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Throughout the course of the 20th
century, many observers have noted
important tensions and antipathies be-
tween public health and medicine. At
the same time, reformers have often
called for better engagement and col-
laboration between the 2 fields. This
article examines the history of the rela-
tionship between medicine and public
health to examine how they developed
as separate and often conflicting pro-
fessions. The historical character of this
relationship can be understood only in
the context of institutional develop-
ments in professional education, the
rise of the biomedical model of dis-
ease, and the epidemiologic transition
from infectious disease to the predomi-
nance of systemic chronic diseases.

Many problems in the contempo-
rary burden of disease pose opportuni-
ties for effective collaborations between
population-based and clinical interven-
tions. A stronger alliance between public
health and medicine through accommo-
dation to a reductionist biomedicine,
however, threatens to subvert public
health’s historical commitment to under-
standing and addressing the social roots
of disease. (Am J Public Health. 2000;
90:707–715)
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If . . . the medical profession was as
much devoted to the practice of the art of
preventing as it is in curing disease, there
can be no doubt that many diseases which
now decimate communities would disappear
altogether, and the larger number would
have the mortality set opposite them greatly
reduced.

Stephen Smith (1873)1

Because of the advances of medical
knowledge, the medical school curriculum
has become so crowded that the social im-
portance of preventive medicine and public
health is seldom emphasized. This creates a
blind spot which often persists throughout
professional life and results at times in mis-
understandings between the practicing
physicians and the constituted health author-
ities of the community.

J.A. Miller, George Baehr, 
and E.H.L. Corwin (1942)2

[I]n the future the physician will expend
a great deal more effort than heretofore in as-
certaining how much of a man’s illness is an
outgrowth of his interaction with his own per-
sonal environment, and what can be done,
from a therapeutic point of view, to change
this interaction so that the man will be made
healthier. I expect that this will be a more dif-
ficult challenge than at first it might seem.

Lawrence E. Hinkle, Jr (1966)3

The concerns expressed in the quotations
above—about integrating knowledge of pre-
vention within medical education—are part of
a larger, century-long debate in the United
States about the appropriate relationship be-
tween medicine and public health, its institu-
tions, and its practitioners. The division of re-
sponsibility, authority, and power between
public health and medicine has been a continu-
ing source of concern and conflict. Although
representatives of both fields have traditionally
voiced strong commitments to health and so-
cial betterment, the relationship between pub-
lic health and medicine has been characterized
by critical tensions, covert hostilities, and, at
times, open warfare. The last century has wit-
nessed a series of attempts to precisely define
the professional, institutional, and social

boundaries between these inherently interre-
lated areas of knowledge and practice.4 As the
basic institutions of public health and medi-
cine solidified in the early years of the 20th
century, commentators such as those quoted
above decried the divisiveness in this complex
relationship.

In this article, we briefly narrate the his-
tory of this relationship during the course of
the century and we evaluate the significant
implications of the relationship for the orga-
nization of effective interventions at both the
clinical and social levels. Recognizing that
these are actually dynamic and heteroge-
neous categories, we use the terms “medi-
cine” and “public health” broadly to convey a
prevailing professional ethos. The designa-
tions reflect distinct fields that have evolved
side by side in their institutional, theoretical,
and practical aspects. In the face of shifting
patterns of disease, the history of the relation-
ship between medicine and public health
draws attention to both the possibilities in and
the obstacles to successful collaboration.
Therefore, we also examine the ongoing de-
bate about the relative contributions of medi-
cine and public health to changing trends in
morbidity and mortality.

Erecting Boundaries

In the historical relationship between
public health and medicine, we have a re-
markable example of what sociologists
would call a boundary issue—an issue in-
volving the division of labor, the differences
in theories and skills, and the balance of au-
thority and politics between these 2 funda-
mentally related fields.5 Commentators from
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both fields typically depict public health and
medicine as dichotomous. While these depic-
tions do not reflect the full makeup of the dis-
ciplines, they do illustrate common percep-
tions. Although public health has come to be
identified with prevention, medicine has his-
torically been committed to cure. Medicine is
commonly associated with the care and treat-
ment of the individual, while public health’s
central focus is on populations. Medicine has
come to be associated with an objective and
reductionist technocratic science, while pub-
lic health is identified with interest-oriented
policing and politics. While public health
claims to “focus upstream”—on ameliorating
the social and environmental conditions pro-
ducing disease—medicine is often assumed
to look downstream, late in the process of
pathogenesis.

Along with differing outlooks, con-
stituents of each camp have often expressed
powerful antipathies. Public health profes-
sionals have characterized medicine as a

field dominated by arrogance, self-interest,
and economic aggrandizement. Medical pro-
fessionals have typically viewed public
health as a politically corrupted field popu-
lated with individuals who are intellectually
incapable of medicine and science. These
stereotypes reveal deeply held values and be-
liefs that have endured throughout the cen-
tury, as well as ongoing disparities in status
and authority.

Observers have often highlighted the dis-
tinctions between these 2 areas of knowledge
and practice precisely because so much is
shared between them. Although public health
and medicine are usually seen as alternative
(and sometimes adversarial) approaches to
addressing the problems of disease, in reality
they are—and historically have been—mutu-
ally dependent and interactive. Assessing the
history of this relationship offers opportuni-
ties to develop strategies that could more pro-
ductively address the full range of forces that
have limited effective collaboration. There-

fore, we briefly describe and analyze the
changing character of the boundary between
public health and medicine and trace the his-
tory of the social, intellectual, and political
processes that have fostered this division
through the 20th century.

Perhaps one of the most impressive as-
pects of the sharp boundary between medi-
cine and public health is just how recently it
was erected. In the last years of the 19th cen-
tury, medicine and public health—both only
weakly professionalized—were viewed as
overlapping areas of interest and activity;
sharp lines between the fields had yet to be
drawn. With the profusion of proprietary
medical schools, educational standards were
minimal. Public health lacked consensus
about the particular skills required for prac-
tice; no official training or certification took
place in the field. Indeed, in a striking irony,
participation in public health campaigns and
activities was one mechanism by which
physicians could achieve status and authority
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FIGURE 1—The “Baby Saving Station” characterized early 20th-century public health approaches to prevention and
education (Philadelphia, ca. 1915).



at a time in which professional distinction in
medicine was difficult to attain.6

Physicians were a dominant presence,
for example, in the early history of the Ameri-
can Public Health Association, founded in
1872. At the turn of the century, physicians
constituted up to 80% of the association’s
membership.7 Goals and outlooks overlapped
as well. During the late 19th century, physi-
cians typically felt that public health offered
them important insights into environment,
sanitation, and policies to control epidemics.
And public health advocates often perceived
physicians as providers of new knowledge
about disease and its origins from their re-
search, clinical observation, and experience.
Medicine and public health were often allies
in 19th-century social and moral reform
movements.8 This is not to suggest, of course,
that most physicians took a particular interest

in public health campaigns and reforms, but
rather that such activity was deemed comple-
mentary to the work of medicine.

Separate and Unequal

The opportunities for union began to
erode precipitously in the early 20th century.
Tensions and resentments that would charac-
terize the relationship between medicine and
public health by midcentury were quickly be-
coming evident. The developing fracture has
received considerable attention from histori-
ans of public health and medicine, and can
only be sketched briefly here.9 It had several
critical components, developing from the
changing professional and scientific ethos of
the turn of the century, and medicine’s rising
authority was a key factor.

First, as the medical profession became
more homogenous and powerful, medicine in-
creasingly viewed public health interventions
as a potential infringement on the doctor–
patient relationship. Early 20th-century calls
for the reporting of communicable diseases,
such as tuberculosis and syphilis, came under
sharp attack from physicians’ professional or-
ganizations on these grounds. Physicians com-
plained that such reporting requirements
would ultimately dissuade patients from seek-
ing care. Public health officials insisted that
the public good periodically required the abro-
gation of individual rights.10 The interests of
the state in policing individuals with commu-
nicable diseases now seemed at odds with the
sanctity of the doctor–patient relationship.11

Second, the delivery of health services by
public health agencies appeared to threaten the
economic well-being of the rising medical pro-
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FIGURE 2—The iron lung symbolized the triumph of technological medicine at midcentury (Episcopal Hospital, Philadelphia,
1942).



fession. Institutions and programs from outpa-
tient dispensaries to well-baby care, from diag-
nostic laboratories to school-based nursing,
came under attack as incursions into the med-
ical profession’s domain.12 Public health offi-
cials were quick to identify the economic inter-
ests behind these protests, labeling such attacks
on state authority as mere hypocrisy and med-
ical self-interest. Even so, medicine generally
triumphed in direct political conflicts. Innova-
tive programs such as the Sheppard-Towner Act
of 1921, which was organized to ensure prena-
tal and postnatal care for mothers and infants,
fell prey to medicine’s lobbying in Congress
and the state legislatures.13

Third, the rise of the hospital, focused
on acute tertiary care, as the preeminent in-
stitution of modern medicine further sepa-
rated medicine from public health.14 Public
health officials no doubt chafed at the notion
of ending their efforts at the hospital’s door.
In 1914, H.S. Pritchett, president of the
Carnegie Foundation, lamented the isolation
of the hospital, noting that “the medical
school and the hospital ought to form the
very heart of those agencies by which the
state undertakes to deal with the public
health.”15 Instead, legislative and administra-
tive proposals for neighborhood public health
centers that could combine public health in-
terventions with clinical care were derailed
by medical interests because of concerns
about provision of “free care” to potential
paying patients.16

Dr Hermann Biggs, head of the New
York Department of Health, criticized physi-
cians’ organizations after they defeated a bill
in the New York legislature in 1920 and 1921
that would have provided state aid to health
centers for patient care and research: “Now
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 is doing, his 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 state, and his attitude, the
natural attitude, is one of obstruction.”17

Supported by the culture of the acute-care
hospital, this attitude powerfully influenced
the orientation of medical training and prac-
tice away from the community and the social
forces important in the etiology of disease.18

Finally, and perhaps most important,
medical and public health education came to
be rigidly separated in the early 20th century.
The Welch-Rose Report of 1915 is often
looked to as the critical moment in the his-
tory of the institutional schism.19 Jointly au-
thored by William Welch, the founding dean
of the Johns Hopkins School of Medicine,
and Wycliffe Rose of the Rockefeller Foun-
dation, the report guided the Rockefeller

Foundation’s philanthropic interests in public
health and had far-ranging influence. The vi-
sion of public health advocated by the report
was focused on research rather than practical
education.20 The Johns Hopkins School of
Hygiene and Public Health opened its doors
in the following year, with Welch at the helm.
It was designed to be the preeminent example
of institutionalized public health education,
and it was supported by the principal medical
philanthropy of the time, the Rockefeller
Foundation. Following the establishment of
the Johns Hopkins school, a range of univer-
sity-based schools were founded; 10 schools
had been established by 1947.21,22

The foundation of Johns Hopkins and
other schools of public health marked a gen-
eral shift toward formal organization. In a
time marked by professionalization and
higher education in all fields, changes in the
field of public health underlined the need for
a recognized authority.23 Beginning in the
early 20th century, public health was self-
consciously transformed from an avocation
of individuals with wide-ranging skills, from
engineering to medicine, to an independent
profession. The need to train officials for po-
sitions in local and state public health bureau-
cracies that would demand a consistent
knowledge base and appropriate credentials
had gained significance by this time. In 1915,
Dr Milton J. Rosenau, professor of preventive
medicine and hygiene at Harvard Medical
School, explained the need for separate pub-
lic health schools in the Journal of the Ameri-
can Medical Association: 

The teaching of hygiene is becoming in-
creasingly diff icult, on account of the
widening scope of the subject, including
preventive medicine, sanitary engineering,
vital statistics, epidemiology, industrial
hygiene and public health activities gen-
erally. . . . It is slowly being recognized that
the training received for an M.D. degree,
even in our best medical schools, does not
properly fit a man to enter public health
work. Sanitation and hygiene has become a
separate profession.24

Eager to define a distinctive boundary, public
health leaders urged the establishment of in-
dependent schools and a separate profession.

As these schools gained autonomy and
recognition, their curriculum did not become
standardized. Unlike medical schools, which
became increasingly homogeneous in the
years following the establishment of the
Johns Hopkins School of Medicine (1889)
and issuance of the Flexner Report (1910),
founders of these new schools of public health
followed a range of models, each with dis-
tinct goals and specific needs. As Charles-
Edward Winslow, a leader in the movement
for public health education and professor at
the school of public health at Yale University,

explained in his 1953 report on accreditation
of public health schools, 

[P]ublic health is not a branch of medicine
or of engineering, but a profession dedicated
to community service which involves the
cooperative effort of a dozen different
disciplines. The fact that doctors and den-
tists and nurses and engineers and health
educators and microbiologists and statis-
ticians and nutritionists sit together in our
schools is of incalculable importance.25

The result was a group of schools het-
erogeneous in nature and design, serving a
myriad of functions. On the one hand they
were committed, at least in part, to research
into social, environmental, and biological de-
terminants of health and disease in popula-
tions; on the other hand, an important part of
their mission was to train frontline public
health workers to fill the evolving bureau-
cratic structures of state and federal public
health agencies.26 The breadth of public
health as a field created strong tensions at
these institutions between practice and re-
search, between the academy and public bu-
reaucracy. The variation in public health
training, both within and across schools, was
impressively wide.

In contrast, by the 1920s—in spite of in-
creasing specialization in medicine—med-
ical education had become largely uniform,
consolidated into 2 years of basic science and
2 years of clinical rotation.27 With schools of
public health often in separate buildings and
locales from medical schools, medical educa-
tion became even more isolated from funda-
mental issues in prevention and social epi-
demiology. Especially in the 1930s and
1940s, there were attempts to institutional-
ize preventive medicine at many medical
schools, but these attempts failed to alter the
dominant medical paradigm of disease-
focused reductionism.28

In successive evaluations of public
health education produced in the course of
the 20th century, fundamental questions
about the character of public health as a pro-
fessional f ield and the nature and back-
ground of its practitioners recurred. How
much science was a requisite for public
health education and practice? Would indi-
viduals with medical training be attracted to
further education in public health? Should
schools train public health officials for ad-
ministrative positions, or should their focus
be on research and original investigation?
What would be the evolving relationship be-
tween these schools and their powerful sib-
ling institutions? It is important to remember
that these innovative institutions had funda-
mental concerns about their autonomy and
authority in relation to the better funded and
more powerful medical schools. The rising
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cultural authority, prestige, and personal in-
come of members of the medical profession
only enhanced such anxieties. These wide
differences in power and prestige often justi-
fied the need for separation between institu-
tions. Leaders in public health education ex-
pressed fears of becoming “appendages” to
medical schools.

When former surgeon general Thomas
Parran founded the School of Public Health
at the University of Pittsburgh in 1949 and
1950, for example, he fought vigilantly to or-
ganize a program that would be independent
of the medical school. He found that the ad-
ministration and faculty of the medical
school generally opposed his plans, prefer-
ring to have the new school of public health
be a dependent branch of the medical school.
Parran criticized the medical center as “an
agglomeration of weak schools and individu-
alistically inclined hospitals, the latter for the
most part owing only secondary allegiance
to the university and dominated by staffs of
part-time appointments in the medical
school, but preoccupied primarily with find-
ing beds in the hospital for their private pa-
tients.”29 The charges traded between Parran
and his critics were characteristic of the on-
going hostilities between public health and
medicine. Parran was labeled a communist
for his support of compulsory health insur-
ance; conversely, those in the public health
camp saw physicians’ financial self-interest
as overwhelming all sense of the common
good.

Impressively, the belief in effective pre-
vention seemed to be uniformly shared by
both medicine and public health in the early
20th century; therefore, physicians often
viewed public health interventions as a threat
to their financial well-being. Today, the no-
tion that public health might eliminate the
need for medical care seems strikingly opti-
mistic and naive, but then the ideal of preven-
tion was viewed both with hope and with
foreboding. Some suggested that if preven-
tion could eliminate all disease, there would
be no need for medicine in the future.30

It would be easy to look at medicine’s
hostility to public health as merely a reflection
of self-interest. And there certainly was plenty
of self-interest to go around. But it also re-
flected a fundamental worldview and a deep
cultural perspective, a historical commitment
to individual care and treatment, and a power-
ful ideological conviction about the biomed-
ical paradigm. Physicians had come to rely on
an understanding of disease and its cure that
made public health’s broad social and envi-
ronmental agenda unnecessary. According to
this view, the public health was best served by
the medical care and treatment offered to indi-
vidual patients by individual doctors.31

The Biomedical Paradigm

The tensions that separated public health
and medicine—and the considerable antago-
nism that evolved between them—can be
fully understood only in the context of the
emergence of the biomedical model of dis-
ease that became dominant in the first half of
the 20th century. The rise of modern bacteri-
ology, germ theory, and specificity of disease
and treatment transformed research and prac-
tice in both medicine and public health.32

This biomedical paradigm reduced the
amount of attention devoted to a wider range
of social, behavioral, and environmental
forces in the maintenance of health and the
production of disease.33 Issues of socioeco-
nomic status, ethnicity, race and culture, per-
sonal psychology, and gender were no longer
considered significant factors in disease cau-
sation as individuals became patients in an
expanding tertiary health care system.

Indeed, the very nature of the biomed-
ical paradigm was to uncouple disease from
its social roots. Medicine’s tendency to focus
on individuals rather than populations was
typically criticized by public health advocates
even as public health underwent change as
well. Beyond the orientation toward individ-
ual patients, the biomedical model—even
when its practitioners used public health
methods—focused research and education on
specific diseases.

While public health officials often sug-
gested that medicine’s antipathy to prevention
was economic in origin, it was also true that a
lack of interest in prevention among those in
the medical field was generated by public
health’s commitment to the often complex
and cumbersome aspects of social and behav-
ioral change. In contrast, the biomedical par-
adigm brought to medicine an instrumental
elegance focused at the cellular level and
based on a sophisticated laboratory science.
The timely and effective delivery of new and
effective treatments for specific diseases be-
came the new paradigm of clinical medicine.
Public health schools often conformed to this
model, using specific diseases and isolated
research to define their goals. On the ground,
public health officials typically continued to
institute preventive interventions, but educa-
tional priorities were often research based.

Although many physicians recognized
the importance of encouraging research and
teaching in the area of prevention, such goals
were often obscured as medical schools reori-
ented themselves to more intensive scientific
and clinical training. And there was more in-
volved than just priority setting; skepticism
about prevention had become entrenched in
medicine. The effort to change the social con-
ditions that produce disease was not only dif-

ficult, it was seen as tainted by politics, advo-
cacy, individual noncompliance, and social
diversity. The appeal of biomedicine was its
science-based objectivity and technique, as
contrasted with the tumultuous world of pub-
lic health. Addressing disease at the social
level, as public health had often advocated,
involved interests, politics, and behaviors that
resisted clear, objective solutions. Medicine
could not solve the problems of poverty, illit-
eracy, and inequity—but it could, at least po-
tentially, cure the diseases that these social
forces produced. And in many instances, it
was argued that the improved health and
longevity created by medical intervention
and technology would ultimately reduce
poverty and other social inequities.

Therefore, medicine’s position, in dra-
matic contrast to bureaucratic public health
interventions, was seen as both isolated and
insulated from society. Although it served so-
cial ends, it was perceived as uncorrupted by
social interests, politics, and other subjective
forces. The validity of the biomedical para-
digm came to be deeply embedded in both
professional and popular culture. This re-
flected a particularly American fascination
with scientific and technical remedies for
complex social problems as an approach to
reform. The reductionism of the medical
model, its insistence on mechanism and a
universal pathophysiology, directly contra-
dicted long-standing assumptions in public
health about the significance of the social en-
vironment and behavior in the production of
disease.

Accommodation

In the post–World War II era, important
innovations in public health knowledge and
practice began to fundamentally reorient the
field. The rise of modern epidemiology, with
its focus on multideterminant analysis and
statistical inference, offered new techniques
for establishing causality and risk for a wide
range of systemic chronic diseases.34 The bio-
medical paradigm, so focused on infectious
agents, often proved inadequate in assessing
the multiple causes of diseases. Modern quan-
titative epidemiology, biostatistics, and other
forms of empirical numeric assessment and
evaluation based on population data provided
crucial insights into the diseases that were
most prevalent following the epidemiologic
transition of the 20th century.35

Although public health never com-
pletely abandoned its commitments to envi-
ronment, behavior, prevention, and the social
determinants of disease, it nonetheless be-
came increasingly accommodationist to the
authority of biomedicine. The very method-
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ologies and techniques that revolutionized the
field of public health proved crucial to the
medical enterprise in the postwar years and
served to forge new links between medicine
and public health after 1960.36 Answers to the
most basic epistemological questions about
the evaluation of efficacy and safety rested
in the ability to assess quantitatively the im-
pact of new interventions. This required
skills that most clinical researchers had not
been taught.37

Moreover, the assessment of new inter-
ventions became increasingly complex—
evaluating the efficacy of penicillin or strep-
tomycin was considerably more straightfor-
ward than evaluating β-blockers, serotonergic
agents, or, for that matter, coronary artery by-
pass grafts. In this respect, schools of public
health moved to train the methodologists who
worked to solve the critical questions of effi-
cacy facing medicine. The same statistical
techniques used in prospective epidemiologic
studies could be translated to randomized
clinical studies. Often reflecting the signifi-
cance of mastering evaluative quantitative
skills to serve biomedicine, medical interest
in public health training began to rise during
the 1970s and 1980s.

As concerns grew about the rising costs
of medical care and treatment, public health
increasingly offered cost-effectiveness mea-
sures as an adjunct analytic technique. While
these concerns led to new collaborations be-
tween public health and medicine, they also
had the effect in some instances of diluting
the traditional commitment within public
health and public health education to empha-
size the social, behavioral, and environmental
variables central to the health of populations.
In the “new” epidemiology, social and popu-
lation perspectives were often replaced by a
new emphasis on individual risk factors that
obscured broader explanations of causality.38

The Burden of Disease

Historians have often reviewed the his-
tory of the relationship between medicine
and public health without assessing its signif-
icance for reducing the burden of disease.
During the course of the 20th century, as the
2 disciplines developed, patterns of disease,
morbidity, and mortality underwent radical
change, correspondingly changing the med-
ical and public health needs of the popula-
tion. In the early 20th century, infectious dis-
eases predominated as the principal causes of
death. Chronic infections such as tuberculo-
sis were among the most common ones, and
epidemic infections could wreak global
havoc. In the Spanish influenza epidemic of
1918 and 1919, as many as 20 million people

died worldwide.39 However, by midcentury,
the relative contribution of infections to the
burden of disease in the United States had de-
clined precipitously; infections had been re-
placed by systemic chronic diseases such as
cancer, stroke, and heart disease, which typi-
cally have multiple causes.40

Historians, epidemiologists, and demog-
raphers have debated the causes and implica-
tions of this “epidemiologic transition” for a
generation. Implicit in the tensions between
public health and medicine was the underly-
ing question of which interventions had been
most effective in changing patterns of mor-
bidity, mortality, and longevity during the
course of the 20th century. Some observers,
such as Thomas McKeown and René Dubos,
suggested that the perception that biomedical
progress could account for these changes was
essentially misguided. McKeown used demo-
graphic data from England and Wales to
show that infections such as tuberculosis
were in steep decline long before biomedi-
cine had the capability to modify their inci-
dence as a cause of morbidity and mortality.
This finding, McKeown argued, suggested
that health resources could be more effec-
tively applied through public health mea-
sures—in particular, measures to improve
standards of living—rather than the biomed-
ical sciences, which were receiving an in-
creasingly intensive commitment.41

Changes in cigarette consumption in the
last 25 years offer an opportunity to assess
the relationship of public health and medicine
as it related to the material incidence of dis-
ease. Recognition of the harms of cigarette
use resulted from the pathbreaking epidemio-
logic investigations of midcentury. These
studies, conducted in both the United King-
dom and the United States, categorically
demonstrated that smoking caused lung can-
cer, heart disease, and premature mortality.
Further, they demonstrated the critical role
that epidemiologic technique and statistical
inference would play in our understanding of
health risks in the second half of the 20th
century. Convincing evidence was gathered
in population-based studies that had immedi-
ate and powerful implications for clinicians
and their patients. Despite these findings,
however, reducing the use of tobacco proved
no easy matter, especially given the tobacco
industry’s largely effective battle against reg-
ulatory measures, its continued aggressive
promotion of cigarettes, and the addictive-
ness of nicotine.42

Nonetheless, rates of smoking among
adults in the United States declined from ap-
proximately 45% in 1962 to 25% in 1992.
This decline—a strikingly impressive change
in the interest of health—is, however, diffi-
cult to attribute. Certainly the institutions of

public health played a critical role, strongly
advocating restrictions on tobacco consump-
tion while helping to educate the public about
the risks of tobacco use. But so too did physi-
cians, who were increasingly aware that
smoking constituted a serious health risk to
their patients. The very fact that physicians
themselves abandoned smoking in impres-
sive numbers during the 1960s and 1970s of-
fered a powerful message to their patients.
The introduction of pharmacotherapies for
nicotine addiction augmented physicians’ ef-
forts beginning in the 1980s. Finally, chang-
ing social mores about cigarettes and risk
served to create an environment increasingly
hostile to smoking, further encouraging re-
ductions in the use of tobacco.

As this example illustrates, no single
approach—be it the interventions of public
health or of medicine—adequately accounts
for significant changes in many health-re-
lated behaviors. Furthermore, the example
of cigarette cessation efforts points to im-
portant and often overlooked opportunities
for more vigorous collaboration between
public health programs and related clinical
interventions.

Analysis of a particular health risk, such
as tobacco use, forces us to investigate more
closely how medicine and public health con-
tribute to better health and how interactions
between them may foster this goal. In the last
2 decades, the assessment of health outcomes
has become a critical marker in evaluating
both medical and public health effective-
ness.43 These assessments relate to the prob-
lem of technological “fit.” In other words,
how effectively do the knowledge, skills, and
resources of medicine and public health (to-
gether and independently) address historically
specific patterns of disease?44 The history of
the epidemiologic transition of the 20th cen-
tury suggests—in an industrialized, developed
nation such as the United States—that signifi-
cant modif ications in priorities and ap-
proaches have been required as the burden of
disease has changed. For example, as the bulk
of the burden of disease shifted from infec-
tious to chronic diseases, medical knowledge,
training, and institutions had to respond in
order to be effective.

If a crucial goal of medicine and public
health is to reduce the burden of disease,
then better mechanisms for assessing the
character of the burden of disease and inter-
ventions for its reduction are necessary. Cen-
tral to this approach is the notion that public
health and medicine are not dichotomous
forces in addressing issues of health and dis-
ease, even as they maintain distinctive meth-
ods, values, and approaches. Historians and
health policy analysts need to avoid counter-
posing these activities, and instead evaluate
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the evolution of these interactions in a more
sophisticated way. This approach could move
medicine and public health to more fully
eclipse the persistent burden of disease. We
need to explore much more systematically
the relationship of the health care delivery
system to community-based social interven-
tions. If we conclude that medical education
has historically often failed to adequately sit-
uate the individual patient in a cultural, com-
munity, or population context, so too public
health has often neglected the opportunities
inherent in clinical care for social and behav-
ioral intervention.

Conclusion

Is there any reason to believe that this
moment offers particular possibilities for new
approaches to collaboration between public
health and medicine?

The resurgence of infectious diseases
that were assumed to be under control has
called new attention to the fissure between
public health and medicine, especially as it
relates to questions of compulsory measures,
prevention, and behavior modification.45

AIDS in particular has been a tragic reminder
of the power of social determinants of disease
and how fundamental social inequities create
particular vulnerabilities to biological agents.
AIDS has also revealed inadequacies in our
public health system.46 Further, public fund-
ing for HIV/AIDS research has often fo-
cused on biomedical research on vaccines
and treatments, while social and behavioral
approaches to risk and risk reduction—espe-
cially concerning sexuality and drug use—
continue to be underexplored.47

Even before AIDS highlighted medi-
cine’s limitations, the cost of medical care
had been rising precipitously, with little evi-
dence that this intensive investment necessar-
ily led to better health. The social, political,
and economic responses to this health care
crisis—the problems associated with the ex-
pense of tertiary care, the resurgence of pri-
mary care medicine, and the rise of the man-
aged care industry—have served to generate
renewed attention to prevention and popula-
tion-based care. These concerns have created
new collaborative interests among those in
public health and in the medical profession.
The growing interest in evidence-based med-
icine, cost-effectiveness, outcomes assess-
ment, and quality of care has created demand
for the population-based skills of epidemiol-
ogy, statistics, and health services research
that formed the core of postwar public health
training.

In 1994, Samuel Thier, former president
of the Institute of Medicine, stressed that aca-

demic medicine “must be willing to ask
whether the entire paradigm of the educa-
tional model—the acute care, biologically-
based medical approach—is in need of a
philosophical modification and broaden-
ing.”48 Even with such recent calls for
change, the obstacles to serious reform of the
biomedical paradigm, which is entrenched in
American medical education, remain impres-
sive. And the contemporary exigencies of the
economic transformation of the American
health care system may only make such
changes more difficult.

As we have already seen, interest in col-
laboration has not managed to bridge the gulf
between medicine and public health effec-
tively in the past. Observers and activists on
both sides of the divide have urged greater
cooperation throughout the 20th century. In
spite of their efforts to encourage collegiality,
public health and medicine have all too often
continued to be viewed as dichotomous—ei-
ther-or variables in a zero-sum game, alterna-
tive and incompatible approaches to the same
problems, competing for the same limited re-
sources. In addition, the rise of federal fund-
ing for medical research in the second half of
the 20th century increasingly directed both
medicine and public health research into a
narrow biomedical paradigm.

The obstacles to integration have typi-
cally been institutional, theoretical, and socio-
cultural. The separation of schools, the ten-
sions between the social and reductionist
concepts of disease, and the vast differences in
power, resources, and prestige have all served
at an ingrained level to prevent medicine and
public health from pursuing opportunities to
achieve common goals. All this has occur-
red—in the United States, at least—within a
culture that prizes individualism, technology,
and magic-bullet medicine and has an inherent
skepticism about social reform and regulation.
For these reasons, considerable obstacles to
more constructive relations between public
health and medicine persist.49

Tension, competition, and even hostility
are not always bad. As destructive as some
tensions may be, others, at times, stimulate
productivity and creativity and may result in
innovation and constructive change. There-
fore, attempts at cooperation should recog-
nize the distinctive characters of medicine
and public health. Co-optation of public
health by medicine could result in the devel-
opment of a single vision of health that ob-
scures the important and essential differences
between medicine and public health. More-
over, if collegiality is accomplished by capit-
ulation to a reductionist biomedical paradigm
in which public health primarily comes to
help evaluate the safety, efficacy, quality, and
costs of biomedical interventions, something

central will be lost: a powerful research and
practical agenda concerning the social, cul-
tural, and economic determinants of disease
and suffering. 

As population-based thinking is inte-
grated into medical care and clinical thinking
into public health, it is important to be clear
about the definition of “population.” What
are the particular characteristics of a commu-
nity, and for what purposes is it defined?
Today, populations are constructed by eco-
nomic incentives, insurance plans, and carve-
outs—this is not what public health experts
have historically meant by “population” in
population-based analyses and in programs
devised to address the burden of disease.50

In this respect, it is critical to be clear
about congruence and opportunities for co-
operation as well as separate and independent
interests and approaches. It is important to
continue to honor the individual doctor’s
obligation to be his or her patient’s advocate,
even in instances that might contradict the so-
cial good, as well as to articulate such con-
flicts clearly. The relationship between medi-
cine and public health over the last century
demonstrates the importance of examining
the specific character of the battles that have
occurred between them. No doubt, these ten-
sions often reflected important differences
in power, prestige, and the relative availabil-
ity of resources, but they also revealed criti-
cal differences in ideology, world view, poli-
tics, methods, and technologies—underlying
questions about where and how to address
problems associated with disease and its bio-
logical and social ramifications.

If population-based medicine simply be-
comes a rationale for for-profit managed
care, and if the new scientific public health
simply becomes a reductionist molecular epi-
demiology eager to avoid confronting the so-
cial determinants of the burden of disease,
then collaboration will be achieved at a con-
siderable cost.51 Health disparities have
grown even as medical capabilities have be-
come more sophisticated, and failure to en-
sure access to care has implications for both
medicine and public health. If we are sophis-
ticated in our historical understanding of the
obstacles to collaboration, we may discover
new and creative solutions to both old and
new problems.
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