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SUMMARY

George Rosen was not only one of the most noted
medical historians in the United States, but also a
pioneer in the scientific and practical establishment of
public health. He promoted the socio-historical founda-
tion of public health and emphasized the ambivalent role
of the government between the creation of healthy living
conditions and the control of individuals. Rosen was one
of the first to point out the consequences of approaching
social medicine exclusively from the perspective of
modern bacteriology. The article shows that Rosen
located elements of a democratic and holistic health
system in his analysis of the Neighborhood Health
Centers of the early 20th century. At the same time, he
assessed the reasons for the demise of these efforts with
the expansion of the medical-industrial complex after
Word War II. According to Rosen this development was
mainly due to the lack of a solid financial plan that was
feasible for the entire country. Until today the integra-

tion of medical care, social security and psychosocial
counseling has not been re-established in this kind of
community-oriented form. The Neighborhood Health
Centers were mainly characterized by a democratic
integration of the population to be served, by their
intercultural approach and by the cooperation of people
from a variety of professional backgrounds. They were
thus an example of a cooperative, community-based
health promotion in residential areas with a high
degree of social problems. The aspects of integrative
programs, proximity to residential areas and the parti-
cipation of the population present key elements that
could also prove significant for the future development
of health promotion in today’s health system. Reading
George Rosen’s work creates an awareness for the
central questions concerning the definition of the ‘New
Public Health’.
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Health promotion is commonly acknowledged as
the central idea of the ‘New Public Health’
(Frenk, 1993). The traditional public health para-
digm that developed within the elimination of
unsanitary living conditions in large industrial
cities, today is understood as a great historical
feat of health engineering. At the turn of the
century, experts from a variety of different
fields such as bacteriology, politics, administra-
tion and middle-class organizations worked
together and succeeded in securing considerable
financial investments for the improvement of
health in large cities (Sreter, 1988; Labisch, 1992).

The idea of public health grew to be highly

regarded after the elimination of dangerous epi-
demics. It is evident that in today’s wealthy
nations completely different health issues require
the employment of public health measures. The
Norwegian professor of social medicine, Hjort,
identifies significant changes in the spectrum of
diseases and concludes that after the repression of
infectious conditions, the main challenges for the
health system, and for public health, are health
issues such as mental diseases, psychosomatic
disorders and related problems (such as muscu-
loskeletal troubles), and the factuality of multiple
diseases in many elderly people (Hjort, 1994).
One of the central issues of stress-coping research
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and the subsequently developed concept of salu-
togenesis (Antonovsky, 1987) has been the ques-
tion of how people’s psychosocial defence
mechanisms could be used and strengthened in
the prevention of diseases and the development of
better coping strategies in situations of chronic
illness. In this sense, health promotion is primar-
ily interested in the improvement of the possibil-
ity of health and less in the reduction of risk
factors, and it is thus not a medical but a societal
and political task (Nutbeam et al, 1990; von
Troschke, 1993; Finebert et al., 1994; Qvretveit,
1996).

The New Public Health is not to be understood
as the exclusive responsibility of health system
experts, but it is fundamentally dependent on an
equal consideration of consumers’ views. The
truly new dimension of the New Public Health
is the integration of the public in all health related
concerns. However, a consideration of the public
health pioneer and his report on Neighborhood
Health Centers in the United States since the turn
of the century (Rosen, 1971) raises the question
of whether there are not underlying patterns of
public health that have fallen victim to the tri-
umphs of modern medicine and that need to be
re-discovered in the context of ‘New’ public
health. It is obvious that German history severed
the lines of tradition which are, among other
things, reflected in the works of George Rosen,
who was extremely interested in German social
history and who attempted to utilize the legacy of
people from Virchow to Grotjahn and the estab-
lishment of national health insurance for a popu-
lation-oriented health system in the USA.

Rosen’s work acknowledges the fact that as
early as the 18th century social medicine played
with the idea of forcing political measures on the
state by offering analyses of the social dimensions
of illnesses. The idea of monitoring the health of
the population and of enforcing healthy ways of
life existed early on. With the Bourgeois Revolu-
tion the social dimensions of health and illness
were newly thematized and the causality between
social class and mortality rates moved to the
center of social medicine. Linked to this develop-
ment were emancipatory ideas: socially disadvan-
taged groups began to claim their rights on the
basis of the idea of social equality and justice.
Rosen pointed out at an early stage that bacter-
iology endangered the socio-political discourse
on equal opportunity because the diagnostics
and control of micro-organisms seemed to
become the sole guarantor of future progress.

Rosen also predicted that social hygiene, espe-
cially its more emancipatory forms, was going to
be under increasing pressure from the rising
popularity of ‘social Darwinism’ (Rosen, 1963).
His main interest was aimed at the development
of effective prevention in a cooperative system
that offered population-oriented health services.

In his article about Neighborhood Health
Centers, Rosen characterized the structure and
function of these institutions as a response to the
needs of the poor sections of the population that
have not been reached by the medical system.
They provide, as Lisbeth Bamberger (1966)
pointed out:

[a] one-door facility, in which virtually all ambulatory
health services are available; close coordination with
other community resources; professional staff of high
quality; and intensive participation by and involvement
of the population to be served.

As a son of immigrants himself, it is not surpris-
ing that Rosen was sensitive to the health issues
surrounding the great waves of migration
between 1860 and 1910, which meant tight
living spaces, social segregation and dependency
on one’s own ethnic community for the mostly
poor immigrants. Since the end of the 19th cent-
ury, and increasingly between 1910 and 1920,
cities and communities responded to the accumu-
lation of these ‘risk factors’ with classic concepts
of local hygiene, such as the improvement of
living conditions and efficient garbage removal,
but also with specific counseling programs for
adolescents with cocaine addiction, as in Chi-
cago. Cities increasingly participated in the devel-
opment of health centers with comprehensive
examination and counseling programs. From
Rosen’s perspective, these programs put special
emphasis on the following five aspects:

(i) proximity to residential areas and good
knowledge of the neighborhood;

(i) participation of the population in the con-
cept of a democratic community;

(iii) consideration of language barriers;

(iv) combination of health-related and social
counseling;

(v) focus on specific problems in regard to pre-
vention, counseling and support.

The programs usually included: pregnancy super-
vision, health in schools, tuberculosis, venereal
diseases, dental care and welfare. For Manhat-
tan, Rosen describes the make-up of the teams
for a camp of 25 000 people as follows: one




medical officer, one medical inspector, three
nurses, one doctor’s assistant, one food inspector
and one hygiene inspector—most of them worked
part-time. In 1920, there were about 72 centers in
the USA that met these requirements. About half
of them were run by the local administrations; the
other half were funded privately or operated
semi-privately. Statistics show that in 1930 there
were 1511 health centers of this kind. Rosen,
however, bemoans the fact that after 1920 a
number of different organizations and institu-
tions used the good name of these centers for
themselves, without meeting the essential require-
ment of an integrative approach. The health
center movement started losing its momentum
before the World War II, and in retrospect Rosen
identifies the following reasons:

(1) The inability to find a stable financial basis
made it difficult to support the potential for
self-help in the living quarters.

(ii) Medical progress increasingly supported the
concept of individualized medicine.

(iii) Second and third generation immigrants
moved up in the social hierarchy and were
increasingly attracted to the idea of private
medical care.

(iv) The trend toward specialization in hospitals
and other medical institutions made the
concept of integration seem too weak; in
addition, the often poor financial situation
of the health centers resulted in their
decreasing appeal.

(v) The health centers were accused of treating
people who were not in need.

(vi) The increasing specialization in the medical
field and the development of independent
social service organizations resulted in the
disintegration of medical and social pro-
grams.

(vi)) Under the influence of psychoanalysis,
social work was increasingly defined as a
therapeutic service for specific problems.

Rosen finishes with a brief consideration of post-
war health centers which again felt responsible
for the extremely poor and did not claim any
broad appeal. Without actually mentioning it, his
final question aims at the US medical system’s
general need for reform:

Should neighborhood centers remain purely local, or
should they become part of the larger system of health
care toward which we appear to be moving. Should
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they become part of a national health insurance system
and of a larger health-care delivery system?

In view of the current debate on the structural
reform of the German health system (Schmacke,
1997)—not to mention the failure of the Clinton
plan—the question arises whether Rosen did not
emphasize fundamental aspects of the integrative
health system when he pointed to the concept of
the Neighborhood Health Center: familiarity
with people’s social and economic conditions
permits health promotion in a way in which the
principles of prevention and care reach the great-
est possible number of people, and in which the
need is seen for people’s integration in the devel-
opment of their own specific interests. Both Fee
and Morman (Rosen, 1993) point out in their
introduction that Rosen was concerned with and
highly skeptical of delegating too much respons-
ibility to health experts. This is maybe what
differentiates Rosen’s concepts from those fol-
lowing the Ottawa Charter of 1986. His appeal to
the state to guarantee health through education,
housing policy, maintenance of industrial health
and safety standards, food inspection and good
medical care may, however, be the flip-side of the
coin which, in times of a de-regulation euphoria,
we will have to observe carefully. And, finally, an
analysis of the health center movement helps us
see our own institutions more clearly and recog-
nize that we need to preserve the tried and tested
elements of health maintenance, while also con-
sidering the still unresolved issues in the wake of
a changed spectrum of illnesses.

Address for correspondence:

Dr Norbert Schmacke

Akademie fiir 6ffentliches Gesundheitswesen
Postfach 25 02 51

D-40093 Diisseldorf

Germany

REFERENCES

Antonovsky, A. (1987) Unraveling the Mystery of Health.
How People Manage Stress and Stay Well. Jossey Bass,
San Francisco, CA.

Bamberger, L. (1966) Health care and poverty: what are the
dimensions of the problem from the community’s point of
view? Bulletin of the New York Academy of Medicine, 42,
1140-1149.

Finebert, H. V., Green, G. M., Ware, J. H. and Anderson, B.
L. (1994) Changing public health training needs: profes-
sional education and the paradigm of public health. Annual
Review of Public Health, 15, 237-257.

Frenk, J. (1993) The New Public Health. Annual Review of
Public Health, 14, 460-490.




154 N. Schmacke

Hjort, P. F. (1994) Prevention: the wish of everybody, the
priority of nobody? Keynote speech at the European Public
Health Association, Annual Meeting, Copenhagen, 17
December.

Labisch, A. (1992) Homo Hygienicus. Gesundheit und Medizin
in der Neuzeit. Campus, Frankurt/New York.

Nutbeam, D., Smith, C. and Catford, J. (1990) Evaluation in
health education. A review of progress, possibilities, and
problems. Journal of Epidemiology and Community Health,
44, 83-89.

Qvretveit, J. (1996) Quality in health promotion. Health
Promotion International, 11, 55-62.

Rosen, G. (1963) The evolution of social medicine. In Free-
man, H. E., Levine, S. and Reeder, L. G. (eds) Handbook of
Medical Sociology. Prentice Hall, Engelwood Cliffs, NJ,
pp. 17-61.

Rosen, G. (1971) The first Neighborhood Health Center

movement—its rise and fall. American Journal of Public
Health, 61, 1620-1637.

Rosen, G. (1993) A4 History of Public Health. Expanded
Edition. Introduction by E. Fee, Biographical Essay and
New Bibliography by E. T. Morman. Johns Hopkins Uni-
versity Press, Baltimore and London (first edition 1958).

Szreter, S. (1988) The importance of social intervention in
Britain’s mortality decline c. 1850-1914: a re-interpretation
of the role of public health. Social History and Medicine, 1,
1-37.

Schmacke, N. (1997) Arzte oder Wunderheiler? Die Macht der
Medizin und der Mythos des Heilens. Westdeutscher, Opla-
den.

von Troschke, J. (1993) Plddoyer fiir eine eindeutige Abgren-
zung von Gegenstandsbereichen der Gesundheitsférderung
und der Prdvention. Prdvention, 16, 83—86.




	healthpromotion01
	healthpromotion02
	healthpromotion03
	healthpromotion04

