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Preface

The second edition of this text has been renamed
and expanded. The first edition was designed with
the needs of medical students in mind, and this has
been a prime consideration again. But when the
first edition enjoyed a wider audience than antici-
pated — with use in schools of public health and
related programs — and proved attractive to clini-
cians, possibly in part because it organized preven-
tive and epidemiologic information by organ sys-
tems, we decided to address in this edition the
needs of a wider audience through a greater em-
phasis on specifics.

The preface to the first edition cited three main
areas of content in the curricula of departments of
preventive medicine: (1) the methods of study of
prevention (particularly those based on popula-
tion), (2) etiology and prevention of disease and in-
jury, and (3) health programs and services. While
the alliance of the first two content areas needed
little justification, their association with the third
was thought to require explanation, and the pref-
ace went on to rationalize the connection. In this
edition such justification is no longer necessary be-
cause the text has been expanded to encompass
community medicine. This is not to imply that
community medicine is being equated with health
services. We see preventive medicine and commu-
nity medicine as overlapping fields, each popula-
tion-based and each concerned with the goal of
prevention. Community medicine, or community
health, is the broader of the two concepts since it
concerns itself with all of the health services, cura-
tive as well as preventive, a point developed more
fully in Chapter 1.

For the purposes of a text, any of several or-
ganizing themes may serve to represent commu-
nity medicine. In the experience of this nation in
recent years, we see as one unifying theme the ex-

traordinary increase in volume and range of fed-
eral legislation. The impact of these laws has been
to reduce regional differences and to favor a na-
tionwide trend toward greater uniformity and
standardization in the delivery of services at the
community level. Accordingly, the final section of
the text has been expanded and revised more than
any other.

The purpose of the editors has been to produce a
balanced text. Each of the four sections can stand
as basis for a course or be drawn upon selectively
to illustrate standard courses in the field. In profes-
sional schools, preventive and community medi-
cine generally is taught to students at different
levels of development. The basic language and
concepts, in the form of Methods in Preventive and
Community Medicine (Part I), are usually intro-
duced in a basic science year with examples drawn
from any of the three sections that follow. Disease
Etiology and Prevention (Part 1) may follow in the
same or in a subsequent year, often in support of
selective or elective programs as well. Prevention in
Practice (Part III) can be expanded readily by
drawing on the companion chapters of Part II. The
Health Services and Health Legislation (Part IV)
may serve as a theme for presentation in any one
of the academic years since its vocabulary does not
depend on the earlier chapters.

We believe we have met the requirements of a
balanced text: (1) adequate consideration of the
four areas of methods, specific disease epidemi-
ology, preventive practice, and medical care; (2)
adequate representation of the most important
causes of our morbidity and mortality, the chronic
diseases; (3) a reasonably comprehensive list of
topics addressed and some depth in their treat-
ment; and, finally, (4) the introduction of many
new subjects. In the competition for space, new
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subjects have displaced some topical material, but
every effort has been made to include all salient
themes.
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Notice

The indications and dosages of all drugs in this
book have been recommended in the medical liter-
ature and conform to the practices of the general
medical community. The medications described do
not necessarily have specific approval by the Food
and Drug Administration for use in the diseases
and dosages for which they are recommended. The
package insert for each drug should be consulted
for use and dosage as approved by the FDA. Be-
cause standards for usage change, it is advisable to
keep abreast of revised recommendations, particu-
larly those concerning new drugs.
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A Vocabulary for Preventive
and Community Medicine

This chapter reviews the meanings of some terms
in common use in preventive and community med-
icine. Meanings change with time. Terms long in
standard use acquire extended meanings — a case
in point is the term preventive medicine itself — and
new terms are coined to signal a new emphasis.
The meanings of some terms may overlap, and dif-
ferent shades of meaning may be associated with
use of the same term. Preventive medicine and
community medicine contain ideas that overlap, as
is evident throughout this text. So, there should be
little expectation that definitions can be other than
arbitrary and imprecise.

A logical term to start with is medicine itself
since so many ideas derive from it. The purposes of
medicine have been summarized in the words of
the medical historian Henry Sigerist [21]: “Medi-
cine, by promoting health and preventing illness,
endeavors to keep individuals adjusted to their en-
vironment as useful and contented members of
society. Or, by restoring health and rehabilitating
the former patient, it endeavors to readjust individ-
uals to their environment.” (In preventive work in
particular, the adjustment of the environment to
the individual is a standard purpose and practice.)

The part of medicine that deals with promoting
health and preventing illness is preventive medi-
cine. The part of medicine that restores health and
rehabilitates individual patients is the domain of
curative medicine. Addressing certain aspects of all
four purposes, usually from an institutional com-
munity base, is the responsibility of community
medicine. These distinctions are more fully devel-
oped in the course of the chapter.

The Nature of Health

There are many views as to what constitutes
“health.” To some, health simply means the ab-
sence of disease, i.e., there are no impediments to
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an individual’s functioning or survival. A second
view is expressed by the Oxford English dictionary,
which defines health as “soundness of body; that
condition in which its functions are duly and effi-
ciently discharged” [17]. Implicit in this view is a
set of abilities that favors growth and development
and the efficient performance of bodily functions
in the face of changing environmental conditions,
a capability known as adaptability, and the process
itself as adaptation. As a corollary, disease corre-
sponds to failures or disturbances in growth, devel-
opment, functions, and adjustments of the organ-
ism as a whole or any of its systems [6].

A third meaning of health is that embodied in
the constitution of the World Health Organization.
“Health is a state of complete physical, mental and
social well-being and not merely the absence of
disease or infirmity” [24]. This definition is com-
monly seen as the statement of an ideal toward
which nations should aspire rather than as a practi-
cal working definition.

An operational definition of health, one drawn
from this ideal, has been devised by a technical
study group of the World Health Organization
[25]. In this definition, the concept of health is
viewed as being of two orders. Health can be seen
in a broad sense as “a condition or quality of the
human organism expressing the adequate func-
tioning of the organism in given conditions, ge-
netic and environmental.” In a narrow sense, one
more useful for working purposes, health means
(1) there is no obvious evidence of disease and that
a person is functioning normally, i.e., conforming
within normal limits of variation to the standards
of health criteria generally accepted for one’s age,
sex, community, and geographic region; and (2)
the several organs of the body are functioning ade-
quately in themselves and in relation to one an-
other, which implies a kind of equilibrium or ho-
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meostasis. While there are advantages to this
narrow definition, it also has its limitations, in par-
ticular its dependence on normality as a reference
point.

The terms normal and abnormal also have sev-
eral meanings, depending upon the reference
point. One popular meaning of normal is kin to
conventional, but what is conventional today may
be unconventional tomorrow. Thus, definitions of
normality based on this criterion are of limited
value. Popular impressions are basically a form of
consensus, and the public has its impression of
what is normal and what is abnormal behavior, for
example. A variation on this idea of consensus is a
formal committee definition of a standard for use
in psychiatric diagnosis, i.e., a definition of normal
and abnormal as the “consensus of experts.”

The concept of normal in clinical use comes
from pathology, a field that deals with abnormal-
ity. In the absence of evidence of active disease
with implication for morbidity or mortality, the
normal state is said to prevail. Minor deviations, if
seen as harmless and carrying no penalty, tend to
be classified by the clinician as normal.

Other meanings of normality are statistical and
are based on observations of a population. One de-
rivative concept is the optimal value of an attribute
for the survival and functioning of the organism.
This concept assumes that the criteria for optimal
can be defined and documented. Ideal body
weight tables, based on studies of survival by in-
surance companies, serve as an example [15]. In
this sense, there are some who urge that we begin
to replace the term normal with the term optimal.

Another meaning derived from statistical obser-
vation specifies as normal the central or typical
value of an attribute in a population. If an at-
tribute has a continuous distribution, limits have to
be set in defining what is normal, namely, those
values encompassed within a range around the
central value. Departures from this range are
taken to represent abnormality, i.e., disease or the
likelihood of future disease. Before this judgment
can be applied in any specific situation, the
method of selection and the characteristics of the
population in which the standard was established
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must be taken into account. Moreover, it is impor-
tant to note that the method of assigning abnor-
mality to the observations at the extremes requires
the use of cutoff points, which are chosen in an ar-
bitrary way, generally. It is customary to select 95
percent of the area under the distribution as the
“normal range,” with abnormality imputed to
those in the lower and upper 2 percent. The rea-
son for assigning 95 percent to the normal range
seems to stem more from usage by statisticians
testing hypotheses than any biologic basis [15].

There is confusion in the application of the term
normal in medicine. The confusion comes in part
from the use of the normal curve and what the
curve seems to connote. Originally, the German
mathematician Gauss propounded a “law” to de-
scribe a bell-shaped distribution of variation ob-
tained in repeated measurement of the same object
under constant conditions. It was observed subse-
quently that a number of biologic and physical
variables also conform approximately to this distri-
bution, one occasionally referred to as “Gaussian”
but more commonly known as the “normal distri-
bution.” For example, the heights of boys of a
given age are approximately normally distributed.
Here the point must be emphasized that the obser-
vation of a normal distribution of a characteristic
in individuals has no connotation of optimality or
freedom from pathology. Statisticians went on to
demonstrate a most important mathematical prop-
erty associated with the normal distribution,
namely, that sampling variation of an average or
mean value of a series of measurements tends to
follow the normal (Gaussian) distribution, pro-
vided sample sizes are reasonably large. Moreover,
even if an attribute does not follow the normal dis-
tribution, variability of the mean values of the at-
tribute will. In fact, mean values of sufficiently
large samples of any phenomenon whatever, in-
cluding distinctly pathologic phenomena, are ap-
proximately normally distributed. This property is
the most important reason for the wide use of the
normal curve.

In sum, because of variations in the concepts of
health and normal, it is essential to clarify the ref-
erence sense in which each term is used. The dis-



cussion of the concept of health has served the ad-
ditional function of introducing a series of related
terms in common use in preventive and commu-
nity medicine. As for health itself, while no single
concept is fully acceptable, there is support for
perceiving health in positive terms — one that ex-
presses a favorable balance with the environment.
Efforts by investigators to conceptualize health in
its several dimensions — physical, mental, and so-
cial — are continuing. An overview of the efforts to
define health in a positive sense and the implica-
tions of this definition for health planning has been
compiled by Cardus and Thrall [4].

Health Promotion
Health promotion includes activities that foster
well-being and stimulate disease prevention. These
activities may involve the individual, the family,
and the community. In the selection of approaches
to the promotion of health it is natural to look for
“causes” or sources of ill health, and for any obsta-
cle to the maintenance of good health. Usually, the
origins of ill health can be traced to influences
emanating, respectively, from environment, life-
style, social organization, and human biology. The
relative contribution of any one of these four sec-
tors to a health problem varies considerably. In
efforts to control the “causes” of ill health at their
source, and to cope with obstacles to health main-
tenance, the knowledge base and methods of en-
vironmental health, behavioral theory, health serv-
ice organization, and medicine are drawn upon.
In day-to-day practical application, health pro-
motion has been heavily weighted toward preven-
tion, and motivating people to change self-de-
structive health habits to behavior that will restore
and sustain well-being. Public efforts to change
lifestyles have commonly concentrated on behav-
iors that may prevent or control the excessive use
of cigarettes, drugs, and alcohol, and the failure to
observe automobile safety regulations. The role of
medicine has been to introduce and to test the
value of screening for early disease detection, and
also, to provide the scientific basis for certain pub-
lic health measures. Environment, when broadly
defined, encompasses the social environment, e.g.,
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social legislation; some enactments have directly
concerned health protection and some have in-
directly supported health, e.g., assurance of ade-
quate housing for low-income groups. The contri-
bution of behavioral theory to health promotion
has found health education an important tool in
public health campaigns and in personal care situ-
ations as well.

HEALTH EDUCATION

A general goal for people of all ages is the inculca-
tion of a sense of responsibility for their own
health and for avoiding injury to the health of
others. The education of the individual in health is
an important teaching function not only of physi-
cians and health personnel but of parents and
teachers as well. On behalf of children, this implies
encouragement to parents in child-rearing prac-
tices that foster normal growth and development
as well as health-promoting habits, values, atti-
tudes, behaviors best learned through actual prac-
tice. In health education these goals can be rein-
forced through systematic instruction in hygiene,
bodily function, reproduction, physical fitness, and
use of leisure time. Introduction to an understand-
ing of how to use health services is also necessary.
For example, regular periodic visits to a dentist can
be seen as a way for a child to learn the role of
dental patient and to appreciate the importance of
dental health at an early age.

In the case of the adult, health education is most
practicable in group settings, such as places of em-
ployment, and at a time of change in social role, as
in entering marriage or becoming a parent. In ad-
dition, each new illness may be seen as an occasion
of potential receptivity to personal health educa-
tion.

In recent years the public health education
movement has gained in strength and public sup-
port. Its aim is to inform and motivate people to
adopt and maintain healthy living practices, use
health services judiciously, and support proposals
for environmental improvement. The movement
depends, of course, on the mass media for the dis-
semination of health information. However, much
more than the mere diffusion of health informa-



