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Interview with Lee Stauffer 

Interviewed by Associate Dean Ann M. Pflaum 
University of Minnesota 

Interviewed on February 22, 1999 

Lee Stauffer - LS 
Ann Pflaum - AP 

AP: I'm interviewing Professor Lee Stauffer, who has been dean and professor in the School of 
Public Health. He was dean from 1970 to 1982, ifI've got the scenario correctly. 

LS: Right. 

AP: Lee, what we ask each person to do is give a little background ... how they got into the field that 
they got into, how they got to the university and, then, to talk primarily about what it was like when 
you were here on the faculty. Our study is 1950 to 2000. With that, why don't I just listen? 

LS: I graduated from the University of Nebraska with about four majors since I hadn't been able to 
make up my mind. Among those were English, and education, and science, and physical education. 
The one thing I knew I didn't want to do when I graduated was to teach English in high school; so, I 
had to, then, look around and decide what to do. A friend of mine came by my hometown shortly 
after my graduation and he'd gotten a job with the Nebraska State Health Department. I heard him 
tell what he was doing; he was working in the field of environmental health, going around checking 
town's water supplies, food services, camps in the state, and so forth. That sounded rather 
interesting. Having had enough science background, I did check with the State Health Department, 
got a job with them-this was 1951-and began working in the Lincoln CitylLancaster County 
Health Department as a sanitarian. I enjoyed that immensely. 

That fall I also began going with a young lady who wished to pursue occupational therapy at the 
University of Minnesota. I, frankly, had been planning to start law down at Nebraska, but I applied 
and was accepted for law school at Minnesota. I worked for a year while she came up to the 
University of Minnesota and began her training and in the fall of 1952, we were married and moved to 
the University of Minnesota where I began law school and also began working half time in the 
University Health Service with the Division of Environmental Health and Safety, with Richard Bond, 
who was a real pioneer in that field, and Dr. [Ruth] Boynton, who was a pioneer in American College 



Health Services. I enjoyed the work there, too. I was a sanitarian there, working with University 
Food Services and student housing, and swimming pools, and hospital sanitation. It took less than a 
semester for me to realize my thoughts oflaw school were greatly romanticized and it wasn't quite 
what I'd thought it was going to be and I did like public health very much and they were encouraging 
to me also; so, I transferred in the spring of 1953 to the School of Public Health and got my master's 
.program there, while working in the health service. This continued until 1962 when I got my degree 
and got an appointment in the school. In 1962, I transferred to the School of Public Health as 
assistant director of the school under Gaylord Anderson, who was the founding dean of the school. I 
worked for him for four years. 

In 1966, I became executive secretary of the American College Health Association for a year and a 
half I left the university and went with the association whose headquarters were on the University of 
Miami campus. After that year and a half, I came back to the university into continuing medical 
education and the new Northland Regional Medical programs, contract, that the university had as one 
of the participating organizations in that association. I worked with continuing medical education and 
for the other health science schools as well. 

In those days, there was mandatory retirement at seventy and in 1970, Gaylord was seventy. I think I 
was a very temporary appointment originally, but I was asked to step in as dean, at that time. Since 
the Health Sciences were being reorganized into a vice-presidency and independent schools in the 
Health Sciences, things were somewhat in flux, but I became dean on July 1, 1970. Through attrition, 
apparently, I continued as dean until 1982. That's kind of the personal history. 

The second part I was to expand on was how things changed during that time? 

AP: Exactly. Then, I think a third thing that would be very helpful ... most people don't carry in their 
heads much ofa sense of what is public health. One of the things I would really appreciate is a short 
explanation as to how the curriculum is organized. Bio-statistics, for example, is a relatively new 
field. In other worlds, most people have a sense of the liberal arts, arts and sciences, but what is 
public health? 

LS: I could probably go on about this for a while if that's all right. 

AP: That's wonderful. 

LS: Okay, so you aren't going to do this; I'm going to have to tell you that, right? I have some 
background material here ... 

AP: You can send it to me. The other way to do this would be conversationally. Are there mistakes 
that people, looking at your field, make in understanding it that you wish we wouldn't make? 

LS: I can expand on this a little, if that's all right. 
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AP: That would be terrific. 

LS: The first thing I want to say is that public health in this country developed as kind of a concept 
and actually was imported from England by Lemuel Shattuck, who was a Boston bookseller and a 
legislator in that state in the 1840s. It was begun as a social movement, really, in England-at least 
our concept of it. Let me say, obviously, people had been concerned about preventing disease either 
by prayer or mystical incantations and science however they could do it for centuries, as long as 
humans have walked the face of the earth. But, our concept of it as a political, social program began 
in England. It's connected with the potato famine in Ireland and the early industrialization of England 
in the early 1800s. People were fleeing Ireland because they were starving to death. They were 
coming into Liverpool and northern English cities trying to get jobs in the new factories. They simply 
overwhelmed whatever meager and primitive sanitary facilities existed in those cities. There were no 
baths, no public water. There weren't any facilities for sewage disposal. It was a terrible mess and 
people began complaining to the English parliament. They were concerned ... much as we hear once 
in a while nowadays, "Get these slackers off the public dole and back to work." They appointed a 
man named Edwin Shadwick, S-h-a-d-w-i-c-k, to go and do something about this. In this country, it's 
Lemuel' Shattuck; these are quite similar names, but they were two different people. They this 
commissioned Edwin Shadwick to, basically, get the slackers back to work. He was a man 
recognized by the parliament as a man of intelligence and he had status in England. He had a growing 
social compassion and he saw that the illnesses were a result of poor planning and inadequate 
services. Cities couldn't cope with these things. So, as a result of his investigations and badgering of 
parliament, they began to develop health officers, and sanitary engineering services, and visiting 
nursing services, and other social services to tend to the health needs of these urban popUlations. 
There's a document called the Liverpool Sanitary Act, which kind of established the first local health 
services in Britain. He was such a pain in the neck; he took this on as a cause and they actually took 
all his toys away from him after about six years because he was pushing this too hard, but what he 
started continued to exist and was built upon. 

In this country, in Boston, the same kind of thing was happening. That seaport Was growing rapidly 
and being overrun by people seeking work and by immigrants and this Lemuel Shattuck, who, as I 
say, was a Boston bookseller, was conducting similar investigations into the sanitary problems in 
Boston. He knew about some of the writings of Shadwick. As a legislator, he was able to use his 
position to develop recommendations to address these problems and these became known as the 
Report of the Sanitary Commission of Massachusetts. It's popularly called the Shattuck Report. It 
really formed the basis of health departments as we know them today. Many of the services that are 
carried on by state and local health departments in this country today have their origin in that 
Shattuck Report. It's really a very fascinating document that, obviously, I don't have time to outline 
here today. He suggested an administrative approach to health and sanitary problems and they did 
begin work on this. At various times, when I've talked about this, I've said, "Social progress wasn't 
any faster then that it is today because it took twenty years before Massachusetts established the first 
state board of health in 1869." But that was the first one in the country. Its charge was, essentially, 
the charge that our state health departments have today. 
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It's fascinating that that same year-you probably know much about t}1is if you've been looking into 
this-the University of Minnesota was hiring its first president, Dr. James [correctly William Watts 
Folwell] Folwell. I opened that Masters of Medicine [: an Historical Sketch of the College of 
Medical Sciences by Jay Arthur Meyers]. I was looking in that and I found this quote. When Dr. 
Folwell gave his introductory inaugural address, which apparently was something like two and a half 
hours-I might say that we probably wouldn't listen to that today-he said the following: 

The university, in organizing colleges in medicine and law, owes it to the people not merely to 
instruct the few how to heal disease and manage suits of law, but to teach the many how to keep 
well and halt a litigation. The time is not distant when a department of public health will be 
established in all universities. 

He then went on to say how he thought all the health sciences really were a function of public health. 
Of course, public health people have always been amused and encouraged by that sort of thing. Dr. 
[Charles Nathaniel] Hewitt, who was the state health officer in 1872-he was called the secretary of 
the board of health-was invited by Dr. Folwell, acting on what he believed, to begin giving lectures 
on personal and community health to university students. These course offerings, I might say, have 
been continuous since that time and they're still offered today by the School of Public Health, so it's 
been since 1872 that there have been these course offerings on personal and community health. That 
was a very far-sighted gesture. The first schools of public health were really organized in this country 
in 1914 at Johns Hopkins, I think, and Harvard. But if they had acted on Hewitt's and Folwell's 
recommendations, if they'd been able to bring this about, we would have had the first one at the 
University of Minnesota, but like forty years earlier or so-which I find very interesting. 

Hewitt also did help develop the Medical School and some ofthe other Health Sciences schools at the 
University ·ofMinnesota; so, the State Health Department has always been very active in the 
relationship with the university, with the School of Public Health, and with the Health Sciences. That 
has been true up till today and that is why the State Board of Health building, essentially, is on the 
University of Minnesota campus as one of the state departments for that close relationship with 
Health Sciences. Parenthetically, I understand that there are recommendations now to put them over 
in St. Paul and I guess that might happen, but I think it's too bad if it does because that has been a 
very important connection. A lot of the leading people in the State Health Department have played 
very active roles in the instructional and research programs in the School of Public Health and other 
of the Health Sciences. 

You asked, "What were the driving factors in public health and how have they been achieved and how 
has it changed?" I'll try and expand on that a little. I may just refer to a few things I have here, if you 
don't mind. 

AP: Absolutely. You had suggested that I call Judy Peterson, which I did, to track down a 
document. She was out of town last week, but she said she'll get it to me on Wednesday or Thursday 
of this week. 
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LS: Oh, good. I don't know what else is being done. That was kind ofa semi-amusing of some of 
the highlights of some of the characters and strong people in the School of Public Health that have 
been noted nationally over the years. It might be helpful to someone as a reference anyway. 

What is public health? I'm going to refer to a quote from Dr. C.E.A. Winslow-that's how he was 
always known. C.E.A. is what a lot of people called him. He created one of the early definitions of 
the field. I'll build on this in just a minute. He called it: 

The science and art of preventing disease, prolonging life, and promoting physical and mental 
health and efficiency through organized community efforts for the sanitation of the environment, 
the control of community infections, the education of the individual in the principles of personal 
hygiene, the organization of medical and nursing service for the early diagnosis and treatment of 
disease, and the development of social machinery which will insure to every individual in the 
community a standard of living adequate for the maintenance of health. 

One of the key phrases in there about public health is "through organized community efforts." Much 
of our medicine and our other healing sciences are done on a one-to-one basis. I have a need; I go to 
somebody who can fulfill it. I need an operation; I find a surgeon. The theory and practice of public 
health has been, through the use of biometry statistics and epidemiology, to find and identify the 
health problems in the community and, then, to organize community efforts to intervene in the 
transmission of that disease or in the prevention of that disease to try to make certain that we don't 
need these heroic healing efforts in the final analysis and can control some of that by planning and 
organized effort. . 

That means that the people that initially came into public health though were physicians, nurses, and 
engineers, largely. These were the people who were deemed to have the prior training to modify the 
community in some way to prevent disease ... physicians through their knowledge of disease and 
immunization and so forth and engineers through water, sewage, and air pollution control and later, 
of course, through radiation protection, more accident prevention, and sometimes bizarre threats to 
us. So public health is concerned with the health of populations and communities of people. Clinical 
medicine, generally, is concerned with curing or remediating diseases of individuals. That's the key 
differentiation there, I think. 

At the University of Minnesota, there was always this teaching to the general university population 
and, for many years, every student at the university had to take a course in personal and public health. 
That went on into the 1950s sometime when that population explosion at the university made that 

almost impossible. Still, to this day, I believe education students and certain other professional 
students do have to take those courses and others may. 

The university, after the development of the Medical School, had a Department of Preventive 
Medicine in that Medical School. The administrative responsibility for a lot of this prevention work 
thus became part of the responsibility ofthat department. Some great pioneers were associated with 
that including Dr. [Harold] Diehl, who was later dean of the Medical School here and Dr. Ruth 
Boynton, who was the head of the Health Service for many, many years. 
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In 1935, the Social Security Act was passed and a little known section of that provided for the 
training of public health personnel in state and local health departments. There was just a little phrase 
in that which had some federal money for that. This was kind of the beginning of the liberal idea of 
pouring money into problems, I guess some would say. The states in the immediate area said, "How 
should we deal with this? How can we get training for our people?" They looked to Minnesota 
because Minnesota, at that time, had the only Department of Preventive Medicine in the immediate 
area. The health officers of six states surrounding pooled their resources. I think it was North and 
South Dakota, Iowa, Wisconsin, and Minnesota. Perhaps, there were only five. They agreed to 
transfer all the resources to the University of Minnesota if Minnesota would provide the training as 
outlined in the Social Security Act. That was a total of $18,000 in that day and age. Minnesota 
agreed to do that and they brought in an epidemiologist, Dr. Franklin Top, T -o-p, from Iowa to start 
the program. He lasted one year. I've forgotten exactly-I think that's in the Masters of Medicine
why he left. He went to head his program somewhere anyway. 

They brought back Dr. Gaylord Anderson, who at that time was the deputy commissioner of health in 
the state of Massachusetts, to head this program. In 1937, I believe, he came back. They began 
offering courses for physicians, engineers, and nurses from state and local health departments. Those 
were basic courses in public health, including epidemiology, and biometry, and various facets of 
preventive medicine at that time. They offered these originally just as three-month segments because 
people just couldn't get away from their jobs longer than that. At the time, the idea of having a 
professional thing where you'd go to school a year or two in addition was just developing. The 
original students were people that came up from various health departments to take courses. 
Actually, one of those was Richard Bond, later Professor Bond, who became head of Environmental 
Health at the University Health Service and later in the School of Public Health. He was one of the 
original students there taking a few courses himself and later began teaching. When Gaylord came 
back, that program began to grow and, eventually, in a few years, they were offering nine-month 
programs for these people, which led to a master of public health degree. 

But, students in those days had to have a minimum of three years of professional experience before 
they came back to school. They would, thus, be familiar with the problems in their community. They 
would have practiced their original profession, whether it was in medicine, engineering, or nursing 
and have an understanding of problems. They would bring that knowledge with them and they could 
get more out of the applied prevention programs that they would be working with in the school. That 
was true for a number of years. For accreditation purposes, only students with prior experience could 
be accepted. 

Then, World War II broke out. Gaylord Anderson was called into service. Many of the people in the 
school were. Dr. Ruth Boynton from the Health Service took over as interim director of the school. 
During the war in 1944, the school was visited and accredited by the American Public Health 
Association, in those days, as an official school of public health-as were, I think, six others at the 
time: North Carolina, Michigan, Harvard, Johns Hopkins. .. I'm not certain from my memory who 
else might have been included in that, but it was a small number. That was the official beginning. 

6 

Lee Stauffer Interview 



· <'.4*#(1 £ ,i ;. £ .... U#Jlti4i.·$kJj4!· 

That was why in 1995, we celebrated our fiftieth anniversary. The school kind of limped through 
those war years because there weren't many people free to come to school or there weren't many 
people around to teach either. In 1946, at the war's end, that blossomed very quickly. The school 
added a program in hospital health care administration headed by Professor James Hamilton. He was 
a noted leader in hospital administration and one of the most incredible characters I ever met in my 
life. I have a fair amount in that paper, which I hope you'll get from Judy, about him. The school 
blossomed rather quickly then. 

I think it was about 1952-it was right as I came up to Minnesota-that there was a Hill Rhoades 
Act, R-h-o-a-d-e-s. These were Senator Hill and Representative Rhoades who passed some 
legislation in Congress to give federal funding to schools of public health because there were only, at 
that time, about twelve bf them in the nation and they were all serving students from many other 
states. They said, "We need public health workers. We need trained public health workers." It was 
unreasonable to expect states to pour money into the school when just a small percentage of the 
students in that school were from the state. They developed a program that had both trainee-ships to 
permit people to leave their employment for a year or so and get training and some basic funding that 
went to the school to cover the cost of adding faculty and providing the facilities to train these 
students. The schools, including Minnesota, grew quite rapidly with this kind of infusion of funding. 

I might observe that from that time, from about 1952 on, the School of Public Health received about 
17 percent to 18 percent of its funding from the state of Minnesota and the other 82 percent always 
came from the outside, either through federal funds or federal research grants that the faculty 
competed for. That was true no matter how our budget grew-and it grew rapidly. For every dollar 
we got from the state, the faculty generated five or six more from external sources, but it was a very 
shaky foundation. If! may be permitted one little observation, when I was dean, I used to say when it 
came to budget time, "We do more on faith here than most theological schools." When we started 
the year, I often had half a million dollars worth of faculty that I had no necessary source of support 
for, but we kind of knew that it work out someway and it did. They were able usually to get grants 
throughout the year that managed to pay their salaries. It was a tenuous thing, but it so far has 
worked and it's true today, this very day, I believe. There may be even less than what I'm saying, in 
fact, in terms of state support. This indicated that there was basically a federal role for these schools. 
They did grow and other states began seeing that pot of money and they wanted to get in on the act. 
I think today-I'm not as tuned in as I should be-there is something like twenty-six accredited 

schools of public health and a few more on the way. Even so, there is still a demand for this kind of 
education and they still do perform an inter-state and international role for that matter because, over 
the years, we have had many, many foreign students come to our School of Public Health. 

[End of Tape 1, Side 1] 

[Tape 1, Side 2] 

LS: ... opportunities in the departments grew, it was obvious there was a broader need for other 
kinds of personnel; so, over the years-this won't be inclusive-we began admitting social workers, 
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therapists of various kinds who wanted to not just do the therapy but organize prograIns in therapy 
and intervention and case findings, these kinds of things within the community, all of which fit under 
the rubric of public health. We needed many more epidemiologists to study the root causes of disease 
as we began to look into not just infectious disease but chronic diseases, and genetic diseases, and 
other things that might presumably be prevented with a great benefit to the individual and the 
community. So, the kinds of students that came into the school were broadened immensely over the 
years. Today, it just kind of defies the imagination. Once in awhile when I was still there, I'd look at 
our student group coming in and I'd say, "Where are these people going to find jobs? This is weird." 
They come for education in every kind of thing. Many of those are now out in quality assessment 
programs for HMO's [Health Maintenance Organizations], for the State Medical Association. This 
has been one of the great changes-I'm not sure I'm thrilled about it; it shows I'm old fogy-but many 
of our students do go to work for private groups at this time. They really are still, perhaps, in public 
health kinds of work. They might be safety groups, safety associations at private consulting firms that 
industries now have to hire to certifY their industrial hygiene programs and so forth ... all of these 
kinds of things that develop in the community that need the kind of training, the population-based 
kind of thinking, that our students have. I've always been fascinated by how successful our students 
have been to go into some of these what seemed, at the outset, not to be public health oriented 
organizations, but the skills these students have were needed by these organizations. I think having 
them there is a benefit to society in general, so I have been pleased with that. 

Now, I have a few comments ... I had a paper that I'm going to summarize a little from because it 
does address what has happened to the field and kind of where it's going in the future, perhaps. It 
might be of some interest. I think that's one that was published and I can send you a copy of that, 
too. 

AP: That would be very helpful. 

LS: All of these newer professions have something to contribute to public health. This is another 
kind of lecture-I'm not going to give that one-growing out of C.E.A. Winslow's idea of what 
public health is about. The things that we can do in a community as we teach our students are just 
four things, basically. One is assessment of the health of the community. Here's where vital statistics, 
and epidemiology, and environmental assessment, and environmental impact statements come into 
account. This is a large part ofthe training of a public health person: how do you determine what the 
health threats are to a community? Once you know that, we then have to do some policy 
development. How are we going to implement what we want to do and what levels of government 
are involved in this? What private interest groups? How do we get the citizenry involved, and 
educated about this, and behind it? We have to, then, develop some survey mechanism to give us 
assurance-that's a key word: assurance-that these needs are being met by others or through direct 
services. Often, other groups within the community might meet these needs and you do find this 
today. Many voluntary organizations spring up that address some need within the community, like 
our private cancer societies, heart associations, and so forth. All of these are meeting a lot of public 
health needs, actually. 
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\Vhat has happened is rather fascinating and mirrors what's happening, of course, in our society. It's 
said often that any program that rests for its success on individual choices and actions of millions of 
people is going to have a lot of individual failures for we don't always act in our own self interest-as 
witness my attempts to reduce my weight, for instance, and people's attempts to quit smoking, and 
not drink as much, and avoid sexually transmitted diseases. We have our failures and a lot of our 
interventions, unfortunately, kind of rest on trying to change lifestyles. For lifestyle diseases-I'm 
going to use these as an example-and they can be heart disease to AIDS [Acquired Immune 
Deficiency Syndrome] and others, education is one of the few things we can do about that; but, it has 
its limited effectiveness, obviously. This has always been true for sexually transmitted diseases. 
Theoretically, we could stop AIDS instantaneously. We could stop it today if people would alter 
their behaviors. But, we know this is a lost cause. Engineering isn't producing any vaccines and 
enforcement and intervention isn't supported by the public, so we do have service programs, like 
condom programs and needle exchange and clinic services and so forth, together with education. 
That's kind of what we're using. As anyone can see, we're not being terribly successful with this and, 
certainly, when you look at the world problem, it's a colossal problem. Countries in Africa and the 
Mid-East are being decimated by this and will be unless we are someday successful in finding an 
immunization intervention-but, I don't think we're going to do that in the immediate future. 

We can sometimes do engineering. That's the field I came up in is environmental health. It's had a lot 
more success because you don't have to alter the behavior of millions of people to do successful 
engineering. We can pasteurize milk. We can set up a plant and deliver safe drinking water and the 
people accept that. They don't know what's happening back at the plant particularly or where it is, 
but as long as when they tum on the tap, they get safe water, they don't get disease. A lot of the 
advancements we've had-I include immunizations in this area of engineering-have been very 
successful, but they've come about because of engineering. Seat belts in cars ... while there is still 
controversy over that, they're very effective in reducing injuries. That's an intervention we still need 
to have a little education with to try to get people to use them. 

We used to be very good at using enforcement. There are great stories in the past about health 
officers stepping in and closing down wells and locking people up in sanitaria if they had a disease. 
Tuberculosis ... much of the control depended on isolating people. In the early part of the century, 
you could do that; but, with the development in our society of civil rights and individual rights 
legislation and sensitivity, you really can't do that anymore. We can't lock people up against their 
will. Therefore, a lot of that has to depend now on education and other methods of intervention 
because that simply isn't accepted in our society today. 

We've had immense expansion of the number of disciplines in public health. We've had rapid 
expansion of populations. We've had, actually, new diseases being created by our changes in our 
technologies. In the field that I came from, it was fascinating to see how the infectious diseases 
changed when we changed our food production methods. Today, as you know, instead of buying 
eggs from Farmer Brown down the road, people can, of course, get eggs but a lot of the egg products 
used in commercial cooking and in restaurants come out of tank trucks or ten gallon cans; so, if 
there's one contaminated somewhere, it can make thousands of people ill and we've had outbreaks 
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like this all over the nation. The same thii1g has happened for chicken production, beef production, 
pork production. These are on huge company farms today, so if one becomes infected, thousands can 
become so. Now, of course, listeriosis and a lot of other diseases that were just little local problems 
in the past are national ones because much of the food supply is contaminated because it all comes 
from the same place and goes through the same processes. So, how can the public at large deal with 
this? It's coupled with, I think, a general public suspicion of bureaucracy today. Anyway, many 
people have run on this very program. Today, it's very popular to run against government and since 
public health is often a governmental function, public health is suspected to be in collusion with the 
meat packers and other people, too-which, I don't in my experience, believe is true, but it's part of 
the general public's view of the world. 

What are some of the things that are likely to happen in the field? I've heard learned experts say that 
when you're predicting the near future always say, "No change and the odds are that you're going to 
be right." I think there's a lot of change going on and here's just a few of my observations. Public 
health uses social and political science to apply scientific information to community health needs; so, 
we have become social and political. It used to be that health departments were isolated from politics 
and proud of it. There was the board of public health at the state and local levels. They hired the 
health officers and they were supposed to be totally apolitical. As it turns out, you have to get your 
money to do things from the politicians and since boards of health could only make governors, for 
instance, look bad and never look good, they were usually isolated in fact and in finance. You see 
today that it's much more likely that the governor appoints a health officer who is his choice and, 
therefore, he's going to rise or fall ifthere's good production or not there. In one way, that's bad but 
the realities are that that is what has to happen. This is a political process today because we're 
fighting for money like every other department of government. 

I mentioned the increased emphasis on individual rights in the past thirty years that changed disease 
investigation. We could force clean-ups and mandate nuisances being ended and so forth, but today 
that's not possible. We always have had, but today very strengthened-I'll put in quotes-special 
interests. It was a lot easier to take on infectious diseases because a tuberculosis organism or a 
salmonella organism ... they don't have any special interest group defending them. They don't have a 
national tuberculosis organism society; but, today, tobacco does. They're taking their lumps right 
now-almost surprisingly. Every chemical factory today is one of our major problems. We've 
changed largely from protection against infections-they still exist but they're not high on the public's 
mind-to protection from chemical insults. That has, since World War II, really blossomed. I don't 
know what the figure is today, but a few years ago, we used to figure there were 60,000 chemicals in 
common everyday use that didn't even exist at the end of World War II. When I say "in common 
use," I mean by the millions of tons and they're spread across our landscape and in our air, so we have 
developed a chemical environment that needs looking at. Those chemical environments have their 
special interests. If a health authority today raises a concern about lead, or cadmium, or radioactive 
strontium, there's going to be an immediate public relations' storm, often with not so thinly vaguely 
legal threats and threats of action against the agency if they try to do anything about it. Public 
agencies can hardly ever match the legal firepower that corporations can bring on a process and the 
politicians, of course, through P ACs [political Action Committee] and other special interest money, 

10 

Lee Stauffer Interview 



· "U#£J4!i!44@i, UM £ .'. (41$ jiJt }.SJ(; 

always have the potential for unfavorable political loss of a campaign donor, so we face those social 
pressures in trying to bring this about. 

Also, during the past decade, we've seen attempts to bring about health care reform. It was almost 
the initial end of the Clintons [President Bill and Hillary Rodham Clinton]-I don't what will be the 
ultimate end of the Clintons. They tried to reform the health care system. As an old public healther, 
I have to say what's being debated isn't health care but who's going to pay for sickness care and how 
much we're going to pay for it. Health is what you have if you're not sick. Yet, the figures in the 
Office of Management and Budget at the federal level show that less than 1 percent offederal state 
and local health expenditures are for health, that is, prevention services, and 99 percent are for 
sickness care services. That is where our trillion dollars or so go: to pay for sickness services. That 
is a never-ending field because what is a sickness is undergoing revision daily and as we have the 
human gene [unclear] project and others, every deviation from alleged normality is a sickness, which 
must have much money spent on it and everyone must be offered to become normal. I think there's 
not enough money in the world to pay for all the sickness care that could be identified and, yet, it's 
very hard to get dollars to spend to prevent that-quote-sickness-unquote-in the first place. 

There's going to be a bigger population. I spend the winter out here in Arizona-I don't know how 
much longer I'll do it, but I am at the moment. There's much wringing of hands here about all the 
building. "It used to be open dessert and now we're building houses here. Why can't we stop this?" 
Well, we can't stop it because we've doubled the population in the last forty years in the United States 
and those people all want to live someplace, so there's going to be a lot more population. There's 
going to be additional environmental stress. Each of us put out seven to eight pounds of garbage a 
day in our sewage and all of that. There's going to be increasing conflict over land use, of resource 
allocation, and how we make these decisions. There's going to be immense public health issues with 
each of these developments and unless public health professionals become increasingly prominent 
politicaliy and find some champion like Lemuel Shattuck, it's almost certain that these issues aren't 
going to receive the attention they should, perhaps. 

Public health people, by and large, are kind of do-gooders and social types and they aren't good at 
political in fighting; they really aren't. They always kind of expect people will do the right thing and, 
unfortunately, that's not always true. We just aren't good at that. It's too bad. Let's say there are 
very few that are. As we have increasingly sophisticated technology available, as I mentioned, that 
make the options for heroic sickness care unending, how can we stop that? I'm not sure, frankly, that 
I know. All these new things that you read about in those noted medical journals, Time and 
Newsweek. .. every week, they have all these beautiful things about tissue cultivation and transplant 
technology. This morning's paper has stuff about how they have laser technology now to correct 
everyone's eyesight and [ unclear] genetic surgery and manipulation. While all of these have real 
promise for disease prevention and, indeed, cost saving, in the initial application they're going to 
expand the sickness care system and over all do very little for public health. 

We see what we're doing to tobacco companies. I'll have to confess that I'm kind offor this because 
I'd just like us to buyout the tobacco companies and tobacco farmers and get them to raise rutabagas 
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or sometrting that's helpful instead of tobacco. I say that somewhat tongue-in-cheek. I don't happen 
to like tobacco, but it, obviously, serves some innate need that people want and, therefore, it's been 
impossible for us to control that. That's kind of a capsulization of what is happening today with the 
high media treatment of these problems. There's continuing contlict between individual rights and 
community rights and we see each side kind of demonizing the other side in the debates. Insurance 
companies get bashed for opposing sickness reform and doctors are bashed for high prices and some 
[unclear] disease, nowadays. We see this already in AIDS cases. People are being prosecuted for 
having sex with someone when they didn't tell them they had AIDS because they are knowingly 
exposing these people. It's becoming a criminal activity rather than something that we look at as 
intervention in an infection. There's much tendency in our society, in our political system, to find a 
culprit, somebody to blame for every imagined or real problem. Certainly, the advent of all of these 
talk shows, I think, hasn't helped that. They just love that. Who's to blame for situation X? They 
wish to attempt to have a great debate over that. 

One of my personal concerns is the seeming inability of our political system to deal with the concept 
of the commons. I put the common in quotes; this is an old, old medieval concept, in fact, but it 
really is the core of trying to decide how we try to solve some of society'S problems. There is just so 
much grass to graze; that was the original commons in the middle of the community. There is just so 
much land to plow. There is only so much air to breathe and so much water to drink. And I'm 
persuaded there's only so much we can spend on sickness care. We say, "Oh, we can't have 
rationing." We have rationing everyday now. It's just on your ability to pay. We don't do it 
rationally. [laughter] We don't ration rationally, but we just say, "If you can't pay for it, you don't 
get it. II So, we are rationing. If there were a more rational way to do it, maybe some other people 
would be getting care and some of those who get it, wouldn't. I think disease prevention services are 
entitled to more than 1 percent of that common pie and I think it would be a wise economic 
investment, but I'm not sure how we go about getting that. When you look at, say, the global 
problems, it's even greater. I don't know how we can really address those easily. The World Health 
Organization, I think, has done a very good job in many areas. We, of course, in the United States 
live in a wonderland compared to most countries. There are 4 million children that die each year from 
diarrheal disease; that's easily preventable. Still, today, over 1 million people die each year from 
malaria; that's absolutely preventable if we could get to them. There's 267 million-I just looked this 
up-that are infected with this yearly. You can go on with intestinal parasites and [unclear] and so 
forth. These are not in the interest of the public's health, but our expenditures to relieve those 
overseas are as sparse as our support at home. So, there we are. We are getting into a much-if you 
can look at positively-richer mix of political, social, and technological needs that public health 
should address in the years to come. It's going to take some very sophisticated people to do that. I'd 
like to believe ... I think the school, in fact, is trying to move in those directions. Certainly, since I 
was associated with it, our Environmental Health and Safety Program and our Occupational Health 
Program has moved from almost an entirely biological base of looking at biological parasitic 
infections to a chemical-based one of looking at the chemicals in society and their invention. People 
on the faculty that are on the faculty today ... I'm not sure there's a biologist left there. They're all of 
chemical orientation and highly sophisticated people. 
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The same is true ... we've developed this very impressive array and one of the very top groups of 
people in the county in health services research trying to look at the most efficient ways to deliver 
health services, the most efficient ways to pay for them, and the most efficient ways to train and staff 
for them. I'm hoping that their production of research will impact and change for the better some of 
the interventions so we have them in communities. It's a big job as outlined and takes a lot of very 
bright people to do it. I'd like to believe that our School of Public Health is going to be a leading 
player in that development and that leadership that our graduates have provided in the past leaves me 
optimistic that we're going to make an impact in the future. 

Now, what else should I say? 

AP: That's a very nice phrase. 

Could I ask you a question? 

LS: Sure. 

AP: Did Public Health get involved in the capitation funding that some of the other health fields got 
into where the federal government gave capitation dollars? 

LS: Yes, in that Hill-Rhoades legislation. It was in the area of 1952 to 1954 that it started and it 
went on until the mid 1960s sometime. In a sense, there was capitation there. We got some money in 
the school depending on the number of students that were enrolled in the school, yes. That wasn't the 
term that was used, but, in a sense, it was the same kind of program. We weren't as closely tied into 
that as Medicine was, for instance, and they didn't use the term capitation for us. We got some basic 
funding that could be used in a very broad way in the school and it was based upon our enrollment. 

AP: One question that I wanted to ask your read on ... As I've been looking at the stories of the 
curriculums and the histories of the different Health Sciences' colleges, they each, in their own way, 
tell a story of trying very had to take what they call a team or a group approach to health care 
delivery. I don't know whether this is just rhetoric, or whether they all believed it, or whether they all 
meant it, but it's striking to me that there is this sense of trying to redefine the practice in their fields, 
sort of the doctors trying to work better with nurses and I would assume with public health officials. 
Is that something that is in the water? Is that particularly Minnesota? Is it some fields more than 
others? Maybe I'm missing the boat on that? 

LS: Yes, it's a good point. We always used that term in public health, that we were training a public 
health team. We were focused on the community. When 1 first came to the school and until about 
1974 or so-I probably ended it actually, but it was changing-a requirement of every student in the 
School of Public Health was a course that ran through the year where we formed a team ofa nurse, 
and an engineer, and a hospital administrator, and a whoever. There were multi-disciplinary teams of 
eight or so. All the students were assigned to one of these and they were assigned to some--quote
community problem. Ifwe could find real problems in the community that they could work on-we 
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did often-for some organization trying to determine the needs in the area and what they couid do 
about it all, we set them to work on that, for two reasons: (1) so they would get to meet the kinds of 
people in the community that they would be working with when they went out and (2) ... 

[End of Tape 1, Side 2] 

[Tape 2, Side 1] 

LS: ... and their internist consultant or something. Here, to have this change to say, "What can I do 
for Minneapolis? .. not some sick person, but a city. How do I rethink what I do and what I know 
that can be applied to a community rather than to an individual?" We did have a course that kind of 
immersed them in some community problem where they had to rethink how they did this. The 
average age of our students, initially, was in the thirties, probably. We never did work-to be honest 
with you-too closely with the other professional training schools, the clinical professions, because 
we were in some different time frame and social set, if you will. When they say, "team training" in the 
clinical sciences, they mean a doctor, and a nurse, and a laboratory person working together, perhaps. 
Knowing about each other is true; our students participated in the Council on Health Interdisciplinary 

Participation, a student group formed. Many of them were very active in this, going out and helping 
organize community immunization programs. There they would work with first-, second-year 
medical students, and nursing students, and others who were socially minded. This is meant to be 
positive and not a negative thing: I always call our students Peace Corps mentality types. We have a 
lot of people come back from the Peace Corps. They have been agricultural engineers or history 
majors or something; but, they went overseas for two years and what they saw there was the health 
problems, that the public health problems were immense and unattended to. This made such an 
impact on them that when they came back what they wanted to do was go to a school of public health 
so they could try and do something about this. We have many people that go into international health 
work in one way or another, sometimes through church organized programs, sometimes through 
official programs of UNESCO or the World Heath Organization and so forth. We considered that, 
yes, what we accomplish in health is a team effort. I'll be honest; I personally questioned whether we 
were putting the right teams together. It was important that our students got to know each other and 
what each profession could accomplish; but, in fact, when they went out to work in the health 
departments and all, the engineer. .. the team he put together wasn't the internal health department 
team. He had to go out in the community and find the head of some group that was environmentally 
concerned, maybe the Isaac Walton League, and a couple people from an industry that were willing to 
talk about how something could be changed and improved and, in a sense, he put together his own 
team of people that looked at that particular problem the same was true in Maternal and Child Health. 
They were working with community organizers, social workers in the field, people who were often 

really the court systems who might be working with juvenile delinquents or parents that weren't 
attending to their children. That's the team that they had to work with and get to know and 
understand and know what kind of skills and professional judgments they were bringing to these 
decisions. So, we did stress the concept of teamwork, but it was more in this latter capacity. There is 
very little you can accomplish alone. You've got to find your allies among these various professions 
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and you've got to have something to offer them so that they'll be willing to work with you to 
accomplish what you want to accomplish. 

AP: It reminds me of the triumvirate in social work of casework, group work, and community 
organization. It sounds like the public health world is in the community organization vein ... 

LS: Very much. 

AP: ... much more than in the individual vein. How would you describe to a colleague the Minnesota 
School of Public Health compared to whatever you consider your peers? Are there particular 
characteristics of our school that everyone says, "Oh, yes ... " If you describe the Notre Dame football 
team, people have a sort of sense that it's different from the other teams. Are there particular markers 
of our School of Public Health? 

LS: The Minnesota football team you're talking about? 

AP: No, the Notre Dame football team. 

LS: Yes, they're a little different; they win. Ours loses, unfortunately. Honestly-maybe you won't 
interpret this positively-I have sometimes characterized our school as a blue-collar school of public 
health. Dr. Anderson had a great impact on the school; whether that's true today or not, I don't 
know. He had a great impact on me and so I'd like to believe I tried to continue some of his 
philosophy. He was very big. He said we were organized to raise the level of education and improve 
the efficiency of workers in the field of public health and, initially, that was for state and local health 
departments. That was what he was very willing to do. We had many students come who really 
weren't graduate level students, probably. If you were just looking at it from the graduate school 
point of view, they might not be acceptable; but, he would bring them in as adult specials to take 
work anyway and some of them didn't ever get transferred off of that. Some went back without a 
degree-in fact, quite a few, over time. He said, "If their health department wants them to be 
upgraded, that's part of our responsibility to do and we'll try to help them do that." So, he would 
bring in those people and work with them and try and give them everything we could. Some of those 
people who hadn't-I'll be honest-looked very good as undergraduates turned out to be exceptional 
people. They were very able and have gone on to some incredible positions and done very well. 
There are late bloomers in the world; I'll say that. I think I was one of them, to be honest with you. I 
would say that we did, have done up until the present-I can't speak for the last few years because I 
haven't been around there that much-attempt to select students who had made a commitment to the 
field and were going to work in public health organizations or other organizations that were making a 
contribution to the field of public health. Some schools have taken people in, which is fine, too; 
they're making another contribution. I'd say the Johns Hopkins types do turn out people who work in 
the field, but they started out with a high research orientation and took in students that had graduate 
school research potential and turned out a lot of researchers and that's fine. They did a wonderful job 
of that. I think we are doing that more today. We are certainly turning out more Ph.D.s and we have 
more research orientation today than we used do; but, that's partly because in order to survive as a 
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faculty member, that's what you have to do nowadays. That has changed, too. That is a long 
response to your question. I think we really did start out as, compared to many of the other schools, 
a professionalization school for people who were in the field of public health. 

AP: What is the saga of the school in the terms of the ebb and flow of research grants? If you were 
to write about three or four spikes of research areas, what would you, looking over fifty years, talk 
about in terms of the school? Would you mention Ancel Keyts and physiological hygiene? 

LS: Oh, yes! They're, probably, one of the most famous: Dr. Keyes and the group. That was 
[unclear] in Epidemiology. Heart disease research and heart disease prevention has been a hallmark 
here. I think they were and are yet very famous for that and very well recognized for that. 

I think Dr. [John] Kralewski put together, starting in 1977 I guess, an outstanding Health Services 
Research group. It's certainly one of the top three in the United States today and it may be the best, 
looking at the general field of what is called Health Services Research. That encompasses quite a bit 
of stuff from the economics of the system to the financing of it, and to the practice patterns, and 
manpower needs, and all these kinds of things. 

Our group in Environmental Health has changed a great deal over the years, as I mentioned. They 
were very well known for Dr. [Theodore A.] Olson's work in biological indicators of pollution in the 
early years. He turned out several students who worked in that field very notably and did very well. 
Then, we moved into the chemical prevention field. At one time, we had a lot of the original research 
going on for the Mars lander in terms of biological pollution and the moon lander was done by our 
Environmental Health group. They researched it and developed how to avoid polluting those planets 
when the landers arrived there and, then, when they brought material back from the moon, how to 
sequester it so it wouldn't contaminate the world; although, none of us believe that was a big problem 
and we didn't contaminate the world. This group was very well known, the School of Public Health, 
for their work in institutionally acquired infections and hospital sanitation. Dr. [Donald] Vesley is still 
does a lot of work on laminar flow rooms, how to protect surgery suites, how to develop bacterial 
free environments for research, how to prevent infectious diseases in hospital health care institutions. 
They've done a lot of the basic research and much publication in that field. Today, they've gotten into 
really another facet of epidemiology and that is the effect on industrial workers of working in various 
industrial environments, whether it's working with heavy metals or with various other kinds of 
[unclear] organic compounds and so forth. Dr. [Jack] Mandel has done much work in that field and is 
nationally known for that. Those are some of the key areas that the school has had national 
recognition in. 

AP: You started the description with 18 percent of the budget is state and the rest is federal or grants 
for research. 

LS: That's true today. As I said, I think it's less than 18 percent today. It's probably down to 15 or 
so, as I understand it. 
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AP: That's just remarkable. 

LS: It is remarkable. You've got 100 faculty and a total of 500 or so employed by the school and 
most of that is all supported from external support. 

AP: That, generally, is a pattern the public doesn't understand particularly about the Health Sciences. 
They don't understand it about your school and they don't understand it much about Medicine or 

other schools. 

LS: Honestly, when I was dean, when I'd give my opening thing to the students, I'd say ... I could sit 
down, even today, and list the professional background of the faculty in the school and practically 
everyone comes from a different discipline. There are a chemical engineer, a pediatrician, an 
operating room nurse, and... I'd list all these different people and say that they are still trying to 
focus on that community and doing something about it. I had Dr. [Lyle] French, of course, as vice
president and anytime I was successful really in explaining to him or somebody from Central 
Administration how the school was composed and the kind of students we had, all this mix of 
professions, they'd kind of rear back and look at me and say, "You can't administer a school like that." 
[laughter] I'd say, "Probably not, but I'm trying." That's what we were doing. The same thing was 

true of our funding. They'd say, "How do you make your commitments for the year?" I'd say, "With 
faith." That's all we did. It's an unusual one; that's for sure. 

AP: It's fascinating. I thank you very much for your time. This has been exceedingly helpful. 

LS: I hope so. I know this is a labor oflove of yours, obviously and I certainly wouldn't want to 
burden you with anything more to read, but ... 

AP: Oh! I would love anything you want to send me. I would be delighted! 

LS: I do have a paper that actually says better probably what I said than I did; it might be of help to 
you. If you want to just jot down in that volume, Master's of Medicine, page 22 has that quote about 
Folwell. Then, page 678 talks about Hewitt and Folwell starting the medical faculty. 

AP: Perfect. 

LS: Then, on page 688, it talks about the start of the training here, the pooling of those resources of 
people into the State Health Department to start training people in the school. Those might be kind 
of landmark things. 

AP: It's such a different story that I want to be sure to explain it. 

LS: In terms of historical milestones, that thing you've got already, that Fifty Years: a Legacy and a 
Vision [School of Public Health, 1994] ... 
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AP: Yes, it's right in front of me. 

LS: ... is really good. 

AP: It's excellent. 

LS: That has a lot of the key things. Those people did a great job. 

AP: They certainly did. 

I have one more favor to ask you. I need to send to you a permission slip for this interview. 

LS: Okay. 

AP: I've got your phone number, but I'm not sure I have your address. 

LS: It's 4248 North 79th Place, Scottsdale, Arizona, 85251-4149. Feel free to call or I have an e
mail address-not the one in the directory. It's stauffer@boreal.org. That's it. 

AP: I'm most appreciative. If you want to send me anything or if it's okay ifJudy digs some things 
up and finds the ... 

LS: Yes. 

AP: I'm a glutton for reading and would welcome anything you want to send along. 

LS: Okay. 

AP: Thank you very kindly. 

LS: Thanks for thinking of me and I hope this is helpful. I'm sure it's a little redundant; sorry about 
that. [laughter] 

AP: Not at all. It's marvelous. Take care. 

LS: Thanks a lot, Ann. Bye. 

[End of Tape 2, Side 1] 
[End of the Interview] 
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