Letters to the Editor
Integrating the Public Health
Component into The Medical
School Curriculum
Medical schools do an excellent job of educating students about the pathophysiology of diseases, making
diagnoses, and formulating treatment plans. However,
the medical school curriculum is less successful in
teaching the “softer” aspects of medicine—i.e., the
social determinants of disease and how such characteristics factor into medical decision-making and patient
well-being. Yet, understanding the social determinants
of disease is a necessary ingredient for improving
population health.1
The literature is clear that there are persistent,
pervasive disparities in health outcomes in the United
States. Disparities based on race/ethnicity, socioeconomic status, geography, and other factors continue at
unacceptably high levels.2,3 If the population’s health
is to be improved, and if disparities in outcomes are
to be reduced, medical schools must do a better job
of not only incorporating public health content into
the curriculum, but also sending a message that teaching about the social determinants of medicine is as
important as teaching the basic and clinical sciences.
The challenge of incorporating public health content into the medical curriculum has surfaced repeatedly during the decades. Maeshiro et al., reflecting on
Abraham Flexner’s 1910 report on medical education
reform, made the case for the necessity of improving
public/population health education for physicians in
the 21st century.4 Although the Flexner Report primarily focused on scientific rigor and standardization in
medical education, it also made mention that because
physicians have societal obligations to prevent disease
and promote health, medical training should include
courses necessary to meet these obligations. Whereas
in 1910 the challenge to academic medicine was to
strengthen the clinical competence of physicians, 100
years later the challenge is to do a better job of incorporating the teachings of contemporary societal health
needs into the curriculum—including an appreciation for how the health-care system is organized and
financed, as well as the relationship between health
policy and population health.
Despite great strides having been made in the area
of public health, the results of which are directly related

to reductions in morbidity and mortality of diseases
that once killed so many, inclusion of public health
content into the medical curriculum (i.e., epidemiology, biostatistics, public health and community medicine, health-care policy, and medical ethics) typically
took a back seat to the “more important” core basic
science and clinical courses. To a large extent, the
uneasy relationship between medical education and
public health education persists, and the question of
how to improve medical students’ knowledge of public
health issues remains challenging despite the fact that
such knowledge is increasingly important for clinical
decision-making and patient health.
Recently, many medical schools have developed
creative curricular innovations designed to integrate
public health content into the medical curricula. These
innovative approaches include designing population
health case studies that incorporate local health data,
requiring students to design community health projects
focusing on prevalent chronic diseases, having students
work through evidence-based medicine case studies,
requiring a public health (health policy) clerkship,
and mandating seminars on cultural diversity and
health-care disparities. In reality, medical schools do
not have to start from scratch. The core public health
courses are already embedded in the curriculum.
However, what is needed is for those involved in curriculum administration to support and promote public
health courses to be on a par with the core basic science courses. These courses should not be viewed as
being “soft,” and, therefore, less important than the
other “hard” courses. Further, there needs to be more
creativity about how to engage students to think about
the social consequences and implications of clinical
medicine, the consequences and implications of having more than 50 million individuals without health
insurance, and the consequences and implications of
health-care disparities.
By integrating public health courses into the fouryear curriculum and not just into the first or second
years of medical school, the integration of clinical
medicine and public health will become seamless. If
we are successful in our efforts, we will be graduating
a cohort of clinically well-trained physicians with a firm
grounding in, and an understanding and appreciation
of, the sociomedical aspects of medicine. This will not
be accomplished, however, if the administration views
public health as a stepchild to the basic science and
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clinical coursework. Public health education must be
viewed as an integral component of medical education
if we are to succeed in improving the health of the
individual patient and the health and well-being of
populations.

Table 2. Bivariate associations of independent
variables (sociodemographic characteristics,
comorbid conditions, and lifestyle behaviors) with
obesity from the Boston Area Community Health
(BACH) survey, 2002–2005

Madelon L. Finkel, PhD
Weill Cornell Medical College, New York, NY

Covariates
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ERRATUM
In the article “Disparities in the Prevalence of Obesity
in Boston: Results from the Boston Area Community
Health (BACH) Survey,” published in the September/
October 2011 issue of Public Health Reports (volume 1265, pages 700–7), Table 2 contained a transpositional
error, whereby an incorrect set of numbers was printed.
Following is the corrected Table 2.

Gender
Male
Female
Age (in years)
30–39
40–49
50–59
60–69
70–79
Race/ethnicity
White
Black
Hispanic
Level of education
(in years)
12
12
13–15
16
Household income
Low
Middle
High
Other people in the
household
No
Yes
Diabetes
No
Yes
Depression
No
Yes
Heart conditions
No
Yes
Vascular conditions
No
Yes
Smoking status
Never
Former
Current
Alcohol consumption
(drinks/day)
None
,1
1–2
$3
Physical activity
Low
Moderate
High

Prevalence of obesity
(percent)

P-value
0.0081

32.7
38.1
0.0301
32.4
34.1
40.4
40.5
34.2
0.0001
29.7
47.1
37.7
0.0001
46.6
49.4
39.3
23.8
0.0001
42.2
34.9
25.4
0.3204
34.1
36.4
0.0001
33.0
59.6
0.0008
33.8
43.7
0.0007
34.0
43.4
0.0564
35.0
42.4
0.1052
37.8
34.6
32.9
0.0001
45.6
33.1
22.1
33.9
0.0001
43.7
32.6
32.2
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