vanation,in, Chnlcal ‘Measurements bosis Program. and it is within this program (and
Part I. Jargon and Blood, Pressure Measurements .
«Part 11 Observer Variation lD the Evaluaan of Pa Wlth the ex“emery Valuablq comments 'and cnthues. ’ Lo
" nents” of our colleagues from other departments) that we
' (8), Statistical Inference have carried ?t our studies of atherosclerosis and :
. Part 1, B;“‘ Cancepts and, Jargon  « our randomized clini¢al trials of platelet-active drugs !
© N:?r:a: 'Vah:'::yl;"c?;l(:t;";ael di‘l’:: and of clinical strategies to-improve compliance with
(10) The State of Health in Canada . ‘antihypertensive thérapy. Thus. the. concepts amd :
- * function of the M. Education Program at Mc- -
CIn addigion to the foregomg role is a resource M7ster are seen in programs of researfh and service . -
group. mdmdual d’e’parﬂnental members serve as s well. ) ?g‘ .
4 ~1 [ b ¢ ’ N ’
. e - . ‘o, . -
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VIII. PROBLEMS IN THE FORMALLY
INTEGRATED EDUCATIONAL PRQGBAM )

" (1) Evaluation, and candid féedback to students.
. ' bas’lagged behind the development of infova--
‘ tive BMP's, programmed patiénts. computer-

, nary reso%sessmns In avoiding the preset
ob_pec‘uve examinations which we feel discour-
age problem- solvrng and retard lndependent
learning, we have been slow to come up with
suitable, alternatives, and this, plus the desire
. to be loved by one’s students and tutors. has
often led to the failure to recognize and (feal
\with deficiencies 1n problem- solvrng skills.
The.increasing use of BMP wnte-ups. in. which a
student writes out a synthesrs Wthh tegrates what
has been learned lnto a cogént natlon of the
clinical presentation, ‘has represented a majoy, step
toward correcting this deficiency. and we are exper-
_.imenting with computer-based. self-evaluation pro-
. grams in a number of areas as well.
.+ ® (D) Anxiely, although we believe it is lower here

. than {n. other schools. affects ‘both students. -

. and faculy When the former encounter a

i gruff clinician or a student from a more
‘ ’ . traditional school. and when the latter are
.efrustrated in their research or clinical activi-
: ties, the anxieties arising from anegdotal expe-
riences with deficient student or faculty per~

. formance are inclined sometimes to lead to
’ blanket condemnationr~gf students, faculty,
and the total program. father than to rational
assessment or,.in matters of opinion, a polling

of all, opimouns coupled with an offer to help
improve the situation. <,
. If the formally integrated curriculum becomes
accepted at other lnstltutlons. this problem maf

- les8en; at present however considerable’ energy is

. expended in dealing with these anxieties and in
, attempting to hamess them into constructive rather

. than destructive efforts. Program leader,shlp has
. been excellent, and program changes are increas--
ingly likely to be based upon vahd: evidence rather
than simple exhortation. .

iRd

"
“ . .
r~ M . .

based physiologic models. and interdiscipli- ~

" which *fires”

’ / *

(3) Rigidity in the ‘néw'’ approach is also a.'
prob}em We .run the-gisk of retaining “"new’ .
. approaches which afe -ineffectivg and rejecting
alt that is “*old.” gnd 0ccasro ally_one hears
the status quo defcnded on n ﬁrmer ground .
than ‘1t is the NﬁMaster phnlosophy’* B S

Thls p;oblem is being attﬂcked in’ two ways.
First, we are attemptmg 10 mcrs@se ¢he valdity of
our evaluation of the pr(gram an,d its graduates. sO
that appropnate challge can shown”to be lmpem— L
tive. eveh’ though it bre‘a\(sm\uth “tradition.” Sec-
ond. since we established at the out?wa system

deans dnd departmental chairmen-

after five and six syears, respectively. we force- -

.ourselves to return fo careers as teachers, clm(crans,

and investigators and avoid (we hope) a “cult jof

personality.” We believe that these features will

maintain an appropriate degree of contmuous
change in all of the programs, and have found that

most of us’have, much-stronger feelings of loyAlty to

each other than to-the programs of the institution. .

(4)-Trangferability. of the formally lntegrated N
M.D. educational program may be very low. :
It would require the simultaneous generanon
of a great deal of flexibility on the paft “of all
the departments and régource groups. coupled,

* with the freeing of sufficient time for plannlﬂg ’
coordinalldw. and the creation of educational  *
resources. It alsg-requires enosmous commit-
ment on the part of students and faculty, and

. the institutions must reward both groups for

their efforts and'accomphshments; McMaster

is the -only medical school w which
N

. awards tenure and promotion on ‘the )basrs of .

) contributions confined to education. Col-
leaghgs at other medical schools are ‘experi-
mentig<with variants of this approach. and
some are lncorporatlng a few of the ''pack-

.

&

ages' -listed_in Table III. The ‘question of »
. transferablllty will be answered by these other °
institutions.. - D .
IX. SUMMARY . .
[ B . » -
- {
It'has almost always been fun.
¢ A § ' ’
. S N N
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Pubmlth and preveﬂthe medlcme today are ‘

anq %hauld be seqously concerned, with medical

++ " care:“Health care delivery represents’a growing -

°
®

ortion of the health dollar. .bdth -1n personal,
As tax

. pr
expendltures‘ ‘and in government outlays

. . money goes inc¢reasingly ihto, heaith - services, public

- an

-

y

v

accouritability .demands governmental intervention
to supervise these expenditures. Sogiety as a whole

< has rgade delivery of personal health services-a top -

priority. For all thege reasons it is incumbent_upon
* the student of medicine today to become knowl-
edgéalile -about health service delivery and particu-
“larly the grgfwmg. role of government. Te prosper in
thé practice environment of thé future. the physician
,'o‘ will have to k‘n(‘)w t options are -available to him
as a provider of sefvices; and, as 4 responsible and
. informed citizen. he should be prepared to influence
change constructxvely This chapter “outlines what,

basic principles on the ‘selectips of methods of
teachmg and 4he basic ninimum to be learned.

- 1g order to understand the nature of the United
States' personal‘flealth system, it 15 desirable to have
<a hackground of infofiatiop about other developed
countnes as a_ basis for companson It is_also
essential to- have historical perspective on the
evolutign of- hea‘lth services in North America. The
health dellvery system-of a country is an expres;pn
_ of its social values and attltudes and necessary to
_ Vthis undemtandmg is recogmuon of differences bes

tWer#systems in terms of values. - '

A good deal of information has now ‘been accu- ° ject. A conside

, * mulated’about delivery of health services as a résult- .
of ‘objective study and analysis of - organizational

; variables, utilization, the process Jf Care. and the
outcomes of health provxdertntervemtlon ‘It 1s clear,

. for ¢xample. that in developed countries there is not B

. much correlation between the quanmy of service

might be covered in a medical undergraduate curric-
mlum in preventive mredicine and summarizes some |

.
. .
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and the heéalth of the population. Service:;é)o.weyer,

may be an end in itsélf inasmuch as 4 “provides
comfort,” support, %.nd‘saushﬁonlto sindividuals. In

-« this context it may be viewed from the same frame

of reference as ofherdéconomic goods and servnces

" Through analysis. of the health_ service system D

certain principles have emerged: 'some socnologlcal
some psychological, some economic, ‘and” some
pofitical, The health services are regularly described
in the language and idiom peculiar to each and at
. this peint, one could refer to health services
research as the multldlsc1plmary or mterdlsapﬁoﬁary
expression of the endeavor to, expldin hoy thé
system works. Epldemlologlcal principles and rneth-
ods. provide descriptive statements -about .the -
.-amount of disease in a community'as one way of
. mdlcatlng the need for community ‘health services.

*  Prificiples from these disciplines can be applied to
developmg QOUntl'ICS as well as to an mdustnallzed
soc1ety Since public health has: a world‘-wnde re-
sponsiblllty its students should have famnllanty with
“the “application of pnnclples of medical care tothose
_parts of the world where acute disease still holds
,ﬁrst rank. Here epndemlologlcal control’ pnn@les‘
may 1 fact be paramount in protection of the public .
health. and the services provided may be clearly
-related to-such reducy
may lensue o

The vast amoun material now avallable in -
medical care is tgo much for the time allotted-f
preventive medicine in the usual undergraduate

“currculum of medical schools: Choices must bé
made; pnonfles must +be
reqogmze the immediate relevance of a tangible
science Tike anatomy to their role as> embryo
physicians more readily than they. do -the’ abstracl-
.language and study of”the orgamization of health- .
services. Tlme is short for. presentatlon of pnnClpleS\

-

¥

,‘of healthi service ofganization; the student’s Aten-

tion span is’ sométimes shorter. Devices to capturd? -
their interest, sych as introduction, of patient-cov-
ered discussions, run the tisk of preempting the time,
avdilable for'an crganized introduction;to the \Jb—‘
challcnge confronts those re-
sponsible for transmltilhg mformathn on health care

t. Medical sfudents -~

death and, dlsablllty as o,

delivéry early in the medical course yvhen all other o,

mstruction is blologlcal e

" It should, however.. be possible to ascertain and
definé a minimum- of knowledge of the subject that.,
students must have Necessarily this changes froin

‘
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'year to_year with new legislation and with the
develoﬁryent of innovativdor modified forms of
medical‘Care‘organ'Lzation. -

LY

o SUBJECr AREAS

- 4
3

Range of Hulth Care Systems: Some Cross-Nanonal
. Comparisons -

This subject should. begin with explangudn of an ’
, analytic, model-that can be applig all health care
systerns The APHA® s Guidé Medical Care
Administration provides one Way of examining “the -
elements of a system; Health Care: Can There be
Equity? The United States, Sweden, and England,
provides another: Because Anderson has used an .
objective’ approach’ to compadre the Unitgd States,
Sweden, and Brtain, it is useful to consider with
. him the health systems of those ‘three countries. t.
may be well to bring iw the USSR as well, sthce it
represents a somewhat different model, one more
common to Eastern Eujope. Other examples mdy
, be chosen from a large literature that had been
accumulated..but time constraints make it desgable
to limit comparisons to two or three countriés. On
the other hand, interest in the’ United ngdom and
the British National Health Service is sufﬁctently
“high that an entire unit rofitably be devoted to
an.examination of ltSWsls 'advantagés and
deficiencjes. This 1s often -done most authe.ntlcally if
a native expert from-Britain is av;ulable to provide
the critique. ‘

-
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Health Care in Developing Countries

Each of the developmg countries - has probrem
peculiar to it'ig termg of geography. types of dtsea
prevalence, and- degree “of wealth ‘Alf "have In
common inadequacy of resoure’es',to deal. with
hunger in a rapidly growing population as -balanced
against the need .to deliver health services. Most
have high infant mortality and high incidenc& of .
infectious disease and accidengs. As already noted,

its stress on samtahon and_ immunization* is more
appropnate ih dealing With acute inféctious dlseases
thah the social orgam/z'atronal ‘approach- common to

r§0ﬁ!l health care services In industrialized socie-
ties. it is 1mportant for the student to learn hpw to
make the best .use of scarce résources, as ‘vmdly

-
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illustrated in veswking with the governments of
developing countries, and,in Tield situations in parts.
of ‘the world where organlzed——servmes are not
widely available. The appropriate strategy must
count on doing without an abundance of physicians °
- and other highly-trainéd health professronals and
with little money, 4The health care system must be
established in such a way that community health
-aldes .and other indigenous workers can function

"

effectively upder supervnslonq delegated from a few
scattered enters where welltramed personnel are
sed.” s’ 5 -

i

° y -~
.Orgamutlon of Health Care in the United States

i
Although a backgroun'd- in health delivery systems
elsewhere 1s important, medical students frequently
complain that teachers’ of preventlve medicine are
more concernéd with the rest of the world than with
the United States, or with parts of the country other
than theé local community of the medical school.

- Students want to understand the setting of their own
future practice "before consldenng health service
prolflems elsewhere. They also want to know how
- their own nfedical school.and teaching hospital fit
into the local §ystem of'health care delivery. It'is*
_important, therefore, to devote sufficient ‘time and
attention to, satisfy these students’ desires and to
usesexamples drawrt from local experience. )

Under thé setting of health. care, attention should
- first be paid to the goals and values of our society
as they relate_to Health. The health status of the .
nation. and of the subgroups. 'within it, should be

S

-

k]
considered, and indicators of unmet neéds* dis-

cussed. The history of the development of health
and social .services in the United States must
recem: its;due. Components of organized 'health
services jntlude health manpower (types, numbersy’
_and, distribution) and health " facilities (and their v
supporling institutions) which together provide both
personal and publlc health servrces..A third compo-
nent is the collectnvrty of ‘consumers, thelrl needs
and<temands.

. .

“an epidemiological model of health prdtection witl¥>~ “ The consideration of organization must include

,the pubhc servrces.the heglth care strategy of the
federal govemment and local Junsdlctlons as well
as the private sector with its multiplicity of provi-- '
ders. These two sectors, ,jpublic and private, interact’
in ways that result in a, variety of quasiofficial
organizational forms A rhrs pont; consideration of

.
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_and estimates for the future.
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the contrast with national systems that are almost
wholly publi® highlights, the distinctive features of
the United States entrepreneundl type of health care
dehvery . N . o

llealthMmpowermﬂleUmtedStates lsThel}a
Shortage of Physicians?

Becuase of the current debate over the adequacy.

of the supply-of health personnel 1t is probably
" desirable to devote one unit of study solely to this
guestion. Students should be given some back-
t about recruitment needs and
“perspnnel projectiops.for the future In relation to the
anticipated demands of the popnlatlon Simple popu-
lation ratios do not tike into “accoiint the diversity
of spedali‘zatlo nor the lack of availability ef
vanous types ok-health personnel because of prob-
lems “of access. distribytion. time off. and retire- .
ment:
point of view of Ahe economlst namely, the hteth-
ods for judging a shortage critique of past efforts,

3

1] ¢

Forms of Practice and Payment in At'he Umteg States:
Traditional vs. News #Options

Although this topic may be touched upon_qnder

" organizatiop of health caré. it deserves more exten-

. . . L4 . .
- sive discussion. Solo. group. and institutional prac- -

tice \need to be examined in detaill. and then the

’ v‘anous p&rmutatlons and combinations provided by -

R 2

‘ vanOUS payment methods. The growth of the insug-
ance mdustry development of prépayment mecha-
.nisms. and the infliences thdt form of practice and
type of payment have on the quality and quantity of
service are all relevant to the choice of ‘pragtice
setting the gtudert will enter- Health maintenance
organizadns ( H'MO) are becoming suffitiently im-
portant that they may “warrant separate treatment;
the expectations -that are held’ “for them to control
costs through prevention should certainty-be speci-
fied. Whether preventive services in HMO's are

truly effective in improving health and reducing -

utilization, and whether the system of incentives for
physicians results in reduction of Hospitalization
deserve thorpugh discussion and crnitique.

Peer Review and-Evaluation of leity of Care
' 4

Federal legislation creating Professional Standards

It is useful to address this problem from-the ,

-

Studyv of Health Services/95 -

.
- . '
k4 a
.

Review Organizations has institutionalized the infor-
mal peer review traditional to medicine. It is tlearly
going ta become a highly visible part of professional
life. The basis for peer review needs to be under-
stood by the medical student both in terms of publica

accountabilify for public funds -and the traditfons of .

the profession. Utilization review, and its relation to

peer review, must be explained since future practi- ~

tioners Wll} be heavily involved in these activities.

Movement to the broader question of evaluation of
_quality of care bnngs to the fore the systematlc‘
attempts that have
objectively. Students must learn to distinguish be-
tween process and outcome measures and to judge
the difficulties and shortcomings in the .application
of each ~type. If students can be broughn to
understand the high level of “scientific skill requjred
to measure quality objectively. they will gain a ‘new
respect for the complexities of health care delxvery
as well as the difficulty of Judgmg is effectlveness

Hospital and Ambulatory Care Facilities and
‘Community Medical Care Needs _ . ' v
; . y .

" Because of the students: desire to, understand
their local” settmg“dnd to brning a note of reality to
abstract discyssions of health services. it 1s usefyl to
describe in some detail the system of the immediate
local cqmmunity most familiar to the *students. This
_is best approached. in terms of the needs ofgghe
populatlon and then the various components nd
. the organizatien .of. medical services. Discrepancies
between needs met and thase ghat are not met and
.othér pyrposes that medi are institutions serve
/, will come clearly int s. The ugual setting for a
#medical school and its teaching hospital is an urban
community. Here it is desirable to diScuss the
developmept of the hospital system. the various’
roles of proprietary, voluntary. and municipal or
other governmental hospitals. and how they interre-
late. Neighborheod health centers. healtly .depart,
ment activity ip st}bplying personal health services.

and the function of thg outpatient departments and

emergency rooms- carr be made evident, The huge
role ,of the private sector. the, responsibility of the
private practitioner, and the distinctions between lay
and professional referral systems should indicatg the
ifterdependence of the whole .pattem of services to
the population of the community. .

.

en made to measure quahty )
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Rural Heaith v

t .
Health service delivery in rural areas poses a
In some instances it may be
analogous to that seen in dgveloping countries.
where poverty and unemployment are large factors.
Discussions of mral health provide an opportunity
to bnng up the maldistribution of physlmans and the

- reasons for this. The difficulties of recruiting physi-

‘cians fof rural areas. and the methods that have
been employed can be reviewed. is one of the
major unresolved problém- areas s fn health care
dellvery in the United States and it offers an

" opportunity to interest students both in terms of an

%academic public healtlhr problem and .as personal

commitment. Mound Bayou. ihe health center es-

tablished by ‘OEQO in the Mississippi delta. 1s an
example that has been.well-described by Gelgen and

others. -

" Financing of Health Care

-

—budget and its selation to the Gross

Most medical students have little acqualntancei'

with formal economics, and ‘it is, therefore. desira-

ble that an e_c‘(')nomist present an introduction to the >

subject with emphasis on the rising nation:l/health

ationxl
Product. How the health dollar is spent and where
the funds come.fram are essential to-an undérstand-

mg of the health delivery system The concepts: of -

cost-control, cost-effectiveness, ,and cost-benefit
analysis should be presented so that students under-
stand that they have a personal stake in controlling

_medical care costs and that the public will hold

them®accoundable for the way health funds’ are
allocated and-used.

v

Funding Health Care for the Disadvantaged in the
United States: Amendments to the Social Security Act

The, federal govemment now plays suchQ domi-
nant part n financing health care delivery through
the Social Security Administration that students
must understand how the Social Secunty Act and
its ‘recent amendments came into being. They
shouid learn the provisions of the Medicare and
_Medicaid amendments’in considerable detail and .
undesstand how they are _dministered. It is impor-
tant that they see’ the implementation of the law
frote the patient’s as well as the physician’s point of

L
\Politics of Health Care Planmr'tgr

! Health Planning:Resc

1L

_view and in the perspective,of society’s attempt o~
. meet the ne¥ds.of the aged and disadvantaged. This’

review of federal legislation shatld also serve as an
introduction to a discussion of national health
insurance. ° '\

Proposals forNational Health Rysurance

N o oo .

One of thg aims of a course in delivery of héalth”. g

services s(tould b’e “to’ lead medical students to a
~point where thiy cad begin to evaluate objectively »,
the «faims and tbe ratlonale of\pe various proposals
for national health, insurange, cu‘rrently before the
Congress. They ehou‘ld understand the various -
pressures mq democratlc soc:ety that contribute to
one special intérest or another, and; how, through
pgllucal compromise, accemmod is eventually
reached It is important that they see that they will
" haveé-a future resfaonslblllt’y as ditizens and informed’
professlonals to support the szt effective form of °
. national insurance and‘to“ make it’ work. It may be

parucularly effective” tb'presen‘t somé of the djffering. .
j\g&)mt& of view through’ a panel discussion, with
representatlves of labar. orgamzed medrcme and

the insurance industry present -

‘ IX,(##

The politics. of health can be represented i
discussions of the process by which Iaws come 1nto
» being and are’ implémgnted. Politics "can also be

portm)'ed in the Ilght of important contemporary

movements; the most, sngmﬁcant current example is
the .potential for change inhierent in the National
rces Act, PL93-641.

’Fhe first .approach has_presumably been touched
upon in the dlsCusslons of the Medicare and
Medicaid- amendments to the Socral Secunty Act.
Other federal programs., such’ as- those relating to
child health, however. should ‘be presented particu-
larly in terms oF irhplementation in focal  jurisdic-
tions. State and- focal laws regarding health, and, .
how they functidn in practice, gre also impostant to
a student’'s undérstanding of the relation of the
political procéss to actual delivery of services. -

- The Nationah Health Plannmg and Resources Act
may well become, the most pervasive form of
.government imtervention in: ‘health delivery as it ‘is
1mplem%d and as it becomes recognized as a-
prerequisite to a, national health insurance program.

—~— “ -
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It places groat authority in the office of the
) Secretary of Hedlth. Education. and Welfare. re-

qulres states to set’up adequate machipery for.

controllipg the use of health fresources. and relies
upon grass root decnsnon-makmg for determination
of‘need“n local areas. “The formal hospital \a\d

" medical establishments may not always be an
integral gan of the system and professionals may
have’to‘learn to accommodate to the directives that
are issued. Proféssionals may propose. but the
democratic process through elected officials and
governmental bureauc\:z/a(s will dispose. Medical stu-
dents ,will need to hav€ a thorough understanding of
how this particular system will work and how they
will fit themselves into it, both to ,,,carry out_their
,professnonal duties effectively and to mﬂuepce the
results for the common good.

. M - ' -
N ¢
n cormon -in’ the past to &&‘ some ,

\ malpractice .So that future p
would leafn to keep out of troublé- an avoid
v lawsuits ; practice now. however has flecome
"™ such’a largd) threat to the practice of medicine itself
~ that studerity must recognize the problemg" it poses

~SUMMARY S '
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American Journal of Publu H lth ‘

Medical Care

Milbank Memorial F und Quar\xr@ H ealth &
Society \

New England Journal of Medtcme \ -

Lancet \

Inquiry . \ .

Health Services Research

of Health Service\’s/97

&

Journal of Health and.Social Behavior

Medical Care Review

Social Security Bulletin

- Other sources of cusrént information may be
found in the Medical Care Chartbook of th
University of Michigan, revised'every few years.
Special issues such as the Minority Health Chart
Book of the Amencan Public Health Association
are useful. The Ameincan Medical Association
publishes each year the Profile of Medical Practice
and Socioecohomic Issues of Health. The federal
govemment also provndes a vast, amount of informa-

\

tion on costs. utilization, and facilities and summar- .
cian$ - ies of Pcefdmg yislation.
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Although methods of teaching deserve a separate

in terms Of lavlsuits. insurance. costs Omcnﬁ-\\/ch;pter the strategy of making the rhost out of

cost of heiRh care. Ilcensmg and professmnal
5ubject is probably best p ted by *
is sympathetic to-the medical profes-
ersed 1n all: aspects ‘of malpractice
ight be touched upon during the

uality control. but is too imponant

sion and we

» presentatioh 0
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A blbhography is appended tQ thls chapter but it
should be underst that as a pnncnple eXcept for
artmles of historicaf interest. it is essential in dealing
with medtcal students to provide the most up-to-
‘date . references availablé. With the, f'iﬁ'a' develop-

- ment of the' medical care field there is a plethora ef
articles on all aspects ef it in the periodical
Ilterature There is no single satisfactory, textbook
“that can be given to studerts {although a number of

. texts are. avaidable) so that\it is important to keep a
current file of recent journ
reviewed regulagly include:™ -‘\ )

G Co 113

articles. Joumals to be .

+ curricular hours’ available in teaching health care
delivery is worthy of spefilidn. As in other basic

', science areas. a certain ‘def nitive ampunt of factual

‘knowledge is necessary to an undérstandmg of
concepts, and- principles in health care dehvef'y
Lectures and reading aségnments are fairly efficient
ways of communicating facts and ideas. Small,
group seminars are better and essential to” permit
“students to react, fo see how their fellow students
seebthe’ same material. and to ask questions.
Cultivating student interest'in -the first year, through
weII-QIanned lectures and semmars sets the stage td
capture those who may be mclm;d to go into
.problems of health delivery i depth later on
through electives. At4fiat time it glay be possible to
capitalize on the initiaMBase of factual knowledge by

ments. participation in rather
health delivery systems. and fiel

n observation of
rips to programs.

providing real-life experience thrgis patient assign-
t

., Many teachers of preventive medicine. in fact, rely

aImostkentirely on what can be leamed in’ conjunc-

tion with.tHe existing” programs of patient

wherein the student-physitian finds out at first hand
i

.?' -
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“that he!needs to be able to conceptualize the health
deliveng_system and to infer the principles that
govern it. With a prior background in the principles
of health care-study. this can be successful. ’

,  As a minimum. whatever approach is used. all
" medical students should bedome acquainted with an
appropriate analytic model/of the health care deliv-
: ery system. understand the components of the
; system in the United States. recognize the nterrela-  “«
tionships of various kinds of health professionals. be
familiar with the forms of practice and payment in
this codlliry. and be knowledgeable about current
. health legislation. l’eef review and quality assurance
- efforts will affect all students sooner or later in their
professional careers. and they need to find out how
they will fit into and be able to influence the health
delivery systems of-which they are a part.
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As a new. faculty of community medicine at the

University, New York), e are engaged in the.”
lively process of implementing the medical school's
commitment to prepare-students for an active role in
improving the health status of the community. This

hor(l?ment expressed in.the original xredo of the °

(7). led to establishment of a. Department of
Commumty Medicine along with the basic science’
departments as essential components for converting
a traditional volugtary hospital, noted Yor its clinical
excellence, i
tion. . . .

, Pressures to open the thedical school to students
as early as ‘possible djctated the mecessity for the
founding fatherd of the schoot (mostly chairmen of
Mourg Sinai Hospital's clinical departments) to
designdte the place and role of community medicine
in the overall undetgraduate curriculum in the

. _absence of a permanent’chairman of the department

e

EKC 5

»

¢

and of most of the present community medicine
faculty. In their search for a model to gmde theh in
their task. theyiwere attracted to the University of
Kentucky. whose new program of community medi-'
cine, initiated in,the "1960s as an ifitegral part of the.
mew University of Kentucky medical school,

seemed to represent the successful jpining of clirtical
.and commumty medicine that was most congruent
wnth the Mount Sinai concept (2). In emulation of

the Kentucky experience (3,4), 'a required -6-week_ ..

rotdtion in community medicine during the clinical
years was incorporated in the original Mount Sinai
curriculum design. When Dr. Kurt Deuschle left the
_University of Kantucky in 1968 to become the
‘permanent chairman of Mount Sinai's Depanment
_ Y .

' The teaching® program in Community Medicine s partially
supported by a grant from the Public Health Service (No. |

DO4_AH 00941-01). ¢
1 Mqunt Sinai admitted its first class in September |

a future-or"iehted educational institu- .

116 ,. _ '

" academically orientéd grotp of learhers and teachers

ef Comrﬁ'uni.ty ‘Medicine, further impetus—and pos-
sibility—was given to the idea of adaptlng the ~

Kentucky, mod} ie-\be\t‘l\rsb\an setting.
Under Dri Deuschle's_leadership, those of us

who. were g]\/en major résponsibility for effecting
the transplant of an- educational progfam that had
flourished in rural Kentucky to East Harlem, Mount
Sinai’s target community base, quickly became
aware of. the ways in which differences ih sponsor-
ship, environment, and educational and practice .
climate influence educational planmng and lmple-
mentation (5). L

In contrast.to Kentucky, a public school with the. |
exphc;t goal of producing fgmlly and/or primary |
physicians to serve the population —of the state_‘—"——*
Mount Sinai, as a private medical school, derived
1t3 definition of purpose from the tradition of clinical
science excellence on which it had gained its
leadgrship position as a hospital. While acknowledg-
ing. the obligation' of contemporary medical educa-,
tion.to concern itself with the enhancement of
community health, it tended to equate the meeting .
of this obligation with the production of: leaders in - |
academic, and speq'a‘lty, medidine. ragther than with . ‘
the’ production of **fropt-line troops.” Both its |
faculty and student selection thus regresented’an

with' a deep commitment to the advancement of
medical science, and technology..Liberal in their
political and social orientation, they” were sensitive -
to the need to redress the social idequities and

"~
deprivation so vividly exemplified in,phe ghetto . |
community ad;acen(to the hospital, but they were__ . |
uncertaint as fo wﬁether the physmnan should-—or .
.could—act as an agent of social change. Thus. while . "

we found some sympathetic response among our
faculty cqlleagues to our own fundamental belief in
medical education as an instrument of social €hange,
we early recognized that the prevailing role model in
the full-time faculty” was that of the clinical sCientist;
his counterpart ameng the attegeling staff, to whom
much of the clinical teaching was entrusted, was the
clinical specialist in fee-for-pérvice practice. The
medical school thus couJd not provide the primary
or general practitiphef on “which the Kentucky
clerkship plan had s& heavily relied for tutorial
guidance.

The situation in the surroundmg commumty also
differed. markedly frbm Kemucky While Kentucky

<

- had early identified the county and its health care

)
.
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organizatfon as the geographic and institutional
.components for its field laborgories. we nitially had, -
drfﬁculty in identifying thefr counterparts in our

" adjacent community of East Harlemp. Instead. East

Harlem began to emerge from our early surveys as .

a series of ¢ommunities. varying 1n socjal, ethmc,
and cultural characteristics fromblock to block. and

* -with intense rivalnes among blacks and Puerto

2

'

-

[y

‘obstacles to making East Harlem th

Ricans for political power and control. The- health
care system exemplified the "'non-system™ in its
fullest flowering. The sickness needs of the pepula-
tion were met on a fragmented. discontinuous basis
by the sevewal hospitals and -clinics gated in the
community Preventlve care was provided through
public health stations scattered throughout fhe area.
Their €mphasis_ was primanly on veneréal drsease
control and wellchild care—-prm ipally lmmumza-
tion (6). i

Beyond the lack of Lomprehensrvé\ cafg” models
and the social and psychglogrcal bamers that
isted between the shealtlf care. provrders (forn§ﬂ
most part white and middle elass'h and’ the,
white. socially and economically deprived health
care consumgrs. the threats to personal safety- and '
security mhérent in inner city life_posed additional
ratory for
commumty medrcme teachmg

All of *these factors forced us to Iook beneath the
actual 4earning experiences prov§ded in the Ken-
tucky commumty medicine clerk
iples, thht ad governed their selection. Here. we
early identified: (a) getting our sense of direction
from a partnership with the™ 0 of health

services; (b) learning as nfuch as possiblg about the.

and research programs. Jn marked contrast {0 the
clinical’rotations. with their well-established service
"and research bas§. our clerkships consistéd initially
of an ¢ffort to engage the student in learning aj the

_ sharp edge of unmet community need. using the

’drscrpljnes of epidemiolog d socgtl scienice as the
“intellectual -base for the”expresgion of social ¢on-

. cerm Every effort was made to match up student

o

hip to the princ- .

needs. resources. and priorities of the peoplte from

the people. (c).joining our resod’n:es with, existing or .
potential commumty resources as transferable ele-
ments from the kentucky expenence to.our own.
These principles pertain today as they did 5.5 years _
-ago when dur\teaching proper began. We are.
however only npw begmmng to, experience the
rewards that come from thls developmental ap-
proach to learmng and’ teachmgv in commumty

medicine.. P
In the first program year the urgenc
nity need on the one hand.and institutnal need’ bn
the other forced-the )oitnng of the two in the '
cemmunity medicine clerk-

clerks i# the development of our community servioe

, -

o - v .
ERIC - -
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of commu-

N

interest and-future career plans with particular areas
of faculty study and beginning model-building.
Given the fact ‘that the faculty had not yet reached
agreement as to the spectﬁc educat,tonal' objectives
for the clerkship. however. the implementation of
. this matching pn’ngiple carried with it certain unfore-
seen consequences: First of all. the very'freedom of
choice given student tended _to support .the
- skeptical stﬁs betief ‘that community medicine
was a “soft” discipline. long on ideal$ ‘and short on
. Substance. Second, the permissiveness of the sys-

tem afforded the chm;ally minded’student an almost

irresistible opportumty to subvert community medi-
cine Iearnmg to the' pursuit of chnical interests
through -opting for a disease-oriented project that
‘easily lent itself to a clinical emphasis. On the other
hand. highly motivated students. with a commitment
to leaming what community medicine was all about.
flourished in an educational climate that encouraged
. the exercise of their creatrvrty and capacity for self-
Ieammg

If learning fo¥ studentsiwas-uneven m the first

year of the clerkship program. the benefits for the -
faculty were enormols. These included:
|. “The stimulation of concentrated work on the
development of behavioral ‘objectives for the
clerkship as essential to the:implementation of
ourbelief in learnerCentered education.
2. Trlae enhancement of our understanding of the
criteria for the selection of field learning
pportunities.y\“nith particular attention to the
gredients necessary to convert a.serviée or
research prograr into an educational résource.
. The clarification of our own unﬂerstandmg of
the complementary relatlonshlp b&ween com-
‘munity and clinical medicine.
The * development of more precrﬁnowledge
of the attributes. limitations. and potentials of
‘East: Harlem as a learning environment.

[AVY)

4,

5.
administrative organization and management of

. the program- thpr\Wectweness

»

Deepening respect for the relationship of the
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6. A growmg acgeptance of the importancé of
process in both student and faculty deveTop—
ment. -

* Progress toward the translation of ‘these insights
‘into actual prpgram change. as reflected in the
.current _program design, has been.uneven. It has
been influenced not only by the relative difficulty of

. the several developmental tasks.involved in the .

translation but also by such everyday realities as

time, competing interests and pressures, and the’

Ity and to reconcile
preparatlon for takmg

' ‘need to involve new fa
. differences among faculty i
next steps.

The_current clerksﬁ program is des:gned with
the g(%l of helping the student learn to ‘define a
problem in community health terms. This means
that he should look beyond the individual- .case and -
place the problem m the context of a_pdpulation
group. ¢ ’

The problem ltself 1S subject to broad m}erpreta-
tion, encompassmg such 1ssues as health care
delivery to a spcc:ﬁc community or group. the
working of a current health care delivery organiza-
tion, human interaction in a medical setting, etc.

The learning goal of problem definition -has been

broken down into the following specific learning
objectivés which the student 1s expected to achieve
! by the end of the clerkship:

. The student should select 4 potenual area in
. health. ( .
- -2, The student should make ag) initial statement
ﬁof the importance of the| problem..considering
such areas as:

a. ~prevalence and/or mc:dence of the prob-
lem -
geographlc dlstnbunon
extent of present knowledge
feasibility of problem solution
medical interventions i
socioeconomic fctors .- -

-t political factors
educatidnal factors
cultural factors

. avallable resources

.

aog .

. €.
probléms.

* 3. The student should specify at least three

- questions which need answers for a proper
A statement of the probleth.” . . .

.

J ’

_ important first step in the reconciliatidn of the

phiodity of the problem in relation to other .

* Teaching Community Medicine/103 -
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4, The *student .should- recommend methods for
answering those three questions.

5. The student should demonstrate the abihty to
investigate one- of the above questions:
a. state a specific question to be mveStngaﬁd )

s

b. define a me(t_hod for l'nvestlgatmg the q}ués- L
tion .
¢. analyze the information . 1.% .
~ <. draw feasonable and logical conclusions. X
6. The student should state methods for taking -

steps toward problem solutlon
7. The student should present his ﬁndmgs in both/
an oral and written report. y

These objectives can be fulﬁlled through one of .-
_the foIImeg routes: - o
I. Assignment to an ambulatory care’ s‘gmng. )
preferably away fram the hospitaly
1S an opportunity to combine clinic
the development and’ testing of a
. under the supervision of- a commumty, medi-
Ccine preceptor. ¢ ?
2. Assignment to an ongoing community medi-
cme field project (service and/or research) with
. a community medicine Preceptor usually the
-project ditector. -
3, Independent epldermologlcal or social smence
research of a delimited nature under the direc- .
tion of a community medicine pregeptor. T
Engagement 1n. the clerkship is iffitjitved through a
personal interview between -2ach~student and the
clerkship coordinator several® wéeks before® the
actual rotation begins. Desngned to exbk;re the
student's educational goals. assess his le;{mmg
needs. and prefercnces the interview represemts”an

"

student’s learning needs and asplmtlons wnh the

" objectives of the program.

Although the personal interview ha,s been used as

.the starting pqint of the clerkshjp sifice the.program -

began. its effectiveness, as an edugational device has: = «
been gfeatly enhanced by (a) our growing Clarity 4¢ bt

to the learning objectives of thé clerkship; (b) the .+«
student’s own basic knowledge of community medi- -
cine garnered from the ‘enhancement ,and veﬁnement
of our required teaching program in the pre-clinical
years; and (c) the availabiltly of a growing range of
comsmunity medicine service and research opportun-
ities on which to base experiential learning. It is R
now the usual rather than the idiosyncratic experi-

ence to have the student come to the interview with

- * )
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. a fairly clear notion regarding-the particular problem hondl potenual -of community medn:me teaching
he or she would like to explore and with general * through the clerk'shlp .

. o . 4
+ understanding of the factors involved in probleni On some 'occasions. the field for study and/or thc

. definition. With rare exceptions, by the end of the  field preceptors are not affilfated with us. We -
interview, the student is therefore dbleﬁﬂ formulate J\@recognlzev that other departments and programs have .
.~ personal goal which falls within the geneml ares of ° much to offer, and that‘experiences in an grea ** ,
community medicine and to take the next step in  chosen by the students may have more impacf on
the process. i.e.. making An appointment with the - theyr learning We do require a written report of the
potential tutor, identified by the cufticulum coordi- _work and an evaluation by a tut'(’)g in ‘the field
nator. for further discussion of his orjher actual “chosen. We also require preparation ‘in ad - .
learning experience. . CLt . mcluding - a passing ‘grade on a basic epldemlollx
The tutor is not necessanly an expert in the area  €Xamination. a tutorial in health care delivery, ‘and
chosen. Indeed. since, ay indicated earlier. the goal ~ Preparation i the Sp_ecgﬁc.area chosen. During the
is that the studenf should learn to define a problem last year students have fulfiled the “clerksfip re-
“it may he an advamage to have a tutor Who‘.qmre'ments through doing projects in: sex &knowi- -
_ approaches the specific problen\ de novo and uses edge and@etutudes of me(flcal' students in- Zagreb,
. his generic understanding of thy §pnpc1ples of prob-  Yugoslavia; incidence of ‘gergery in the Group
m definition to demonstrate ‘the process required.  Health Cooperative of Pyget Sound in Seattle: o
Parenthetically, ‘this strategy.-is a powerful todl, for orgamzation, of rural medical care in Israel; and e fi-
faculty as well as student education. In addition to nutritional problems of Indians m eastern Peru. ‘
. his community medicine tutor. the student ge'n.s.raﬂﬁ _ As the“foregoing description of the clerkship
also has afield preceptor. gsually a clinician. who  indicates, flgm the very start we have placed major
superviseq his field work and gaes him access to  €mphasis off the learming-doing component as the
meetings, available data. etc. IfiPrinciple, the field = Principal educational motif of the program. Weekly
zutor could do the enfire job. In view of the ~ Semipar~megtings are- used to supplement field )
relatively recent development of commumty medi- learnirig Imittally, the specific topics to be covered -
cine, however, few practicing physicians have Sufﬁ_, in the seminar sessions were, selected by the clerks
cient knowledge of epidemiology and/or health care  from a range™of possibilities presented 'to them by
¢ organization, admimstration.'and. financing 4o enable the clerkship coordinator at a cumculum -building -
them to carry full re$ponsibility for student supervi- session ‘on the starting day of the rotation. The
sion. Because of the nature of health care practice administrative difficulties encountered in this a la
. in the urban environmery, the field setting is usilly ~ carte selection. coupled with. the fact that students
a groﬁp practice, an.outpatient department, a hospi-. have ingreasingly opted for the in-&presentation‘
-tal emergency room, dr. only rarely. a solo practi- and dlScussmn of health delivery issues; have led to
. tioner\conce ratmg on fam,|y -type medicine. Field, .- our qssummg responsnblhty as a faculty for deter-
labopdtories with which community medicine faculty mﬂvng the content to be covered in the seminars.
lpzmbers are associated on a consultant- or direct-  Our usual practice. is to invite experts in a particular

. service basis (such as the Yorkville Medical Group ~ subject area to present the salient facts and issues,

"-[HIP] [7,8] or the model comprehensive child care  }¢aving ample time for ‘student-fagulty dlSCUSSlOﬂ
program devi{oped under depgrtmental leadership in ~ These formal sessions. in addition to" providing
an East Harlen™public health station) have proved * the opportumity to learn from experts. also stimulate -
to be particularly valuable educational resources. As  and promote peer learnmg The students bring .
might be expected. students. appear to_learn most in  knowledge and experience fromgtheir field place- .
those settings where: (a) they see, in action. the ment to the sessions and challenge each other's
théoretical concepts, pnnciples and values an  ideas with vigor and forthrightness. Group learding

. which commumty medicine is based: and (b) they s further enhanced by student presentations at the

. are glven generoys, competent tuatorial help and, _end of the 6-week rotation. Because these presenta-
guidance in ac}:?tw\ﬂg their Iearmng goals. Both “tions have been so successful in promotjng student
programh and-faculty evelopment arg thus, in our and faculty Iearmng we recently maugurate’ﬁ a
view, critical to the full reallzatlop of the educa- review session during the second week gf the

% . +
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clerkship in which the student presents the problem

~~he"or she has identified for study* and his or her

tentative study design for, critical review by a fagulty .
committee and his or her.fellow students. This has
provéd' to be a particularly good way of setting the
process of group leaming in motion. from the very
beginning and sttmulatmg high standards of student’
perfom,)ance .

The topics chosen for study by the students have
._been summarized prevroUsly ). Generally most
studepts hdvq worked in primary-tare settings. and
* done srmple itvestigation, of an area such as patiettt’
sausfacuon or mterprofessronal ‘functioning. Cértain
- changes can’ be perceived with tire. however:_ (1§
more epidemiologicat projects (2) morg data collec-
tion: (3) more. mterest - prepaid group practice: (4)
more health care stud|es of such areas as ooSt and
(5) more focuson medrcal souology . -,

In keeping W|th medical school pOlIQ{ we are
required to _grade each student on the sas of Pass,
Fail. or Honors Finding a way of mée)tmg this
requirement within the context of our own standards
of accountability andgr own belief 1n evafuation as
a positive rather than coercive instrument of learn-
ing continues to be a challenge CurrentlSl each.
student is graded.on the basis of: (a) a rating scale
which “his or her tutor completes: and (b) an oral’
and a written report’ evaluated by a faculty jury of
three. While the evaluative.task has bécome simpler
as the objectives of the clerkship have become
¢learer. we still encounter discrepancies between a
tutor's assessment of a lsf'udent and that of the
faculty jury. As jurors. we are aware of the fine
Judgment it requires to maké the distinction between
facility in oral and written' presentation and actual
working grasp -of the prnciples of problem defintion
" in community med|cme terms. v

. i 4
While skeptlgal about our skills as evaluators, we

tend to place a great deal of value on the students”
capacity to evaluate us. 'A written feedback instru-
ment hasyindeed given us ymportant information as.

"to general attitudes toward a clerkship in community -~

medicine. as well as clues’regarding the factors in
the clerkship expenence that promote or |mpede
learning.

" As might be expected. students react to, our
prograrh in a variety of ways. About one- third of
“our students enter the clerkship with a' firm speciai-
ized ifterest in a -specific medical field, such as
allergy. nephrology. cardiolegy. etc. Starting from

b
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where the student is. it is often,possible to show
him or her psychosocial aspects of disease he or she
was mot aware of previously\, and he ‘or she
inevitably learns sorpe epidemiology. Anothér third

the stydents are ofiented toward community ' ™

, medrcme or famly practice. and are very demanding

and sometimes cr|t|cAI of' the department. The
remaining third of “the students are open-minded.
uneertatn and, sometimes confused. This is the.
group which seems to learn the most from such a
cleskship. = =~ - * ”

This latter fact Has been of tremendous im% ..

tance in resolvmg any _doubts that in moment

frustratron we might have entgmalned as to whether
a clerkship’ in community médicipe should be re-
quired or_optional. -W|th this renewed conviction as.
to.the educational ‘validity of the requirement,
however. there " is also grOng realization ‘of the
factors———human and matenal——upon which the
clerkship depends for its maximum effectiveness:

. Exposure to the pripciples of (ommumtv
medicine as part of the required Iearr?mg of the pre-
chmical vears. In our case. the decision reached 2
b years ago to co,nsoltdate community medicine teach-
mg into a first course in bigstatistics and epldem|ol-

ogy (9). and a second-year course—thé study of a -

fammly-—is strongly affectmg students’ readiness for
and expectatons from the clerkship. -

2 Support for fa( ulty.” Like faculty everywhere.
we are continually confronted with the irony
medical edhcauonal system which’ offers ‘the least
reward for the performance of what is ostensibly its
pnncipal function—i.g.,
through creative teaching. ©Our teaching efforts
have, by and large. been kept alive by the personal
commitment of voluntary faculty or by piggy-
backing on the research and service activities of full-
time staff members. Under such dircumstances, it, is
difficult to insist -on the rigorous standa@s of
excellence in educational performance with which
the success of the program is intimately allied.

3! The development and ‘maintenance of a trust-

ing relationship with community health care con--,

sumers and prouders Essentially. our field learning
opportun|t|es are the outgrowth of departmental
investment in a partnership with the surroundmg

community, designed to strengthén’the community’s’

capgeity for understanding and meeting its health’

needs. Students have been and continue to be

particularly skillful in.engaging the consumer’s con-
- P

the facilitation of learing -
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ﬁdence and begmmng trust in the mtegnty of our
purposes. ’

4. The development and maintenance of wable

. linkages with clinical medicine both within and
outside the institution. Having awarded top pnor;tv

in our. first years to the outside communify n&ds ]

and resources. we are at an qarly stage in the’
* development of mutual trust. understandmg and
modus operandi with our clinical colleagues within
Mount Sinai. its affiliated- hodpitals. and.in -private
- practice. We are now idgatifying important areas of
common concern and interdependence”in. fesearch
and service—some of the[n first uncovered through
the exploratlon of ways of meetmg the  students’
need for an experience that linked community
medicine-wit)f specific chnical interests.

5. The promotion of interprofessional and inter-
disciplinary teaching and leaming. Since our faculty
is organized and staffed along interprofessional and

. mterdlsqphnary lines. interprofessional and mterdls-
ciplinary teaching 1s a given fact in our entire
" educational program. Conjomt }gammg for students
_ from the vanous health profess:ons has been more
difficult to achieve as a consistent element in the’
clerkship. We continue to* work on the pragmatic
issues of scheduling,” faculty back-up'. etc.. which
. interfere with_our ability to make good on our owp
commitment to this essential feature in edUcatlon n
N * community medicine.
5 In summary. we have reached the 5-year pojnt in
TF the offering of a required derkshlp in commumty
medicine with a deepened understandmg of the
ideational .and pragrhatic nature -of pur responsnlslh-
ties and cdnuinued conviction’ as tofthe importance

.

of the clerkship model. The ultimate qutcomeggf our..

efforts. the performance of dur graduatcs as agents
of community “health. awaits long-term follow;up

. “»

study.
end of the clerkship. however. supporfs our belief
that community-based Jlearning to define a problem
iR, the multidimensional terms of community medi-
cine &énhances the student’s perception of the com-

plex.nature of health problems. sensitizes him or her °

toithe operation of the health gare system as it
p[omotes’and impedes optimum cdmmumty health.
and provides him or her with a broadened under-
standing of the physician's role as an agent of
positive health.

»
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‘TEACHING RESOURCE FOR "
PREVENTIVE AND COMMUNITY  ~
MEDICINE: ACTIVITIES
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Rgbert E. Carroll

®

F
Actual ‘Participation by the student in diagnosis
and treatment has always been a dominant part of
the teaching of olinical medicine 1in the United

"**States. Demands for maore agademlé rigor "have

resulted in shifts from almost’ p‘tire apprenticeships
to formal didactic tea‘ohlng n .the basic sciences, but
the clinical ¢lerkship has remained. Of all the major

* clinical Specialffes. preventive anngommuluty medi-- ,,

"¢ cine has had the most. difficult Ttme in devhing

A.

o

n

"

satisfactory ‘Activities. for student partlcupatlon and
has utilized them least. Kk

"A fundamental basis for%xls drstmctron lies-in the
fact that, by deflnition. commumt.! medlcme deal§

posed to individual patients, Such groups are not as’
numerous as the mdlwdua#‘are less accessible to
student-contact and may have complex health
problems requiring more skill and knowledge ill

the average student can be expected to"posses4® For
example. a student - ,gsslgned to a patient with a
myocardral infarct may in a few hours greatly
expand diagnostic and ‘therapeutic skms while feel-
ing that he is a part of the clinical team. Investment

of the same time span in.an epidemiologior research ’

projett or heart disease control program is unlikely
to yield the same relative results and satisfaction at
- being a useful participant. , -

Despite the difficulties. a variety of activities have
been tried ir various medical schools in efforts to

- enhance the learning .of community medicine, Care-

* ful and critical delineation of curriculumi goals and
objectlves is crucial before maklng the decision to
use activity for’ teachlng At times the desire_ta
please students or “get away from the leftur

initiates activities that enable the commumity medf-
cine “‘rotation”’ to have a format similar to that of,
other clinical subjects. Careful consideration of the
strengths and probleins |nvolved in studen} place-

y

!

1

* with™ health pr;oblems of groups ‘of peopleas op-

IS

P b

1%

. . \ . l’.
ment. however, an lead t& a strong. dynamic
teaching program. ‘

Thestypes of activities commonly undertaken may
be divided jinto those that involve the student with
an individual case or patient.-and _those ‘where
involvementis directly-with the group or communlty
.oriented prgCess, pragram. or agency:

) The indwidual case approach most closely ap-

ﬂ' proximates what the majority “of students will en-
"W counter i future practice. This type of community "

\medlcrne teaching can bg |ntegrated with other
clinical rotationsto increase student perceptions of
relevance. One successful technique is f#mily health

F

studies of patients that _are_being. seen on other

rotations. Along with his regular workup of a case’

for presentauén the student 1s required to examine

aspects’ pertinent to prevent|ve and community

medicine. Questions may’ be asked. such as: the
cost of this illness_to the family and society;

could the health system have prevgnted thé llmess,
™ Swhat resources, will be¢ geeded for future care? The

ﬁcooperatlon of anotherclimical department is essen-

z

Y

fial so that~the student feels the information*he, Kas ..

obtained and is reporting is of prg,t.lcakuse beyond
Just impressing the professor of communi‘ty médi-
.cine, If the geaching goal is simply fo awaken the
student to aspects of disease and health beyond the
individual doctor- -patient relationship. then coopera-

tion with évery clinical department is not necessary. «
Although still working at the individual case level, ¢

+ a student may be assigned to a health care program
or agency that .encompasses community aspeots in

its activities: An example would be working -as a
chnical clerk in a community health center that has
an |nterd|sc1pI1nary approach. In this case, the
studpnt is still pract|c1ng in *the familiar’ doctor-to-.
patient” role. but the ongoing system around® him
forces an.awareness *of community factors, in
contrast to the more theoretical approach of the
preVIously described case discussion method., k
Many factors hamper the successful Pplacement of :
students into an active role In such community
oriented~agencies. Community er consumer. boards
usually have a major input into, policy and traqun-
ally have been unwilling to subjet their clients’to a
“*guinea pig”’ role for teaching purposes.-As op-
posed to teaching clinics in.a medical center. these
agencies we}%!
and often are reluctant to absorb the disruption’in
model functlon that- the presence of students seems
to 1mply

.

signed ta provide efficient service’
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In ‘programs where allied health, personnel and
physician extenders are well utilized. the“rble of the
physician often requires 4kills that a medical sjudene’
] does not yet have. For example. a nu&»e practi-
tioner or phystcran assogtate may perfoym histories
- and physical exams and consult the ph.ysluan only.
for complex problems or back-up. The.role of 'thé
medlcal student precgptees 1s then confused. He or
sh capnot practlce the eIememary skills learned
~ and feport 1o the plysician associate. nor can he or
she_answer the more difficult problems that the
aSSOClale brings tp ghe physician. Under these,
circumstanees. utilization of the medical studert in a
patiehnt,-'_‘qdvocate. rather than physician, role can.be
successful.

-

"= Some schools have developed opp()‘l'tunitles for
placement “of students in developing countnes ¢t
" medically underserved areas within the United
States. In these situations the need for medical help
often is sulficient that.the siikdent’s knowledge and
- .Skl"S can be’, well utilized. The broader health
‘oro‘blems ‘i these areas are also obvious enough
- that the- student cannot help. but expand his view of
the fole of medicine and the need for a Gommumty
approach. Whether place ts are organizationally
labeled as part of preventive' and commumty médi-
cine_seems not as rélevant as thatshey exist

. _ In contrast to the individual patient or farhilye .
approach, described above# the othef major cliss of
activities and ﬁeld placements 1nv01ves the student
directly in problems of a community ejther 1n

' rogram rmplementauon or research.

~

ras

. Perhaps fﬁe srmplesl of such actrv‘res 10 plan and
. execute i¥ the simple field wisit by'\a group of
studenls}sFor example, n da_ys wheg sanitation was
stressed: rgrm,l,p trips to the 'local sewage freatmént °
~ ~"plant were commop.-§ modern occupationat health”
+ " fadility in a larg%duslry might be a current
~éxample The field shes of many community ‘medi-
cing acuvn;s today May not have the visual and
sensory attractions -of the clasgic sewage plant
Careful thought should %e given” whetheg "the trip
warranfs mqving numbers o students 1nstead - of
bnngmg the program d1reetor to the. classroom for a
semlnar P - . '

" Commonly ‘used In epidemrology courses are
. problems or exercises thaf force tHe student to

. Y
.- ~ f
f “ . LR~
.

. .
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- objecuves and goals N

j " . -

a;nalyze and make decisions at a community level..
The situation is artificially recreated for the student,
etther on paper or by disgssion. WHile this lacks
some of the drama and e®tement of real life, the -
exercrses can involve current pertlnent questiong,
such as interpretation of theleadgr's own research
data. Student 1nvolvement can becom quite intense
if .they feel “challenged- to make deci}ons or offer
advice. rather than-just performing “busy work™
calcalation of rates. A number. of mgdical school
*departments‘ haye these exercises and they can be”
used as is.,or adapted-to. meet teaching needs.
Frequently., the precise subject matter is not as
important as' the method, and a problem in whrch .
the leader s involved or “know dgeable provides a
more dynamic sesston. Fer’ example. the review and
analysts of a rather simple. local outbr food
potsoning may be’ much more effective for the

“student thg ‘presentation of the instructor’s fd¥orite

Blassic, such™s Snow’s cholera. . .

1nsteajﬁgf the classroam exerdBe. students may
be assrg ed rnﬁrvrdually or in small- groups. to a
ty agency or program. Often they are
serve 1n a sort of participait- observer role..
and #0. produce an analysiﬁs of the agency*in a
written report or presentation for their classmates.,
This type of activity, can be very successful for
cerfain students. but is dgfﬁcult {o. arrange and
uérdlnate for large classes ovér a long penod of
tlme Often the students opportunity for actual
pamcrpatlon in what 1hey consider, a meaningful
medical role is limited. and the observer relationship
P mates. Careful planning and discussion® with ,
agency personnel who® will work with the students
are 'essential so that they understand the educational

d

Recistons about appropriate educational activities
ih community medfine will always depend very
much upon the: local situation. both wrthm the
medlcaf school and the community in’ which it-_
operates Acnvmes should never be undertaken or -
developed just to “*do something’* or in an alle?npj
10 salvage an unpopular course. When educatlonal
goals ahd objectives are carefully developed, and

Eaching program designed to best acco pllsh
them wnh the resources aggilable . community

cine acti@ities can be as exciting and challenging\as
glher ¢hnical rotations. 4 -
N » -
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TEACH[NG RESOURCES IN
PREVENTIVE MEDICINE: .
READINGS

Y

Frederic Bass

¢ -

" Fo address the omnipresent but elusive subject
_. ereadings and their use, this paper directs itself to
. three questions: .
. What is the role of ,readings in teachrng
preventive medicine to medical studé.nts" -
2. What -criteria should be used- to, assess the

e value of ding? .
3. How (ﬁe Association of \Feachers of

Preventnvq Medicie and the Fo rty Interna-
tional Center contribute to a mere - successful
v uullzatron of readings m preventive medicine?
'READINGS AND READING IN TEACHING
PREVENTIVE MEDICINE-
3
To begm a def’mmon |.needed By readmgs I
refer to published, printed. or mimeographed mate-

* .. rials unaccompanied by electronic audioVisual mate- *

rials. Readings include books. loumal articles. mon-
ographs government documents. transactions of
confe néés. reports of, health agencres case stud-
{Z reviews of the litegature.
adings have severals

poses: ¥, N .

# to present significant conceptss 3tho§is. obser-

vations and conclusions’

¥ to define problems

® to articulate policy

o to review the literature on a given tOplC .

illustrate key attributes of research design

" ® Yo describe the history of a partictlar problem

® todemonstrate a style of thinking ‘worthy of

emulation or avoidance »

® to provrde references to pertinent works

In considering the uses of readings. we must keep
+ in mind those® who will be doing the reading and
- . their purpose in pursuing the subjgct. Is the reader a
* - first.year medical student taking a required course,
. a fourth-year student jn a preventive medjcine

tential teaching pur-

-

*

“

»

. '

\ ‘ 12s~
L 4

-

elective exploring one fopic «in depth, or a general
practitioner attempting to apply preventive medicine
to his or her practice?

We must also consider how a given readlng will
contribute to the" knowledge, a Fititudes. and skills
preventive medicine seeks to‘impart to its
tstudents. ‘Generally speakmg Objectives that are
/ fulfilled by readlng tend to lie in the gognitive realm,
less frequently in the realm of skllls and. more
rarely.” in ‘the realm of attitudes. “Yet it is’in thé .
realm of attitudes that we in preventive.medicine
face our greatest tasks—tos encourage students to

see their patients as members ‘of groups. to find~ .

reward in_prevepting illness, and to help correct the

inequities that exist"in'access to good health care.
. Writings which can if e the aftitudes we seek -

to establish shguld d be identified and promoted. ,

* To. isolate the independent effect of a single
reading, a set of readings, or even a”course in
preventive medicine upon a medical student’s future
prsofessional performance may be_an impossible
problem in multivariate ;analysis. However, there is
one prime ingredient which 1 trust has an identifia-*
ble, longtterm effect—the feeling of pleasure and

‘mastery associated with successful problem-solving’

in” mdtters of life and death. In her paper on

teaching prepared for this workshop, Dr Elrzabeth.

Barrett-Connor.noted:

iy

er/urps sthe most Rosrme thing 1 can say
about teaching epidemiviogy in this way Is that it
1s fiin. While it,may be thought' by some that 'fun'
is iwrrelevant, 1 believe that'a funJumema[ appeal
Nofepidemiologw s its appea[ 10 the prl zzle-solving
pro(‘livlrieg of man ( this volume). *

This is not the place to® weigh the pros and cons
of readings as compared to other methods—lectures,
, small group discussions, audiovisual presentations,
field trips, or patient work-ups.

4‘ Hokvever-readmg skills do merit comment. Read-
mg as one of the highest order funétions in which
- mdh regularly engages, invites a continuous formula-
tion of hypotheses to explain the flow of symbols
that rush past the eye (/). Reading subsumes a
variety of maneuvers.‘g.e‘.. skimming, scapning,
studyirig, reading, and rapid reading (2). Thg most
+ vital phase of learning occuss when the reader is not
ﬁookmg at the book but reflecting on what he has
Jjust percerved {3). ¥et. despite continuing develop—
ments m the applred scrence of readmg, medical

.
S . \
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educators tend to take at uninformed approach to
the subject In his broal examination of teaching in _
medlcal schools, Miller reported. that almost nothrng
was known abopt the readmg ability of medical
students nor about the' precise readability of the

prinlted matefials used to instyuct them i
n recent years, several uepv:)??‘h(ve att?mnted to
relat success in. medical school to scores on the
Medical College Admission Test.(MCAT\ which to
some extent reflect readingjability. The results have
been mixed, showing no linear relationship of
MCAT scores with success but indicating that those -,
with below-median scores are more likely to drop
out of school (5,6.7). Weuld changes in the level of
complexity of readings, theirsstyle and format make
. for njare effective learning? Would systematic train-
- lng"'n reading h€lp medical students? We have little -
information on this. Recently it has been observed
. that the best readers«ére also the best medical
“spidents (8). If in fact any kind of causal relation-
sﬁlp exists bétween reading copspetence in medical
school and future pt:rforrnanczpe as a physician, then
the - process of readlng must’ receive much more
“attention from medical schools thar it has received
. thus far. Several authdrs recently have addressed
“'t the relationship of readings to the ‘rest.of the
v .medical curriculum (9./0). They have underscored
" the range of the kinds of readings available and have
-noted that advantage can be taken of *variation in -
“ student readmg taste to encourage each student to
select what he finds most interesting. rather than to
enforce one standard on the entire class. . .
. To summafize'tie p(n/nts‘ made in thls sa?ﬁs\
- 1. In examining and selecting readlngs as in oth
aspects of our teaching, we should proceed from*
defined instructional objectives. .
2. One_jmportant measure to seek *m"readmgs and
in student response to, them is enjoyment of the
. materi 3
'3. We need to determine the most effective
deployment of readings for transmitting, cognitive
knowledge and for inculcating amtudes and sharpen
~ing skllls ’ .
4. We need to work to improve medlcal students .
reading. Skills and to study the reIatlonshlp of
student regdlng skill and performance in medrcmﬂe

S
4
'

£l

" CRITERIA FOR ASSESSING\READINGS,
- »

Miller has suggested a set of criteria baged upon

”

*or journals (/l)

i

empirical evidence that is usefuln choosing books
I. Does the material contribute to the achieve-
ment of the objectives of the course of study?
Is the work presented of good quality?

Is the material interesting and written in
simple. clear language?- .

. 4. Are the organization and format attractive?

" Wynn describes the *‘three S’s’’ of a good

2.
-3

medical text book: selective, sequenced. and sifnpli-"

fied (/2). As implied in Morton’s‘ approach to
teaching mgthods, readings should be selected in
relation to the total constgHation of the teaching
situation: the learning objectwes,.the learner’s inter-

ests. the setting, the teaching task, ahd the means of *

evaluation to be used (this volume). ,

. As previously noted, we can exploit the interae-
tion of readings with students’ other activities and
responsibilities. For example. a reading about the
geographic origins of hospfital patients can be inte-

grated with the students’ clinical experience on a

medicdl clerkship. Journal articles’on medical topics *
currently thg objegt of degate make for stimulating
and successful szdent participation (this volume).
At McMad¥er the introduction of ®ach major topic
is accompanied by review articles “on the subject,
"and these placed on 0vern|ghi reservgJoL the
students (9).'

In many. respects we can view the evaluation of
readings as analogous to the evaluation of medical
care itself. There are inputs (the quality of a readmg
“for its mformatlon. clarity. and appeal); process
(how readings are presented in relation lo lectures,
d‘lscusslons, patient experiences. and the patterns in
which readings are assigned in gelationn to one
another); dnd outcomes (how wellsstudents recall
facts, reveal-attitudes. and provrde better preveiitive
«care for their patients). How many of the readings
we. assign aétually have been tested with respect to
. these aspects—mput process, and o