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A B S T R A C T :  This  article defines the terms and  concepts applied to the 
teaching of clinical preventive medicine by the Curr iculum Development  
Pro jec t - -a  joint  venture of the Center  for Educational Development  in 
Heal th  (CEDH)  at Boston Universi ty and the Association of Teachers  of 
Preventive Medicine Foundat ion (ATPMF) .  

Disciplines such as public health and preventive medicine invent new 
words (e.g., epidemiology) and vest old ones (e.g., health) with new, and 
usually more precise, meanings. Most workers in each discipline find it useful 
to develop and maintain concensus regarding the definition of important terms 
and concepts of which A Discursive Dictionary of Health Care 1 and the current ini- 
tiative by the International Epidemiologic Association to develop a Dictionary of 
Terms 2 represent two pertinent examples. Despite such efforts, definitions often 
differ substantially. For example, Friedman begins his Primer of Epidemiology 3 
by stating that "Epidemiology is the study of disease occurrence in human 
populations." In contrast, Lilienfeld opens his Foundations ofEpidemiology ~ with 
the statement that "Epidemiology may be defined as the study of the distribu- 
tion of a disease or a physiological condition in human populations and of the 
factors that influence this distribution." 

Such inconsistency in the terms used, and the conceptual rigor 
required by the Curriculum Development Project of the Center for Educa- 
tional Development in Health (CEDH) at Boston University and the Associa- 
tion of Teachers in Preventive Medicine Foundation (ATPMF) encouraged its 
Steering Committee (Andrus P, Barker WH Jr,  Cobb S, Jackson G, Noren J, 
Segall A, Shindell S, and Stokes J III) to sharpen the definition of those terms 
and concepts used by the Project as they apply to clinical preventive medicine 
practiced within the context of primary care. This article reports these defini- 
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tions on behalf of the Committee. The goals and methods of the Project have 
been reported elsewhere?, 6 The Project is unique in that its purpose is to 
develop competency-based curriculur modules. 

D E F I N I T I O N S  

General Concepts 

There have been many attempts to define health--that  deceptive word 
which is used every day but which has eluded most attempts to translate it into 
an operational definition. The World Health Organization defined health as 
more than the mere absence of disease, but as a state of complete physical, 
mental, and social well-being. 7 Unfortunately, this definition does little more 
than to serve as a useful slogan for those who wish to emphasize health rather 
than disease. Wylie modified an earlier definition by Herbert  Spencer which 
described health as " the  perfect, continuing adjustment of an organism to its 
environment. ''8 Talcott Parsons offered a seminal definition of health as " the 
ability to perform valued social roles" which not only emphasized functional 
ability, but also links the concept of health to personal beliefs and values. 9 For 
instance, the loss of a finger has much greater impact on the health of the pia- 
nist than it does on an individual less dependent on digital dexterity. There- 
fore, the Committee offers the following definition of health: 

A state characterized by anatomic integrity; ability to perform personally 
valued family, work, and community roles; ability to deal with physical, bio- 
logical and social stress; a feeling of well-being; and freedom from the risk of 
disease and untimely death. 

It also suggests that it is best measured by determining health status and 
risk status. As Parsons suggests, 8 the most important dimension of health is 
functional ability to perform those roles that the individual who is being evalu- 
ated considers to be important ranging from personal creativity to those activi- 
ties considered to be of value by the community as a whole. Although anatomic 
integrity may be considered as a distinct dimension, its impact on health is gen- 
erally proportional to the degree to which loss of structure diminishes function 
and the ability to cope with stress. Therefore, the loss of a leg is grieved at least 
as much because of loss of mobility as loss of self. 

The ability to cope with stress generally measures reserve functional 
capacity over and above that required by the usual demands of daily living. 
This stress may be physical (e.g., heat), biological (e.g., Salmonella typhi), or 
social (e.g., the loss of a spouse). Although ability to deal with such stress is not 
easy to measure, it represents an important dimension, as Spencer's definition 
recognizes. In addition to these anatomic, functional, and adaptive dimen- 
sions, much of health is simply "feeling good,"  and this subjective dimension 
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ma y  carry  far greater  weight for the pat ient  than all three of the more  objective 
components  listed above.  Since feeling good usually means  feeling bet ter  than 
yesterday,  recent  experience is bound  to outweigh recollection of  the distant 

past.  
Each of these dimensions (i .e. ,  anatomic,  functional,  adaptive,  and 

subjective) can ei ther be scaled independent ly  or incorpora ted  into a single 
index, which, when adjusted for values, can then be used as a measure  of health 
status.I° It is for this reason that  the Commi t t ee  defines health status as 

an estimate of the state of an individual's health derived from one or more 
anatomic, functional, adaptive, and subjective indices. 

However ,  such an index only defines the individual ' s  current  health status. 
Al though one ' s  health today usually predicts one 's  health status tomorrow,  its 
predictive value progressively decreases with t ime and is much  less able to 
predict  health ten or twenty years hence.  It is for this reason that  the concept  of  
risk is now general ly recognized as essential to prevent ion  and should, there- 
fore, be added as an impor tan t  t ime dimension.  In essence, risk represents  the 
transit ional  probabili t ies of  moving  f rom any  given level of  health status to all 
other  levels over  a defined per iod of time. T h e  factors that de te rmine  these 
probabili t ies are most  convenient ly  classified by using the M c K e o w n  model  1~ 
as those which are genetic, env i ronmenta l  ( including the physical, biological, 
and social env i ronment ) ,  behavioral  ( including diet, exercise, cigarette smok- 
ing, use of alcohol and other  mind-al ter ing drugs,  and motor  vehicle driving 
and other  kinds of accident-risk behavior) ,  and the progression of unrecogniz-  
ed, asymptomat ic  disease that  can be remedied  if it can be identified by means  
of  one or more  screening tests. Therefore ,  risk status is de te rmined  through 
unders tand ing  those de te rminants  and is defined as 

an estimate of the state of an individual's risk determined from data on 
genetic inheritance, environmental exposures, health habits, and by identify- 
ing asymptomatic conditions and diseases known to significantly increase the 
risk of illness and untimely death. 

The  Commi t t ee  accepted the definit ion of primary care offered by 
Trea t  12 which was based,  in turn ,  upon  that which was suggested by  the Heal th  
Resources  Adminis t ra t ion  of the Depa r tm en t  of  Hea l th  and H u m a n  Services. 
This  definit ion states that 

Primary care is first contact care that provides the patient's entry point into 
the health care system. The primary care provider: 

a. evaluates the patient's total health needs, provides personal 
medical care within one or more fields of medicine, and when 
indicated, refers the patient to appropriate sources of care while 
preserving the continuity of the care; 
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b. assumes responsibility for the patient's comprehensive and 
continuous health care, and acts, where appropriate, as the 
leader or coordinator of a team of health care providers; and 

c. accepts responsibility for the patient's total health care (preven- 
tive, diagnostic, curative, and rehabilitative) within the context 
of his (or her) environment, including the community and the 
family or comparable social unit. 

After accept ing this definit ion, the Steering Commi t t ee  went  on to 
define clinical preventive medicine as 

those personal health services, provided within the context of clinical 
medicine, the purpose of which is to maintain health and reduce the risk of 
disease and untimely death. 

T h e  key qualifier in this definit ion is the te rm clinical. Historically,  the 
most  c o m m o n  and efficient means  of  prevent ing  disease have been  the control  
of env i ronmenta l  hazards.  Responsibi l i ty  for such control  represents  one of  the 
essential functions of  government  and has t radi t ional ly been implemented  
ei ther  through formal  public health env i ronmenta l  sanitat ion by  local, state, 

and federal government ,  or by  other  agencies more  broadly  responsible for 
env i ronmenta l  protect ion,  such as h ighway safety and bui lding codes. There -  
fore, much  of  public heal th has little to do with the provision of  personal  heal th 
services. In contrast ,  clinical prevent ive  medicine,  as defined above,  places the 
emphasis  on such services. 

The  Commi t t ee  suggests that  screening, which it defines as 

the process of identifying individuals with one or more remediable asympto- 
matic disease or risk factor in a defined population group 

is not an appropr ia te  componen t  of  clinical prevent ive  medicine since the focus 
is upon the group ra ther  than upon  the individual.  Howeve r ,  it is an appropri -  
ate aspect of  public health.  It is suggested that  activities focused on the individ- 
ual pat ient  that are similar to screening are more  usefully subsumed unde r  the 
concept  of  Health and Risk Assessment which is defined as 

the process of obtaining information needed to determine an individual's 
health and risk status. This data is obtained by means of self-administered 
questionnaires and interviews as well as from physical and laboratory 
examinations. 

An excellent example  of  this " sc reen ing  e l e m e n t "  of heal th and risk 
assessment is found in the Kaiser  Pe rmanen t e  group which has p ioneered  the 
use of  what  they have defined as multiphasic screening. 

Another  central  concept  defined by the Commi t t ee  is health maintenance, 
which is defined as 
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any pro-active intervention, the purpose of which is either to maintain or 
improve an individual's health as contrasted with the treatment of disease. 

T h e  C o m m i t t e e  also accepted  the t radi t ional  definit ion of primary 
prevention as 

any intervention, the purpose of which is to reduce the risk of occurrence of 
disease. 

I t  also defines secondary prevention as 

any intervention, the purpose of which is either to (a) detect asymptomatic, 
remediable disease, or (b) reduce the risk of recurrence of disease, 

with the unde r s t and ing  that  these definit ions apply  equally well to public 

heal th  as they do to clinical p revent ive  medicine.  Howeve r ,  the C o m m i t t e e  
does not  believe that  the t e rm  ter t iary  p reven t ion  is useful to clinical p revent ive  

medic ine  since it is too closely re la ted to t radi t ional  diagnostic  and  therapeut ic  
medicine .  Never theless ,  it does recognize the impor t ance  of the prevent ive  
a t t i tude and  that  the purpose  of all clinical medic ine  should always be to 
p reven t  disabil i ty and  to restore health wherever  possible.  As an a l ternat ive ,  

the C o m m i t t e e  offers the following definit ion of prevention in clinical medicine. 

Any intervention in the care of an individual with a recognized disease or 
limiting condition which has the purpose of: 

a. optimizing the health status of the individual in spite of the 
recognized disease or limiting condition; 

b. anticipating and avoiding (or minimizing the likelihood of) the 
occurrence of complications either of the disease or of the diag- 
nostic or therapeutic measures contemplated; or 

c. reducing functional impairment which may accompany or 
results from a disease state or limiting condition. 

Methodologic Concepts 
T h e  me thods  of  clinical p revent ive  medic ine  parallel  those of  diagnostic 

and  therapeut ic  medicine.  In fo rma t ion  is ob ta ined  f rom the pat ient  ei ther  by 
se l f -adminis tered ques t ionnai res  or  by  means  of  the medical  interview, and  
f rom the physical  examina t ion  and  l abora to ry  tests. H o w e v e r ,  these da ta  are 
not used to establish one or more  diagnoses,  as is usual ly the case in clinical 
medic ine ,  but  ra ther  to de te rmine  health and  risk status. Th is  is the process of  
health and risk assessment as previously  defined. T h e  health maintenance plan is 
based  upon  this in format ion  and  is also ana lagous  to the diagnostic  and  thera-  
peut ic  p lan  of  clinical medic ine .  T h e  p lan  is defined as 
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an integrated set of recommendations defining what should be done in order 
either to maintain or improve an individual's health. The plan should be 
developed as a cooperative effort of the individual and those responsible for 
his or her health care. It should set specific objectives to be achieved after a 
specified period of time and should also include plans for periodic 
reassessment. 

A health maintenance agreement is def ined as 

an agreement executed by both the patient and one or more responsible 
health professionals, the purpose of which is both to clarify and help imple- 
ment the health maintenance plan. 

In te rven t ions  such as i m m u n i z a t i o n  and  the provis ion of  eyeglasses 
and  hea r ing  aids designed to improve  cur rent  heal th  status should be referred 
to as health status modification. Howeve r ,  the in tervent ions  a imed  at reduc ing  
weight,  lowering blood pressure ,  and  otherwise modi fy ing  heal th  behav io r  so 
as to reduce  risk of  future  disease of  un t ime ly  death  are referred to as risk status 
modification. Its objective is to improve future heal th  status in contras t  to the cur- 
rent focus of  health status modification. 

T h e  final conclusion reached by  the C o m m i t t e e  was that  one of  the 

essential  r equ i r emen t s  of  effective clinical p revent ive  medic ine  is a practice plan 
for prevention. This  is def ined as 

the plan which should be developed by the primary care practitioner to guide 
the implementation of clinical preventive medicine within his or her practice. 
The plan is developed from information related to the demographics of the 
panel of patients served and from an understanding of the current state of the 
art of clinical preventive medicine. 

This  state of  the ar t  is, in turn ,  based  upon  a thorough  unde r s t and ing  

of  the de t e rminan t s  of  heal th  and  disease and  how the individual  can ei ther  

avoid or be protected f rom heal th  hazards  in the env i ronmen t .  

D I S C U S S I O N  

T h e  purpose  of  this repor t  is to encourage  concensus  regard ing  the 
t e rms  used by  the C E D H / A T P M F  C u r r i c u l u m  D e v e l o p m e n t  Project .  Such 
concensus will cont r ibute  to the teaching and  pract ice  of  clinical p revent ive  
medic ine  as an  effective, efficient, and  credible endeavor .  Emphas i s  has been  
placed on sha rpen ing  exist ing definit ions ra ther  than  upon  ei ther  deve loping  

new te rms  or changing  old ones. T h e  Steer ing C o m m i t t e e  will be  responsive to 
suggestions that  might  improve  the usefulness of  these t e rms  since their  value 
depends  p r imar i ly  upon  whe ther  or not they are accepted  by  those who teach 
and  pract ice  clinical p revent ive  medicine.  
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Glossary of Terms and Concepts Related to Clinical Preventive Medicine 

General Concepts 

Health. A state characterized by anatomic integrity; ability to perform 
personally valued family, work, and community roles; ability to deal with 
physical, biological, and social stress; a feeling of well-being; freedom from the 
risk of disease and untimely death. It is best measured by determining health 
status and risk status. 

Determinants of health. Those factors that have a significant effect on 
health. Such factors are most conveniently classified as those which are genetic, 
environmental (including the physical, biological and social environment), 
behavioral (including diet, exercise, sleep, cigarette smoking, use of alcohol 
and other mind-altering drugs, motor vehicle driving and other accident-risk 
behavior), and access to preventive, diagnostic, therapeutic, and rehabilitative 
health services. 

Health behavior. Any behavior that has a significant impact on health. 
Health hazard. Any environmental factor known to represent a signif- 

icant risk to health. 
Health maintenance. Any proactive intervention, the purpose of which is 

either to maintain or improve an individual's health as contrasted with the 
treatment of disease. 

.L 

Primary care. Primary care is first contact care that provides the 
patient's entry into the health care system. The primary care provider 
1) evaluates the patient's total health needs, provides personal medical care 
within one or more fields of medicine, and when indicated, refers the patient to 
appropriate sources of care while preserving the continuity of the care; 
2) assumes responsibility for the patient's comprehensive and continuous 
health care, and acts, where appropriate, as the leader or coordinator of a team 
of health care providers; and 3) accepts responsibility for the patient's total 
health care (preventive, diagnostic, curative, and rehabilitative) within the 
context of his (or her) environment, including the community and the family or 
comparable social unit. 

Screening. The process of identifying individuals with one or more reme- 
diable, asymptomatic disease or risk factor in a defined population group. 

Risk factor. Any factor associated with the occurrence of disease and 
which is suspected of being causally related. 

Levels of Prevention 

Primary prevention. Any intervention, the purpose of which is to reduce 
the risk of occurrence of disease. 

Secondary prevention. Any intervention, the purpose of which is either to 
1) detect asymptomatic, remediable disease; or 2) reduce the risk of recurrence 
of disease. 
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Prevention in clinical medicine. Any intervention in the care of an individ- 
ual with a recognized disease or limiting condition which has the purpose of 
1) optimizing the health status of the individual in spite of recognized disease 
or limiting condition; 2) anticipating and avoiding (or minimizing the likeli- 
hood of) the occurrence of complications either of the disease or of the 
diagnostic or therapeutic measures contemplated; or 3)reducing functional 
impairment which may accompany or result from a disease state or limiting 
condition. 

Clinical  P r e v e n t i o n  

Clinical preventive medicine. Those personal health services, provided 
within the context of clinical medicine, the purpose of which is to maintain 
health and reduce the risk of disease and untimely death. 

Health status. An estimate of the state of an individual's health derived 
from one or more anatomic, functional, adaptive, and subjective indices. 

Risk status. An estimate of the state of an individual's risk determined 
from data on genetic inheritance, environmental exposures, health habits, and 
by identifying unrecognized, asymptomatic conditions and diseases known to 
increase the risk of illness and untimely death. 

Health and risk assessment. The process of obtaining the information 
needed to determine an individual's health and risk status. This data is 
obtained by means of self-administered questionnaires and interviews as well 
as from physical and laboratory examinations. 

Health maintenance plan. An integrated set of recommendations defining 
what should be done in order either to maintain or improve an individual's 
health. The plan should be developed as a cooperative effort of the individual 
and those responsible for his or her primary health care. It should set specific 
objectives to be achieved after a specified period of time and should also include 
plans for periodic reassessment. 

Health maintenance agreement. An agreement negotiated with the patient 
by one or more responsible health professional, the purpose of which is both to 
clarify and implement the Health Maintenance Plan. 

Health status modification. Those interventions such as immunizations 
and the provision of eyeglasses and hearing aids performed by health profes- 
sionals, the purpose of which is to either maintain or improve current health 
status. 

Risk status modification. Those interventions, the purpose of which is to 
reduce the risk of future disease and untimely death and to improve future 
health status. 

Health and risk reassessment. The process of obtaining the information 
from an individual needed to determine whether or not the objectives of the 
Health Maintenance Plan have been achieved and to modify the Plan because 
of changes in that individual's health and risk status. 
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Practice plan for prevention. The plan which should be developed by the 
primary care practitioner to guide the implementation of clinical preventive 
medicine within his or her practice. The plan is developed from information 
related to the demographics of the panel of patients served and from an under- 
standing of the current state of the art of clinical preventive medicine. 
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