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The road ahead fo r preventive m edicine seems clear. It is the
delivery of high quality, personalized (as opposed to depersonalized)
comprehensive m edical care to all. T h e traditional skills such as
epidemiology, statistics, case-finding, and health education are basic
to future endeavors. T o accom plish this delivery is laborious enough;
to prepare m edical graduates for skillful participation therein is
even more difficult. Thus a text detailing the teaching practices
current in preventive m edicine is tim ely. A look at the past and
present is appropriate before facing the future.
“ The Teaching o f Preventive M edicine in the U nited States” 1 is
an independent study by outsiders, not an official study o f or b y any
of the organizations devoted to m edical education. T h e authors are
William P. Shepard, M .D ., M .A ., D .S c., form erly V ice President
and M edical D irector o f the M etropolitan L ife Insurance C om 
pany, and James G . R oney, Jr., M .D ., P h.D ., M .P .H ., w ho has had
experience in com m unity pu blic health w ork as w ell as graduate
study in public health and anthropology. Thus, although outsiders
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in m edical education, certainly they are experienced insiders in pub
lic health and preventive m edicine at different levels o f practice and
application.
As the authors state in their introduction, the approach is descrip
tive and ecologic, not evaluative. This goal o f objective description
w ithout subjective com m ent is achieved remarkably in this, the
m ost detailed, review o f preventive m edicine teaching we have seen.
W hile initially the authors planned to study only a sample of
m edical schools, they soon found that the schools, their programs,
personnel, departm ental structure, concepts, and definitions were
so variable that a detailed study o f all schools was indicated. What
m ight have discouraged som e o f us encouraged the authors to ex
pand their study. In the end the results supported the validity of the
original sam pling procedure. As the authors state in their summary
o f Chapter 3, “ T he academ ic subject o f preventive m edicine is rela
tively recent in its developm ent, is remarkably diverse [our italics]
in its subject m atter and in the professors w ho teach it, has relatively
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low status in the m edical school scheme o f things, and most recendy
has been em phasizing com prehensive m edical care as one o f its
m ajor topics.”
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Shepard and R oney consider three types o f studies: “ (1) The
nose-counting type, concerned with details such as the number of
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faculty, num ber o f hours o f curriculum tim e, etc., (2 ) the philosophic view o f preventive m edicine and its teaching, without mentioning details,” and (3 ) a third type w hich “ com bines both detail
and generalization based on facts.” T h e authors chose this third type
as their m odel. W hile the factual data presented are exhaustive in
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detail and quite impressive, this detailed accounting o f facts and
figures tends to overwhelm any generalizations, especially when the
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diversity o f the field makes such generalizations difficult to derive.
T o “ insiders” in m edical education some o f the findings in this
book are not surprising, e.g., that preventive m edicine departments
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have m any names, diverse structures, and varieties o f interests, or
that preventive m edicine retains its older interests and skills in sta-
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tistics and epidem iology, and is now m oving ahead rapidly into
com prehensive care and com prehensive teaching programs. This
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movement reflects its sensitivity to the m ajor social and m edical
problems o f the age— a sensitivity that fa r surpasses that o f the
standard clinician. M oreover, it is pointed out that teachers are
increasingly recognizing the need to engage their students with m a
terial rather than m erely to lecture at them or to dem onstrate to
them.
W e applaud the publication o f such a detailed objective study
of the teaching o f preventive m edicine today. H ow ever, w e closed
the book with the hope that the authors w ill soon follow this publi
cation with a m onograph giving their subjective appraisal o f pre
ventive m edicine teaching and w ill suggest guideposts for the future.
This review in a sense is a portrait o f the teaching o f preventive
medicine and public health as it exists today in m edical schools. It
can be com pared in a way with political polls. A political poll queries
a sample o f people on h ow they expect to vote fo r a candidate as at
any one period o f tim e, and then projects these findings, w hich are
presumed to be statistically sound, to the entire population. A poll
does not concern itself with the true cause or etiology— it m erely
samples attitudes and opinions. N either does a poll give an insight
as to how such personal opinions m ay be changed— what the atti
tudes and m otivation behind an opinion are and how one can affect
or manipulate them .
The authors have given us an excellent picture o f preventive
medicine and public health as it is taught, not w hat is right or w rong
with it. This is a first step, but only a first step. W e should like to
know why this portrait is what it is, how it should be changed, and
finally how it can be changed. W e are now learning to use the knowl
edge and talents o f the behavioral scientists in efforts to apply know l
edge for the prevention and treatm ent o f illness and disability m ore
widely and effectively. Perhaps w e m ight avail ourselves o f these
same scientists to help us proceed to the next steps. T here is a definite
relationship. A departm ent o f preventive m edicine or com m unity
or social m edicine m ust reach out into the com m unity if it is to carry
out what some o f us believe are its distinct contributions. It needs a
community base, a mass o f people, and it needs to reach out to serve
these people, as contrasted to teaching only in a clinic fo r self47

referred people w ho have com plaints. Preventive m edicine includes
m ore than caring for persons w ho are ill, physically or psychogenically— it must go out into fam ilies and hom es to learn why people
act as they do, how this can be changed by sound educational pro
grams, or, perhaps, how the health team can be changed to adapt
to the cultural patterns o f the com m unity. It also needs a controlled
com m unity base in w hich to d o research and evaluate objectively
and accurately w hat has been done. H ow else can w e determine
how w ell w e are doing, w hich approach is successful and which is
not?
W e have reached a critical point in tim e fo r the field o f preventive
m edicine, and our efforts tow ard future developm ent— or our lack
o f effort— m ay determ ine its fate. T h e great surge o f medical and
biological research o f the past 15 years m ay reach a saturation point,
a leveling o ff, due in part to drow ning in the sheer mass of undi
gested inform ation. This w ill not happen soon to efforts to improve
and perfect the organization and delivery o f health care services,
their quality, comprehensiveness, and continuity, for we are already
far behind in m eeting the changes required, not only by new knowl
edge, but by changing political, social, and econom ic factors in the
com m unity.
T h e need to chart a new course is self-evident. O ur efforts to do
so have not been especially exhilarating or bountiful. Perhaps we
need m ore m avericks and few er standpatters. A balance is desirable,
but the freewheeling, im aginative entrepreneur w ill m ove us forward
if only because he overlooks the sheer com plexity o f organization,
financing, and delivery o f health services in tom orrow ’s complex
society.
T he electron m icroscope has brought us closer to the atom— the
Space A ge brings us closer to the m oon. H opefully, we are on the
verge o f the “ Hum an A ge” w hich w ill bring us closer to the person,
the fam ily, and the com m unity. M aybe then w e will understand their
health care needs and be able to meet their demands more effectively.
T o o long, in our teaching and practice, we have allowed the com
plexity o f health care to im pede progress, stifle new ideas and ap
proaches. This explains in part our reluctance to use new knowledge,
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to use the team concept, to include actively other professions such
as the social scientists. T his is resistance to change in a context
wherein most o f us should be active proponents o f planned change.
Departments o f preventive m edicine exist to educate professional
personnel fo r health care services, to help in planning and provid
ing health care services, and to do research in the area o f health
care services. O f course, health care services m ake up only one facet
of the m ultifaceted w hole o f hum an services and are interdependent
with other factors o f com m unity life. H ealth problem s when view ed
in perspective are just one segm ent o f the continuous spectrum o f
social problems. D elivery o f health care, like that o f other hum an
services, is determ ined largely by society, and by the social, political,
and econom ic clim ate o f the culture.
We are learning that n o hum an service, whether m edical care,
family service, a housing im provem ent program , a vocational re
training program , or a pu blic assistance program , can be planned
and operated as an autonom ous isolate. It has been dem onstrated
repeatedly that people w ith problem s usually have m ultiple prob
lems, and that this very m ultiplicity o f their problem s acts as a deter
rent for the m edical, psychiatric, and social w elfare problem -solving
mechanisms.
Lately there has appeared in several places in our country a new
caring-for-people con cept and organism : the com prehensive health
care unit. R ecognizing the m ultiplicity o f biological, psychological,
and social problem s faced by patients, these units offer m edical, psy
chiatric, and social diagnoses and m edical, psychiatric, and social
therapy. In this m anner, the com prehensive health care unit is
oriented tow ard regarding and caring fo r the patient as a total hu
man being and is able, w hen it is necessary, to treat the w hole fam ily.
Comprehensive health care, then, m ay be defined as the personal
ized, totally integrated fam ily or individual biological, psychiatric,
and social diagnostic, therapeutic, and follow -u p services provided
continuously in hom e, clinic, and hospital by professionals w ho are
aware o f their ow n culture and that o f the patient, and w ho under
stand how cultural and subcultural differences between practitioner
and patient m ay affect diagnosis, therapy, and follow -up.

This definition o f com prehensive health care has implications for
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the organization and planning o f services, utilization o f service per
sonnel, evaluation o f services, and fo r the individual’s or family’s
responsibility to seek care when needed.
T he health-care planner can no longer be content, even in a
m unicipal health service, to provide only basic mandated “ tradi
tional” health services such as w ell-baby clinics, tuberculosis clinics,
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and venereal disease clinics. Activities o f these types still retain some
im portance, but today they are vestigial reactions to the public
health w orld o f years ago. These com partm entalized health depart
m ent activities are a traditional response to history. These tradi
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tional public health services did originate solutions for problems of
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their times, but the solutions may not be effective for the problems of
our times. T he m aternal and child health program s with their wellbaby clinics originated when large numbers o f European immigrant
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fam ilies were arriving in the U nited States. This service program,
m uch like settlement house program s, was a m ethod o f accultura
tion, a process for transmitting to and instilling in these newcomers
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the m iddle-class folkways and mores o f the U nited States. This was
apparently a successful m echanism fo r the European immigrant

ill (i

families. Since then, however, the needs and problem s of families
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have changed far m ore rapidly than have service agencies. The tu
berculosis and venereal disease clinics, being responses to specific in
fectious disease problem s, have functioned prim arily as a method of
protecting the “ healthy” com m unity members from the sickness.
Each program has developed great skill in case-finding, diagnosis,
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biological treatment, and follow -up. Both programs have developed
technological skill in screening processes, in diagnostic procedures,
and in therapy. H ow ever, they are both still treating the disease and
not the patient. T hey have shown little m ore than a token interest
in the psychological and social factors w hich have such a great im
pact on the patients’ lives and on the pathogenesis of the biological
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illness.
T he history and organizational developm ent o f health care and
public health services has led to com partm ented, fragmented ser
vices and program s directed at a disease, a disability, a cause, an
50
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immigrant group, etc. T his approach to our m edical problem s is
just as apparent in hospitals and outpatient departm ents where, for
a variety o f reasons, services are fragm ented into specialties and sub
specialties— and where the over-all program is seldom based on a
holistic concept o f com m unity needs or com m unity service. Frag
mentation o f services is also the rule in voluntary groups concerned
with multiple sclerosis, cerebral palsy, sickle-cell anem ia, hem o
philia, diabetes, arthritis, and rheum atism , and so on. But, though
we have single-disease and single-disability agencies, w e d o not have
single-problem people.
James Reston o f the New York Times, in a recent colum n said,
“ The habits o f the past are dom inating the present and the future.”
This observation fits the health care services to o w ell. W e cannot
afford to peipetuate the mistakes o f the past any longer. W e must
face the future, not back into it.
In designing quality-controlled com prehensive m edical care ser
vices we im m ediately find obstacles placed in our path by m any
present limitations. These are the com plexity and sheer volum e o f
medical technologies to be a pplied; the specialization systems in
medical practice, in nursing, in environm ental health, in social
work; the categorical systems o f care w hich w e have inherited in
health and social w elfare agencies; the inadequate num ber o f fam ily
physicians available; the lack o f awareness and concern that physi
cians and others m anifest in social and m ental problem s; and, most
significant, the lack o f sound interdependent planning by all con 
cerned, including m edical schools and hospitals— as w ell as official
and voluntary health agencies.
There are also lim itations in our present educational and training
procedures for physicians and fo r other health workers. T here is
typically a lack o f relationship, fo r exam ple, between the m edical
school and other university departm ents, such as education, social
sciences, law, and dentistry. T h e courses o f preventive m edicine in
the medical school are usually taught as historical m aterial and as
abstract theory, w ithout utilization o f the com m unity and the local
health departm ent as a laboratory fo r the teaching o f public health
practice.
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John B. Grant, in his “ H ealth Care fo r the Com m unity,” says:
“ Satisfactory integration o f theory and practice is necessary
to provide adequate facilities for student participation and for
investigation. The principle in providing facilities for public
health should thus be the same as that applied in giving insti
tutionally controlled laboratories to the biochemist, bacteriol
ogist, or physiologist, and clinics to the internist, surgeon, or
obstetrician. Such facilities should be o f a nature to allow full
exemplification and investigation o f the subject as defined.
The staff provided should be sufficient so that both teaching
and investigation may be carried on effectually in a unit, the
size o f which is determined by the number o f students and the
method and theory o f instruction and investigation. . . . The
place o f public health in the medical school, as in the case of
other departments, should conform to the principle of a rela
tionship to the whole, which would permit o f either inde
pendence or integration with other branches as the problems of
the moment would demand.” 2
W e need a fresh approach in the provision o f health care services.
W e must perfect our m ethods o f planning, organizing, and adminis
tering services. W e should m ove tow ard the reduction o f fragmen
tation o f services. W e must introduce into the service com plex an
interest and com petence in coping with the psychological and social
problem s o f our patients. W e must begin to make m ore full and
effective use o f rehabilitative services. W e need to com m it more
effort and m ore funds to research in patterns o f care, in planning
for health care, and in the organization, administration, and evalua
tion o f health care systems. W e should change the present concepts
in professional schools training physicians, dentists, nurses, and
social workers.
W e must, at the training level and at the operating level, learn
acceptance o f the full contributions o f ancillary workers. It is para
doxical that the team concept o f m edical and param edical profes
sionals working as a tightly knit unit is accepted in the operating
room s during surgical procedures, but this same team concept is
regarded as suspect in preventive m edicine where a working unit of
physician, social scientist, social worker, educator, welfare worker,

and nurse m ight be able to m ove tow ard solution o f som e o f the
basic problem s o f our times.
It is also paradoxical that w e accept the idea o f treating the pa
tient and not the disease or faulty organ system, yet the organization
of public and private m edical care systems is still based on the organ
system or the disease. It is sim pler to treat the disease, to objectify
the patient, and m ore difficult to conceive and im plem ent a health
care system centered around the patient as a person.
In order to m ake departm ents o f preventive m edicine viable,
dynamic, and effective contributors to their universities and to their
communities, it w ill be necessary to change their im age and their
practice. This can be accom plished in part by staffing the depart
ment adequately with professionally qualified people. W e need skills
in epidem iology, biostatistics, internal m edicine, preventive m edicine
and public health, and social science. W e need a clearer definition
of the role of the preventive m edicine departm ent so that w e all w ill
realize we have responsibilities, in addition to m edical student edu
cation, to the other departm ents o f the school and to the com m unity.
These responsibilities w ithin the departm ent must be clearly as
signed for, as the old m axim states, “ if everyone has the responsi
bility, no one does the jo b .”
The departm ent o f preventive m edicine must be engaged in de
fining com m unity health care and related problem s, and should be
involved in helping to evaluate present services and to plan future
services. This requires a close w orking relationship w ith local gov
ernmental health services, area hospitals, and regional health and
welfare service agencies. T h e role, im age, and practice o f the de
partment o f preventive m edicine o f the future m ay be to provide
specific instructional courses, on the one hand, and, on the other,
to provide leadership in m aking com prehensive care available in
totality, by linking together and im proving existing agencies and
departments.
This concept is w orkable in practice. A t T em ple U niversity M edi
cal Center, we have tested it in a m icrocosm by developing a hos
pital-based com prehensive m edicine clinic using clinically oriented
internists, psychiatrists, and social workers w ho are accepted by their
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counterparts throughout the m edical center. Students actively par
ticipate in this clinic, so that we are fulfilling the tripartite function
o f teaching, service, and research. W e are now developing a familycare clinic in w hich third-year m edical students, working with in
ternists, psychiatrists, pediatricians, and social workers, care for, and
follow through the school year, fam ilies o f patients. These activities
allow and dem and full utilization o f all disciplines involved, not as
appendages but as active participants. In addition, our Department
o f Com m unity M edicine is w orking closely with the City Depart
m ent o f Health, the area Health and W elfare Council, and local
health and w elfare agencies in a project to define the health and
related problem s o f our im m ediate com m unity o f 200,000 and to
design a new health service center w hich w ill, as an integral part of
the m unicipal H ealth Departm ent, provide comprehensive medical
and param edical services to the com m unity.
Fulfillm ent o f the three functions o f education, service, and re
search is the only justification for existence o f departments of pre
ventive m edicine and the only way for them to remain functional,
contributing members o f the m edical school. If the departments of
preventive m edicine do not function productively, the physiology of
the m edical school organization dictates that they will atrophy and
eventually die.
In conclusion, impressed though we are with the completeness of
the Shepard and R oney report, we cannot be satisfied with a poll of
current status. These are times o f rapid social evolution, and insti
tutions must adapt in order to cope with changing times, changing
technology, and changing clients. W here are the guideposts for those
concerned with the new horizons in m edical care systems? W e close
this review, as we closed the book, with the hope that these qualified
and experienced authors will write a follow -up study in which, with
their wealth of knowledge o f what has been done and why, of what
is being done and why, they w ill raise their eyes to the horizon— and
tell us what they see.
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