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In 1926 Winslow, a leading figure in public health in the

USA in the first half of the last century, suggested that public

health was at a turning point (Winslow 1999). The adverse

effects of the industrialisation of the northern states on popu-

lation health had been controlled in the last quarter of the

19 th century by the application of the sciences of sanitary 

engineering and bacteriology. Life expectancy in New York

increased by almost 17 years from 36 years in the 40-year 

period up to 1920, largely due to the reduction in communi-

cable disease mortality. 

Winslow provided one of the earliest formulations of what

we now know as the epidemiological transition (Omran

2001). The emergence of noncommunicable disease as the

leading cause of death led Winslow to declare that public

health was at a crossroads. He concluded that the main chal-

lenge facing public health was “the application of medical

knowledge to the individual patient at a time when that

knowledge can really exert a maximum effect”. Winslow 

advocated the secondary prevention approach to chronic

diseases based on their early detection and management

when effective treatment might still be possible. He was also

an early advocate for a national community-based health

service – still a long way off in the USA.

Public health is again said to be at a crossroads (Beaglehole

& Bonita 1997). An important question now is whether pub-

lic health practitioners took the best path 80 years ago. Two

even more important questions arise: Are we on the right

path now? And are the public health infrastructure and

workforce strong enough to take advantage of current 

opportunities for collective action to advance the health of

entire populations (Beaglehole 2003)? In hindsight, Winslow

and colleagues did not set us off in the right direction; for

one thing, the knowledge base for effective therapeutic inter-

ventions for chronic disease was almost non-existent, as was

the evidence concerning the environmental determinants of

the chronic disease epidemics. Winslow had misplaced confi-

dence in the power of early detection and treatment and not

enough confidence to explore alternative and more funda-

mental strategies for the prevention of the epidemics of

chronic diseases. The epidemic of coronary heart disease did

not reach its peak in the USA until the late 1960 and since

then there has been a dramatic decline in mortality rates with

another astonishing increase in life expectancy (Beaglehole

1999). The evidence base for effective interventions for

chronic diseases – both therapeutic and preventive – has in-

creased enormously, but only over the last two decades

(Yusuf 2002). This knowledge gain undoubtedly contributed

to the control of many of the leading causes of adult mortal-

ity, especially among the more privileged sections of the

wealthy countries (Lawlor et al. 2003). However, the sec-

ondary prevention strategy will never control the underlying

causes of the epidemics and must be complemented by the

population-wide approach (Rose 1992). 

This brief historical review illustrates the importance of the

paper in this issue by Ansari and colleagues. The authors are

epidemiologists working for a Department of Health in an

Australian State so they are likely to be concerned with 

practical epidemiological matters, despite the great complex-

ity of the associations under discussion. They argue that the

practice of epidemiology should be guided by a theoretical

framework which includes a leading role for the broad so-

cial determinants of health but also recognises the intercon-

nectedness of these factors with others operating primarily at

the level of the individual. Their public health model in-

cludes socio-economic determinants, psychosocial risk fac-

tors, and community and societal characteristics; it is pro-

posed in the spirit of Susser and his paradigm of eco-epi-

demiology (Susser & Susser 1996). Many other models have



215Editorial l Editorial

Soz.- Präventivmed. 48 (2003) 214–215

© Birkhäuser Verlag, Basel, 2003

Beaglehole R

Public health models for the future

been proposed; perhaps the best known is the Canadian

population health model (Evans & Stoddart 1990), which

has recently been re-evaluated by its authors (Evans & Stod-

dart 2003). 

The recognition of the importance of the socio-economic de-

terminants of health is one of the “big ideas” of recent epi-

demiological endeavour. Two others are the influence of 

income inequality on population health status and the newer

concept of social capital. Although these ideas have stimu-

lated much research and debate, neither have yet had much

impact on health policies and programmes (Mackenback

2002; Pearce & Davey Smith 2003). The key challenge now

for the advocates of the various models of the determinants

of health is to show that they help public health scientists

identify specific policies which improve the health of popu-

lations and especially the health of the most deprived

groups. This remains a fertile area for research; there is for

example, little evidence that the Canadian model has led to

the development of policies and programmes that have had

beneficial health effects (Evans & Stoddart 2003). Epidemi-

ologists need to work together to research the various ele-

ments of these models with a view to identifying causal path-

ways which are amenable to politically acceptable interven-

tions. If this process can be advanced, it will make a major

contribution to the healthy development of epidemiology. In

turn, this will contribute to an important redirection for pub-

lic health away from the route signalled by Winslow.

Robert Beaglehole
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