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EDUCATION AND TRAINING OF THE PHYSICIAN FOR 
THE PREVENTIVE AND SOCIAL ASPECTS OF 

CLINICAL PRACTICE 

Preface 

The subject chosen for the technical discussions to be held during the 

Sixteenth World Health Assembly in 1963 was "Education and Training of the Physician 

for the Preventive and Social Aspects of Clinical Practice ". In this working paper 

a number of the major problems raised by the subject are stated, and a summary is 

given of 24 replies received so far from governments and non -governmental bodies 

on WHO's suggested outline for use by countries in discussing the subject.1 

Because so much has already been written about training in preventive medicine 

there is a danger that familiarity with such terms as "integrated" or "social" 

medicine may obscure big differences in interpretation. For this reason a brief 

and perhaps over -simplified analysis of what is meant by this approach has been 

attempted in Part II. Those participants who are more interested in the factual 

and "down to earth" aspects of this subject might well skip the earlier parts of 

this paper and pass to Part III, in which governmental and other replies are 

summarized. However, it is to be hoped that the technical discussions will range 

widely and embrace much more than the relatively straightforward problem of method 

and content. There is need for clarity in what has been called the conceptual 

framework - background is perhaps a better word - of our thinking about preventive 

medicine. It is important to recognize, for 

included in the medical curriculum because it 

training of the scientific physician. If it 

example, that preventive medicine is 

can be shown to contribute to the 

ever ceases to contribute, it must 

be discarded or changed. At this moment in medical history there is some evidence 

of an increasing need for preventive medicine, but many problems remain to be solved 

before this need can be satisfied. Our success in the difficult task of teaching 

doctors to undertake the preventive and social aspects of their clinical work with 

the same enthusiasm as inspires them to tackle their curative work may well depend 

upon how clearly we can see the problems involved. 

1 мН0/ РА/ 156 . 62 



A16/Technïcal Discussions/l 
page 2 

PART I 

TIE WORKING PAPER 

I.1 INTRODUCTION 

This paper will discuss replies from the governments of 19 countries and from 

five interested non -governmental organizations on a controversial and important 

aspect of medical education. It will also present other material intended to 

promote discussion of this subject. It is concerned with the social and preventive 

aspects of the clinical training of doctors, both before and after their graduation. 

Because social and preventive medicine is both a subject in its own right (like 

histology or physiology) and at the same time a way of approaching all clinical 

medicine (to some people almost an informing and guiding philosophy), there has been 

much confusion as to the meaning of the terms in use. In what follows an attempt 

is made to overcome the difficulties of definition, to distinguish between the 

university subject and the general approach and to overcome two other difficulties - 

one related to the content of the teaching (social medicine or public health), the 

other to medical school policy and government. 

I.2 DIFFICULTIES OF DEFINITION 

1.2.1 The university or medical school subject of social and preventive medicine 

embraces a large number of different ideas, but it is possible roughly to classify 

these into three overlapping groups: 

(a) Public health practice, environmental hygiene and the organization 

of medical care (this might be called the orthodox or classical public 

health part of the subject). 

(b) Medical sociology; the social environment and disease (a new and 

rapidly growing part of the subject). . 

(c) Epidemiology and medical statistics (the basic tools of the subject). 

1.2.2 The social and preventive approach to clinical medicine 

The university or medical school subject must be clearly distinguished from 

the attitude of mind often found among physicians that helps them to apply the 

principles of social and preventive medicine in their daily work and takes them 
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beyond consideration of the sick patient at the bedside to consideration of the 

patient's family, job and community. It therefore involves the physician in 

convalescence, rehabilitation and the prevention of further breakdown. Above all 

it involves him in the mobilization of services and in alterations to the environment 

of his patients and families that are designed to prevent disease. 

The clinician adopting this approach is concerned with what is common more often 

than with what is rare; he is concerned with people over a period cf time, with the 

interaction of disease and environment, and with the exploitation of epidemiological 

knowledge and skills. 

There is, in a sense, a, common objective, both in the university subject and 

in this social approach to medicine, for the aim of both is prevention, usually by 

the manipulation of some part of the environment, though increasingly by altering 

the behaviour of people. Both subject and attitude of mind see medicine less in 

terms of technical skills than as part of social science, in which doctors are social 

scientists studying the interaction of disease and society. The clinician lacking 

these social insights and enthusiasms may be a very good doctor, but he sees only the 

ill patient, often only the lesion from which the patient suffers, and even when he 

is conscious of the wider implications he may lack the interest, knowledge and 

technical ability to exploit them. When Mackintosh1 says that "preventive and 

curative medicine have reached the stage where they are no longer separable . . . ", 

he clearly means that they are no longer separable for the clinicians and health 

service planners with this approach. It is obvious, from some of the reports 

submitted, that in a few medical schools and hospitals preventive and curative medicine 

are still quite separate, and that the preventive and social approach is not commonly 

encountered among the clinicians. 

It is often too easily assumed that doctors whose training has included instruction 

by a university department of social and preventive medicine will thereafter display 

the social and preventive approach to their work. This is not always the case, 

1 Mackintosh, J. M. (1957) Role of the Hospital in the Public Health Programme 
(Unpublished WHO document All/Technical Discussions /l) 
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though these clinicians will of course have more knowledge cf the subject than their 

colleagues who have not been taught in this way. As with most skills, initial 

knowledge is not enough; there must be both a sufficient motive and continuing 

education. 

With the massive increase in medical schools to be expected over the next few 

years, thousands cf doctors will be influenced by teachers who have grown up and 

practised medicine in highly developed, industrialized countries. Many of these 

men lack the social and preventive approach to their work. They will have a dis- 

proportionately large part to play in the new teaching and it is of vital importance 

that, while imparting their great technical skills to the new generations of doctors, 

they should not at the same time pass on their prejudices. One of these prejudices 

(now fortunately disappearing) sees some aspects of preventive medicine as sentimental, 

woolly, and unscientific. Such a prejudice is based upon the wrong notion that 

social and preventive medicine is preoccupied only with such "fringe" activities as 

considering "the patient as a person" or with voluntary social work. 

I.3 FURTHER DIFFICULTIES IN INTERPRETATION 

Apart from the problems of definition, two other relatively minor difficulties 

in interpretation have been encountered in the reports. 

I.3.1 "Public health" or "social and preventive medicine "? 

It follows from what has just been said that the subject of social and preventive 

medicine and the preventive approach to the clinical disciplines appear quite different 

in different countries. These differences are, of course, a response to the strikingly 

different health problems of these countries and are hardly surprising. They are 

to be expected in all aspects of medicine. Thus, for example, the social and 

preventive medicine taught in medical schools in the developing countries is 

inevitably weighted with orthodox public health teaching and is much the same in 

content and method as that which in the highly industrialized countries is called 

"public health and hygiene ". It is rightly concerned with environmental control 

in its classical aspects. Social and preventive medicine in the developed countries, 

on the other hand, is responding to the changing health needs of these populations, 

and is more concerned with public health and environmental control than with 

communicable diseases. It is increasingly preoccupied with the epidemiology of 
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chronic diseases such as cancer or bronchitis, with the organization and economics 

of social security and medical care, and with problems such as radiation damage, 

juvenile delinquency, and accidents. Common threads of inspiration and of 

epidemiological technique bind these parts of the subject together, but it is clear 

from the reports that quite different organizational and public relations problems 

are encountered by departments teaching in these different ways. Public health, 

hygiene, environmental control and an attack on communicable disease are such 

obvious needs in the developing countries that enthusiastic co- operation with other 

departments in the medical school is to be expected by any department teaching them. 

On the other hand, in the highly developed countries, where many departments of 

social and preventive medicine have attempted to change their approach to meet the 

new threats in their countries, their work is not so clearly understood. In some 

cases they have no clinical role at all and it is obvious that their reoriented 

teaching is not understood and is only uneasily accepted by clinicians and faculties. 

Sornю departments have not attempted to change with the times, and they too are 

in trouble in these countries. For example, where their teaching is out of step 

with recognized medical need (as in the concentrated teaching of environmental 

hygiene where the environmental challenge is small), there are reports of attempts 

to restrict the activities of public health departments, especially in undergraduate 

teaching and particularly -:-here the departments are run by medical officers of health. 
1 

There is also evidence- of some resentment by students and staff against this so- 

called "old-fashioned water- and -sewage" type of teaching. These problems will be 

referred to again but in the meantime the problems of medical education in preventive 

medicine can only be tackled if the great breadth of the subject is appreciated.. 

So far apart are the extremes of teaching within the sable discipline that in several 

of the highly developed countries training in public health and environmental hygiene 

is rapidly becoming exclusively post -graduate, while its successor, social and 

preventive medicine (with increasing emphasis on the epidemiology of non -communicable 

diseases and on medical sociology), is struggling for more general acceptance. 

1 British Medical Students Association (1960) Report on the teaching of social 
medicine in British medical schools, London 
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I.3.2 The medical school: government -run or autonomous? 

Government control over medical curricula is a feature of many of the new 

medical schools in rapidly developing countries, especially where there are state 

medical services. Over the majority of courses taken by students in the highly 

developed countries there is no such control (with a few notable exceptions), and 

the medical faculties themselves enjoy a very large measure of autonomy in planning 

the content of the medical curriculum. Government -employed planners of medical 

curricula in the state -run schools of developing countries are perhaps more likely 

to be impressed by the overriding importance of preventive medicine than are those 

who plan curricula in autonomous schools. It is obvious from some of the reports 

that not only will the problems of these two groups be quite different, but that 

it may be difficult for each to understand the other. 

I.4 REASONS FOR A NEW DISCUSSION OF AN OLD SUBJECT 

There is a new urgency on the part of many countries to speed up development 

in all aspects of their lives. This urgency is reflected in the plans for 

The First United Nations Development Decade, where the part to be played by preventive 

medicine is considered of great importance. (It was also mentioned in the recent 

discussions of the Executive Board of WHO.)1 Almost without exception the developing 

countries are seeking to. change the orientation of their physicians and to increase 

the impact of social and preventive teaching upon them and upon the medical curriculum. 

Inspiration for a new review of the problems involved in teaching this subject comes, 

therefore, from a variety of sources amon which the following are important. 

I.4.1 Changes in world population and the supply of doctors 

The enormous cost of medical care for the sick has always forced even the more 

curative- minded of medical planners to think in terms of prevention. Even if there 

were no change in the world's population this financial burden would in itself be 

a gocd reason for periodic review of the teaching of preventive medicine to clinicians. 

1 Unpublished WHO document ЕВз1 /Min /19 Rev.1 
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It acquires vital importance because of a rapidly increasing world population, which 

is only sparsely supplied with doctors. For many years to come curative medicine 

will be an individual luxury, and the prevention of disease will not only be a logical 

extension of our knowledge, it will be forced upon us by events. 

Population changes likely to come about in the near future draw attention to 

another major feature of the world scene relevant to this paper: the imminence of 

the threat of hunger to the new populations and, because of this, the importance of 

preventing the mass diseases that at present limit food production and productivity 

in general. The need for preventive medicine and for doctors equipped to practise 

in this way will therefore grow spectacularly in the later years of this century. 

It must be met if the diseases that at present play a large part in restricting the 

ability of a population to produce more food are to be controlled. 

I.4.2 Changes in our ability to prevent disease and in our understanding 

of the interaction of disease and environment 

.Our ability to prevent the major threats to health is sometimes great and 

spectacular, sometimes very small indeed. Inevitably it varies with the threats 

themselves and, of course, with our understanding of them. The status of preventive 

medicine will also vary with this success or failure. Faced with well -known and 

well -understood infectious diseases, (diphtheria, for example), prevention is often 

relatively easy. Faced with an increasing load of chronic non -communicable diseases, 

(chronic bronchitis, coronary disease or cancer), the problem of prevention, though 

perhaps as urgent, is much more difficult. The highly developed countries (which 

produce most of the doctors and thus have a numerically disproportionate influence 

upon trends in medical education) are facing the latter situation. For them the 

prevention of their major health problems is difficult and unspectacular. It is 

no longer a question of clean milk or water, of community action, but is often a 

more personal matter - a problem of changing leisure habits or ways of living. 

But for the vast majority of the world's population preventive medicine is today 

at its "peak of productivity ", and the maximum rewards await the application of 

well -tried and understood techniques. For these populations it is essential that 

their doctors have the preventive approach. 
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There is also talk of a renaissance in medicine1 and of our rapidly growing 

knowledge of what is variously described as human ecology or human biology and of 

medical sociology. If it is true that we are now in á better position to understand 

and influence family and individual behaviour in matters of health, then the early 

introduction of these ideas into the medical curriculum is a matter of urgency. 

I.4.3 Changes in the standards of medical care demanded by rapidly 
developing countries . 

The need to rid the developing countries of the major mass diseases has been 

a continuous theme inspiring WHO from its inception. A measure of its success is 

reflected in the increasingly vocal demands of these countries for prevention to 

be the first charge on their new medical manpower. This is particularly the case 

where the new health services are national health services. 

1.4.4 The current world- w±de,review of medical education, its content, 
standards and orientation 

Today a great many medical schools are painfully rewriting their curricula. 

Almost all of the schools referred to in the government reports are making this 

revision or in some other wa.y reviewing critically their teaching programmes. 

Many of these countries clearly regard the teaching of preventive medicine as of new 

and growing importance. It is therefore inevitable that they should wish to discuss 

the subject at this time when all of medical teaching is under scrutiny. . 

1.4.5 The increase in the numbers of new medical schools 

At least 68 new medical schools have been started in the last five years. 

Many more are contemplated within the next five. As has been remarked above, their 

new curricula are likely to be' influenced a great deal by the teaching in the medical 

schools, of countries where preventive medicine is making poor proтess in the f'се 

of int.,'actable and little- understood diseases. It would be a tragedy if these new 

schools followed too closely the rigidly curative orientation of schools in the 

highly developed countries. Preventive medicine and the preventive approach are 

felt' to be of critical importance by these new schools. 

1 
Querido, A. (1962) Mental health programmes in public health planning 

(Unpublished WHO aocument А15 /Technical Discussions /l) 
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PART II 

In Part II an attempt will be made to probe more deeply into what is involved 

in the social and preventive aspects of clinical practice. 

II.1 WHY TEACH SOCIAL AND PREVENTIVE MEDICINE? 

All but two reports advocated an extension of training in preventive medicine, 

and, of the two which did not, only one appeared to question at all the assumptions 

that: 

(a) there are tangible and important preventive and social aspects of 

regular clinical practice; 

(b) such an approach is an example of "good" medicine, i.e., that with such 

an approach the effectiveness of medical care is necessarily improved. 

A few instances of clinical intervention (such as rapid emergency surgery) 

have been found where there would be almost no advantage to be gained from a knowledge 

of the social and preventive aspects of the case, but they are unusual. Usually 

the advantages are manifest. But quite often the advantages are of a marginal nature 

to the patient and his family at the time of illness. In many instances in clinical 

practice not involving communicable disease, "the community" or "medical knowledge" 

may gain, but not much is gained by the patient himself from the preventive approach 

by his physician. It must be remembered too that most cardiologists, for example, 

would not regard their inquiries about the social, economic and occupational aspects 

of their patient's "post- coronary" life as requiring a knowledge of social and 

preventive medicine before they could be made'. In short, if all that is being 

asked for is an intelligent and adult approach to the sick patient, then the doctor 

would not seem to need any special training in social and preventive medicine to 

achieve it. But much more than this is involved. A preventive approach by the 

clinician gives a variety of rewarding results such as good medical records (upon 

which later research must so often rest), the prophylactic care of other people in 

the patient's family, and the proper mobilizing of community services.1 These are 

There are, of course, innumerable other results. For example, follow -up 
clinics are appearing everywhere, and few physicians these days, in countries where 
cardiovascular diseases are prevalent, omit to counsel a reduction in cigarette - 
smoking, diet and weight control, and appropriate physical exercise. 
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at once tangible advantages and effective medical care, though they are, of course, 

unspectacular especially when contrasted with the heroics of modern surgery. But 

there are other, and perhaps more important, reasons why clinical practice is changing 

(and should be encouraged to continue to change) its orientation and why the contri- 

bution of social and preventive medicine may be thought of as both tangible and 

important.1 

Preventive medicine in the medical curriculum and the need for the preventive 

approach to clinical medicine may be usefully thought of as coming about in response 

to a number of changing features of medicine itself and to their effects upon 

individual doctors. Roughly (and, as Professor Muntendam of the Netherlands puts 

it, "without indulging too much in philosophy and theoretical observations "), these 

can be classified as follows: 

II.1.1 The individual and preventive medicine 

Many teachers are increasingly impressed with our understanding of the relation- 

ship between medicine and society, and with the changing notions of what sort of a 

man a physician should be. As knowledge increases, so the picture of the ideal 

physician changes in response. 

Sigerist2 has described his own attitude to this changing medical ideal: 

"It is important to be aware of the fact that the medical ideal has changed 
a great deal in the course of centuries, and is evolving constantly. Medical 
education therefore can never reach definite forms, but is obliged to adapt 
itself to ever - changing conditions." 

And, in the same document, Sigerist hints at the origins of the motive: 

"We still need a scientific physician, well trained in laboratory and clinic. 
But we need more, a social physician, who, conscious of developments, conscious 
of the social functions of medicine, considers himself in the service of 
society." 

See particularly Morris, J. N. Social and preventive medicine in the 

undergraduate curriculum (Unpublished WHO document WНО /MH/AS/286/52) 

2 
Sigerist, H. (1952) Remarks on social medicine in medical education 

(Unpublished WHO document WHO /Еduс /.65) 
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The notion of the social functions of medicine and of service to the community 

is often (and almost piously) mentioned in the literature, though it is not always 

clear how this motive is to be fostered. However, there is no doubt that a sense 

of social responsibility and purpose is of critical importance. Brotherston 

(personal communication, 1962) has recently suggested that the training of the medical 

student in these responsibilities should once more be a specific task for medical 

educators, who should seek consciously to foster a sense of social purpose in their 

students. One report, rather more helpful than others in this respect, states: 

"In particular, the student should be made to understand that the society he 
wishes to serve is composed of individuals and of groups (families) whose 
problems of health and disease are affected by the physical, psychological 
and social environment in which they live." 

Perhaps the most obvious (but not the strongest) pressure upon the individual 

physician is to "keep up to date ". There is such a mass of statistically well - 

documented information about the social, economic and other factors operating in 

the etiology of most diseases that it is fast becoming "bad medicine" not to use it. 

There has also been a striking growth in our knowledge of the relative importance 

of these same factors in the return of the patient to work after illness. These 

data not only serve to emphasize the complexity of the finely balanced systems 

concerned with health (social and cultural as well as physiological and pathological) 

but are of increasing practical use in deciding what to do in a clinical situation. 

For example, at its simplest, this epidemiological information has for years enabled 

the clinician who first encounters a diabetic patient systematically to "screen" 

those vulnerable in the patient's family (perhaps by reason of overweight or simply 

because of genetic predisposition) for early signs of the disease. Or, at its 

more complex and more recent, this type of information permits the highly accurate 

prediction of which patients will encounter problems in their return to work, so 

that special medical or social services may be mobilized before the problems arise. 

II.1.2 Preventive medicine and medical need 

It has already been emphasized that in places where communicable diseases are 

the main threat to health, preventive medicine is often accepted as the corner 

stone of undergraduate and post -graduate education. It is more difficult to state 

clearly the connexion between medical need and a training in preventive medicine 



Аl6 /Тесhniсаl Discussions /l 
page 12 

where accidents and chronic disease constitute the main threats. In the highly 

industrialized countries, where accidents are responsible for a rapidly increasing 

proportion of disability and death, so little is thought about their prevention 

that most of the relevant vital statistics are presented in a way that is almost 

valueless as a spur to action. These vital statistics are so arranged, however, 

as to be of considerable value in the organization of treatment services, once the 

accident has happened: 

Accident statistics are a good example of our still excessive curative 

orientation. In tackling the problem of accidents, prevention is obviously better 

than cure (and for once it is much easier), yet even the simplest tools (in this 

case the elementary vital statistics) are lacking. Rarely has the preventive 

approach been more urgently needed. 

The emergence of the chronic diseases as the principal causes of illness and 

death in many countries (and the certainty that this pattern will be found in the 

future among those at present developing rapidly) does not afford a clear example 

of the need for the preventive approach. Yet it is equally as important to prevent 

the chronic diseases as to prevent accidents. There are two arguments in support 

of this assertion. 

First, in spite of the enormous research effort at present expended upon 

chronic disease, and the enormous cost to countries in terms of medical care, the 

principal contributing groups (for example, the cancers, cardiovascular diseases, 

chronic bronchitis, arthritis, peptic ulcer, mental illness) show small recovery 

rates - usually well under five per cent. in a five -year period. But the environ- 

mental contribution may be large and for some diseases is well understood. 

Prevention is therefore possible before cure is even a remote possibility. For 

example, five -year survival rates in lung cancer treatment vary between five per 

cent. and 20 per cent., but the estimated contribution of one easily controlled 

environmental factor to all of this disease is of the order of ú0 per cent.1 In 

terms of our epidemiological knowledge, therefore (though not, of course, in terms 

of the psychosocial determinants of smoking), lung cancer could be virtually 

eliminated within a few years. 

1 Most of the major world studies (216 papers in all) are well summarized in: 
Royal College of Physicians (1962) Smoking and health, Pitmans, London 
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The emergence of chronic untreatable disease is therefore a substantial new 

argument for preventive medicine and the preventive approach. 

Next, and most important, the major chronic diseases have one important 

feature in common. The vast majority (though fortunately not quite all) progress 

unnoticed by the patient. This means that they do not drive the patient to seek 

medical care until the pathological process has become irreversible and incurable. 

Even substantial advances in treatment are not likely to defeat this fatally late 

arrival of the patient at the doctor's door. Some form of early presymptomatic 

diagnosis, or the initiation of preventive measures in those most vulnerable, holds 

out almost the only hope of a successful attack upon these conditions. Examples 

of non -communicable diseases already yielding to this preventive approach are 

cervical cancer and diabetes. It begins to appear, therefore, as though the 

physician of the future will be forced by the changing pattern of disease (and 

whether he likes it or not) to become increasingly concerned with normal and so 

far healthy adults who belong to a particularly vulnerable group. It is difficult 

to envisage any aspect of medical education more valuable in equipping the physician 

for this work than social and preventive medicine, whose proper subject matter it is - 

particularly that part of the syllabus concerned with epidemiology. 

II.1.3 Increasing knowledge about who is vulnerable 

Simple, descriptive epidemiology, though perhaps somewhat frowned upon,1 has 

contributed a vast amount of information about where and amongst whom diseases 

occur in the community. It will therefore become possible to focus on the 

specially vulnerable people and to aim our preventive measures more and more 

accurately. This vital application of our knowledge is not often attempted except 

in the communicable diseases, where good results are likely. But in the attack 

on chronic diseases and accidents the new knowledge is gradually being applied. 

1 "I call it steam epidemiology because it's like a steam engine in the age 
of nuclear fission." Overheard at a meeting of epidemiologists. 
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For example, fatal burning accidents to women in an eastern country rose 

spectacularly over a number of years, the result of the unhappy combination of 

cheap kerosene, lamps made out of bottles, and a particularly inflammable artificial 

silk from which saris were made. It is reported that this combination of circum- 

stances was investigated, initially at least, by doctors who, perhaps thinking 

preventively (rather than in terms of the nature and extent of the burns), sought 

an explanation for the rising mortality rates. 

In some western communities undiagnosed pulmonary tuberculosis appears to be 

largely confined to elderly males and is more common among single men of this age 

and among the lower socio- economic groups. In these communities almost the only 

section of the population that cannot be persuaded to volunteer for chest X -ray 

examinations are these elderly men, but the better -off young people, who are least 

likely to be infected, volunteer regularly. At long last the changing pattern 

has been recognized and case -finding techniques altered appropriately. Again, 

cervical cancer is more common among poor women of high parity in young middle age, 

yet it is just these women who "slip through the net" in the mass cancer diagnosis 

campaigns. Recognition of the epidemiological pattern of this disease is also 

leading to a modification in case -finding techniques. One final example: serious 

domestic accidents are popularly supposed to happen to the female, who has hitherto 

been the target of all propaganda, yet in reality it is the male who appears to 

suffer the higher mortality rates as well as higher case fatality rates from 

domestic accidents in most countries. These facts, only recently recognized, 

have not yet altered the approach of those interested in prevention. The proper 

exploitation of these very simple epidemiological findings probably depends upon 

a greater understanding of the techniques of preventive medicine and particularly 

of epidemiology. No exploitation at all of some recent advances is likely unless 

the physician is ready all the time to think in preventive terras and to exploit 

in this way every new advance in his knowledge. 

II.1.4 Preventive medicine and the new technical advances 

Among a bewildering variety of technical advances in medicine of the last 

few years, two groups stand out in relation to the teaching of social and 

preventive medicine. Both of them are of importance because they put new tools 

into the hands of doctors interested in prevention or early diagnosis, and both 

serve to help in the practical application of ideas which, until recently, were 

impossible to realize. 
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First, among the increasing number of electronic and other gadgets have come 

a number of methods of accurately and simply recording human physiological processes. 

Many of these gadgets are small and portable (ECG machines, machines for measuring 

accurately blood pressure, heart sounds, haemoglobin, the BSR or the concentrations 

of many substances in body fluids) and they will enable non -specialist doctors to 

detect very early and very small deviations from the normal. Physicians will in 

this way be able to equip themselves to make very early diagnoses - perhaps long 

before their patients feel ill. These technical advances are at the moment used 

mainly to collect information about very sick patients, but they will soon be used • much more widely in health maintenance and in the study of the normal, healthy person - 

that is, if the doctor can persuade him to seek medical care of this kind before 

he is ill. 

Next among the recent technical advances in medicine must be mentioned 

statistical techniques and machines. The new computers have so far been used mainly 

in connexion with clinical problems but it is likely that their greatest contribution 

will be to epidemiology and preventive medicine. In one or two very simple ways 

they are at the moment making substantial contributions. The accurate prediction 

of the need for care and services and the analysis of the relative importance of 

multitudes of contributing factors in etiology are obvious examples. Another is 

very large -scale date linkage in the solution of epidemiological problems where the • prevalence of conditions such as congenital deformity is low. It need hardly be 

stressed here that a problem like congenital deformity is not very amenable to the 

traditional curative approach. 

II.1.5 Preventive medicine and the demands of patients 

We know very little about the changing demands for medical care in most countries, 

and it is all too easily assumed that most non -medical populations, particularly 

those in rapidly developing areas, are inclined to be resistant to ideas about 

preventive medicine (that resistance of this kind is not confined to these countries 

may be seen in recent popular reactions to fluoridation proposals in the United States 

of America and the United Kingdom). However, it now seems possible that attitudes 

can change fairly quickly, and there is evidence accumulating which suggests that 

the popular demand for physicians with the preventive approach has already outstripped 

the supply - at least in some countries. 
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The economic pressures forcing the preventive approach upon physicians and 

medical planners have already been mentioned. It should be emphasized again that 

few countries will be able to face the increasing cost of curative medicine, which 

will rise dramatically with the replacement of infectious by chronic and degenerative 

disease and with the profound demographic changes that will follow. 

For most countries in the world undernutrition is likely to be the greatest 

challenge to preventive medicine for some time to come. Overnutrition, already 

a problem in some countries, presents a more subtle threat, but one which, never- 

theless, is of considerable interest. 

It seems that for a long time economic and medical planners are likely to be 

among the most vocal in pressing for an increase in preventive medicine in the medical 

curriculum. 

II.2 PRACTICAL CONSIDERATIONS - NLCESSARY CONDITIONS FOR PREVENTIVE ACTION 

For the physician to practise preventive medicine three things are necessary: 

II.2.1 He must have the requisite motivation: he must, in fact, be "the sort 

of person" who accepts medicine as part of social science and, as a corollary, his 

responsibilities to society. He must wish to have the kind of outlook described 

above and he must, of course, wish to conduct his clinical work in this particular 

way. It is by no means certain whether this motivation can result гоm special 

training, though some teachers clearly perceive it as one of their duties to try 

to instil it. 

II.2.2 Next, the physician must have the theoreticaland practical knowledge 

needed; he must, in fact, have the epidemiological and other techniques of preventive 

medicine at his command. These skills and ways of thinking can probably only be 

acquired as a result of systematic and other instruction, though this is by no means 

certain. What is certain is that it will be easier for the physician if he has had 

this type of training. 

II.2.3 Finally, the physician must have the opportunity to practise clinical 

medicine in this particular way. This aspect of the subject has received only slight 

consideration, but it is important. For example, it is pertinent to ask what kind 

of organization of health services in a country most favours the practice of preventive 
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medicine, both now with our restricted knowledge and in future with greater knowledge 

of what to do. A few suggestions as to guiding principles might serve to illustrate 

the problem. Thus, for example, it might be suggested that preventive medicine 

is most easily practised by physicians and specialists when health services are so 

organized that: 

(а). long-term access .tithe in iid] an d family is assured; 

(b) families rather than individuals a;re cared for; 

(c) doctors have intimate knowledge of the ways of life of families 

in different strata in the community; 

(d) there are no deterrents to frequent and continued contact between 

doctor and patient (thi -s -of. course impliethat there should be. enough 

doctors serving the community and that the "patient" can either afford 

easily to pay for their services or that no money is passed between doctor 

and patient); . 

(e) some regular contact between doctor._and ,patient takes place at times 

other than during illness. 

However, in several countries where (а) (-c) and'(d)..._obtain- ..ther.e is a striking 

absence of preventive medicine, so it is possible that other factors (perhaps (b) 

and (e) above), are necessary conditions for the practice of preventive medicine. 

PART' III 

III.1 INTRODUCTION ТO THE ANALYSIS OF ANSWERS TO THE QUESTIONS ASKED IN THE 

"SUGGESTED OUTLINE" (Мm /PA/158.62) 

In this section of the working paper the main subjects and questions put forward 

in the "suggested outline" will be discussed and the replies summarized. No attempt 

will be made to include every comment or fact from these replies, for this would 

involve too much detail. Rather will each area be explored so that the questions 

that might eventually be discussed may be formulated. 
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III.1.1 The existing situation 

It will be remembered that in the "suggested outline" there were eight sections 

in which were summarized many past pronouncements and recommendations of the 

World Health Organization, its committees and consultants, about the teaching of 

preventive medicine. These are in a sense our objectives, and we can ask, first, 

how far we still agree with them, next, how far they have been attained, and finally, 

if they have not, what are the causes of failure. 

The eight objectives can be roughly grouped under four headings: 

(a) Basic needs 

(i) That each medical student at each stage in his training should 

be offered both the inspiration and the technical knowledge necessary 

to allow him to practise some preventive medicine later on and at least 

to develop the preventive approach to his later work. 

(ii) That to do this effectively there must not only be full academic 

departments of social and preventive medicine in the medical schools, 

but all other clinical departments must be encouraged to teach the 

preventive approach to their own disciplines. 

(iii) Successful teaching of social and preventive medicine must depend 

to a large extent upon the authority and status accorded to the medical 

school departments. This will be reflected particularly in their 

ability to help other departments and in their ability to arouse the 

interest of the students. It follows that the necessary authority and 

status must be built into the academic department from its inception. 

(b) Timing 

Ideally, clinical teachers from the different disciplines should teach 

the social and preventive approach to their own subjects, but many may not 

be able to do this. It follows, therefore, that instruction in teaching 

methods (with particular reference to the social and preventive aspects of 

their work) should be offered to interested clinicians - perhaps (though not 

necessarily) by post- graduate schools of public health. Undergraduate teaching 

in social and preventive medicine should continue throughout the medical 

course. 
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(c) Methods 

(i) Talk of the '`integration" of the ideas of social, clinical 

and preventive medicine is likely to be sterile unless teachers in 

the medical school are seen by students to be attempting to integrate 

the various aspects of medicine. It follows, therefore, that there 

must be integrated teaching through joint demonstrations, discussions 

and combined lecture courses, with contributions from non -medical 

teachers. 

(ii) It also follows that much of the training of the student must 

take place in the community rather than in hospital. 

(d) Content 

(i) Because an understanding of the social role of medicine inevitably 

requires some formal knowledge of the structure and functions of 

society, it has been suggested that the social sciences should play an 

increasing and an early part in medical education. Some have suggested 

that the last years before entry to medical school are the best time 

for this introduction, and all are agreed that the pre -clinical years 

should include instruction in the social sciences. 

(ii) The principal tool of scientific medicine is statistics, and 

social and preventive medicine leans more heavily than other disciplines 

upon this subject because of its epidemiological activities. It 

follows that elementary statistical methods, and, above all, the 

epidemiological method should be taught at an early stage to all 

medical students. 

With these objectives in mind, the "suggested outline" sought to find -out ---how 

far they had been realized and, if they had not, the main reasons for failure. 

The question of whether these objectives should remain or should be modified or 

expanded was not asked, though in fact this question was answered by a number of 

countries. It is clear that the question should be asked. 
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III.2 STATED OBJECTÎVES OF MEDICAL EDUCATION 

Most reports suggest that it is not usual to have a detailed and formulated 

set of objectives for medical education set out for teachers, though most countries 

and organizations implied what these objectives were. For the majority all that 

is formulated is some such phrase as "the prevention and treatment of disease ", 

though a few go much further in their public pronouncements and state clearly what 

is wanted. Thus, "Venezuela needs physicians who are aware of the country's 

epidemiological, social and demographic problems ",1 or, . . . the purpose is to 

broaden the outlook of the student and to ''make him understand that medicine today 

includes preventive, curative and social aspects ".2 The aims are sometimes even 

more directly stated, e.g. ". . . for the fulfilment of the social role of active 

protectors of the peoples' health and for the role of a public and cultural worker",3 

or "Instruction should be given in the principles of preventive medicine .. . . ". 

There were several very clear formulations prepared especially for these 

discussions. They no doubt summarized opinion in the countries concerned but were 

not necessarily quotations from official documents. For example: "the function 

of medical education is the creation of an ideology of service, a sense of social 

responsibility and of participation in the life of the community ".5 

Summary 

Where the objectives of medical education have been formulated at all, 
they usually include a reference to preventive medicine. In some of the 

newer schools and in schools where medical curricula are being reorganized, 
the objectives are most likely to be clearly stated. Here too they are most 
likely to contain specific references to the need to téách the social and 
preventive aspects of medicine. 

First national seminar on medical education for the medical schools of 
Venezuela, June 1960. Held under the auspices of the Pan American Health Organization. 

2 From a description of the Swedish Medical Curriculum formulated in 1955 

Czechoslovakian description of the purpose of medical education 

General Medical Council of Great Britain 

5 Comments of the United Arab Republic 
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III.3 SOCIAL AND PREVENTIVE ASPECTS OF SUBJECTS IN THE MRпICAL CURRICULUM 

III.3.1 Manner and extent of training 

The question asked sought information about the manner and extent of training 

in the broad social and preventive aspects of all the medical subjects in each of 

the four main periods of learning: pre -clinical, clinical, graduate and post -graduate. 

The question was therefore not concerned with social and preventive medicine as an 

academic subject. 

Essentially this is the question of orientation in medical school teaching. 

For example, how much do the paediatricians or venereologists teach about the 

prevention of congenital deformity or malnutrition or about the social factors 

involved in the production of drug -fast gonococci, or how much do the surgeons 

teach about economic factors in the distribution of stomach cancer? Because the 

extent of orientation was requested, the question was difficult to answer factually 

and the answers cannot be tabulated. However, there was almost complete agreement 

that this orientation should be a feature of all teaching though it must occasionally 

present difficulties. There are sometimes simple, practical deterrents to this 

type of teaching built in to the health services of the country. One extreme 

example was mentioned of an attitude occasionally encountered where medicine is 

financed on a fee for service basis: "while the fusion of curative and preventive 

medicine is ideal in theory . . . (it must fall down in practice for) . . . the more 

illness that occurs in the community, the better will the doctor like it ". Fortunatel 

this attitude is rare indeed. Several other reports warned, however, that present 

day medical teaching without the help of departments of social and preventive medicine 

(or hygiene and public health) would still be almost wholly curative in its 

orientation. These clinical teachers, it is remarked, are, after all, specialists 

in curative medicine or they would not be in the positions they hold. Only a few - 

for reasons not at all clearly defined - have at some time had the appropriate 

motivation and have adopted a broadly preventive approach to their work. Reports 

suggest that this orientation is spreading rather slowly in the highly industrialized 

countries, rapidly in those countries where preventive action is the most obvious 

need, and more rapidly still in the new state medical schools. The report from the 

Netherlands (where there is an excellent record of social and preventive teaching) 

puts the situation in these words: 

"The goal of satisfactorily integrated teaching of medicine has not been reached 

and there are still many who consider clinical teaching to be far too much geared 
to the scientific aspects of exceptional cases." 
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In a few schools the reports suggest that the situation is altogether different, 

and it appears almost as if the whole of medical education in them is a thoroughly 

well -run course in preventive medicine. 

Where departments of social and preventive medicine are to be found in the 

medical school the stimulus usually comes from them, and the work of other departments 

is to some extent coloured by collaboration with them. This happy inspiration is 

unfortunately rare, though good working relations are reported to exist in many places. 

III.3.2 Pre -clinical orientation 

In the reporting countries few children in pre -university school work have 

studied any aspect of social science (beyond formal courses in history and geography), 

though there are important exceptions, e.g., Czechoslovakia and the United States 

of America. The job of arousing enthusiasm and of imparting some sound basis in 

social science upon which to build the rest of a properly orientated medical course 

(and thus meet an often stated objective) must therefore take place in the early 

pre -clinical years. From all points of view and in most reports this is felt to 

be the critical period. Yet it is at this time that almost no inspiration is aroused 

and almost no conscious attempt is made to give a preventive orientation. The 

impression is gained that in too many schools the pre -clinical years are spent in 

preparing for "the big event" - the first contact with a sick person. In this way 

there is a real danger that narrowly curative rather than broadly integrated medicine 

(both curative and preventive) becomes the student ideal... There are a few distinguished. 

exceptions; one school has joint seminars on "selected cadavers" attended by 

anatomists, pathologists, and the social medicine team. But the real drama, the 

fascinating struggle with existing disease, remains with the clinician. 

III.3.3 Orientation in the clinical years 

Later on in the curriculum, there has been a flowering in some schools of 

collaborative teaching, field and community project work, and - particularly in those 

countries with much endemic disease - valuable community health surveys. It is 

clear that it is in this period that a preventive orientation in all subjects is 

beginning in some schools. 
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III.3.4 Graduate and post -graduate orientation 

Teaching during this period shows almost no preventive orientation, though 

one or two schools offer broadly based teaching to young graduates and clinicians 

which embraces a few epidemiological techniques, some statistical methods and, in 

one school, a little sociological training. 

Summary 

A social and preventive orientation among clinicians teaching medical 
students in the reporting countries is more often absent than present. Where 

it is present it is found in association with the efforts of departments of 

social and preventive medicine or with new and enthusiastic schools facing 

massive problems of environmental control. Teaching influenced in this way 
takes place too late in the curriculum (usually in the clinical years), and 
there are few examples of pre -clinical work which could properly be felt to 

contribute materially to a later social and preventive approach. 

III.4 ORGANIZATIONAL ASPECTS OF THE ACADEMIC SUBJECT OF SOCIAL AND PREVENTIVE 
MEDICINE IN THE MEDICAL CURRICULUM 

III.4.1 How and when is social and preventive medicine presented? 

111.4.1.1 The pre -clinical years have been mentioned above. They are a lecture - 

crowded period of intensive factual learning in most medical schools (it might be 

appropriate to ask at some stage how much of this learning is still necessary and 

whether it should be replaced). While there is a great deal of material in the 

subjects studied in these early years that could be used to illustrate preventive 

techniques, and it has been pointed out that there is no conscious preventive 

orientation of general subjects, it must be reported also that there is little 

systematic teaching of the academic subject either. Several reports mention the 

"extra" lectures in the pre -clinical years on statistics, genetics, the history of 

medicine, the organization of health services, medical legislation, even some 

aspects of social science, but they are considered to be off the "main stream" of 

teaching. One writer has put the problem in this way: 

"We find it difficult enough to get curative medicine to permeate some parts 
of the medical curriculum, let alone preventive:" 

There are a few welcome developments, however. For example, in the Sudan, groups 

of eight students spend two weeks of their third pre -clinical year on social -medical 

training in a field detachment scheme. They work with a province medical officer 
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and come into practical contact with community health. problems. Their learning 

is reinforced by a measure of personal responsibility and the group size is ideal. 

It will be of great interest to follow this type of social -medical teaching. 

Some pre -clinical work is said to "include socio- scientific training ", but 

the details are largely unspecified. However, some of the "extra" lectures may 

well be part of a social medicine course. Obvious subjects where a preventive bias 

could hardly be avoided are the organization of health services, nutrition, physiology 

and the history of medicine. 

Summary 

The pre- clinical teaching of any aspect of the academic subject of 
social and preventive medicine is in most cases accidental rather than 
intended. A small minority of medical schools teach related subjects 
such as genetics and statistics. One or two undertake project or field 
training or teach the social sciences. All reports advocate this type 
of training. 

III.4.1.2 In the clinical years the majority of medical schools offer academic 

courses in social and preventive medicine or public health and hygiene, most of them 

in special departments. These departments are almost the only sources of such 

teaching within the medical school and only three other departments ever play a part. 

The department of child health (paediatrics), the department of obstetrics, and the 

department of microbiology (bacteriology) are the most likely collaborators with 

the department of social and preventive medicine in teaching and research. Even 

in these departments the approach is by no means always preventive in orientation. 

The department of microbiology (included in some schools in the department 

of. .public health, in others containing this and the departments of virology and 

parasitology) has perhaps the closest ties; however, in an increasing number of 

medical schools there is no real connexion at all between preventive medicine and 

microbiology and the only point of contact is in teaching about vaccination and 

immunization. 

III.ц -.1.3 The graduate and post -graduate teaching of social and preventive medicine 

as an academic discipline is almost entirely confined to courses for the Diploma 

in Public Health. However, in France there is the diplóme de l'hygiène et de l'action 

préventive et sociale, and in a few universities two other kinds of experiments in 
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post -graduate teaching of the subject have been tried, which must be distinguished 

from the preventive orientation found in some post -graduate teaching and mentioned 

in III.3.4 (p. 2)) above. First, there are occasional courses (in the sixth and 

seventh years) on epidemiology, statistics, and clinical medicine through socio- 

medical case histories. A parallel development in some countries is an attempt to 

teach the principles of preventive medicine in the post -graduate training of some 

specialists, especially paediatricians. Next, there has been a small spread of 

experiments in the post -graduate teaching of general practice, much of it organized 

by departments of preventive medicine and with a strong social and preventive approach. 

Summary 

It is in the clinical years that the student will encounter almost all 

his teaching in preventive medicine. Most medical schools now have special 

departments which are responsible for almost all of this type of teaching. 

Obstetrics, child health and microbiology are more often involved than are 
other departments. 

III.4.1.4 Two examples of a syllabus of teaching in departments of social 

and preventive medicine 

There is a great range of formal teaching activity in preventive medicine. 

Several schools in Europe, for example, have no organized teaching at all in this 

subject. For others, it is a major element in the syllabus, perhaps even more 

important than clinical medicine and surge�•y. The two examples chosen are from 

medical schools where the subject has a good stature and where its contributions 

are accepted. 

Syllabus 1. Public health in the undergraduate curriculum of a ra idly 
developing country 

2nd year: 8 introductory lectures: Curative and preventive medicine. 
Cost of sickness. History of medicine and particularly of 
indigenous pre -scientific medicine in the area. Administration 
of services. Duties of a province medical officer of health. 

4th year: 10 lectures: Medical entomology. 
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5th year: 112 lectures: Poverty and disease. Changes in the pattern of 
disease. Vital statistics. Causes of death. Statistical 
forms and returns. Occupational health. The international 

death certificate and international health and sanitary regulations. 
Maternal and child welfare. The health visitor and midwife and 
their duties. School health services. Water sewage and waste 
disposal. Housing in the tropics. Overcrowding. Town and 

rural planning and community development. Nutrition and dietary 
surveys. Dental health. Public health law, and various special 
subjects, e.g., meat inspection. 

There is a separate section of these lectures devoted to 

epidemiology and communicable disease control. 

In addition, there is the following field work: 

Pre -clinical: Small groups of students are attached to local medical 
officers for two weeks' inspection and discussion. 

Clinical years 

(a) Four weeks' tour of mountainous and backward area with resident 
medical officer and his public health inspector. Special study of 

problems of semi -desert living and sanitation. The classical infectious 
diseases. Mass vaccinations undertaken. 

(b) Two weeks' tour of a trachomatous area where there is also 
tuberculosis and malnutrition. 

(c) Three weeks' tour of a bilharziasis area and visits to WHO projects 

on tuberculosis and malaria. Visit to a community health centre. 
Study of kala -azar. Problems of frontier public health with special 
emphasis on yellow fever. Problems of goitre and leprosy. Kwashiorkor. 

(d) Five weeks' tour to particularly poor area to study socio- economic 
background of disease. Also local problems of malaria, yaws, onchocerciasis. 

trypanosomiasis, hydatid disease, and injuries from crocodile, buffalo, 

and snakebite. . 

(e) Paid locum work in district hospitals. 

(f) Survey and actual control of epidemics of cerebrospinal meningitis, 

infective hepatitis, etc. 

(g) Public health visits in towns. 

(Another duty of this department is to run the local student health 

service.) 
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Syllabus 2. Social medicine in the undergraduate curriculum of a 

highly industrialized country 

All teaching takes place in the fifth year. There are 58 lecture periods. 
In addition, groups of eight students are attached to the department in the 
mornings for periods of two weeks. During this time they undertake a small 
field project which is later presented in seminar form. They also visit 
factories and local health services and make a number of home visits with a 
health visitor. During the year a number of long -term investigations are 
undertaken by groups of about 15 students and the results are presented to 
the whole class. There is a university examination in social medicine which 
must be passed before the last undergraduate year may be entered. 

Content 

1. Epidemiology 

(a) Epidemiology and methods of investigation and control 

of non -infectious disease, particularly of the "new" 
diseases such as coronary disease, peptic ulcer, etc. 

Problems of prevention of these diseases. The effects 

of radiation. How to do a survey. The nature of epidemiological 

evidence. 

(b) Epidemiology and the public health control of infectious 
diseases 

The modes of spread, distribution, and measures for the 

public health control of the common infectious diseases of childhood 
and the major infectious diseases. The changing patterns (or 

epidemiology) of these diseases. 

(c) World demographic trends 

The health implications of population explosions and the 
functions of the international health organizations. 

(d) Elementary genetics 

Single gene inheritance in man. Dominant, recessive and 
sex -linked inheritance. 

(e) Ways of describing health - vital statistics 

The conventions used in the expression of common rates. 
Their value in illuminating etiological and control problems. 
The sources of data. How to use published material. 
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2. Medical sociology 

(a) Social class patterns of illness and death. 

(b) The aging population - its implications. 

(c) Individual and family behaviour associated with illness. 

(d) Poverty. Official and voluntary social agencies. Poverty 
and disease. 

(e) Leisure and occupation. Smoking, alcohol, exercise, the 

common industrial diseases. 

(f) Major social problems such as delinquency and abortion. 

З. Operation of community health and social services 

The health needs of a community and how they are met 

(a) The local authority health and welfare departments and 
the activities of the various sections and their staffs. The 

school medical service. The neglected child. Problem families. 

Care of the aged. Environmental hygiene and control. Food, 

water, milk. How to use services. 

(b) The general practitioner and his problems. Development of 
domiciliary practice. Health centres. Private practice. 
Group practice. Preventive medicine and the family doctor. 
The future. 

(e) The hospital service and its problems, especially rehabilitation. 

(d) Industrial services. The industrial medical service. 

(e) Social policy. The main features of recent legislation on 
health and welfare, insurance and the prevention of poverty 
(particularly the post -war corpus of legislation). Housing and 
health. 
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III.4.2 The organization of a department of social and preventive medicine 

The following notes describe further the two departments whose syllabi have 

been detailed above: 

The department in the rapidly developing country 

Accommodation: Prefabricated bungalow 

Staff: Single non -professorial head of department 
Technician or laboratory assistant 
One clerk 

It is expected to add two medically qualified lecturers 
shortly. 

Equipment: Moderate equipment for teaching (Rockefeller grant) 

Budget: "Negligible" 

The department in the highly industrialized country 

Accommodation: Within medical school. Nine rooms, two machine rooms, 
small library, tutorial room. 

Staff : Professor with clinical status, three medical lecturers, 
one lecturer in medical statistics, two clerks, two 

technicians, several attached post -graduate research workers. 

Equipment: Full, and including numerous desk calculators, data -processing 
equipment, etc. 

Budget: All salaries and equipment plus about $ 6000 per annum. 
Additional research grants from outside the university. 

The pictures presented by these two departments are not uncommon, though that 

in the industrialized country is perhaps better equipped and supported than most. 

Combined teaching is only just beginning in this latter department, and there are 

at last tentative efforts at combined lectures, ward rounds, and seminars. 

III.4.2.1 Organization as a reflection cf status 

In the Netherlands, where all the universities have chairs of social and 

preventive medicine, and where preventive medicine enjoys a high status and there is 

much combined teaching, there are also research institutes of preventive medicine 

that are loosely related to the university departments and undertake some teaching. 
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In addition, some of the professors in other clinical disciplines have assistants 

who have been trained in preventive medicine, for example, in social psychiatry. 

Finally, the Netherlands College of General Practitioners is said to be increasingly 

interested in social and preventive medicine. The Netherlands have therefore 

developed preventive medical training from these four positions and seem to be near 

to the objective of establishing preventive medicine as a high status subject with 

well -equipped departments and much integrated teaching. In sharp contrast, nearby 

in London and in some other European countries, schools of medicine are found without 

departments of preventive medicine and there is almost no teaching in this subject. 

In rapidly developing countries like Venezuela, Turkey, the Sudan or the 

United Arab Republic, and in countries like Czechoslovakia and Yugoslavia where 

there are overlapping functions between regional health authorities and university 

departments, major problems may still exist, but the subject seems to have achieved 

or is achieving high status in spite of them. In the last 10 years there has been 

an encouraging growth in the number of university and academic departments in these 

countries, many with an active clinical role. The clinical role is probably 

important and the status of these departments must inevitably increase. At the 

moment almost all are understaffed though they are often able to "borrow" teachers 

from government and other parts of the health services. Venezuela, for example, 

"borrows" 10 such teachers for use in the preventive medicine departments in four 

university medical schools: a large proportion of all the staff needed. 

Summary 

Most medical schools in the reporting countries have either surviving 
departments of public health and hygiene or newer, re -named departments of 
social and preventive medicine. It is not possible to be certain of the 

status of these departments within the schools, but all the evidence points 

to their being of relatively low status. However, there is some evidence 

of recent improvement reflected in more collaborative work, separate examinations 

and, in a few schools, an important clinical role in infectious disease control, 

chronic disease control, and (found rather more often in the West) geriatric 

care and rehabilitation. 

There is a great shortage of staff and some tendency to regard these 

departments as having lower financial priorities than others. 

A special university examination in a subject signifies that it has achieved 

recognition and status both in the eyes of students and staff. Probably as 

many as half the departments set their own examinations, and most of these are 

part of the university qualifying series. 
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III.4.3 Community versus hospital in undergraduate training 

When it is asked whether university hospital teaching is considered an adequate 

instrument for the education and training of doctors, it must also be asked by whom, 

for there are clearly marked differences of opinion in this matter. It may be 

guessed that specialist medical opinion in schools in the reporting countries is 

of the opinion that the hospital need not be deserted by the student, and that he 

need not visit industrial or community services or general practice as an essential 

part of his education. The contrary opinion is held by most medical educators, by 

planning departments, and by teachers of social and preventive medicine. And in 

1, almost all the countries from which we have had reports, visits of inspection 

(at worst) or active participation in the work of the community health services 

(at best) take place. In almost all cases this community teaching has been arranged 

by the teachers of social and preventive medicine and is accepted (perhaps without 

enthusiasm) by teachers from other disciplines. 

There are four aspects of community life outside the hospital which are 

commonly used in the teaching of preventive medicine. They are: 

(a) local community health services; 

(b) general practice or family doctor services; 

(c) industrial, tuberculosis or some other specialized health service, 

as well as WHO and other projects; 

(d) the community itself for surveys, home visiting, or the follow -up 

and control of disease. 

At its best this type of teaching allows responsible participation by the 

student and the collection of material for projects and seminars. In this way 

the student is involved in some actual health work, however unimportant, and because 

of this probably learns quickly. At its worst one or more aspects of community 

life are passively observed. This is only slightly better teaching than remaining 

in the unreal hospital atmosphere, "cut off from all but the drama of curative 

medicine" 
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One or two examples of each type of teaching will be given: 

(a) Use of local services in undergraduate teaching 

The student sees local health services and social agencies in action. Group 

visits are made to area health centres; home visits with public health nurses; 

contact tracing; visits with health inspectors on food inspection visits, DDT 

spraying, etc. Ideally this teaching takes the form of a "rural internship" 

(reported from at least two countries), in which the student becomes part of the 

local health services and has actual clinical responsibility (under supervision) 

for the period of his stay. 

(b) Use of general practice and family doctor services 

This area of study is not strictly within the scope of social and preventive 

medical teaching, though general practitioner training is increasingly becoming 

part of the work of departments of preventive medicine. This trend is seen most 

clearly in the Netherlands, the United Kingdom and the United States of America. 

In the latter country great use is made of out -patient populations - that is, 

populations having no family doctors of their own. Students are "allocated" 

families which they follow and, in some cases, care for,under supervision, for 

long periods. A valuable "longitudinal" section of family life is thus seen and 

studied, while the student's responsibility reinforces his learning. 

In the United Kingdom and the Netherlands, the great potential value of 

preventive medicine within the family is beginning to be demonstrated through 

general practices attached to medical schools. 

(c) Specialized health services, WHO and other projects 

Several reports (for example that of the Sudan) mention the recent development 

of this type of undergraduate training. Malaria or leprosy control, yaws programmes, 

and demonstrations of snail trapping or rat examination may, if its implications 

are understood, offer some competition to the "hospital drama ", and may even capture 

the imagination of a few students who will later wish to work on the problems of the 

mass diseases. In the United Kingdom a number of scholarships for undergraduate 

students to visit countries with major tropical and endemic disease problems has - 

dramatically, and in a short time - altered the approach of these students to medicine.1 

They offer a striking example of what can be done to foster the preventive approach. 

1 
See Bennett, F. (1963) Report to Nuffield Foundation on scholarship to Fiji 
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In Turkey, students in the later clinical years are encouraged to work in 

chest clinics and Ministry of Health dispensaries, and in New Zealand students 

assist with the smallpox vaccination programme. In Czechoslovakia, a most interesting 

development is the training of medical students by setting them the task of analysing 

the morbidity statistics of, for example, a factory, or the preparation of health 

education material for actual use in the community. In Ceylon there are joint 

field work projects on child health organized by the department of paediatrics' 

and the department of preventive medicine, and in the United Arab Republic the 

special services, e.g., that of tuberculosis, based upon the rural health unit, 

are already providing valuable community experience for undergraduates. The 

United Arab Republic is leaning increasingly upon this type of training, and a number 

of exciting experiments are being tried out, including the assignment of students 

to special families and the attachment of students for one month to special 

departments of the local health authority. United States students, at Tulane 

and other universities, have assisted in various ways in WHO- sponsored health 

programmes in nearby countries such as Colombia. Students in Jamaica work in 

local dispensaries as part of their course in social medicine, and students in 

Thailand attend rural and urban health centres and are assigned families inside 

the field training area where they may study thé interaction of social conditions 

and nutrition, infectious disease, etc. 

It will be seen that there is considerable overlapping between these schemes 

and others described above. The distinguishing characteristic of the good scheme 

is not that it teaches a particular subject (for diseases do not occur in isolation), 

but that it involves the student emotionally and professionally and forces him to 

take some new responsibility for people. It thus goes some of the way toward 

solving the problem of motive. 

(d) The use of the community for teaching by means of surveys, 
projects., etc. 

This is a relatively new departure in teaching, and is mentioned by a number 

of countries. It appears to be a very good method of training, particularly in 

epidemiological techniques and survey methods (and also perhaps in that much- 

sought-after attribute, scientific detachment). 
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Surveys in industry (Czechoslovakia) and of the incidence of disease 

(Jamaica, the United Arab Republic, the Sudan, Fiji, etc.), or the more elaborate 

project work found in parts of the United States of America and the United Kingdom 

all satisfy the criterion of learning by doing. One project of this type will 

be described: 

Example: Undergraduate field project 

Title: Evaluation of mass media in health education. 

Time: Fourteen weeks. Group size: 15. 

Purpose: To do a survey based on correct and adequate sampling of a 

population. How to design the experiment. How to design 

interview schedules and avoid common observer errors. How 

to calculate correlations and levels of significance in results. 

How to present results for public consideration. 

Method: A population was sampled on a geographical basis and on 

time of day, age and sex. Questionnaires, which allowed 

for objective scoring of the individual's knowledge of diabetes, 

were constructed, and then tested, and finally completed. 

Brief television and newspaper descriptions of diabetes were 

arranged without the general public being told that this was 

an experiment. The same random sampling procedure was 

repeated and the same questionnaires completed. The 

increment in knowledge was measured and the degree of 

significance of the result established.1 

1 Unpublished report of the Department of Social Medicine, Aberdeen, Scotland 
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Summary 

There have been some exciting developments in the teaching of preventive 
medicine outside hospital. They have taken place in four main areas: 

(a) local community health services; 

(b) general practice or family doctor services; 

(c) industrial, tuberculosis, or other specialized services, WHO 

and other projects; 

(d) the community itself, as surveys, etc. 

It is suggested that the development of socially useful projects under (d) 

may offer one solution to the problem of undergraduate motivation toward 
preventive medicine. The analogy is drawn between this type of "real" 

undergraduate work and the "real" hospital work of assisting at operations, 

etc., which is so attractive to the undergraduate. The passive observation 

of health services in action is held to be a poor substitute for active. 

student participation. 

III.4.4 Collaboration within the medical school 

Collaboration between departments of social and preventive medicine and 

others within the medical school ranges from a complete absence of contact (teachers 

of social and preventive medicine work in almost complete isolation) to major 

collaborative exercises in "integrated teaching ". The majority report only 

tentative beginnings in collaborative work. Since the majority of social and 

preventive medicine departments are also of relatively low status in the medical 

school, there are obvious difficulties in initiating collaboration. Often it 

would mean that a lecturer who perhaps works alone in a hut in the grounds of the 

hospital would have to approach the professor of medicine with a scheme for 

collaborative teaching. Even when the teacher of preventive medicine is a 

professor in his own right this approach has sometimes proved difficult. 

New Zealand reports some collaboration but it is "not impressive ". A number 

of other countries, e.g.,. the United Arab Republic and Turkey, report "collaboration 

between departments poor ". In the United Kingdom a few schools are experimenting 

with integrated teaching, mostly in joint clinical "ward rounds ". The Netherlands 

have achieved a large measure of collaboration and have also instituted a number 

of so- called "triangle" discussions before students at Leiden. In these discussions, 
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psychiatrist, physician, and social scientist discuss aspects of the same clinical 

problem. The integrated course at Leiden is said to have led to a substantial 

reduction in lecture periods. Sweden has some experience of integrated teaching, 

and states dogmatically that the best way of stimulating interest in social and 

preventive medicine is through the "thorough investigation of a single case ". 

This notion is supported by Czechoslovakia, where "panel discussions" are much used 

in teaching. Ceylon reports joint health visiting projects, the departments of 

paediatrics and preventive medicine collaborating. Collaborative teaching has 

achieved much success in some schools in the United States of America, and in 

Western Reserve University (Cleveland) it has been the -basis of a revised curriculum. 

Particularly worth mentioning., is collaborative teaching on the natural history of 

severe illness, combined case presentations and seminars, and the long -term study 

of families. A comprehensive plan for integrated teaching in the field training 

area is starting in Thailand. 

Almost no joint researéh has been encountered outside the United States of 

America, where there is a great deal. Occasional joint in- service training is 

reported - especially where a clinical department wishes a new lecturer (for example) 

to acquire statistical or other skills. 

Summary 

The situation is disappointing. There is a good factual basis for 

the universal approval of joint and integrated teaching, but surprisingly 

little actual progress is reported. ''Combined" courses showing the "multi - 

disciplined" approach to standard . clinical problems, the joint ward round 
and discussion, and the rather uneconomic (in terms of the teachers' time) 

joint lecture -discussion appear to be the most common forms of collaboration. 
Low - status departments of preventive medicine appear to have the most trouble 
in breaking into orthodox didactic clinical teaching. 

III.4.5 Contributions of non -medical teachers 

Three groups of non -medical teachers assist in the teaching of preventive 

medicine in the reporting countries. 

(a) Statisticians and biometricians 

The larger departments all have establishments for lecturers in medical 

statistics, biometry or epidemiology. One school reports the appointment of 

a joint lecturer for the social and preventive medicine department and the 

neighbouring department of statistics. Several departments offer a semi- 

official statistical service to their medical schools as well as carrying on 

their usual duties of teaching and research. 
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(b) Social scientists 

A very few medical schools have social scientists (usually sociologists 

or anthropologists) on the staff of the department of social and preventive 

medicine. Others benefit from a form of association with social science 

departments in the same university. Yet others (a larger proportion) have 

social workers on their staff in the dual role of teacher and research assistant. 

(c) Non -medical auxiliaries, technicians or assistants 

Many schools of medicine, particularly those in the rapidly developing 

10 countries (where the universally reported staff shortages are most urgently 

felt), have leaned heavily upon the non -medically qualified assistant in 

teaching. Particularly important has been the contribution of these teachers 

to teaching on field expeditions and in the demonstration areas referred to 

in III.1 -.3. 

Summary 

The practice of having a non -medical social scientist as a member of 
the social medical team is growing and is widely advocated. To have a 
statistician or biometrician is common, and to lean heavily on non -medical 
assistants, particularly in field work, is a feature of preventive medicine 
in the rapidly developing countries. The shortage of qualified staff is 
everywhere apparent. 

III.5 TEACHING SUB&TECTS AND METHODS 

This subject was mentioned separately in the "suggested outline ". Reporting 

countries, however, for the most part grouped answers together (see III.4.1.)4). 

Examples of the teaching of the social sciences and of elementary statistics are 

given below. 

Reported examples of social science training in the medical curriculum - 

usually but not always in association with the department of social and 
preventive medicine 

1. A course of 10 lectures in normal psychology given by the professor 

of psychiatry in the second pre -clinical year (Scotland). 

2. Introductory course in psychology. "Some students have already taken 

sociology" (Sweden). 
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3. "Psychology is being introduced" (Czechoslovakia). 

Course of lecture -discussions on medical sociology (London). 

5. Introductory and post- graduate courses in anthropology and medical 

sociology (United States of America). 

6. Elective introductory courses in sociology, psychology, anthropology, 

or economics (Thailand)_.. 

In addition, several countries report the intention to start teaching the 

"behavioural sciences" (the social sciences) within a year or two. 

Statistics in the medical curriculum 

Several countries consider that biostatistics is part of medicine in general 

and not necessarily part of preventive medicine. Vital statistics, on the other 

hand, and epidemiological methods, are certainly part of preventive medicine and 

are almost universally taught. In spite of the reservation about biostatistics, 

it is clear that the departments of social and preventive medicine are usually 

responsible for statistical teaching in the medical curriculum. A typical course 

would be 12 lecture -demonstrations, perhaps in the third pre -clinical year, which 

takes students through population sampling, normal distributions, elementary 

experimental design, correlations, and the significance of differences. Vital 

statistics, morbidity and mortality, death registration, and the international 

classification of diseases and causes of death may be taught at this stage or 

(more usually) in the clinical years in courses on elementary epidemiology. 

In the rapidly developing countries it is held that such a course should be 

(but often is not) "orientated" towards the particular needs and characteristics 

of the Gauntry itself . For example, much more time should be devoted to obtaining 

prevalence material, and eleМentàrÿ survey techniques should probably be the central 

theme of these courses. 

Summary 

Teaching subjects and methods have already been mentioned. Several 

examples of types of teaching in the social sciences and one example of an 

elementary course in medical statistics are given. 
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III .6 4инАТ DIrr'zcULтlES HAVE вFFN ENCOUNTERED? 

The main difficulties facing those attempting to reorientate clinical teaching 

toward social and preventive medicine are more often implied in the reports than 

listed. However, some countries list their problems. Turkey, for example, lists 

the following: 

(a) too few teachers; 

(b) far too many students; 

(c) impossibility of cutting existing courses in order to give extra time 

to social and preventive medicine, and by implication 

(d) the relatively low status of the subject in the faculty. 

Other countries have listed poor accommodation, low budgets, and difficulty 

in convincing other clinical departments of the importance of the subject. Referring 

to this question of relatively low importance (at least in some eyes) New Zealand 

says that "things will improve" if the subject is well taught, but "if the practitioner 

is primarily going to make his living by providing curative services to his patients, 

it is understandable that he should first and foremost want to be proficient in 

this art ". Perhaps this inherent contradiction lies behind much of the opposition 

to social and preventive medicine that has been encountered. 

Another often mentioned reason for the relatively low status of preventive 

medicine is that the subject lacks excitement and "glamour ". "Disease is exciting, 

health is not" is several times repeated in the reports. 

The report from the Sudan suggests that the main problems are organizational - 

shortages of staff and time, for example - and that most teachers in the medical 

school wish to see the preventive approach extended. On the other hand, a lack 

of interest on the part of young clinicians is mentioned by Sweden and is a common 

experience in the United Kingdom. This lack of interest appears to be associated 

with the lack of a clinical role for preventive medicine - the preventive medicine 

teacher is not, it is considered, a "proper doctor ". Students are easily infected 

by this attitude among their peers and teachers, especially if it is the attitude 

of surgeons and physicians, who are held in particularly high esteem. Where there 

is a clinical role for preventive medicine, e.g., in rehabilitation, this kind of 
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problem is not so often reported. Thus in Thailand the main problem is teaching 

time and no status problems appear to exist, for there is so much that is obvious 

for the department to do. The report from the United States of America reinforces 

this notion of the need for some demonstrable and, if possible, dramatic role: 

"If the concepts of social and preventive medicine are to have an impact on a student 

he must be able to see the value of such an orientation. 14 

Summary 

Six problems have been reported: 

(a) 

(b) 

(c) 

(d) 

(e) 

(f) 

shortage of trained teachers; 

excessively large classes; 
inadequate teaching time; 
poor accommodation; 
low budgets, and 
low status of the subject from the point of view of staff 

and students. 

III.7 WHAT SPECIAL METHODS OF TRAINING ARE ADVOCATED? 

Implicit in many of the reports are preferences for various teaching methods. 

Briefly, the reports may be thought of as recommending: 

(a) didactic teaching, which is necessary and economical; 

(b) seminar and project work, which may be an invaluable supplement in 

arousing enthusiasm for the subject; 

(c) field studies and community health survey work, which serve the same 

purpose with the added advantage of reinforcing learning with responsibility; 

adequate statistical control of surveys, etc., may help to instil a scientific 

attitude; 

(d) preventive medical teaching that starts from the focal point of a sick 

patient, because it will exploit the student's keen interest in the sick. 

III.8 THE RECRUITMENT OF TEACHING STAFF 

Only two countries reported attempts to train young graduates in some aspect 

of preventive medicine, so the number of potential recruits must be small. Several 

reports even suggested that the young graduate was perhaps among the most resistant 

of all to preventive orientation. However, he is undoubtedly the key both to the 
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staffing problem and to the problem of the attitude of future clinicians to the 

subject. It is imperative, therefore, that we investigate further his reaction 

to the subject. Unfortunately not all reports distinguished between post- graduate 

education which sought to influence the approach of clinical teachers in general, 

and that which offered a special training to future teachers of social and preventive 

medicine. However, it is implicit in many reports that almost the only way to 

influence post -graduate teaching is by teachers of preventive medicine themselves 

taking an increasingly active part in already established post -graduate courses. 

This teaching is by no means so simple as it sounds, especially in some medical 

schools where a traditional inflexibility makes new approaches of this kind difficult. 

In two or three countries there is, at the moment, .a considerable turmoil 

in post -graduate education, and there may be new chances to contribute to the courses 

which are just starting. For example, in one course for surgical registrars the 

preventive medicine department is contributing lecture- discussions on the epidemiology 

of cancer. In general practitioner refresher courses a series of discussions on 

changing patterns of practice and on the place of preventive medicine in general 

practice were arranged. In several rapidly developing countries it is now common 

to advocate the taking of the Diploma in Public Health as well as doing some post- 

graduate in- service social medical training as a prelude to community health work. 

But these relatively minor experiments that attempt to arouse interest among 

young clinicians, admirable though they are, do not go far to meet the enormous 

deficit of adequately trained and motivated teachers. This deficit is now one 

of the most serious obstacles to the full use and development of existing departments 

of social and preventive medicine, let alone the creation of others. 

The recruitment of teachers in preventive medicine is, broadly speaking, from 

three sources: 

(a) from among the better students attending public health training courses; 

(b) from among clinicians and research workers - usually with mathematical 

or epidemiological interests; 

(c) from the ranks of (largely non -medical) social scientists. 
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The largest proportion appears to come from (b), and the decline in popularity 

of public health as a career in some Western countries is reflected in a sharp 

falling off in recruits to preventive medicine teaching in those countries. 

In the rapidly developing countries the problem of recruitment appears to 

be quite different. From the few hints in the reports it may well be bound up 

more with pay and conditions of service and the very short supply of doctors than 

it is in the developed countries. 

Summary 

There is a major shortage of teachers of social and preventive medicine 
and of the young clinicians and others who are interested in preventive 
medicine and from whom new teachers might be recruited. 

One or two countries report concern over the recruitment situation 
and are attempting to do something about it. There seems little chance 
of an adequate supply of either teachers or of interested young clinicians 
in other disciplines, unless there is a considerable increase in activity 
(particularly research activity) in the preventive medicine field within 
the medical schools. Most hopeful are the reports from the Netherlands, 
the United Arab Republic, the Sudan, Venezuela and Thailand, but there is 
a vicious circle; the smaller the department, the less its impact; the 

less the impact, the smaller the chance of recruiting or inspiring the 
young clinician. 

III.8.1 Career structure and pay 

It has been said that of all the medical disciplines the only one that offers 

almost no career structure, few prospects, and among the lowest of medical salaries, 

is social and preventive medicine. While this probably overstates the problem 

there is, in some Western countries at least, only the local authority health 

service as a career outside the medical school departments and research institutes. 

This service is at present clearly considered unattractive and is badly paid. 

In the rapidly developing countries there are hints that in direct comparison with 

curative medicine, preventive medicine fares very badly - particularly as regards 

salaries. With a few exceptions, even in the universities, the teachers in social 

and preventive medicine departments - though often enjoying honorary clinical 

status - are liable to have very much lower salaries than their colleagues in the 

departments of, for example, medicine and surgery. There is no doubt that pay 

is linked to status and that (operating either as "cause" or "effect ") the low 



A16 /Technical Discussions /l 

page �+3 

salaries are related to the standing of preventive medicine among the other medical 

disciplines. New types of career - in epidemiology for instance - are emerging 

and there are other hopeful signs. Among these are reports from a few schools 

(for example, Leyden) of the interchange of staff between departments and of a growing 

number of teachers of social and preventive medicine who have a definite clinical 

role in the medical school. 

Summary 

The career structure and remuneration of many teachers of preventive 
medicine is unsatisfactory. 

III.9 INFLUENCING THE ORGANIZATION OF HEALTH SERVICES 

The "suggested outline" sought evidence of the general effects of the increase 

in the teaching of social and preventive medicine. One place where one might 

reasonably expect to see these effects is in the organization of health services. 

It should be said at once that reporting countries clearly found this question 

difficult to answer, since health service organization is, of course, changing 

constantly in its details - usually in the direction of a broader service that is 

more likely to be preventively oriented. Whether these changes come because of 

or in spite of the increase in preventive medicine being taught is impossible to 

say. It may be inferred from the question that among several effects of increased 

teaching would be: 

(a) more interdisciplinary collaboration, and 

(b) greater use of voluntary and statutory social agencies. 

In addition, we might expect to find other evidence of the preventive approach 

permeating hospital (clinical) practice, general (or family) practice and medical 

administration. Only one or two examples will be given: 

(1) Hospital clinical practice 

We might expect to find: 

(1) more collaboration with general practitioners; 

(ii) more use of laboratory and other services in screening the 

families of patients; 
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iii) more interest in and contact with the families of patients for 

reassurance, etc.; 

(iv) more integration of occupational, general practitioner, and 

rehabilitation services; 

(y) more long -term manipulation of environmental factors; 

(vi) more epidemiological research; 

(vii) more long -term attempts to influence the ways of living of 

patients. 

(2) General medical practice 

We might expect to find changes in the organization of general practice, 

reflecting the orientation of the new generation of practitioners who have 

been subjected to preventive medical teaching. In a highly organized 

society this would mean that, for example: 

(i) the actual organization of practice had been changed with new 

record -keeping systems (perhaps based on the family rather than the 

individual) or with new indicators of who was vulnerable to illness as 

well as who had been ill; 

(ii) well persons were under regular observation for a variety of 

simple indicators of early disease, such as anaemia, high blood pressure, 

or mental illness; 

(iii) the practice would be free from cervical cancer (for all vulnerable 

individuals would have been screened regularly) and contain no untreated 

diabetics; 

(iv) we would expect 100 per cent. immune status in the population 

for most of the common communicable diseases, and 

(v) we might expect special medical attention to be given to the very 

poor, elderly, or unemployed, since they would be more likely to be ill 

than others. 



A16 /Technical Discussions /l 

page 45 

There are, of course, many other ways in which a new orientation would 

be demonstrable; some have been mentioned under "the social and preventive 

approach ". Reports vary in their comments on this theme, but there is 

sufficient positive evidence to suggest that some at least of these changes 

may well be seen as the first generation of students achieve positions where 

they can affect health service organization. 

(3) Medical administration may also show the effects of a change in teaching, 

though there is little upon which to base our expectations. Certainly, the 

changes that might, for example, follow the appointment of a person with a 

social and preventive approach to a position of real power in medical 

administration might be large. There have been a few such appointments 

recently and it would be of some interest to formulate the kind of changes 

we would wish to see. Perhaps above all, we would expect him to facilitate 

the application of preven ive techniques to all aspects of medical care - 

for some health services this would be a revolutionary change. It has been 

mentioned in Part II under "practical considerations" (p. 16). 

III.9.l Evaluation of the effects of training in preventive medicine on 
health service organization 

No reports of the existence of schemes of evaluation of the extent and origin 

of health service changes were made. However, operational research units to study 

these and other problems of health service organization are now being set up in 

several countries in Europe. Operational 5tudies are a. feature of the research 

activities of numerous departments of social and prever' ive medicine in many countries 

indeed, several departments regard it as one of their major duties to study the 

organization of health services with the aim, of course, of improvement in the 

quality and effectiveness of medical care. 
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PART IV 

IV.1 QUESTIONS ARISING 

Among the inevitable often disconnected problems which surround the changing 

subject of social and preventive medicine, its place and importance in the medical 

curriculum, and our guesses and wishes about the future, it is possible to 

distinguish four main questions. 

(1) Are we satisfied with the educational objectives distilled from the 

reports of the last 10 years or so (III.1.1, p. 18)? If not, what should 

we add or delete? 

(2) Have we achieved these objectives or, how far have we fallen short 

of them? 

(3) What, if any, are the reasons for not having achieved all of these 

objectives? 

(4) Can we make helpful suggestions for the future? 

It is suggested that these are the four basic questions that might be discussed 

and that a number of subsidiary questions related to each might also be considered. 

Only a few examples of these subsidiary questions will be suggested, for more 

(and it is hoped some of the answers to them) will be formulated in the course of 

discussion. 

IV.1.1 Are we satisfied with our objectives? 

The rapid development of medical science is only one reason for constantly 

reviewing the stated purposes of various subjects in the medical curriculum. 

Several reasons for the current review have been put forward (I.4, p. 6) and we 

have also reviewed some of the reasons why today social and preventive medicine should 

play such an important part, perhaps an increasingly important part, in medical 

education (II.1, etc.). 
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N.1.1.1 Are we satisfied that our stated objectives fully represent our ideas? 

(a) Particularly as regards the purposes of preventive medical teaching? 

Are we clear why we want to teach this subject? 

(b) Particularly as regards the form and content of the teaching? 

(c) Particularly as regards the methods of the teaching? 

(d) Particularly as regards the timing of the preventive medicine 

contribution in medical education? 

N.1.1.2 If we are clear about our objectives, what are the necessary and 
the ideal conditions for this type of social and preventive 

medical practice? 

(a) Particularly, what is necessary in the way of health service 

organization before it can be practised? 

(b) Can we obtain any help from a consideration of the minimum necessary 

conditions? Does it, for example, help us to solve the question of why 

we have fallen short of some of our objectives? 

(c) Most reports agree on the basic necessity of sufficient motivation. 

What conditions are necessary before this can be achieved? 

(d) Is there any aspect of medical education it is possible to describe 

as a minimum necessary condition - for example, early teaching in behavioural 

sciences? 

(e) Conversely, is it possible to say that any current aspect of medical 

education particularly militates against the preventive approach? 

N.1.2 Have we achieved these objectives? 

In what ways and in what particulars have we fallen short of these objectives? 

(a) Particularly, are there differences in the amount achieved in different 

regions and schools from which a pattern emerges? Why have some achieved 

more than others? 
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.(.b)._ Can we add to,- or delëte from, the list of stated problems? These 

were: shortage of staff; inadequate teaching opportunity; poor equipment; 

budget and physical surroundings, and above all, the low status of some 

departments. 

(c) Can we summarize our achievements in the field of medical education 

in social and preventive medicine? 

IV.l.j What are the reasons for any lack of achievement? 

Can we list the main reasons why we have fallen short of our .objectives 

in any respect in the teaçhíng.of.social and preventive medicine? 

(a) Particularly, how can we persuade young clinicians to adopt the 

approach, or even to become teachers of the subject? 

(i) In this respect, what is the role of motivation and how can 

we foster it? 

ii) Can we discern the origins of the low status of the subject 

in some schools? 

(iii) Can we offer positive suggestions as to career structure or 

pay? 

(iv) Can we define minimum qualifications necessary to specialize 

in preventive medicine? 

(y) Can we add to what has already been written about the ideal 

training in preventive medicine? 

(vi) How can we foster the enthusiastic response of the student --to 

this subject in the face of the heavy pressures forcing him towards 

curative medicine? 

(b) Are we being realistic in expecting physicians and surgeons who 

have not been trained in social and preventive medicine to pay more than 

lip service to preventive medicine in their day -to -day clinical work, 

especially in the hospital? 
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IV.1.4 The future - basic issues 

Each participant is likely to have his own ideas about the relative importance 

of preventive medicine in the medical curriculum and his own ideas about future 

developments. However, if these discussions are to have a practical outcome 

the group should attempt to list briefly its suggestions for the future. 

As an aid to the preparation of such a list it might be appropriate to consider 

the basic issues first. 

It would appear that of all the problems mentioned two are truly basic issues: 

(a) first is the problem of the status of social and preventive medicine; 

bound up with this problem is 

(b) the problem of the recruitment of young teachers and workers to preventive 

medicine, and, of course, of their quality. 

It is difficult to discuss these underlying problems without looking in detail at 

the nature of the contribution that social and preventive medicine has been making 

and must make in the future. Particularly, it must be asked how this contribution 

should vary in different countries with different health needs. What, in practical 

terms, must be done? We must consider also what the subject and its teachers can 

offer to the medical schools and to medicine in the way of the traditional roles 

of the doctor -teacher, for it may be that some additional contribution can be made, 

particularly (a) in clinical work, and (b) in the nature and quality of research work. 

If one of the major problems is the quality and quantity of recruits to the subject, 

how far is this due to failures on our part in teaching, research, and in the quality 

of our clinical work? 

Perhaps the basic issue here is that of motive. Could we perhaps suggest 

changes in teaching method, or in some other area of education or health service 

organization that would be likely to affect the motivation of young doctors? What 

solution can we offer to the problem posed by the often repeated suggestion that 

disease is exciting, health is not? 

Finally, it is, of course, easy to complain that clinicians show little preventive 

orientation. Could participants design an ideal but practical programme of collabor- 

ation with clinical departments and, as well, indicate in detail their ideas of what 

is involved for clinicians in preventive orientation? 


