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H
ere’s a typical question among medical students: 

“What specialty are you interested in?” The most 

common replies—internal medicine, emergency 

medicine, or pediatrics1—may draw nods of approval, but my 

response, preventive medicine, many times provokes a ques-

tioning look from my peers.

To be honest I, too, would probably know little about 

preventive medicine—and would most likely not be pursuing 

it as my career—had I not first deferred admission to medi-

cal school and earned a Master of Science in Public Health 

(MSPH). Years ago, an eighth-grade hospital tour unexpect-

edly piqued my interest in public health. At the end of the tour, 

our guide, a public relations employee, anxiously took ques-

tions and I asked why the hospital’s new cardiac care center 

was needed. Slightly perplexed, he responded that the growing 

rate of cardiovascular disease in the area created the need. I 

nodded and he smiled back, presumably confident that he had 

satisfied my curiosity. The truth is, however, he only fueled it 

further. Sure, perhaps the current clinical demand justified the 

new cardiac center, but what underlying factors caused this 

need? Asking why has ultimately helped me to shape my fu-

ture and prompted me to lobby for a new, more public health-

centric direction in American medical education.

Let’s step back for a moment from the modern dogma that 

medical advances will always lead us forward. It’s true that 

today we live longer than ever before thanks to technological, 

surgical, and pharmacological advances.2 I fear, though, that 

we are reaching a point of diminishing returns.3 Even with 

our many advances, we still face many ubiquitous threats: 

rising levels of obesity, adolescent type II diabetes, and bacte-

rial drug resistance, among others.4–6 These threats are best 

managed by effective public health surveillance methods and 

treatment approaches.7,8 Prevention would be better!

Modern medical education deemphasizes the traditional 

public health and preventive medicine curriculum, downplay-

ing the role of public health and its ability to improve health 

care. More than ninety-five percent of current medical edu-

cation curriculum is devoted to diagnosis and treatment of 

diseases in individual patients (versus populations), and less 

than half a percent of faculty are trained in public health or 

preventive medicine.9 Perhaps because of this, data show that 

our public health infrastructure is growing weaker. I argue 

that to strengthen this weakening infrastructure we must 

fully integrate these separate educational disciplines into joint 

medicine-public health programs for all medical students.

The American public health workforce is aging. In 2003, 

the Association of State and Territorial Health Officials 

(ASTHO) conducted the State Public Health Workforce 

Survey and concluded that twenty-four percent of public 

health workers were then eligible for retirement. A follow-up 

survey, completed in 2007, reported that the percentage of 

the public health workforce eligible to retire by 2012 had in-

creased to twenty-nine percent.10 In addition, a similar survey 

conducted by the National Association of County and City 

Health Officials reported that vulnerable health departments 

(i.e., those serving populations fewer than 25,000) reported 

the largest percentages of retirement-eligible staff.11 Moreover, 

ASTHO notes that by 2012 over fifty percent of some state 

health agency workforces will be eligible to retire.10 

Concurrently, the total number of public health physicians 

and preventive medicine residency positions is decreasing. 

From 1970 to the early 2000s, the number of public health 

physicians has dropped from 2.3 to 0.8 percent.9 In addition, 

the number of preventive medicine residency programs has 

decreased from ninety in 1999 to seventy-five in 2009, and 

the total preventive medicine residency positions declined by 

twenty percent (434 versus 348) between 1996 and 2008.9,12

As veteran public health workers exit and fewer new 

graduates enter our nation’s public health system, leadership 

deteriorates. Eleven states have no appointed physician lead-

ers in their entire local public health systems, and twenty-nine 

states lack physician state health directors or commissioners.13 

Not only is physician leadership in public health departments 

declining, but this decline also correlates with less effective 

public health responses. In 1997, twenty-three percent of local 

health agencies were directed by physicians, with only eight 

percent led by physicians who held MPH degrees or were 

American College of Preventive Medicine fellows.13 A 2003 

study by Dr. Laura Kahn, research scholar with the Program on 

Science and Global Security at the Woodrow Wilson School 

of Public and International Affairs of Princeton University, 

on the leadership practices in American public health depart-

ments concluded that departments lacking physician leaders 

handled public health outbreaks and other medical emergen-

cies less well than those directed by physicians.13

Public health medical education deficiencies

I analyzed forty areas of medical education instruction 

from thirteen of the latest Association of American Medical 

Colleges (AAMC) Graduation Questionnaires (1998 through 

2010). In these annual questionnaires, students rated their 

medical education in specific areas as inadequate, appropriate, 

or excessive. Using the interquartile range to develop a four-

letter grading scale, I then compared these educational areas 

and found several deficiencies.

Graduating medical students rated instruction in many 

areas vital to improving the nation’s public health infrastruc-

ture as inadequate. Of twenty-one educational areas related to 
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public health, ten achieved a grade of C (“satisfactory instruc-

tion”) and ten earned a grade of F (“incompetent instruction”). 

Only one public health practice area earned a B (“good instruc-

tion”) and none merited an A. Conversely, of nineteen medical 

practice skills analyzed, none earned a grade lower than B, and 

there is an almost equal number of A’s (10) and B’s (9). 

The average mean percentage of students who rated medi-

cal core practice instruction as inadequate was 9.33 percent 

versus 37.14 percent who rated public health core pratice area 

instruction as inadequate.

Data from both the Council on Graduate Medical 

Education (COGME) and the Institute of Medicine (IOM) 

further highlight this lack of instruction. In its 2010 “Physician 

Education for a Changing Health Care Environment,” COGME 

details a need to review curriculum content and learning 

processes in modern medical schools, and recommends that 

medical schools emphasize public health-related disciplines, 

including epidemiology and population-based approaches, 

health care policy and systems, and disease prevention and 

wellness.14 The IOM’s Committee on Training Physicians 

for Public Health Careers recently estimated that the United 

States faces a 10,000-person shortage in the number of public 

health physicians.15

What to do?

Dr. Laura Kahn wrote in a 20o3 paper in Health Affairs 

that “The nation’s schools of medicine should collaborate 

with schools of public health to provide high-quality courses 

relevant to macro medicine practice, so that all medical 

school graduates can be effective members of public-private 

efforts.” 13 I suggest taking Dr. Kahn’s recommendation even 

farther: we must fully integrate public health education with 

medical school curriculum for all graduating medical stu-

dents. Today, only 55.8 percent of all medical schools offer 

joint MD/MPH or DO/MPH degrees. A national public health 

curriculum would give all medical students a solid education 

in public health.16,17

Key stakeholders, including the AAMC, Association of 

Schools of Public Health, and American Association of 

Colleges of Osteopathic Medicine, could develop and mount 

Area of Instruction

Type 

of Skill

Mean 

Percent

 

Grade

 

Area of Instruction

Type 

of Skill

Mean 

Percent

 

Grade

Patient interviewing skills M 2.32 A Epidemiology P 22.20 C

Care of hospitalized patients M 2.59 A Culturally appropriate care for diverse 

populations

P 22.20 C

Physician-patient relationships/

communication skills

M 4.59 A Health determinants P 22.55 C

Professionalism M 4.65 A Community medicine P 23.31 C

Diagnosis of disease M 5.22 A Health issues for underserved populations/

health care disparities

P 24.13 C

Problem solving M 6.60 A Biostatistics P 27.51 C

Patient confidentiality and privacy/HIPAA M 7.43 A Public health P 28.73 C

Clinical reasoning M 7.80 A Health surveillance strategies P 34.02 C

Management of disease M 8.46 A Role of community health and social 

service agencies

P 35.22 C

Drug and alcohol abuse M 9.55 A Environmental health P 40.88 C

Ethical decision making M 9.96 B Health care quality improvement/

assurance

P 41.18 F

Health maintenance M 10.08 B Health care systems P 42.10 F

Physical examination skills M 11.45 B Global health issues P 42.90 F

Care of ambulatory patients M 11.48 B Complementary and alternative medicine P 44.66 F

Interpretation of laboratory results M 12.48 B Health policy P 45.22 F

Biomedical ethics M 12.96 B Biological, chemical, and natural disaster 

management

P 46.96 F

Evidence-based medicine in general M 13.09 B Occupational medicine P 47.37 F

Disease prevention P 15.58 B Health services financing P 52.93 F

Physician-physician communication skills M 16.79 B Managed care P 55.97 F

Continuity of care M 19.85 B Medical economics P 64.23 F

The forty areas of instruction are taken from the practice of medicine areas in the AAMC Graduation Questionnare for years 1998 through 2010.

The mean percentage is the average percentage of medical students reporting that instruction in a particular area is “inadequate.”

The grade is based on a four-letter grading scale as follows: between 0 and 9.76 = A; between 9.76 and 21.03 = B; between 21.03 and 41.03 = C; 

greater than 41.03 = F.

M = Medical practice skill, P = public health practice skill.
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an educational innovation competition to create an online 

national MPH curriculum for all American medical students. 

Schools would compete in submitting their own existing in-

house MPH-related coursework, which could serve as the 

basis for a national MPH curriculum for all medical students.

The educational innovation competition would be used to 

design and implement the proposed national MPH curriculum:

1. Stakeholders/organizers would be identified and brought 

on board, and a steering committee will delineate the focus ar-

eas for the curriculum. 

2. The committee would announce the list of public health 

focus areas and recruit schools of public health and schools 

of medicine to submit lesson plans, course blueprints, and 

examination questions for specific courses within a particular 

focus area. 

3. The committee would evaluate the submitted lesson 

plans and other documents, and select the ones that will com-

pose the topical courses within each public health focus area. 

4. The steering committee would work with a panel of 

educators and a technology partner to develop and implement 

secure, online portals to provide access to course materials. 

5. Medical students pilot the courses. 

6. All medical students begin taking classes.

The MPH academic year

Medical students would begin their MPH year as the first 

year of a new nationwide five-year joint medicine-public health 

program. I propose six academic focus areas: public policy and 

governance, environmental health, health services manage-

ment, health services research, health promotion, and general 

public health. Each area will consist of modular coursework; 

several courses can be used to fulfill requirements for differ-

ent focus areas. The modular design would not only accelerate 

the curriculum’s development but would also decrease overall 

operating costs and curriculum administration.

First-semester modules would serve as essential (or core) 

courses for the MPH while term two and three modules would 

be elective courses chosen by medical students depending on 

which focus area they choose to pursue. These online courses 

would integrate videos, computer presentations, and interest-

ing case studies. Review quizzes would be available for students 

to test their knowledge, and formal assessments for each course 

would be completed via secure, online portals. Coincidentally, 

this online teaching strategy will not only serve as an economi-

cal approach in which to develop and administer the MPH cur-

riculum, but it will also support a COGME recommendation in 

which medical schools should utilize the internet and distance 

learning technology in the educational process.14

An overall curriculum change integrating public health and 

medical education will reinforce the American public health 

infrastructure and provide trained physicians for public health 

leadership positions. It may also increase the number of medi-

cal students who choose to enter primary care, which may 

also improve access to primary care. This will not only reduce 

reliance on specialty care but may also improve the efficiency 

and quality of health care delivery.21 

Regardless of specialty, medicine-public health students 

should be able to select a concentration from one of the focus 

areas to complement their personal interests and career objec-

tives. New focus areas could be added to keep up with national 

health trends and medical student interests. Using existing 

schools of medicine and public health to jointly develop the 

MPH curriculum should result in high-quality courses and 

class materials at low costs and administrative overhead.

The Committee on Educating Public Health Professionals 

for the 21st Century (CEPHP) recommends that “serious 

efforts be undertaken by academic health centers to pro-

vide joint classes and clinical training in public health and 

medicine” and that “a significant proportion of medical school 

graduates should be fully trained in the ecological approach 

to public health at the MPH level.” 22 The CEPHP further 

notes that “medical schools should partner with accredited 

programs in public health to provide for public health educa-

tion.” 22 An educational innovation competition to assemble 

medicine-public health curriculum would uniquely accom-

plish that task. 

The recent passage of the Patient Protection and Affordable 

Care Act will likely advance substantial changes to the 

American medical care landscape. One of the most significant 

yet under-emphasized aspects of the Act is the creation of the 

National Prevention, Health Promotion and Public Health 
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Council.23 President Obama has charged the Council, chaired 

by the U.S. Surgeon General, to develop a National Prevention 

and Health Promotion Strategy.23 This presents a tremendous 

opportunity to highlight prevention and wellness, and perhaps 

this renewed focus on preventive services will help to begin a 

national dialogue on public health education.

When I think about my eighth-grade hospital tour, I feel 

that my asking “Why?” has not only shaped me into the 

medical-public health student that I am today but also into 

the medical-public health physician that I will be tomorrow. 

Asking “Why?” has broadened my scope of thinking about 

health, and I look forward to the patients and populations that 

I will serve in the future. I hope my argument has piqued your 

interest and that now you’ll find yourself asking “Why not?” 

Why not integrate public health and medical education? The 

need is clear, the consensus is there, and the national focus on 

prevention is growing. Together let’s ponder “Why not?” and 

make it happen. 
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