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INTRODUCTION
THE WELCH-ROSE REPORT

The Welch-Rose report was the seminal justification and blueprint for schools
of public health in this country. It is a particular point of pride that this “public
health classic” has been made available by the Alpha Chapter of Delta Omega on
the occasion of the 75th Anniversary of the founding, in 1916, of the Johns Hop-
kins School of Hygiene and Public Health. Delta Omega, the public health honor
society, was itself founded at Hopkins in 1924 by two students of that year’s
graduating class (thereby ensuring their place in the hagiography of public
health).

Launched on a sea of professional and academic rivalry, the report estab-
lished the need for professionally trained public health workers, a distinct but
parallel entity to the curative-oriented medical profession. As the accompanying
essay by Elizabeth Fee makes clear, however, the real “brass ring” was to be
Rockefeller funding of the first formal, endowed school of public health in the
nation. Welch, the primary author, carefully crafted the justification and descrip-
tion of his “institute”--the one he would found a year later as the Hopkins School
of Hygiene and Public Health. His purpose was clear: “development of the spirit
of investigation and the advancement of knowledge,” so as to provide “ad-
vanced workers and investigators to be the teachers, authorities and experts...for
service in different fields.” This was accomplished by combining, in a single
institution, graduate research as pioneered by the German institutes of hygiene
with practical training modeled on the English schools for health officers.

The Welch-Rose report remains refreshingly current, an essential starting
point for planning the future of public health and the training of its practitioners.
It propounds the need for close collaboration with medical schools and hospitals;
a continual refining of the interface of preventive and curative medicine; the
importance of continuing studies for “those already engaged in health work”;
translation of research results into policy and practice; the necessity for develop-
ing close working relationships with local, state and federal agencies and incor-
porating field experience into the educational experience (foreshadowing by 74
years the Institute of Medicine report, “The Future of Public Health”). All the
disciplines listed by Welch and Rose remain relevant today. If “sanitary engi-
neering” sounds outdated for our modern industrial society, substitute “toxic
waste disposal.”

Two issues remain unresolved. The more fascinating is the distinction be-
tween “maintenance of health” and “cure of disease.” If the maintenance of
health is within the provence of public health, then disease lies within the do-
main of curative medicine. But the nature of health and disease is continually




stressing the need to train all medical students and practitioners in preventive
medicine.

The second issue, then as now, is our widespread failure to gain understand-
ing (and support) for what we do. Recognizing the problem, Welch and Rose
made much of the public health profession. But a profession traditionally is
defined by its common body of knowledge. The Welch-Rose report admits that
for public health, “unity is to be found rather in the end to be accomplished. “ In
other words, public health is not a single profession in the traditional sense, and
is best defined by its shared goals rather than its disparate means. Articulating
who we are and what we do remains one of our greatest challenges.

The Welch-Rose report did not neglect even this intractable issue.

Alfred Sommer, M.D., M.H.S.

Dean

The Johns Hopkins University
School of Hygiene and Public Health
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The Welch-Rose Report:
Blueprint for Public Health Education in America

Elizabeth Fee

The Welch-Rose Report of 1915 is both symbol and blueprint for the develop-
ment of professional schools of public health in the United States. Perhaps the
most remarkable single fact about public health education as it has developed in
America is the creation of schools of public health that are allied with, but
largely independent of, schools of medicine, and also largely independent of the
structure of state public health services. In this, the United States created a
structure of public health education quite different from that of Great Britain or
Europe.!

In Great Britain, public health training was developed as a medical specialty
by offering examinations and a diploma in public health to qualified medical
practictioners; in most European countries, schools of public health were devel-
oped in conjunction with ministries of public health and state public health
services. In the first instance, public health was captured by the medical profes-
sion; in the second, by state bureaucracies. Each system has its advantages and
disadvantages. The system of public health education in America is unique by
virtue of its independence-some would say isolation-from the larger system of
the delivery of medical and health services to the population. This indepen-
dence has given schools of public health great flexibility in responding to a
changing national environment and also provokes and continual process of self-
examination and self-questioning about the proper role, structure, and function
of public health education. An understanding of the history of public health
education and specifically of the Welch-Rose report of 1915 can help us under-
stand the ideas and intentions of those who designed the first schools of public
health and can therefore provide an informed basis for ongoing dicussions about
the present and future shape of public health education in the United States and
in other countries around the globe.

This essay first brings us back to late nineteenth and early twentieth century
America, to the social conditions of an industrially developing country, with
relatively weak federal and state governments, and relatively powerful private
foundations and social reform groups. All were concerned about the state of
public health and all, to one degree or another, saw public health as fundamen-
tal to social stability, national power, and the good society. Progress in this
realm seemed to depend upon the development of a cadre of professionally
trained men and women who could bring the benefits of scientific knowledge
and discovery to the mass of the population and, by increasing the general level
of health and happiness, help build a more stable, productive, and efficient
social order.




This essay then examines in some detail the process of planning, designing
and establishing the first schools of public health some 75 years ago, beginning
with the School of Hygiene and Public Health at Johns Hopkins University. It
discusses the major issues raised during the debates that took place in the early
twentieth century around the best form and structure for a future system of
public health education—questions to which the Welch-Rose report provided a
highly influential set of answers. It then, and much more briefly, provides a
sketch of some subsequent developments in the system of public health educa-
tion, and suggests some of the questions and issues that are still unanswered.

Science and Public Health: The Need for a New Profession?

Most public health positions in the United States in the mid to late nineteenth
century were part-time appointments at nominal salary. City and state health
officers were often locally prominent physicians, although they could also be
lawyers, landowners, businessmen, or engineers. Usually health officials were
appointed to office by a governor, mayor, or city council; they might be known
through bonds of friendship or the connections of political patronage. There was
no specialized training to prepare a man to become the Commissioner of Health
of a city-it seemed largely a matter of chance whether the individual selected
turned out to have natural administrative ability or not; whether he was hard-
working and dedicated to the job, or lazy and incompetent. Some of the better
medical, engineering, and technical schools in the late nineteenth century offered
courses in public health, preventive medicine, and sanitary engineering but
there was no standardized system of training and little agreement about the
forms of knowledge necessary for public health practice.?

No matter whether a health official was good, bad, or mediocre, he usually
lasted only for a political season; newly elected politicians would turn the old
team out and put their own men into key positions. No public health officer
sensible to his own self-interest would become overly committed to such an
unstable job; the post of public health officer could be an interesting and honor-
able position but it could not be regarded as a stable source of income, much less
as a “career.” Given the structure of public health practice, it is perhaps surpris-
ing that so many public health officers were dedicated and effective public
servants. Hermann Biggs, for example, who was one of the best public health
administrators in the country, continuously complained of the inadequate in-
comes of public health officers. While devoting much of his time to public
health, he maintained a very successful private medical practice, explaining: I
do public health because I love it and practice medicine because I have to make a
living.”?

Public health programs, when organized at all, were organized locally: as
Robert Wiebe has argued, the United States in the nineteenth century was a
society of “island communities” with considerable economic and political au-
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tonomy.* The first public health organizations were those of the rapidly grow-
ing port cities of the eastern seaboard in the late eighteenth century. By 1860,
public health activities were just beginning to move beyond the confines of local
city politics, and in the 1870s and 1880s, most of the states created their own
boards of health.” The impact of these state boards of health should not, how-
ever, be overemphasized; by 1900, only three states (Massachusetts, Rhode
Island and Florida) spent more than two cents per capita for public health ser-
vices.®

The development of public health departments, especially in the cities, was
prompted by the industrial transformation of the late nineteenth century. The
populations moving from the land to the rapidly growing cities competed for
living space with the flow of immigrants from western, southern, and eastern
Europe; families crowded into tenement housing, back alleys, and damp base-
ment apartments, supplied with communal privies and polluted water sources.
City streets were heaped with garbage, including dead and decaying animals,
and the waste products of small manufactories; factories produced their own
noise, smells, smoke, and industrial wastes to add to the dirt and confusion of
the new industrial order.” Children died young of diarrheal and respiratory
diseases, diphtheria, whooping cough, smallpox, and typhoid fever. Tuberculo-
sis and other infectious diseases killed young adults and further impoverished
families already struggling for survival. City health departments, especially in
the eastern port cities, faced overwhelming social and health problems.?

An increasing number of voluntary reform groups were organized to address
social and sanitary reforms. In 1872, the American Public Health Association
was started by a small group of social reformers in New York City; other munici-
pal associations were active in attempting to improve the conditions of the poor
or in campaigning for specific social reforms.® Progressive reform organizations
aided, pushed, and provoked city governments to act on some of the most obvi-
ous threats to cleanliness, order, and health in the urban environment.1°

Gradually, the functions of city health departments, especially in the north
and east, expanded. In addition to divisions of street cleaning, sanitary engi-
neering, and vital statistics, they started bacteriological laboratories, divisions of
tuberculosis and venereal disease control, and divisions of child and maternal
health. The heads of these divisions held full-time posts, supported by a grow-
ing corps of public health nurses, sanitary inspectors, and statistical clerks. The
main difficulty of most city health departments was to find personnel trained
and competent to do the job, while resisting pressures to make political appoint-
ments of unqualified people. These official activities of the municipal health
departments were supplemented by the energetic efforts of voluntary agencies
dedicated to specific reforms.

The northern industrial cities thus displayed the social and health problems
brought by rapid industrial growth, but they also generated the progressive
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reform movements to address the most obvious problems. By contrast to the
northeast, the southern states after the Civil War resembled an underdeveloped
country within the United States. In the southern states, levels of literacy, agri-
cultural production, and economic efficiency were all low as a legacy of slavery.
The integration of the south into a growing industrial economy required far-
reaching social and cultural changes. In this context, northern industrialists
began investing in education as well as in cotton mills and railroads, and John D.
Rockefeller, on the suggestion of Frederick Gates, created the General Education
Board to support “the general organization of rural communities for economic,
social and educational purposes.”!!

Charles Wardell Stiles convinced the Secretary of the General Education
Board that the real cause of misery and lack of productivity in the south was
hookworm, the “germ of laziness.”*? In 1909, Rockefeller agreed to provide $1
million to create the Rockefeller Sanitary Commission for the Eradication of
Hookworm Disease, with Wickliffe Rose, originally a philosophy professor in
Tennessee, as Director. Rose worked to establish an effective and permanent
public health organization in the southern states.’® At the end of five years of
intensive effort, his campaign had greatly expanded the role of public health
agencies. In 1914, the organizational experience gained in the southern states
would enable the Rockefeller Foundation to extend the hookworm control pro-
gram to the Caribbean, Central America and Latin America. A major problem
faced by the Rockefeller Foundation’s efforts in the southern states had been to
find adequately trained and competent public health workers; the leaders of the
hookworm campaign found, by bitter experience, that they could not depend on
the competence and efficiency of part-time public health officers, nor could they
depend on the support or cooperation of most private medical practitioners. As
aresult of his experiences in the south, Wickliffe Rose decided that a new profes-
sion of public health must be created, with full-time public health workers who
had been specifically trained for the job, and whose loyalties would be commit-
ted to public health rather than to clinical medicine.

Toward a Profession of Public Health

Public health had been defined in terms of its aims and goals—to reduce
disease and maintain the health of the population—rather than by any specific
body of knowledge. Many different disciplines contributed to public health
work: physicians diagnosed contagious diseases; sanitary engineers built water
and sewage systems; vital statisticians provided quantitative measures of births
and deaths; lawyers wrote sanitary codes and regulations; public health nurses
provided care and advice to the sick in their homes; sanitary inspectors visited
factories and markets to enforce compliance with public health ordinances; and
administrators tried to organize everyone within the limits of their budgets.
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Physicians claimed to make a special contribution to public health, but so did
other groups including chemists, nurses, engineers, lawyers, bacteriologists, and
statisticians. The attempt to create a new profession of public health meant that
these diverse and often competing interests would have to be brought together
with a single vision, a common philosophy, and a unified educational program.
If each group had different specific skills, they would have to learn to work
together in practice. To create a more unified profession, their different profes-
sional identities would have to be integrated in the interests of a larger goal.
Programs of education and training, credentialling, and licensing would have to
be shaped to their different levels of prior training, scientific knowledge, and
experience.

By the second decade of the twentieth century, non-medical public health
officers were beginning to protest the increasing dominance of public health by
medical men. By this time, the sanitary engineers were the only professional
group strong enough to challenge the physicians’ assumption that the future of
public health should be theirs. Civil and sanitary engineers had created rela-
tively clean city water supplies and adequate sewerage systems. With the ben-
efit of hindsight, we can say that the sanitary engineers, through their work in
improving water supplies and sewerage systems, surely deserve much of the
credit for the decline of infectious disease mortality and morbidity in the late
nineteenth century.” Professional competition between the sanitary engineers
and the physicians became intense in the early years of the twentieth century as
physicians reinforced their dominance in public health departments, and as
sanitary engineers vociferously complained about the increasing “medical mo-
nopoly” of public health.?®

Physicians, sanitary engineers, and public health leaders such as William
Sedgwick, trained as a biologist, and Wickliffe Rose, originally a professor of
philosophy, agreed on one unifying idea: the new profession of public health
should be based on a scientific education. The discoveries of Louis Pasteur,
Robert Koch, and other bacteriologists in the 1870s and 1880s had been rapidly
integrated into public health practice in the United States; as Sedgwick aptly
expressed the impact of bacteriological discoveries: “Before 1880 we knew noth-
ing; after 1890 we knew it all; it was a glorious ten years.”?¢

The new bacteriology became an ideological marker separating the “old”
public health, mainly the province of untrained amateurs, from the “new” public
health, which would belong to those trained in the techniques of science and
laboratory research. The new emphasis on scientific knowledge would also
provide a means of insulating public health practice from political pressures by
making appointments more dependent on knowledge and training than on
personal and political loyalties. At the same time, scientific training would
differentiate public health professionals from the broader enthusiasms of volun-
tary reformers; in public health, the social reform impulse would be tempered
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by scientific knowledge and expertise. Public health leaders were committed to
the idea that health activities should be planned along scientific lines by a scien-
tifically trained elite, and not left either to the good intentions of voluntary
reform groups or to changing political pressures and special interests.

Some of the more progressive state governments, such as New York, were
already by 1913 passing legislation to require minimal levels of scientific train-
ing for those appointed to public health positions. Such legislation was, how-
ever, in advance of the educational system: there were few real opportunities for
education in public health and most public health workers were necessarily
trained on the job. Where the federal and state governments were slow to act,
the private foundations, and especially the Rockefeller Foundation, took the lead
in organizing public health programs and professional public health education.

The Rockefeller Foundation: Plans, Choices, Strategies

One critical event in shaping the future structure of the public health profes-
sion was a conference held in New York on October 1914. This conference, held
in the offices of the General Education Board of the Rockefeller Foundation,
would have a dramatic impact: the decisions taken on that occasion would lay
the basis for the future development of professional public health education.
The public health leaders and Foundation representatives involved set them-
selves the task of defining the necessary knowledge base for public health prac-
tice and designing the educational system needed to train a new profession.
William Henry Welch and Wickliffe Rose refined these ideas, each inserting his
own favored emphasis, in their two versions of the famous Welch-Rose report of
1915, which was to become the central reference point for the design of schools
of public health.

The creation of public health as a profession in the United States—however
incomplete the process—was thus part of a deliberate plan and strategy. By
examining the specific decisions taken, we can better understand the subsequent
development of public health education and, with the benefit of hindsight,
evaluate the results of this early planning. At the time, there were several possi-
bilities for organizing professional public health education. One option was to
regard public health as a unique amalgam of the biomedical, engineering, and
social sciences, requiring specialized training in each of these fields. Some
suggested that public health be treated as a combination of sanitary engineering
and bacteriology, so that the contributions of engineers and physicians could
both be honored. Others regarded public health as mainly a problem of social
reform and social organization, in which social and political scientists should
take a leading role. Yet others thought that public health should be a specialized
branch of medicine, drawing on physicians’ knowledge of disease processes,
diagnosis, and therapy.
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The question of the relationship of public health to other disciplines and
professional groups was simultaneously the question of the content and methods
of the field. Should public health identify closely with bacteriology and the
successes of the germ theory of disease, or should it seek a broader definition,
trying to understand the influence of social, economic, and environmental condi-
tions on the health of individuals? Were the social sciences of fundamental
importance to understanding the definition, patterns, and distribution of health
and disease, or were they a side issue qualifying the serious business of biologi-
cal research? If public health constituted the study of disease in society, how
much attention should be devoted to disease and how much to society?

The most fundamental issues in the design of public health education were
the tensions between public health and clinical medicine, and between the social
and biological approaches to health. A series of other related issues also struc-
tured the debates about public health education. The first concerned the relative
importance of advanced education for the few versus minimal training for the
majority of public health practitioners. Those wanting training efforts to be
directed at practicing public health officers urged the creation of short courses,
correspondence courses, and extension courses rather than lengthy full-time
degree programs, so that people already working in the field would have access
to some specialized education.

The second issue, related to the first, was whether educational programs
should concentrate on research and research methods—the means of developing
new knowledge—or on the more practical skills needed in running a health
department, planning an immunization campaign, or establishing a new clinic.
Those advocating a research-oriented education argued that the demands of
practice were constantly changing so that education in specific methods would
soon be outdated; research training provided the basic scientific principles that
could be applied to any problems arising in the future. Those advocating more
practically oriented programs argued that the most urgent task was to imple-
ment existing public health knowledge rather than to devote resources to new
research. They cited the British model of public health education, which they
saw as being oriented toward administrative skills, and with licensure depen-
dent on a combination of course work and practical training. Those advocating a
research-oriented education referred to the German research institutes of hy-
giene as their model. In the debates about the form of public health education in
America, the term “public health” usually referred to the English administrative
model, while “hygiene” implied the German emphasis on research.

A third, related issue in public health education was the relative importance
to be given to mass education for the general public. Most agreed in principle
that public education in the broadest sense was important in improving the
public’s health, but they differed in the real priority they gave to popular educa-
tion. Those most interested in promoting research tended to give a lower order
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of importance to popular health education than did the advocates of practical
training programs. These issues were not, however, synonymous, and some
laboratory researchers were ardent advocates of popular education.

Wickliffe Rose and the Rockefeller Sanitary Commission

Wickliffe Rose, the architect and organizer of the Rockefeller Sanitary
Commission’s campaign against hookworm, was described by Abraham Flexner
as “a thoroughly intellectual type” and as “a great general and strategist.” Rose
indeed thought of the world as a battle field in the conquest of disease.”” The
general, however, needed an army: officers and soldiers trained in the most
effective and efficient methods of fighting disease, possessed with zeal for the
battle, and properly equipped for the seriousness of the task. Rose knew that he
did not want to rely upon part-time health officers, or on physicians whose main
income came from private practice.

In the hookworm campaign, Rose had attempted to work through local
health officials in each community. He had discovered that public health was
strictly a part-time avocation for these men, and that their primary interest was
in medical practice. He had early come to the conclusion that a new profession
was needed, composed of men who would devote their whole careers to the
control of disease. Rose insisted, as had Edwin Chadwick before him, that there
must be two separate professions: medicine, for curing disease on an individual
level, and public health, for preventing and controlling disease on a population
level.

Abraham Flexner and the General Education Board

As the first step in the implementation of his plan, Rose turned to the Gen-
eral Education Board and to Abraham Flexner, whose “Flexner Report” of 1910
had been central to the reorganization of American medical education.’”® Flexner
was not very interested in public health, but he knew a great deal about medical
education, and the General Education Board held general responsibility for all
Rockefeller education programs. At the time, Flexner was struggling to get
medical school professors to give their full time to teaching and research and not
be permitted to earn income from private practice—a principle that some ac-
cepted and others violently opposed. To Rose, the need for full-time health
officers appeared in a similar light: real progress would depend on the separa-
tion of public health work from the competing loyalties of medical practice. In
December 1913, Rose asked the General Education Board to consider ways of
training men for public health service.?

Abraham Flexner immediately began to explore the existing facilities for
training health officers. He soon discovered that Wickliffe Rose’s concern about
professional training was widely shared. Hermann Biggs, the energetic Com-
missioner of Health in New York State, was especially bitter about the lack of
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properly trained men for health department work.? In 1913, Biggs had maneu-
vered a bill through the New York State legislature to allow the State Board of
Health to set minimum qualifications for local health officers.» This bill had no
immediate effect, for there were no applicants with any special training in public
health, and no training program available in the state. Massachusetts, Pennsyl-
vania, and Maryland had similar legislation, but again, it was ineffective without
a supply of trained men to fill the available positions. The legal framework
remained meaningless until provision could be made for educating the new
professionals.

Existing training courses in public health were insufficient to meet the de-
mand. Alexander Abbott, who had studied with Welch, Pettenkofer, and Koch,
was graduating a small number of students from his public health program at
the University of Pennsylvania.? Edwin Jordan at Chicago had a modest pro-
gram for public health training, and E.P. Lyon had been trying to start at pro-
gram in Minnesota. William W. Ford reported from Baltimore: “Even with the
most favorable interpretation of our facilities...it must be admitted that the sub-
ject of Hygiene or Public Health is in its infancy at Johns Hopkins, and that we
would not be justified in maintaining for a moment that we have the opportuni-
ties for properly training men for a career in Public Health.”?

By far the most developed and successful model for public health training
was the School for Health Officers run jointly by Harvard University and the
Massachusetts Institute of Technology. By combining existing courses in
Harvard and M.LT. with a number of new offerings, the School for Health Offic-
ers had produced an impressive catalogue of courses in communicable diseases,
sanitary engineering, preventive medicine, personal hygiene, demography,
public health administration, sanitary biology, and sanitary chemistry. Two or
three years of academic work were required for a certificate in public health.?*
The Harvard-M.LT. School graduated a small number of highly trained health
officers each year: five received certificates in 1914.” Some of those trained were
medical men, but most were scientists and engineers. The School’s Director,
Milton J. Rosenau, had written the classic text, Preventive Medicine and Hy-
giene %

As soon as Rosenau heard of the General Education Board’s interest in the
training of health officers, he wrote to Flexner proposing that “such a project
might well be entrusted to Harvard University.”? At the same time, Charles-
Edward A. Winslow suggested a school in New York. Thinking of the immedi-
ate practical needs of the New York State Health Department, Winslow visual-
ized a school that would concentrate on training public health nurses, sanitary
inspectors, and health officers for small towns: the rank-and-file of the profes-
sion, not just the highly trained elite. He argued forcibly that the laws recently
passed in New York State called for many hundreds of trained men and women
to work in areas such as industrial hygiene, infant mortality, and school inspec-

tions.?
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On May 28, 1914, Wickliffe Rose presented his own report on “Training for
Public Health Service” to the General Education Board.” Rose argued that the
public health officer of the future would not be a practicing physician but would
follow an “independent career.” Opportunities for professional employment
already existed; a properly equipped school would find an immediate market
for its graduates. Rose suggested that the General Education Board begin for-
mulating a concrete plan to establish, on an experimental basis, one or two
schools “at such places as Boston or New York.”* Abraham Flexner agreed to
organize a planning conference for the following October.

At this juncture, Columbia University submitted a proposal for a school of
public health in New York. The Columbia plan, submitted by Edwin Seligman,
Professor of Political Science, called for a combination of medical, engineering
and social science courses, leading to a doctor of science degree. Abraham
Flexner now had to add a representative from Columbia to his invitation list for
the October conference. Nicholas Murray Butler, the President of Columbia
University, suggested Seligman. Instead of inviting Seligman, or even one of the
other distinguished Columbia faculty such as Hans Zinsser, professor of bacteri-
ology, or Mary Adelaide Nutting, professor of nursing, Flexner asked Daniel
Jackson, a junior faculty member from the engineering department, to represent
Columbia. Protesting, Butler asked that Seligman be invited to the conference,
but Flexner was adamant, and Jackson, who had neither an M.D. nor a Ph.D,,
received the invitation. In vain, Seligman warned that “the broader social side
was in danger of not being adequately represented.”*

The Columbia plan placed unusual emphasis on the importance of the social
and political sciences and insisted that public health was a social and political
problem, as well as a medical and engineering one. In the discussions that
followed, three competing conceptions of public health emerged: the engineer-
ing or environmental approach, the socio-political, and the biomedical. In the
end, the biomedical conception was to dominate with socio-political and envi-
ronmental concerns relegated to a very subsidiary role, just as Seligman had
feared.

Yale University was also planning a program in public health. Yale had
been given an endowment to establish a chair of public health, and had asked
Flexner for advice in selecting a candidate; Flexner suggested that the university
postpone all plans until after the October conference.

As Flexner drew up his plans for the conference, Wickliffe Rose was clarify-
ing his own idea of the necessary organization of public health training. By
October 7, 1914, Rose already had the outlines of a plan to place schools of public
health in strategic centers across the United States. He sent Flexner a long list
of men and organizations to be consulted, including, in addition to medical
school representatives, the United States Public Health Service, the medical
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departments of the army and navy, state, city and county health officers, food
control officials, registrars of vital statistics, life insurance companies, industrial
health managers, and sanitary engineers. Most of the men on Rose’s list were
never contacted; Flexner was not very interested in the opinions and concerns of
practicing health officers, except those at the very highest level.

By contrast to Flexner, Hermann Biggs, like Winslow and Rose, wanted
public health training to be closely tied to the practical needs of local communi-
ties. Biggs argued the need for short courses given in many different universi-
ties, supplemented by extension and correspondence courses, so that at least
minimal training could be provided for the health officials of small towns and
rural areas. In Biggs’ view, the provision of graduate training for higher level
health officials was less urgent.®

By the time of the conference in October 1914, Flexner thus had a variety of
plans and proposals: Harvard and Columbia both wanted to establish schools,
Biggs wanted a network of courses at different universities, Rose wanted a series
of schools to be set up across the country, and both Abbott of Pennsylvania and
Whipple of Harvard argued that no new schools would be needed if their exist-
ing facilities were expanded.

The General Education Board Conference of 1914

On October 16, the General Education Board conference brought together
eleven public health representatives and nine Rockefeller trustees and officers.
The public health men were Alexander C. Abbott, professor of bacteriology at
the University of Pennsylvania; Hermann M. Biggs, Health Commissioner of
New York State; Frederick Cleveland, Director of the New York City Bureau of
Municipal Research; Daniel D. Jackson, assistant professor of engineering at
Columbia; Edwin Jordan, professor of bacteriology at the University of Chicago;
William H. Park, Director of the New York City Public Health Laboratory;
Milton J. Rosenau, professor of preventive medicine at Harvard; Theobald Smith
of the Rockefeller Institute for Medical Research; William H. Welch, professor of
pathology and Dean of the Johns Hopkins School of Medicine; George C.
Whipple, professor of sanitary engineering at Harvard; and Charles-Edward A.
Winslow of the New York State Health Department.

Flexner began the meeting with a relatively safe question: what were the
different types of public health officers for whom training was required? Biggs
said there were three classes of health officers: executives, technical experts, and
field workers. The “health officials of the first class,” men with executive au-
thority, included state and district health officers, and city commissioners of
health. In the “second class” were the technical experts: the bacteriologists,
statisticians, engineers, chemists, and epidemiologists who would conduct
research and implement health department programs. Third were the “subordi-
nates” or “actual field workers,” the local health officers, factory and food in-
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spectors, and public health nurses. This latter and most numerous group were
the “foot soldiers” in Rose’s war against disease.™

How, then, should these three classes be trained? Should the first class have
broad, general training and the second class specialized training? William H.
Welch argued the importance of basic scientific principles: “Train them in the
fundamental principles. The rest, of course, requires specialized training, but it
almost takes care of itself, and is easily supplied.”%

But who should be trained? The single most difficult question was whether
public health officials ought to be medical men. Was it reasonable to suppose
that physicians would be willing to abandon their independence to become
salaried employees? One consequence of the Flexner reforms in medical educa-
tion had been a decline in the number of practicing physicians and a rapid
increase in their incomes; it was hardly the most propitious moment to expect an
influx of medical men into public health, when, as Frederick T. Gates pointed
out, “the attractions of practice are becoming so extraordinary.”* Indeed, the
General Education Board’s previous intervention into medical education had
seriously undercut the possibility of creating a new cadre of salaried medical
men in public health.

Welch refused to see the situation that had thus been created; he insisted that
public health would be as attractive to medical men as the inducements of pri-
vate practice.” Many physicians, he thought, would be eager for graduate
training in public health and see it as a “splendid opportunity.” Welch at that
moment showed himself a poor prophet, for the majority of physicians in the
United States were to demonstrate little enthusiasm for specialist public health
education.®

Welch proposed that a qualified health officer should have a medical degree,
hospital internship, and two additional years of special training in a public
health school. Frederick Gates and Hermann Biggs argued against the require-
ment of a medical degree: Biggs preferred men “reasonably qualified to do the
work” rather than to wait forever for an “unattainable” ideal.® Gates suggested
that many medical men failed to establish successful practices; perhaps the
failures in private practice might become students of public health? The idea of
public health as a refuge for failed physicians hardly augured well for the new
profession, but many at the conference felt that public health officers needed
medical qualifications. Even Theobald Smith, who argued that physicians were
“absolutely color-blind to the preventive point of view,” thought that the health
officer needed an M.D. so that he could “stand on a level with the medical
man.”* Abbott explained that the health officer would be dependent upon the
cooperation of the medical profession in his community; a non-physician would
find it doubly difficult to gain the respect and attention of local physicians.*!

At this time, the increased activity of state and city health departments in the
identification and control of infectious diseases often brought health officers into
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conflict with private practitioners; many practicing physicians regarded public
health with deep suspicion as a form of governmental encroachment on their
freedom. When public health took on the battle against specific diseases, it
threatened the territory of medicine; lacking strong state authority, public health
officials had to cultivate the good will of the doctors. As John Duffy has argued,
this had the effect of making public health officers “cautious to the point of
timidity” in the period between 1906 and the 1930s, so reluctant were they to
undertake any programs that might disturb the interests of their medical col-
leagues.®?

The men at the 1914 conference, unable clearly to define the relationship
between medicine and public health, were swayed by Welch’s benign assurance
that no real conflict existed. Welch, however, was much too optimistic; the issue,
in different forms, would continue to plague the development of public health as
a profession. In the United States, as in Britain, the interests of private medical
practitioners and those of public health officers often conflicted; from the point
of view of the physicians, public health officers interfered with the doctor-pa-
tient relationship, trespassed on their autonomy, and threatened to provide
patients with free services, such as immunizations, for which private physicians
might otherwise be paid.

This question of the larger relationship of public health and medicine was |
closely connected to the decision about the structural relationship between |
public health and medical education. Welch had initially spoken of public
health departments within medical schools, Rosenau envisioned completely
separate schools, and Biggs thought public health training should be indepen-
dent of existing institutions. Biggs and Winslow, colleagues in New York State,
argued that a school associated with a single university would have limited
possibilities for field training, be hampered in influencing legislatures and
appropriations, and be unable to standardize educational and professional
qualifications.*®

Wickliffe Rose now laid out an elaborate and carefully articulated plan. He
argued the need for a national scientific school of public health, well endowed
for research. This school should be affiliated with a university, but have its own
independent identity, not simply be one department of a medical school. It must
have its own building, grounds, endowment, and a faculty who would give their
whole time to teaching and research. It should be located in a port city, “with its
immigration element” but be within easy reach of opportunities for rural health
work.* This school would select its students from across the country and place
its graduates in strategic positions throughout the United States.

The central school was, however, only the beginning of the plan; it would be
linked to smaller schools of public health to be established in every state. These
simpler state schools would focus on teaching rather than on research, be linked
to state health departments and medical schools, offer short courses for public
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health officers in the field, and provide extension services for rural health educa-
tion. Both central and state schools would teach public health education meth-
ods and seek to extend popular health information to the entire population.

Rose’s plan brought together most of the elements of the morning’s discus-
sion; his description of the central school in a port city might have applied to
Boston, New York, Philadelphia, or Baltimore. Biggs called the plan “admi-
rable”; Theobald Smith found it “magnificent”; and Welch pronounced it “stir-
ring and inspiring.” Wallace Buttrick, President of the General Education Board,
then suggested that Welch and Rose together work out a plan for the new school
that could be mailed to all participants for criticism and suggestions. Welch
agreed, and polititely suggested that Rosenau and Biggs join them. Flexner left
the arrangements to Welch, and the meeting adjourned.

After the meeting, Boston and New York both laid claim to the new school.
From Harvard, Whipple wrote that he had been gratified to see how closely the
ideal school, outlined by Rose, corresponded to their efforts: “It makes us feel all
the more certain that we are on the right track.”> Edwin Seligman produced a
more detailed plan for a “School of Sanitary Science and Public Health” at Co-
lumbia University.* In addition to the two-year course of study for graduates of
medicine and engineering, this plan called for a certificate in public health for
nurses, sanitary inspectors, and local health officers. Seligman attached to his
proposal a letter from E.H. Lewinski-Corwin arguing for the conception of
public health as a social science, on the grounds that most public health issues
were not medical or technical problems, but questions of political economy:

Congestion of population in cities, the condition of tenement houses, the
elimination of slums, recreation centers, alcoholism, prostitution, the
standard of living, social insurance, the saving of human wear and tear in
industry, the elimination of the insane and feeble minded and many other
similar problems affect the public health as much as the sewerage system,
food inspection, and the quarantine of measles.¥
On this argument, social science and political economy should be at the
center of the public health curriculum, together with “the principles of adminis-
tration and efficiency.” But this social conception of public health was to receive
little attention, as the emphasis on biomedical sciences came to dominate the
social and environmental approaches to public health.

The Welch and Rose Reports: May 1915

While Harvard and Columbia were making their appeals to Abraham
Flexner, Wickliffe Rose and William Henry Welch were supposed to be meeting
in Baltimore, to outline the proposal for a new school of public health. Welch
had first promised to write a draft proposal in October, in time for a second
conference.® By March, Welch was still saying that he would soon have the
report ready.* By April, Rose was becoming increasingly anxious: the next
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General Education Board meeting was set for May 27, and Welch had still not
written the report. By May 12, Rose had become still more anxious: where was
the report? Perhaps despairing that Welch would ever produce the promised
draft proposal, Rose wrote his own memorandum, entitled it “School of Public
Health,” and asked Welch to add his ideas to the draft. At the very last moment,
Welch produced a document retitled, “Institute of Hygiene,” which was then
presented at the General Education Board meeting as the “Welch-Rose report.”
By delaying until the last possible moment, Welch had had avoided the prom-
ised consultation with Rosenau and Biggs and had made another conference
impossible; even Rose did not have time to review the draft report before its
official presentation.

There are thus two quite distinct versions of what has come to be known as
the Welch-Rose report: the first, written by Rose, and the second, rewritten by
Welch. The longer Rose version was his plan for a national system of public
health training, with a central school of public health as the focal point of a
network of state schools. The central school was to create “thoroughly trained
and inspired leaders to mould public opinion and train the army of workers in
the state’s public health service.”* It would develop a new “science of hygiene”
and establish public health service as “a distinct profession.” Rose clearly differ-
entiated medicine from public health and asserted that “the science of protection
is quite distinct from the science of cure.”%! Although the central school would
be essential for creating this new science of hygiene, Rose’s main focus was on
the state schools and extension courses. Here, his model was the agricultural
extension courses and farm demonstration programs used by the Rockefeller
Foundation to modernize agricultural production in the southern states.’? The
Smith-Lever Act of 1914 had placed these programs under the management of
state agricultural colleges, and Rose wanted to reproduce this pattern in public
health: “This lesson which has been learned by the teachers of agriculture
through a long period of costly experimentation we shall adopt bodily in our
system of public health education.”*

These programs asserted that real change in agricultural methods depended
less on scientific research than on persuading the farming population to put new
knowledge into practice: agricultural extension workers travelled from farm to
farm urging individual farmers to try new crop techniques and organizing their
children into clubs concerned with raising pigs, cattle, and poultry. In the same
way, public health teachers would take instruction to “workers in the field” and
would teach by practical demonstration. According to Rose, the central school
would take the whole country as its “field of operations,” sending out “an army
of workers” to demonstrate the best methods of public health, and bringing back
practical experience to be “assembled and capitalized” in research at the center
of operations. In line with this conception, Rose emphasized three of the more
practical departments in the curriculum: epidemiology, public health nursing,

and public health administration.
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The orientation of Welch’s version of the “Welch-Rose report” was quite
different. The change in title was significant: the substitution of “institute” for
“school” implied a focus on research rather than teaching; the substitution of
“hygiene” for “public health” meant an emphasis on science rather than on
practice.* Welch wanted an “Institute of Hygiene”: a center for scientific re-
search and the production of knowledge, not the command headquarters for an
army of practical workers as envisioned by Rose.

In his introductory pages, Welch contrasted public health and hygiene in
England and Germany by explaining that in Germany, hygiene was taught as a
scientific subject in the universities, while in England, emphasis was placed on
practical public health administration.®® Although Welch said the ideal Ameri-
can plan would give due weight to both the scientific and the practical aspects of
public health, he made obvious his own conviction that scientific research should
take priority over practice. In fact, Welch'’s version of the report essentially
ignored Rose’s proposed system of state schools, practical demonstrations, and
extension courses. Enthusiastic paragraphs about the need for public health
nurses and special inspectors disappeared; Welch combined Rose’s three depart-
ments of epidemiology, public health nursing, and public health administration
into a single “Division of General Hygiene and Preventive Medicine.”% Welch
insisted that the school’s main purpose would be to cultivate and advance “the
science of hygiene in its various branches” and not to meet the immediate needs
of the public health service: “It would be a misfortune if this broader conception
of the fundamental agency required for the advancement of hygienic knowledge
and hygienic education should be obscured through efforts directed solely
toward meeting in the readiest way existing emergencies in public health ser-
vices.”%

In describing the institutional relationships of the new “school” or “institute”
the differences between the Welch and Rose reports might appear minor, but
they would be highly significant in choosing its location. Rose argued that the
school of public health must not be a department of a medical school: “the two
have divergent aims and must stand apart.”*® Nevertheless, the school of public
health had to be close to a medical school “in the interest of economy and effi-
ciency” so that basic medical courses would not have to be duplicated. Welch
dropped Rose’s phrase about the divergent aims of medicine and public health,
and substituted the milder expression that the institute of hygiene should have
“an independent existence.” He then added a short paragraph stating that the
institute must have access to the facilities of “a good general teaching hospital”
for study and training in preventive medicine.* This was a critical point as the
location of the new school would be largely decided by evaluating the medical
schools and teaching hospitals of Boston, New York, and Baltimore.

On May 27, 1915, the Welch version of the Welch-Rose report was presented
and accepted by the General Education Board, and the report mailed to the

Page 16




original conference members for their comments and criticisms. Most of the
responses were highly favorable; the Harvard men supported it but seemed not
to see its potential implications. Indeed, Whipple viewed the report as an en-
dorsement of the Harvard-M.L.T. School: “The ideal of our School for Health
Officers, which is much broader than its name implies, is very well set forth in
the report of Dr. Welch and Dr. Rose.”®

The New York men were more alarmed. Charles-Edward A. Winslow
complained that the report was closer to the German than the English conception
of public health, and should have emphasized practical field work; he also
wanted the title changed to the “institute of public health and hygiene.”¢! Wil-
liam H. Park wanted part-time men from city health departments, school health
departments, and industrial plants to participate in teaching.®? Frederick A.
Cleveland urged that emphasis be shifted “to make administration the big idea
and statistics the ancillary one.”® Edwin Seligman wanted the new center to be
called a “school” rather than an “institute” and complained pointedly about the
emphasis given to the medical side of public health: “Nothing is said of the need
of studying the substantial forces in our economic and social environment and
the various plans for social and economic reform which frequently have a great
influence on the health of the community. Again, such a matter as accident and
sickness insurance, which usually occupies about half of any European book on
social medicine, is not mentioned in the outline.”*

Seligman agreed that connection with a medical school would be important,
but argued for equal emphasis on the relation to a school of engineering and to
other university departments: the majority of students would come, he thought,
from departments of chemistry, biology, engineering, and from the social and
political sciences, rather than from medical schools. Abraham Flexner re-
sponded that the medical school relation was essential: public health officers had
to deal with the prevention and management of disease, and had therefore to
gain their experience and understanding “in the laboratories and hospital of a
medical school.”%

By this reply, Flexner demonstrated either his distaste for, or ignorance of,
the conception of public health held by the social and sanitary reformers;
Flexner’s was a “disease model” of public health practice. Flexner discounted
Seligman’s emphasis on social science as simply a self-interested position; he
wrote to Rose that Seligman was “doubtless conscious of the fact that, on the
medical school side, the position of Columbia is...vulnerable.”% As Seligman
was professor of political science, he had a “tendency to underrate the impor-
tance of the medical school.” Rose answered mildly that Seligman was not
underrating the importance of the medical school so much as wanting more
emphasis on other departments, especially sociology. “We did recognize this
relation and it could be expanded in much more detail.”¢
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Rose did not share Flexner’s adamant commitment to the medical model of
public health, but it was Flexner who was to push forward the plans for public
health education. In June 1915, Flexner wrote a memorandum to the Rockefeller
Foundation proposing that a director and location be chosen for the “Institute of
Hygiene.” The director could then make detailed plans of organization.®® By this
time, the evidence suggests that Flexner had already decided that Baltimore
should be the location and William Henry Welch the Director of the Institute.
However, Jerome D. Greene, Secretary of the Rockefeller Foundation, thought
the choice narrowed down to Boston and New York, “with the chances very
much in favor of New York, in view of the large opportunities here for both
municipal and rural practice.”® Hurriedly, Flexner replied that it would be
“unfortunate” to restrict narrowly the number of possible locations before hav-
ing examined “all fairly possible situations” and “unfortunate to gravitate to-
wards any one place prematurely.” He added on a disingenuous note that “the
factors are so many and so complicated that I have myself no idea as to what the
ultimate decision should be.””

Choice of a Location: The Site Visits

In September, Wickliffe Rose proposed to Flexner and Greene that they visit
Boston, New York, Philadelphia, Baltimore, Washington, D.C., Chicago and St.
Louis, thus examining, as Flexner had suggested, “all fairly possible situa-
tions.””? Boston was the first on the list; only four cities would in fact be vis-
ited—as the tour stopped at Baltimore. For the first three days, Flexner directed
the interviews at Harvard: instead of dealing with issues specific to public
health, these focused on the administrative relationships between the medical
school and its affiliated hospitals. Flexner continually emphasized the fact that
Harvard did not control the hospitals it used for teaching.”

The need for medical schools to control hospital appointments was one of
Flexner’s most cherished themes, an important, though little discussed, part of
the “Flexnerian reforms” in medical education. But in the context of planning a
school of public health, Flexner’s obsession with the administrative control of
hospitals seemed out of place. Flexner ignored Harvard’s experienced public
health teachers and researchers, considerable scientific talent, plentiful oppor-
tunities for field work, and progressive and cooperative city health department.
He paid little attention to the School for Health Officers and, to add insult to
injury, even failed to call on William T. Sedgwick, founder of the School, a
leading light in public health circles, and the main proponent of a separate
educational track for public health.

On his return from Boston, Flexner apologized to Sedgwick for his “uninten-
tional and inadvertent” failure to invite him to the conferences on public
health.” Sedgwick replied graciously but went on to criticize the Welch-Rose
report.” He urged that the new center for public health training be called “An
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American Institute of Public Health” and that it have a less German, more
American and democratic orientation. It should be given “an almost absolute
independence” to avoid being submerged by the medical school; it should ar-
ticulate with federal, state, and municipal organizations to “keep in vital contact
with the traditions, customs and spirit of American Democracy.””® Sedgwick
insisted that the new profession of public health be “coordinate, but not subordi-
nate” to medicine and that the medical and engineering sides of public health be
equally represented. Flexner's interests, however, were entirely medical and he
continued to display a thinly veiled impatience with the environmental ap-
proach to public health. Flexner made his apologies to Sedgwick and continued
to ignore his views.

Flexner, Rose, and Greene made only a brief visit to the University of Penn-
sylvania. Alexander Abbott seemed to have little idea of how to establish the
proposed school of public health. When asked how the school would be orga-
nized, for example, he simply replied, “I have not thought it out definitely.””¢
Pennsylvania had few resources in comparison to Harvard and Abbott had
modest ambitions. He declared that he already had ample facilities, and would
just like an increase in his staff: not the kind of inspiring vision that members of
the General Education Board expected.

The third visit, to Columbia University, was more extensive. Columbia had
an excellent program in public health nursing run by Mary Adelaide Nutting,
and New York City had a progressive and cooperative city health department,
led by Haven Emerson. On the other hand, the medical school provided no
basis for optimism. The medical professors, meeting at the Century Club, ap-
peared to have little comprehension of public health work or of its possible
implications. Most strongly asserted that public health officers should be medi-
cal men, but beyond this, had few suggestions. It became clear that Columbia’s
strength lay in engineering, nursing, the social and political sciences, and in the
opportunities for practical field work: all issues that in Flexner’s mind were
much less important than the quality of the medical school and hospitals.

The last site visit was to Baltimore and the Johns Hopkins University, which
epitomized Flexner’s ideal of medical education as he had amply demonstrated
in the Flexner report of 1910.”7 Both the medical school and the hospital were
heavily committed to the research ideal. As at Columbia, the medical school
faculty had almost total power over the running of the medical institutions, but
Flexner explained the difference: “they have a tremendous organization, a thor-
oughly homogeneous one, sympathetic to their authorities to start with. They
have not got a lot of old fogies here.””® At Hopkins, the medical school and the
hospital were in theory independent corporations, but in reality, they had inter-
locking boards of trustees and tended to act as a single unit. Flexner was reas-
sured that there would be no difficulty in using the hospital for research and
training or in opening special hospital departments if needed.
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Welch emphasized the advantages of Baltimore: property was cheap, the city
was close to the southern states for practical public health work, and it was also
close to the U.S. Public Health Service in Washington, DC. Cooperative relation-
ships with federal and state health departments could easily be developed.
Welch promised the school would be flexible in taking students with or without
a medical degree. Theodore Janeway of the medical school was equally optimis-
tic. Baltimore, he claimed, had many diseases not available in New York: amoe-
bic dysentery, pellagra, and hookworm from the South, and tropical diseases
from Cuba and the West Indies.” J. Whitridge Williams, the professor of obstet-
rics and gynecology, summed up the advantages of Baltimore: “If this school
comes here the best thing we have to offer you is Dr. Welch. I feel sure that Dr.
Welch with very little urging will take it on his shoulders to develop it...Another
thing we have 100,000 darkies here with all their diseases, and their mortality
twice as high as the whites, and three times as much tuberculosis, and four or
five times as much syphilis.”8

The visitors were evidently persuaded; within a week, they had submitted
their report to the General Education Board with Baltimore as the heavy favor-
ite.®! Harvard, Columbia, and Pennsylvania were criticized because of the inde-
pendence of their medical schools and hospitals, and because their medical
professors tended to be locally prominent practitioners rather than academic
researchers. The resources of the Johns Hopkins University in engineering, the
sciences, and sociology were declared to be “modestly developed” though
“modern in spirit.” The City Department of Health was “far inferior to that of
Boston, New York, or Philadelphia” although “the attitude of the authorities
assures the University a free hand in utilizing its resources and possibilities,
whatever they are.”

The real advantage of Hopkins was its medical school, with a small faculty
“animated by high ideals and very efficiently led.” In summary, the report
concluded: “The general resources of the University and of the community are
inferior—in some respects much inferior—to those found in New York, Boston
and Philadelphia; the Medical School fulfills the requisite conditions in the
highest degree anywhere obtainable.”#

The decision in favor of Baltimore produced considerable bitterness be-
tween Hopkins and Harvard. Abraham Flexner has been accused of rank favor-
itism for Hopkins, of hating Harvard, of being “Welch’s matchmaker,” and of
dogmatic conviction that Hopkins was the only medical school worthy of re-
spect.® Certainly, Charles W. Eliot, President of Harvard, was infuriated by the
decision. He wrote to Flexner:

The personality and career of Dr. Welch are the sole argument for putting
the Institute in Baltimore—and he is almost sixty-six years old, and will
have no similar successor. This is the first time that a proposed act of a
Rockefeller Board has seemed to me to be without justification or reason-
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able explanation.®

Flexner replied that the Welch-Rose report-as rewritten by Welch-had
earlier been endorsed by the Harvard men, and had pointed to the department
of medicine as the single most important factor in locating the Institute of Hy-
giene. “Viewed from this angle the personality and present activities of Dr.
Welch, helpful as they might be at the outset, are not so essential as the character
of the medical school organization, a thing which will surely endure.”*

The question remains: why did Wickliffe Rose and Jerome Greene agree that
the organization of the medical school should be the determining factor in locat-
ing a school of public health? Why did they give such importance to the man-
agement of hospitals, when these institutions were irrelevant to most public
health activities? Why did Rose sign Welch’s version of the report at the last
moment and agree formally to present it to the Foundation, thus allowing his
own vision of a comprehensive system of public health education to be eclipsed
by Welch’s narrower focus on a single institute of research?

From Jerome Greene's letters, it is clear that Wickliffe Rose had the deciding
voice in giving the new school of public health to Welch and to Baltimore.
Flexner had his mind set on Johns Hopkins; Greene favored Harvard; Rose was
not only the most impartial of the three, but also the one who best knew from
experience the practical side of public health. Rose had decided on Baltimore. It
seems paradoxical, but he had emphasized the quality of the medical school
precisely because he believed that the aims of public health contradicted the
interests of the majority of the medical profession. Rose was entirely serious in
his ambition to eliminate disease from the earth; he hoped, and believed, that in
controlling infectious diseases, he would eventually put much of the medical
profession out of business. As he saw the situation in the South: “A physician
has to make a living but that depends on the prevalence of disease. Insofar as
this function (prevention) is successful it diminishes the prevalence of disease
and therefore diminishes his work and his income.”%

In the southern states, Rose had found that the medical profession often
constituted the main obstacle to public health programs. Even in New York,
physicians had attacked the City Health Department for infringing upon their
professional rights; the Rockefeller Foundation had wanted to fund public health
activities but had retreated in the face of strong medical opposition.¥ Many
physicians saw the Rockefeller activities in public health as an assault on their
interests as small (medical) businessmen and as an effort to invade their markets.
Rose understood this point of view and openly declared his ultimate aim to
undercut the practice of medicine through the prevention of disease.

To Rose, therefore, the medical practitioners represented, in theory and often
in practice, the potential opposition to the new profession of public health. For
this reason, the influence of powerful local practitioners on the faculty of the
medical schools at Harvard, Columbia, and Pennsylvania might threaten the
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survival of a new school of public health. Johns Hopkins was different: there,
the medical professors were full-time men, committed to research and teaching
rather than to private practice.* These men would not be economically chal-
lenged by public health activities. They might be sympathetic to the new school
or indifferent, but in any case, they were unlikely to destroy the fledgling insti-
tution by overt or covert opposition.

In April 1916, the Executive Committee of the General Education Board
accepted the site visit report of Flexner, Rose and Greene. Welch was to be
director of the Institute, with William Howell, professor of physiology in the
medical school, responsible for its “executive management.” Welch and Howell
formally presented a detailed plan of organization to the Board of Trustees of the
Rockefeller Foundation.®* On June 12, 1916, the Executive Committee of the
Rockefeller Foundation approved the plan, appropriating $267,000 for the initial
operation of the new school at Johns Hopkins University. They gave the school a
name representing a compromise between those who had wanted a “school of
public health” on the English model and those who favored an “institute of
hygiene” on the German model.* The new school thus gained its unwieldy title:
“The School of Hygiene and Public Health”—implying that it would be both an
institute for basic scientific research and, at the same time, a school for practical
public health training.

William Henry Welch and the Hopkins School
When William Henry Welch won the competition to start the first of the

central research and training institutes supported by Rockefeller Foundation
dollars, he gained the ability to put his own ideas of public health education into
practice.”® At Hopkins, the alignment of the conceptual frameworks and meth-
odologies of scientific medicine and public health were assured, as was the
orientation toward research rather than practical training. Welch was now able
to implement his own version of the Welch-Rose plan. He still, however, needed
money for building and an endowment, and for this, he needed the support of
the International Health Board of the Rockefeller Foundation. Throughout the
initial years of organizing the school, Welch continually pushed his idea of a
research institute of hygiene, while the Rockefeller Foundation urged him to pay
more attention to public health administration, applied public health, short
training courses, and popular health education.

The resulting structure of the school represented a negotiated agreement
between Welch and the Rockefeller Foundation.? Welch agreed to offer short
training courses for International Health Board officers and other carefully
selected student groups; he allowed somewhat more curriculum time for public
health administration and made limited excursions into the field of health edu-
cation for the general population. When the Rockefeller Foundation provided
extra funding in 1932, the school worked with the city health department to
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establish the Eastern Health District, an area that served as a “population labora-
tory” for research and the practical training of students in field surveys and
administrative methods. On the whole, however, the school continued to be
strongly oriented toward laboratory research and the biomedical model of pub-
lic health.

Welch had indeed obtained the institute of hygiene he had planned ever
since, as a young man, he had visited the research institutes in Germany. His
“school of hygiene and public health” would indeed be very successful as a
research institute, with both faculty and students turning out research publica-
tions at a rapid rate.® As a school of public health, it trained a relatively small
number of graduate students-relatively small, that is, in comparison to the
national need for public health officers—and gave them very high level of profes-
sional education, with considerable emphasis on research. Many of these stu-
dents would themselves become scientists and teachers, while others would
become planners, administrators, and managers of health and public health
services both in the United States and in many countries around the world.

The relatively small number of graduates would not have been problematic
had the rest of the Rose plan for public health education been instituted: if, for
example, state schools of public health had been quickly established to train
large numbers of public health workers in the practical methods of public health.
The state schools, however, were built more slowly, much later, and in fewer
numbers than needed; the correspondence and extension courses needed to train
large numbers of public health workers would come many decades later, or not
at all. Rose might have used the Hopkins school as the starting point for design-
ing a comprehensive national system of public health education for the United
States, but he was soon to be distracted from the national scene by his appoint-
ment as Director General of the International Health Division of the Rockefeller
Foundation, with responsibility for public health activities around the world.

New Schools of Public Health

Once the Hopkins school had defined the Welch model of public health,
other schools tended to pattern themselves in the same image. Even the pioneer-
ing Harvard-M.LT. School for Health Officers, which had preceded the Hopkins
school, was reformulated into a structure similar to the one at Hopkins. In an
important symbolic move, the school cut its ties with M.L.T. and sanitary engi-
neering, and went over to the medical campus at Harvard University. The new
Harvard School of Public Health, opened in 1922 with an endowment from the
Rockefeller Foundation, was located beside the Harvard Medical School, and the
Dean of the Medical School, David L. Edsall, was also made Dean of the School
of Public Health.

The argument for an intimate relationship between the medical and public
health schools was that the medical school would thus be imbued with the spirit
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of public health. This turned out to be a naive hope: Harvard Medical School
continued, as did Johns Hopkins, to demonstrate a distinct lack of interest in
public health. The perspective of medicine was not, after all, determined by
administrative arrangements, but was the synthesis of more fundamental politi-
cal and economic forces, scientific advances, and technological change. The
cutting edge of medicine followed technical possibilities in diagnosis, therapeu-
tics, and surgery; high technology medicine was both exciting and lucrative.
The growing economic power and resources of academic medicine contrasted
with the relative and sustained poverty of public health. In such a context,
bringing medical and public health education together was rather like merging a
large corporation with a small one; public health tended to become submerged
in the powerful interests of academic medicine and clinical research.*

Both the Hopkins and Harvard schools were identified with strong medical
schools and with the “medical model” of public health; both were clearly ori-
ented towards research, with a relatively small and elite postgraduate student
body, and both were similarly organized into departments and disciplines.*
Both schools trained a small number of U.S. students (relative to the large and
growing demand for public health officers) and offered an elite route into high-
level public health positions-the kind of educational mission consistent with the
traditions of two private universities that prided themselves on their academic
standards, highly qualified faculty, selective admissions policies, and institu-
tional commitment to research.

Within the next few years, several major universities in the United States
would establish or reorganize their public health programs. The specific formal
organization of these programs differed: Yale University developed a depart-
ment of public health within the School of Medicine; Columbia University estab-
lished the De Lamar Institute of Public Health, and the University of Michigan
created a division of hygiene and public health.% While these programs had
individual differences, the basic model of the content and methods of public
health education would be similar to that instituted at Hopkins and Harvard.

Public Health, the Depression, and the Social Security Act

A major stimulus to the development of public health education came in
response to the Depression, the New Deal, and the Social Security Act of 1935.
The Social Security Act expanded financing of the Public Health Service and
provided federal grants to states to assist them in developing their public health
services. Federal and state expenditures for public health actually doubled in
the decade of the Depression.

Federal law required each state to establish minimum qualifications for
health personnel employed through federal assistance, and recommended at
least one year of postgraduate education in an approved school of public health.
For the first time, the federal government provided funds, administered through
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the states, for public health training. Overall, the states budgeted for more than
1,500 public health trainees, and the existing training programs were filled to
capacity. As a result of the growing demand for education in public health,
several state universities began new schools or divisions of public health and
existing schools of public health expanded their enrollments.”

In 1936, the American Public Health Association reported that ten schools
offered public health degrees or certificates requiring at least one year of resi-
dence; of these, the largest were Johns Hopkins, Harvard, Columbia, and Michi-
gan.® By 1938, more than four thousand people, including about one thousand
doctors, had received some public health training with funds provided by the
federal government through the states. The economic difficulties of maintaining
a private practice during the depression had pushed some physicians into public
health; others were attracted by the new availability of fellowships or by in-
creased social awareness of the plight of the poor and of their need for public
health services. In 1939, the federal government allocated over 21 million dollars
for public health programs: eight million dollars for maternal and child health,
nine million for general public health work, and four million for venereal dis-
ease control.

Evaluation of Schools of Public Health

In 1938, the Rockefeller Foundation decided to evaluate the status and future
of public health education.® The Scientific Directors of the International Health
Division selected Thomas Parran, the Surgeon General of the Public Health
Service, and Livingston Farrand, recently retired as president of Cornell Univer-
sity, to study the schools of public health in the United States and Canada.'®

Parran and Farrand estimated that the nation’s public health services re-
quired about 300 public health physicians each year and between 2,000 and 4,000
public health nurses. The demand for other kinds of public health personnel,
such as sanitary engineers, statisticians, and epidemiologists, was also increasing
dramatically. They noted that ten universities offered degrees in public health:
California, Columbia, Harvard, Hopkins, Michigan, the Massachusetts Institute
of Technology, Minnesota, Pennsylvania, Wayne State, and Yale. In 1939, the
numbers of graduates per year ranged from 75 at Hopkins to 1 at Wayne State,
with a total of 199 graduating public health specialists. Of these, 63 percent were
physicians. An additional 20 universities and colleges offered programs in
public health nursing and together graduated about 500 students each year. The
12 engineering colleges that offered degrees in public health engineering to-
gether graduated about 80 students per year.!™ Some of those schools, especially
the nursing schools, offered only undergraduate degrees; a total of 24 schools
and universities offered postgraduate courses in public health. In whatever
manner the numbers of graduates were estimated, the existing schools were
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clearly unable to meet the projected needs for trained personnel.

In addition to the demand for new graduates, most of the public health
officers already employed by health departments needed further training to
satisfy the new federal regulations. A Public Health Service survey of health
departments had found that half of the physicians, one-third of the nurses, and
two-thirds of the sanitary officers had no public health training whatsoever and
were seriously undereducated by professional standards.

Again, legislation was in advance of the capacities of the educational system.
The national need for public health graduates was far in excess of the numbers
being trained by existing schools. Federal training funds were now allotted to
California, Michigan, Minnesota, Vanderbilt, and North Carolina to develop
short courses for rapidly training public health personnel. These short courses
were recognized as a emergency measure until the schools were able to develop
more adequate post-graduate educational programs. The University of Michi-
gan, the University of Minnesota, Columbia University, Yale University, and
Vanderbilt University were all expanding their graduate programs in an effort to
meet the demand. The University of Michigan, for example, registered 176 full-
time professional public health students in 1939; of these, 25 percent were medi-
cal, 25 percent engineering and sanitation, and 50 percent other disciplines
including health education, statistics, and the laboratory sciences.® In addition,
Michigan was training 186 public health nurses.

In their report to the Rockefeller Foundation, Parran and Farrand recom-
mended increased support for Hopkins, Harvard, and Toronto, as the leading
schools in the United States and Canada, to sustain research in public health
disciplines, especially bacteriology, biostatistics, epidemiology, and public
health administration. To help solve the national need for increased public
health training, they recommended that regional training schools be supported
in the far west, the mid west, and the south. They suggested that Berkeley,
Michigan, and Vanderbilt seemed probable choices for the development of a
second tier of public health education: they urged that new regional schools be
oriented to practical training more than to research.!® In essence, the Parran-
Farrand report was recommending a limited version of the original Rose report
on public health training: schools of public health in each major region of the
country (rather than each state), with emphasis to be placed on training larger
numbers of public health personnel.

International Expansion

Wickliffe Rose in the meantime had turned his attention to international
public health. As Director-General of the International Health Board, he was in
a position to expand his conception of public health education from a plan for
the United States to a plan for world public health. He started by extending the
hookworm control programs, begun in the southern states, to other countries,
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beginning with British Guiana, Trinidad, Grenada, St. Vincent, St. Lucia,
Antigua, Panama, Costa Rica, Guatemala, and Egypt. Rose next expanded the
focus of the International Health Board to include malaria and yellow fever and
developed major new programs in China, Latin America, and Central America.

In each country, the International Health Board offered Rockefeller Founda-
tion Fellowships to experienced public health officers, both medical and non-
medical, and to new medical graduates; the Rockefeller Fellows came to the
United States for public health training and then returned home to participate in,
and often to lead, their national health programs. Eventually, the International
Health Board intended to establish schools of public health in these countries,
staffed by faculty who had been trained in the United States. In other words, the
original “Rose plan” for public health training was to be implemented on an
international level.

The project of developing international schools of public health relied
heavily on what the Rockefeller Foundation referred to as the “West Points of
Public Health,” a reference to the leading military academy in the United States.
For the United States and, to a large extent, for all countries under U.S. influence,
these were the Johns Hopkins School of Hygiene and Public Health and the
Harvard School of Public Health. For the British colonies and the Common-
wealth countries, this role would be filled by the London School of Hygiene and
Tropical Medicine, which the Rockefeller Foundation funded from 1922; for
Canada and the British West Indies, the University of Toronto School of Hygiene
was funded in 1924. In China, the Peking Union Medical College, opened in
1919, provided an elite form of medical and public health training in a country
otherwise somewhat isolated from U.S. influence. The first of the Latin Ameri-
can schools was established in Sao Paulo, Brazil, with assistance from the
Rockefeller Foundation. Later, schools in India, Japan, and the Philippines
provided centers for professional health training on the western model. Thus, a
network of training centers was established in Europe, Latin America, and Asia,
with faculty and students rotating between these centers on Rockefeller Fellow-
ships, teaching exchanges, and research projects. As Raymond Fosdick de-
scribed it:

Rose and his successors as head of the International Health Board under-
took the implementation of a bold and creative plan literally to girdle the
globe with schools and institutes of public health, including public health
nursing....The schools and institutes were located in Prague, Warsaw,
London, Toronto, Copenhagen, Budapest, Oslo, Belgrade, Zagreb,
Madrid, Cluj, Ankara, Sofia, Rome, Tokyo, Athens, Bucharest, Stockholm,
Calcutta, Manila, Sao Paulo, and the University of Michigan....A migra-
tion of public health personnel back and forth across national boundary
lines would be an enriching experience by which the new ideas and
techniques of one area could become the common property of all.'®
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Medicine and Public Health: The Unhappy Marriage

The relationship between the emerging profession of public health and the
well-established profession of medicine would continue to be problematic and
controversial. The increased activities of health departments in the control of
infectious diseases brought them into repeated conflicts with private practitio-
ners; as soon as public health had left the confines of sanitary engineering and
took on the battle against specific diseases, it had begun to challenge the bound-
aries of medical autonomy. As John Duffy has noted, the medical profession
moved from a position of strong support for public health activities in the late
nineteenth century to a cautious and suspicious ambivalence, and often, outright
hostility in the early decades of the twentieth century.1%

The Flexner reforms in medical education had been only a symptom of the
larger transformation occurring in medical knowledge and practice in the early
twentieth century.’® As medical practice became dependent on developing
scientific knowledge and technology, it was institutionalized in hospital set-
tings.'” Hospitals became dependent on physicians, and physicians in turn
became dependent on access to hospital facilities. As doctors became ever more
interested in the technical possibilities of scientific medicine and abandoned
general practice for specialist training, they became less interested in community
and preventive activities. As the standards of education and criteria for admis-
sion to the profession became more controlled and demanding, the numbers of
practitioners fell and their incomes rose. Medical practice was intellectually and
financially rewarding; relatively few physicians were attracted to public health
with its relatively low incomes, political pressures, and comparative lack of
autonomy.

Schools of public health had been established with the expectation that young
physicians would take advanced training in public health after graduating from
medical school. But young medical graduates showed themselves more drawn
to the glamour, excitement, and rewards of curative medicine and surgery. The
schools of public health at Johns Hopkins, Harvard, Yale, and Columbia all
reported the same problems: most of their applicants were either experienced
older men who had worked in public health positions without specialist qualifi-
cations, or young scientists interested in bacteriology, epidemiology, and other
public health disciplines, but who lacked the medical degree now regarded as an
essential qualification for public health leadership.’® Important positions in
public health were often offered to physicians without specialist training in
preference to non-physicians with doctoral degrees in public health; the demand
for physicians was such that they rarely needed public health training as a pro-
fessional job requirement. As a result, the incentives for physicians to take
specialized degrees in public health were further reduced, and schools of public
health admitted the ever larger numbers of nurses, engineers, statisticians, and
biologists who enthusiastically sought public health training.
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This structural problem in the relationship between medicine and public
health, already clear by 1920, was never entirely resolved. Public health in the
United States would continue to be open to many professional groups and disci-
plines, while maintaining a special and privileged status for those with medical
qualifications.

The relationship of public health to medicine was a continuing preoccupa-
tion of those organizing and implementing the expansion of public health educa-
tion. The fond hope that schools of public health allied to medical schools
would serve to permeate those medical institutions with the spirit of preventive
medicine proved illusory. After twenty years of public health teaching, public
health and medicine still seemed far apart and often moving in opposite direc-
tions. The situation in the United States in 1939 suggested a thriving and ex-
panding public health movement, supported by new federal and state health
programs, but developing in general isolation from the medical profession as a
whole.

The officers of the Rockefeller Foundation, who were pouring money into
education in medicine as well as in public health, continued to be optimistic that
eventually the two would form a closer and more harmonious relationship.
Indeed, they often asserted that, with the increasing success of medical science in
curing disease, the emphasis within medicine would gradually shift from cure to
prevention. The industrial and mechanical metaphors in which they conceptual-
ized medicine transformed this dream into good business sense:

A railway spends more money on train and track inspection than on
wreck crews. The average automobile owner is on the watch for signs of
motor trouble and does not wait until there is trouble. The factory man-
ager looks solicitously after his machines and does not wait until there is a
breakdown. The human body, which is vastly more complex than any
machine, is in need of vigilant care and frequent examination. Yet for the
most part it is neglected until pain and disability sound an unmistakable
alarm. Then the doctor is called in and too often expected to do the im-
possible. He is thought of as a wreck crew rather than as a train and track
inspector.!®

In the United States, repeated attempts were made to bring preventive and
curative medicine closer together by creating new educational programs in
preventive medicine in medical schools, often with the aid of schools of public
health. These attempts to change the nature of medical education were mainly
remarkable for the recurrent enthusiasm of the efforts and the consistent failure
of the results. Reviewing the organizational relationships and cooperative ef-
forts between schools of public health and schools of medicine, Russell Nelson,
President of the Johns Hopkins Hospital, later noted: “It is a sad story of
unfulfilled expectations, numerous failures, frequent tensions, and some bad
feelings.”"? Rejecting the idea that schools of medicine and public health should
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be combined or that medical schools should “take over” public health, Nelson
added that “Medical schools are already too large and complex to manage their
present, and future, responsibilities, let alone take on others...In short, medical
schools don’t want to take over public health; the idea, it seems to me, appeals
only to some administrators and armchair critics.”™
Waller S. Leathers, Dean of the School of Medicine at Vanderbilt University,
noted that in most U.S. medical schools, the teaching of preventive medicine was
“of a desultory, uninteresting and poorly organized type.”"'? Departments of
preventive medicine were usually small and relatively weak, with low budgets
and few faculty positions. In part, this was the consequence of a political prob-
lem: preventive medicine, to the extent that it was equated in many physicians’
minds with “socialized medicine,” seemed to represent a potential economic
threat; medical schools were, in general, more willing to express vague support
for the concept of preventive medicine than to provide active advocacy or strong
financial commitment to the idea. The continuing efforts by some proponents of
preventive medicine to dissociate it from social medicine and “socialized medi-
cine” were probably hampered by the fact that many of the strongest advocates
of preventive medicine and public health in the 1930s and 1940s were also com-
mitted to the concept of national health insurance as a means of solving the
chronic problems of access to medical care in the United States.”  Although the
separation between medical and public health education seemed inevitable in
the peculiar context of United States medicine, it was often perceived as a barrier
to those trying to organize health services in developing countries. Luis
Fernando Duque of Colombia bitterly attacked the rigid separation in the early
development of schools of public health and medical education in Latin
America:
The health professionals shut themselves up in their schools of public
health, and the physicians stayed within the walls of the medical schools
and hospitals. The latter felt that public health specialists “were no longer
doctors,” while the health people believed themselves to be crusaders in a
cause they had to win, imposing it if necessary on the community as well
as on other physicians who did not understand them...4
Guillermo Arbona, the Secretary of Health of Puerto Rico, agreed that devel-
oping countries could not afford separate preventive and curative health ser-
vices; for rationality and economy, they needed integrated health systems.!’> In
the same vein, John B. Grant of the Rockefeller Foundation repeatedly argued
that health services could be more efficiently and effectively provided if based
on the concepts of regionalization, integration of preventive and curative ser-
vices, and community health centers.’’® Grant insisted that medical education in
developing nations should be oriented toward prevention, with training in
administration, epidemiology, and the social sciences. He believed that a similar
program should be used to transform medical education in the United States and
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that it would make schools of public health unnecessary: “This trend, it seems to
us, will occur as much in the richer and more highly developed countries as in
the developing areas of the world. It will leave no justification for the existence
of separate schools of public health, as such.”"”

The concepts of regionalization and the integration of curative and preven-
tive services, however, were more often honored in rhetoric than in practice.
The relationship between schools of medicine and schools of public health
would continue to be marked by tensions and distance, with sporadic efforts to
create cooperative programs of teaching and research. In summarizing the
pragmatic case for the independence of schools of public health, Milton Roemer
concluded that the academic environment of patient-oriented clinical medicine
was simply not conducive to the growth of community-oriented public health
disciplines.’® The economic foundations of medicine and public health were
fundamentally different: one dependent on government funded salaried posi-
tions, the other on the entrepreneurial basis of private practice. Efforts to merge
public health and medical education in the United States were hardly likely to be
successful as long as the economic foundations of preventive and curative ser-
vices were so strikingly opposed.

In predicting a conflict between the private practice of medicine and the
public organization of public health, Wickliffe Rose had perhaps been a better
prophet than William Henry Welch. Welch’s optimistic assertion that physicians
would be eager for opportunities in public health had proved unfounded, except
perhaps during the depression era, when many physicians struggling unsuc-
cessfully to find patients capable of paying for private medical care found public
health an attractive alternative. Federal and state funding and support for pub-
lic health became more widely available with the programs of the New Deal.

For a time, the economic imbalance between medicine and public health seemed
to have shifted in favor of public health programs. The failure to enact national
health insurance in the late 1930s, however, had also missed an opportunity to
bring preventive and curative services together into a single national system.

Had Wickliffe Rose’s plan for a national system of public health education
been implemented, it could have helped build a strong constituency for public
health both locally and nationally. It could have solved the problem of prepar-
ing sufficient numbers of qualified personnel for public health programs; it
would probably have improved both the quality of those programs and the
health of the population. The results of research in the Hopkins school, and the
other schools founded on similar lines, could more readily have been imple-
mented in practice. But it is also difficult to see how, in the United States con-
text, Rose’s vision have been successful without the political will to devote major
federal and state resources to funding public health education and a broader
sphere of public health practice. Welch’s plan for public health research-based
education was thus successfully implemented, but Rose’s more ambitious educa-

tional plan has still to be realized.
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INSTITUTE OF HYGIENE

Being a Report by Dr. William H. Welch
and Wickliffe Rose to the General
Education Board, submitted in 1915

At a conference on training for public health service held at the offices of the
General Education Board in New York on October 16, 1914 with Drs. A.C.
Abbott, Herman M. Biggs, Simon Flexner, Jerome D. Greene, Victor G. Heiser,
Edwin O. Jordan, Starr J. Murphy, Wm. H. Park, Wickliffe Rose, M.]. Rosenau,
Theobald Smith, George C. Whipple, C.E.A. Winslow, Wm. H. Welch, Prof. D.D.
Jackson, Drs. F. Cleveland, Wallace Buttrick, E.C. Sage and Abraham Flexner,
discussion seemed to develop substantial agreement on the following
points: (1) that a fundamental need in the public health service in this country
at the present time is of men adequately trained for the work; (2) that a distinct
contribution toward meeting this need could be made by establishing at some
convenient place a school of public health of high standard; (3) that such an
institution, while maintaining its separate identity, should in the interest both of
economy and of efficiency be closely affiliated with a university and its medical
school; (4) that the nucleus of this school of public health should be an institute
of hygiene.

Mr. Rose and Dr. Welch were asked to formulate a plan for such an institute
of hygiene and in compliance with this request offer the following report, which
is designed to set forth the scope and general character of organization of the
institute and the service which it should render in training in hygiene, preven-
tive medicine and public health and in the advancement of these subjects. If
desired, the report can be supplemented by a detailed statement of organization,
plan of building, budget and courses of instruction.

I. PUBLIC HEALTH AND HYGIENE IN ENGLAND AND IN GERMANY

The origins of the modern public health movement and of the cultivation of
hygiene as an independent science may be found especially in the passage of the
Public Health Act in England in 1848 and in the establishment of the first hy-
gienic institute by von Pettenkofer in Munich in 1865. The greatest stimulus to
further development came from the discoveries relating to the causation and
mode of spread of the infectious diseases and the consequent vastly increased
power to control these diseases. It is instructive for the present purpose to note
the different conceptions and directions of development in this field in the two
countries. In Germany every university has its department or institute of hy-
giene, conducted by a professor and corps of assistants, where the subject is
represented broadly in all its varied aspects, students are taught by lectures,
laboratory courses and field work, and the science is advanced by research. In
England on the other hand, the important hygienic laboratories are few and




mostly governmental or independent. For training the emphasis is laid upon
public health administration, in which respect Great Britain leads the world.
Those desiring to qualify as medical officers of health must possess the diploma
in public health, obtained by passing an examination after at least nine months
of special preparation, most frequently under a qualified medical officer of
health and in a hospital for infectious diseases. It seems obvious that lessons are
to be learned from both the German and the English systems, and that the ideal
plan will give due weight to both the scientific and the practical aspects of hy-
giene and public health.

II. THE SITUATION AND THE NEEDS IN AMERICA

In this country we are woefully lacking both in laboratories of hygiene and in
opportunities for training in public health work. Three or four medical schools
have hygienic laboratories, but none is complete, and adequately equipped and
supported. Still other schools attempt something in the way of instruction in this
subject, but it is all inadequate and unsatisfactory.

The need for supplying these deficiencies is at present the most urgent one in
medical education and in public health work, and is recognized on all sides. The
cry comes loudest from public health officials, social workers and others inter-
ested in public health administration, national, state, municipal and rural, who
realize the lack of trained leaders and trained workers in all grades of the ser-
vice. Here with the rapidly growing appreciation of efficient public health
organization new and promising careers of useful service are opening for those
who are qualified by ability, character and training. Scarcely less important is it
for medical students and physicians who engage in practice to be well grounded
in the principles of hygiene and of preventive medicine. Furthermore the ad-
vancement of knowledge in this field, the cultivation of hygiene as a science, is
one of the great needs of this country and should be a fundamental aim of an
institute of hygiene.

III. VARIOUS CLASSES TO BE TRAINED

The first and in many respects the most important class of persons who will
seek to be trained in a school of public health are those who expect to devote
their lives to health work in some of its branches. These will aim to become for
the most part public health officials or to be engaged in some capacity in public
health service, but some may become teachers or be connected with institutions
or find other opportunities for a career in the ever widening field of sanitation.
It is of the first importance to consider and to supply the needs for the education
of prospective public health officials.
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Without attempting an exhaustive analysis, the following classification will
suffice to indicate the various types of officers or experts required in public
health administration:

1. Higher administrative officials, as commissioners of health and health
officers in cities and districts, and division or bureau chiefs in the larger state
and city departments of health.

2. Health officers in towns, villages and rural communities.

3. Higher technical officials or experts, as statisticians, sanitary engineers,
chemists, bacteriologists, diagnosticians, epidemiologists, etc.

4. Inspectors of various kinds, as school, sanitary, food, factory, etc., inspec-
tors.

5. Public health nurses.

With this class may be included those preparing to enter the Public Health
Service of the Federal Government.

An institute or school of hygiene should furnish suitable training for all of
these, and while courses adapted for special needs will be supplied, it does not
seem desirable to conceive of such an institute as constituted primarily to pro-
vide training for higher or lower grades of the service so much as to furnish
opportunities for a good general education in all branches of hygiene.

While it is hardly possible to overestimate the importance of providing op-
portunities for the training of those who are to become public health officials, the
need here is at present so acute that there is some danger of overlooking the
conception of hygiene as a science and art which is much broader than its appli-
cations to public health administration. Hygiene includes much more than state
medicine. It is not necessary to consider here the distinction sometimes made,
especially in this country, between hygiene and sanitation. In this report the
term “hygiene” is used to include both, that is, the whole body of knowledge
and its application relating to the preservation and improvement of health of
individuals and of the community and to the prevention of disease.

With this broad conception it is obvious that the educational and scientific
opportunities of an institute of hygiene should not be limited to the use of those
who intend to become specialists in public health work and should cover a
wider field than that of state medicine or sanitation.
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It is of the utmost importance that education in the principles of hygiene
should be available for students and graduates in medicine who are to engage in
the practice of their profession. With the present crowded medical curriculum
obligatory courses in hygiene for undergraduate students of medicine must
necessarily be restricted, but with the tendency toward greater freedom of elec-
tion of medical studies there is the need and opportunity to provide more exten-
sive optional courses in hygiene. There is a wide field for the establishment of
graduate courses in hygiene for physicians. Even in Great Britain, where the
character of training is designed almost wholly for public health officials, many
who intend to become medical practitioners secure the diploma in public health.
The mission of the practicing physician is in many respects changing, and there
can be no doubt that a year or more of graduate work in hygiene would be
eagerly sought by many physicians and would greatly increase their capacity of
useful service to their patients and to the community, if the proper opportunities
for such work were provided.

Sanitary engineering has become a specialized profession, and the institute of
hygiene should combine with the engineering school in supplying the requisite
training.

The public health nurse, both as a part of the public health service and inde-
pendently of such connection, is destined to play a role of increasing importance
in the improvement of conditions of healthy living and working and in the
control of infectious and industrial diseases in this country. The institute of
hygiene should cooperate with schools and organizations for training nurses in
meeting the need for a supply of trained public health nurses.

When one considers the many points of contact between the modern social
welfare movement and the public health movement, and to what an extent social
and economic factors enter into questions of public health it is clear that an
institute of hygiene must take full cognizance of such factors and that students of
social science should profit by certain opportunities in the institute, as well as
students of hygiene by training in social science and social work.

An important class to be provided for in an institute of hygiene will be those
engaged in special advanced work in some branch of the subject and in original
investigations of hygienic problems. A main function of the institute should be
the development of the spirit of investigation and the advancement of knowl-
edge, upon which intelligent public health administration and individual hy-
giene are absolutely dependent. It will be especially from this class of advanced
workers and investigators and from the group of assistants in the institute that
the teachers and the authorities and experts in hygiene will be recruited for
service in different fields of activity and the standards of the profession of hy-
giene and of public health will be elevated.
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IV. FIELD TO BE COVERED

The field covered by the terms “hygiene,” “sanitary science,” “public health,”
“preventive medicine,” is so broad and varied that it is hardly possible within a
brief compass to indicate all of the subjects here included. Strictly speaking the
territory embraces a group of sciences or the application of various underlying
sciences. Unity is to be found rather in the end to be accomplished - the preser-
vation and improvement of health - than in the means essential to this end. Itis
the focussing upon this definite purpose which gives coherence to the organized
body of knowledge embraced under the designations “hygiene” and “sanita-
tion,” and makes important its study and cultivation as a professional pursuit.

Although the practitioner of medicine should have knowledge of hygiene
and of the means of preventing disease and has abundant opportunity in the
practice of his calling to apply this knowledge, and the public health worker, if
he is to prevent disease, must have knowledge of the origin, mode of spread and
diagnosis of disease, still it is becoming increasing clear that public health work
constitutes a distinct profession, and the wider recognition of this fact will be an
important result of the creation of institutes or schools of hygiene.

The wide scope of the professional training required for the well equipped
public health worker is sufficiently indicated by the mere enumeration of the
more important subjects to which more or less attention must be given in an
institute of hygiene, at least so far as their scientific groundwork in relation to
sanitation is required. Such subjects are vital statistics; epidemiology or the
causation, spread and prevention of transmissible diseases, including tuberculo-
sis and the venereal diseases; diagnosis of infectious diseases; industrial hygiene;
sanitary parasitology, including bacteriology and immunology; sanitary chemis-
try; sanitary engineering; hospital construction and administration; housing,
ventilation, heating, lighting; disinfection; the hygiene of air, soil, water and
climate; water supplies and sewage disposal; infant mortality and child hygiene;
hygiene of schools; mental hygiene; heredity and eugenics; social hygiene; per-
sonal hygiene; diet and nutrition; rural, farm and dairy hygiene; milk supply;
food and drug adulterations; nuisances; public health administration and orga-
nization, sanitary laws and codes; quarantine and immigration; tropical hygiene;
relation of animal diseases to human diseases; public education in healthy living;
social service work; sanitary surveys.

V. AGENCY REQUIRED TO PERFORM THIS FUNCTION

The central, essential and main agency required to meet the needs which
have been indicated is an institute of hygiene, housed in its own building, pro-
vided with the requisite laboratories and facilities and with its own staff of
teachers giving their entire time to the work of teaching and investigating.
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Given such a central institute it is easy to add to the curriculum, when found
necessary, certain courses which are now given, or could readily be supplied by
various existing departments of the medical school, the engineering school or
other faculties of the university. The mere assembling of such courses does not
constitute a school of hygiene. The great need of the country today in the pro-
motion of public health is the establishment of well equipped and adequately
supported institutes or laboratories of hygiene, where the science of hygiene in
its various branches is fruitfully cultivated and advanced and opportunities are
afforded for thorough training in both the science and the art. It would be a
misfortune if this broader conception of the fundamental agency required for the
advancement of hygienic knowledge and hygienic education should be obscured
through efforts directed solely toward meeting in the readiest way existing
emergencies in public health service.

1. Relation to a Medical School. The profession of the sanitarian or public
health worker not being identical with that of the practitioner of medicine, the
institute of hygiene, as the essential part of a school of hygiene, should have an
independent existence and should not be regarded merely as a department of a
medical school. But the medical school offers much which the institute of hy-
giene will require either as preliminary training or in course and which it will
not care to duplicate. In the interest of economy and efficiency, therefore, the
school of hygiene should be closely related to a medical school of high standard
in such way that the facilities of each should be open to the students of both.

It is likewise important for study and training in preventive medicine that the
institute should have access to the facilities of a good general teaching hospital,
as well as to various special hospitals. The need of opportunities for observation
and study of patients in an infectious disease hospital is of course obvious.

2. Connection with a University. To perform to best advantage its function,
the institute should be a part of a University. The medical school has found such
connection to be a practical necessity. The institute of hygiene would draw even
more heavily upon certain schools or departments of the University, as those of
engineering and of sociology. In addition to having at is disposal the facilities of
the University, the institute would find the stimulating and sustaining scientific
spirit and ideals of the University an indispensable asset.

3. Separate Identity. While intimately related to the University and its
medical school, the institute of hygiene should be established on its own founda-
tion, and should preserve and emphasize its own identity as a separate institu-
tion devoted exclusively to the science and the service of health; it should have
its own building, and its own corps of instructors with adequate provision for
teaching and research.
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While it is not difficult to bring together on paper a group of courses selected
from the several schools and departments of the University and by the addition
of a few new courses make a presentable prospectus of a school of public health,
this is not the conception of such a school or institute as we believe will best
fulfil the functions of developing the science and art of hygiene and of training
for this new profession. If the institute is to make itself felt as a constructive
force it must have in it a group of scientific investigators and teachers whose
absorbing interest is in developing the science of hygiene and applying it to the
conservation of health.

While the concentration of work here advocated involves some duplication of
equipment, this is not so large as might be supposed and, in view of the great
advantages, does not constitute a serious objection. The institute must have its
own chemical laboratory; it would be inconvenient and unsatisfactory in the
extreme to attempt to use chemical laboratories devoted mainly to other pur-
poses for the many important studies in sanitary chemistry. The principal mi-
crobiological laboratory of a medical school could without detriment be trans-
ferred to the institute of hygiene, although provision must exist for bacteriologi-
cal work in the pathological laboratory, as well as in the hospital. Most of the
other physical equipment of the institute would involve little duplication.

4. Organization and Departments. At least in the beginning there should be
a director of the institute, who will also be the head of one of the main divisions.
Eventually the heads of these divisions may constitute a group or faculty with
coordinate powers in directing the policy and affairs of the institute.

It is possible to indicate only in outline and in a general way the principal
departments or divisions of an institute of hygiene, as details of organization
and division of work should be left to the staff of teachers whose interests and
qualifications will vary with the individuals.

a. Chemical Division. The applications of chemistry to sanitary science and
art are extremely important and varied, and already highly developed.

b. Biological Division. Here there would be a number of subdivisions, as
bacteriology, protozoology, medical zoology.

c. Engineering or Physical Division. A part of this can best be provided for
in the engineering school, but the institute should provide opportunities for the
study of certain hygienic problems requiring the application of physical science.

d. Statistical Division. While the various questions connected with the

collection and study of vital statistics constitute the most important subject in
this field, there are other important applications of statistical science to hygiene.
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