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The selection of Medical Education as the subject for the Technical Discussions 

at the Sixteenth World Health Assembly reflects an increasing preoccupation among 

governments with the need for doctors for the growing medical and health services. 

The further choice of education for the preventive and social aspects of clinical 

practice shows a concern for quality as well as quantity and how important is this 

subject in planning the medicine of the future. 

The "suggested outline" for the Technical Discussions - a document designed to 

promote discussion at national level - was circulated by the Director -General to 

Members, Associate Members and interested non -governmental organizations (0.L.3�+.1962, 

dated 30 August 1962). In it were summarized some of the WHO contributions to 

the subject and a number of "areas for discussion" were outlined. 

The responses of governments and some non -governmental bodies were then 

themselves summarized and a further attempt was made to review the whole subject 

afresh. 

This review, with its re- statement of the problems of teaching social and 

preventive medicine, was sent as a background document (A16 /Technical Discussions /1)1 

by the Director -General to all Member States as an annex to C.L.14.1963, dated 

11 April 1963. It was intended as a guide and also to provoke group discussion at 

the Technical Discussions. 

1 Prepared by the WHO Consultant, Professor E. Maurice Sackett, Professor of 
Social Medicine and Head of the Department of Public Health and Social Medicine, 
University of Aberdeen, Scotland. 
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The Discussions were held on 10 and 11 May 1963 and delegates of Member States 

and Associate Members, and representatives of non-governmental organizations in 

official relations with WHO, were invited to register for participation. One hundred 

and eighty participants registered from eighty -seven countries and eight non- 

governmental organizations. 

FIRST PLENARY MTING 

Dr A. T. Shousha, Supervisor of Health Affairs of the League of Arab States,, who 

was General Chairman of the Technical Discussions, first described their purpose. 

He then drew attention to the recurrent nature cf the theme cf medical education in 

all the work of WHO and particularly in the Technical Discussions - the first 

Technical Discussion of the World Health Assembly was on this subject. Next, he 

indicated that the main reason why the social and preventive training of the physician 

was considered so important was that, increasingly, the physician would have to occupy 

a key position - as general practitioner or as hospital clinician - in the 

preventive medical services. While concentration on curative medicine might aid 

the few, preventive medicine, if properly applied, could maintain the health, and 

thus to some extent the productivity and the happiness, of many. The goal of social 

medicine is to discover ways of living together in a society that will promote the 

health and development of individuals and the group, and also how these ways of life 

can be attained. Prevention of disease is its object. 

Dr Shousha continued by stating his own opinion - increasingly shared by others 

- that we must now consider not only the quantity of doctors, but that quality as 

well merits intensive study. If we ask whether the physicians emerging from our 

medical schools are so trained as to be able, in addition to their craft of curing 

the sick, to tackle the complex problems of the community health, where the object 

of medical activity is not only the sick or helthу- individual or family, but also 

the sick or healthy community as a whole, the answer must often be negative. This 

failure posed the most important of questions - how to improve the quality and breadth 

of medical training; how to promote the "physician social scientist" envisaged in 

the Constitution of WHO rather than the physician who is interested only in individuals. 
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Finally, Dr Shousha mentioned the four questions on medical education which it 

was felt should be answered in the Discussions: 

Are we satisfied with our objectives? 

How far have they been achieved? 

If they have not all been achieved, what are the main reasons? and 

What must we plan for the future? 

GROUP DISCUSSIONS 

After the first plenary meeting, the participants separated for group discussions 

under the following Chairmen and with the help of the rapporteurs and group 

secretaries mentioned below. 

Group Chairman 

1. Professor Z. 'I. Januskevicus 

Rector of the Medical 
Institute, Kaunas, USSR 

2. Dr C. O. Easmon, Surgeon in 
Chief, Ministry of Health 
Ghana 

3. Professor G. Canaperia 
Chief Inspector Gênerai 

Ministry of. Health 

Italy 

4. Dr A. L. Bravo, Chief 
Technical Department 
National Health Service 
Chile 

Rapporteur 

Professor A..,Th. L. M. Mertens 
Professor of Social 
Medicine at the University 
of Nijmegen, Netherlands 

Dr D. Brakhott, District 
Health Officer, Ministry 
of Health, Central 

District, Israel 

Dr D. Castillo, Assistant 
to the Director of 
Public Health, Ministry 
of Health and Social 
Welfare, Venezuela 

Dr Charles L. Williams 
Chief, International 
Relations Division, Public 

Health Service, Department 
of Health, Education and 
Welfare 

United States of America 

Secretary 

Dr A. G. Saenz 
Medical Officer 
Virus Diseases 

Dr S. Falkland 
Medical Officer icer 
Public Health 
Administration 

Miss M. Tito 
de Moraes 
Nursing 

Dr M. Grais, Chief 
Dissemination of 
Statistical 
Information 
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Group 

5. Dr A. D. Kelly 

General Secretary 
Canadian Medical 

Association 
Canada 

Professor N. Pesonen 

Director -General 

National Medical Board 

of Health, Finland 

6. Professor M. A. Abbasy Dr N. R. E. Fendall 

Dean, High Institute Director of Medical 

of Public-Health Services, Kenya 

University of Alexandria 

United Arab Republic 

7. Dr Hurustiati Subandrio 

Deputy Minister cum 

Director, Bureau of 

Foreign Affairs 

Department of Health 

Indonesia 

8. Dr L. P. Aujoulat 

ex- Minister 
Director of Service 
de Coopération 
technique and of 
Centre national 
d'Education sanitaire 
et sociale 

Paris, France 

Dr Dia E. Chatty, Director 
of International Health 

Affairs 
Syrian Arab Republic 

Professor Tian Dinh De 

Secretary of State 
for Health 
Republic of Viet Nam 

Dr J. A. Deeny, Chief 
Technical Staff 

Training 

Dr R. I. Hood, Chief 

International 
Quarantine 

Dr C. J. Hackett 
Medical Officer 

Research Planning 
and Co- ordination 

Dr A. J. Tuyns 

Medical Officer 
Cancer 

The objective of the Technical Discussions is, of course, "to provide an 

opportunity for an informal exchange of views and experience" (WHA10.53) on the 

basis of the background document. The agenda (А16 /Тесhniсal Discussions /2, 

11 April 1965 ), although only tentative, was followed by most groups, but some 

preferred to organize their discussions more along the lines of questions asked in 

the last four pages of the background document. The tentative agenda was as follows: 
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I. Why the physician needs to be trained in the preventive and social aspects 
of clinical practice 

1. Changes in the practice of medicine 

2. Changes in the concepts of preventable diseases and of vulnerable groups 

5. Progress in basic knowledge contributing to better medical education 

II. Education and training in the preventive and social aspects of. medicine 

1. Contribution of the individual curriculum subjects 

2. Essential preventive medicine techniques 

5. When, where, and how knowledge should be provided 

III. Progress towards achieving the goal 

1. Assessment of the progress observed 

2. Obstacles and difficulties 

5. Future perspectives and suggestions for action 

The discussions of each group were summarized in eight group reports which, in 

turn, served for the preparation of the present report. 

In this report of the group discussions the headings of the tentative agenda will 

be followed as far as possible but a number of other themes will be mentioned where 

they were of obvious importance to participants. 

Running through the group reports, and very obvious to observers of the 

discussions themselves, were a number of common threads or general feelings, some felt 

strongly, others merely commented upon. It is proper that these general features of 

all reports and discussions should be mentioned first because they served to colour much 

cf what went on in the groups themselves. 

1. First, it was dear that though this subject was large and inevitably 

difficult to define, it was felt to be cf considerable interest and importance. the 

level of verbal participation in the discussions was very high. 

2. Next, and perhaps the most important of all, there was a widespread sense of 

dissatisfaction and anxiety about the way in which medical education (and some went so 

far as to say medical science itself) was developing. Growing specialization - an 

inevitable response to the magnificent technical advances of medicine - makes ever 

larger numbers of doctors become preoccupied with what one report called the "glamour 

of curative medicine ". This anxiety had its outcome in: 
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3. A sense of the urgency of the problems under discussion, "Perhaps WHO and our 

national governments should take some action ", or as one participant put it, "World 

events are catching up on us ". World needs for doctors well trained in preventive 

medicine increase, while the preventive medical services lose their best potential 

recruits to curative medicine. 

4. While all participants noted the enormous differences in medical needs 

between their respective countries ( "We virtually have no diphtheria" and "We are just 

beginning to tackle our smallpox "), there was a striking agreement between them about 

the main aims and goals. There was also general recognition of an ultimate similarity 

of medical problems for most countries - the chronic degenerative diseases and accidents. 

This is in no way to belittle the differences, particularly as regards the urgency of 

the need for preventive measures. The rapidly developing countries are perhaps more 

acutely conscious of their needs for preventive medicine than are those already 

experiencing the "new" health problems associated with chronic disease and accidents. 

Participants were generally concerned about two other recurrent themes. First, 

there was considerable emphasis upon the fundamental role of the general practitioner 

in the preventive medicine of both developed and rapidly developing countries. Next, 

there was frequent mention of the possibly unfortunate consequences of current medical 

thinking which so often separates the doctors' preventive and curative activities. 

Medical training (it was repeatedly said) should aim at a doctor who is equipped to 

undertake both preventive and curative work according to the changing needs of the 

society in which he lives. A more evident dichotomy can be observed between those 

doctors who do react to the needs of the society in which they live, and those who do not. 

There follows a more detailed summary of group reports and some commentary upon 

areas of agreement and disagreement between them. 

AGENDA ITEM I. Why the physician needs to be trained in the preventive and social 
aspects of clinical practice 

Groups interpreted this heading as an invitation to review currently accepted 

reasons for teaching social and preventive medicine and to add to them if necessary. 

Several groups expressed agreement with the background document which listed a 
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number of reasons for specialized training (Part II), but some, in addition, stressed 

the fact that because of the enormous interest of recent advances (for example in 

genetics and biochemistry), it was all too easy to lose sight of the wider aspects 

of medicine. 

"He should be well aware of the public health needs of his country and he 
should consider patients not as isolated 'cases', but as part of the society 
which is permanently influencing them in other ways. "1 

A number of reasons were given for frequent reviews of the role and duties of 

doctors, and for the necessity to increase their contribution to the preventive 

aspect of medicine. The sheer economics of the situation - to give but one reason 

- force us to abandon the notion that the doctor's job is only the "healing of the 

sick ". The interrelations of health and society were not only becoming more 

complex but our understanding of them was increasing fast. Of these changes many 

doctors were oblivious or uninterested. The result was a dangerous delay in the 

application of the new knowledge to the prevention of disease. 

An interesting comment was that, in spite of the "glamour" and undoubted 

successes of curative medicine, survival rates for many important diseases were 

still low. Systematic attempts at the early detection of some cancers was a good 

example of preventive medicine and many physicians could be stimulated to "bridge 

the gap" and become interested in preventive medicine via cancer detection schemes. • Presymptomatic detection was everywhere becoming more important and itself 
constituted a good practical reason why students should be taught about prevention. 

The implications of preventive medicine for productivity in areas where the 

great mass diseases are prevalent are, of course, obvious. The dramatic effect 

upon the society in terms of individual productivity - agricultural and industrial 

- was mentioned several times. The increased production which would result from 

the application of well -tried preventive techniques might be a critical factor in 

the provision of food and the development of industry for the growing world population. 

1 Report of Group 1 
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"Physicians make an important contribution to the overall progress of 
national economic development. This contribution is most effective in the 
fields of preventive and social medicine. "1 

The problem of how to interest the student in preventive medicine recurred 

frequently and, while most groups felt that it was a problem to be tackled on its 

own, others felt that the promotion of a sense of social responsibility might come 

from formal teaching in the subject. Others felt that social and preventive 

medicine teaching might help to foster and maintain what social responsibility was 

there already: 

"Very complex scientific training is required for adequate performance 

in the medicine of today, yet the sense of vocation and the humanitarian 
approach to medicine must be maintained. �1 

Other demographic changes were mentioned as reasons for increasing attention 

to preventive medicine. Of particular importance is the aging population with its 

changing patterns of disease. While the degenerative diseases cannot be prevented, 

there is much hope that the very early onset of some of them can be delayed: 

"Considerable changes are occurring in the social structure of the 

community. This is true as regards the different age groups: the number 
of old people is steadily increasing and, as for disease, in the advanced 
countries the role played by communicable diseases has been taken over by 

degenerative diseases, by diseases of the heart and cardiovascular system, 

and by cancer. Much more emphasis should be placed on the social environ- 
ment of the patient. A new attitude on the part of the doctor towards his 
patient is necessary and, in order to succeed in his work, the doctor must 

have a better knowledge of the social conditions under which people live.г2 

So far this summary has mentioned the changing needs of medicine in "keeping 

up" with a changing society. One group not only'agreed with this idea but took it 

a step further by suggesting that medical planners must attempt to be ahead of 

social change: 

1 Report of Group 4 

2 
Report of Group 5 



А16 /Тесhnicаl Discussions /6 Rev.]. 

page 9 

"Contemporary society imposes constant change and the practice of medicine 

must follow, and if possible foresee, the evolution of society. The individual 
approach to medicine does not always protect population groups and practice 
must change in conformity with these new concepts. "1 

Several groups laid particular stress upon our growing understanding of mental 

illness as a need for increased emphasis upon the teaching of social and preventive 

medicine. If the breakdown of many mentally sick people, and the adjustment of 

many mildly distressed people is in fact a social phenomenon (and this seems very 

likely), then the physician must be taught about these matters. He must not only 

understand the process but be prepared to intervene in society to a much greater 

extent than before, particularly at family level.2 

In the preventive approach to mental illness (as of course in all others, but 

perhaps to a lesser extent) the co- operation and understanding of the community 

itself is also of increasing importance. 

"In developing counties, the emphasis on the predisposing causes of 
sickness is changing from environmental conditions to social ones; this is 

particularly seen in problems of mental ill health; but in all countries 
tho part to be played by adequately informing the community still ;'emains 
great. "3 

The relatively rapid sophistication of many technically advanced communities 

in medical matters, due in part at least to radio and television, is producing in 

its train an increased demand for early diagnosis and preventive medicine. This 

popular demand is in itself a reason for a changing approach by physicians some of 

whose "patients" are no longer content to wait until they are ill before seeking care. 

Summary 

In addition to general agreement with the reasons for preventive and social 

medical training which were mentioned in Part II of the background document, 

special emphasis was laid upon: 

1 Report of Group 6 

2 
See the report of the Technical Discussions on Mental Health Programmes in 

Public Health Planning, 1962 (A15 /Technical Discussions /5) 

' Report of Group 7 



A16 /Technical Discussions /6 Rev.1 

page 10 

- changes in our understanding cf social factors operating in disease etiology; 

- economic necessity for the prevention of disease; 

- demographic changes; 

- popular demand; 

- ensuring that medical practice was "ahead" of rather than "following" 

social change. 

Few other specific or new reasons for teaching preventive and social medicine 

were given. However, it may be tentatively concluded that: 

(1) while we are satisfied with the objectives of medical education as 

hitherto stated, continual review and discussion of the curriculum is 

necessary; 

(2) there are a number of new and urgent reasons why the social and preventive 

aspects of medicine should be taught to all students; these new reasons fall 

under the headings mentioned above. 

Two quotations will serve to give the essence of the reports on Part I of 

the agenda. 

"It was repeatedly stressed that medical schools, engrossed in the 
scientific and research aspects of disease, may fail to recognize their 
social responsibilities of providing their medical students with adequate 
preparation for their work after their graduation. The medical student 
can no more remain isolated from the community from which the patient comes 
than can the practitioner. In many medical schools it was apparent that a 
department of preventive and social medicine may have little direct 
influence on broadening the outlook and responsibilities of the clinical 
teachers of the university staff.гl 

"The Group was agreed on the fact that social and preventive medicine 
is more than public health, and that it involves all the social and preventive 
aspects of medicine in the widest sense."2 

1 Report of Group 7 

2 Report of Group а 
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AGENDA ITEM II. Education and training in the preventive and social aspects 
of medicine 

Groups interpreted this heading as an invitation to describe the medical 

curricula, the techniques and training methods which were used in their countries 

and which they would advocate. This section therefore contained a mass of 

information and some interesting suggestions. It constituted a major part of the 

substance of all reports and a brief summary only is possible. Two of the three 

headings of the tentative agenda proved a useful guide. They were: 

(1) Contribution of individual curriculum subjects; 

(3) When, where and how knowledge should be provided. 

The group reports did not deal with No. 2: Essential preventive medicine 

techniques. 

1. The contribution of individual curriculum subjects 

A word of warning against generalizations about education was in the report 

of Group 3: 

'tThe need of teaching social medicine and of introducing into the mind 
of the student the concept of the social implications of all diseases was 

recognized . . . and that it is advisable to make a careful study in every 
country, and even in some special areas in each country, before establishing 
new medical curricula that will modify those already existing and that aspire 
to include the objectives of the subject under consideration. "] 

While other groups did not go quite so far as to suggest local studies before 

drawing up the medical curriculum, there were several similar words of caution, 

and a general agreement that medical education must keep pace with changing 

patterns of needs. All of the groups drew attention to the fact that doctors 

are rarely felt to be trained adequately for meeting the existing needs (let alone 

the future needs) of the countries in which they will serve. It was felt strongly 

that this should be corrected. One of the ways in which it might be avoided is by 

realistic surveys of health problems in the countries concerned. 

1 Report of Group 3 
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One other group made an interesting statement about medical education and 

local needs which has a general significance for all developed and developing 

countries: 

"The European Faculties of Medicine participating in the formation of 
African physicians often provide these latter with training and orientation 
which are more or less adapted to medical practice in Europe, but completely 
unsuitable for physicians confronted with the present conditions of African 
medicine. It seems that the social and preventive spirit which the African 
physician needs is not sufficiently inculcated in these schools. For this 
reason, several African countries prefer to train their own medical personnel, 
both in order that they may do their studies in an environment similar to the 
one in which they will have to work, and so that they may be prevented from 
succumbing to the 'temptation' of premature specialization. Moreover, the 
same need is appearing in the more developed countries: medicine is becoming 
'desocialized' through specialization, and there is an obvious need for 
general practitioners who are aware of their social role in the exercise of 

the medical profession.гl 

1 Report of Group 8 
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The overcrowded curriculum and the "new" subjects 

Another general problem faced (but not solved) by several groups was the 

overcrowded medical curriculum. Either the many "new" subjects which participants 

wish to include must be omitted, or the curriculum lengthened. The only alternative 

is a dramatic reduction of the amount of some other subjects (for example, anatomy). 

Among the contributions of individual curriculum subjects to the physician's 

knowledge of preventive medicine, many groups mentioned the importance of teaching 

the social and preventive aspects of all the subjects in the curriculum. Apart from 

the teaching done by the Department of Social and Preventive Medicine itself, 

particular mention was made of the social and preventive aspects of child health, 

psychiatry, internal medicine, obstetrics and gynaecology among the clinical subjects. 

Microbiology, pathology and physiology were mentioned among the non -clinical subjects. 

Additional subjects 

One report summed up the discussion in this way: 

"It was considered advisable to teach in the preclinical phase the 

following subjects: 

Introduction in statistics 

Vital statistics 

Medical sociology 

Principles of epidemiology 

Genetics 

Anthropology 

Psychology 

and in the clinical period: 

Epidemiology of infectious and non -infectious diseases 

Social and preventive aspects in the care of patients 

Organization of health services 

Social security 

and other related subjects." 
1 

1 Report of Group 1 
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From this list it will be seen at once that there is much reorganization of the 

orthodox subjects of the curriculum to be considered. That all these additions to 

medical teaching should be carefully evaluated was a most useful suggestion by 

several groups. In fact it was felt that the review of the curriculum must be a 

regular function of all medical schools. 

There were some differences of opinion as to how much of the new teaching was the 

special province of the Department of Social and Preventive Medicine, and how much could 

be offered by, for example, clinical units. The consensus of opinion favoured this 

department for most teaching, though several groups advocated contributions from the 

clinical teachers. Perhaps this feeling is best summarized by Group 4: 

"Since illnesses have social content and preventive aspects, every subject 

in the medical teaching curriculum should include orientation in the principles 

and practice of the preventive and social aspects of medicine." 

The problem of motive was again mentioned under this heading and several groups 

expressed agreement with the teacher mentioned in the background document in thinking 

that a sense of the social responsibilities of the doctor can be taught particularly 

to the undergraduate. 

Finally, among the subjects which specially contribute to social and preventive 

medicine all groups gave high priority to epidemiology, which, after all, is the tool, 

par excellence, of preventive medicine. 

3. When, where and how knowledge should be provided 

This was the fullest section and its detailed and informative presentation showed 

a large measure of agreement between groups. 

"All agreed that the medical student should come into active contact with 
the preventive and social aspects of clinical practice before graduation. Full 

use must be made of bedside teaching and family visiting to emphasize this but 

for this to be effective it was essential that during his preclinical years, the 

student should receive basic instruction and have practical experience of 

community social activities and the inter -relationships of different sections 
and strata of his community. It was said that the medical student should start 
to learn of the preventive and social aspects of clinical practice on the first 
day of his entry into medical studies and that he should continue to learn for 
the rest of his life."1 

1 
Report of Group 7 
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When'? 

Behind the general feeling that social and preventive medicine (both as an 

approach and as an academic discipline) should be taught at all stages of the 

curriculum (as well as in early post-graduate life), there was a fear of the effect of 

teaching done only in the hospital. A growing preoccupation with curative medicine 

in the hospital, (to the exclusion of an interest in prevention) can only be balanced 

by continuous social and preventive teaching, using all the techniques available. 

The earlier this type of teaching is started the better. Several groups even • mentioned the possibility of starting some related sbјrсtѕ at secondary school. 
Where? 

All reports emphasized the vital importance of training within the community 

as well as in hospital, lecture theatre and seminar class -room. Recognition of the 

universally felt need to aid the sick person and the consequent preoccupation of the 

student with the patient rather than the group or the healthy community was found in 

most reports. Several drew the obvious conclusion: that much social and preventive 

teaching can capture the imagination of students if it starts from the sick patient 

and then moves outwards into family, occupation, and community. 

"One of the participants stressed specifically the importance of teaching 
social and preventive aspects of medicine at the bedside of the patient and of 

adding to clinical teaching the total spectrum of social behaviour, psychological 
and economic aspects. The same participant pointed out that such an approach 
would make it possible to pool the efforts of personnel, libraries and teachers 
and so create a coordinated team of the Social and Preventive Department with the 
clinical departments in the same institution.т' 

The experience of many participants served to emphasize the great value to be 

attached to field work of all kinds, particularly where responsibility reinforces 

regular learning processes. Since much of preventive medicine is so intimately bound 

up with the ways of living of families and other groups in the community, it is 

essential that students should see these ways of living and assist in the solution of 

the health problems which are related to them. If possible, they should participate 

Report of Group 2 
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responsibly in the medical care of the same population. In communities where there 

are few doctors a senior medical student can be of immense value both to himself and 

to the area in which he works. Students may also learn about preventive medicine 

through their own Student Health Services, especially where these are associated 

with or run by the Department of Social and Preventive Medicine. 

How? 

In this section were raised a number of important features of "the learning 

situation ", not all of them specific to the learning of social and preventive medicine. 

Four, however, were of special interest. They are: 

(a) the problem of motive; 

(b) active responsibility versus passive observation; 

(c) the notion of the integrated curriculum; and 

(d) the place of the general practitioner in teaching. 

(a) The problem of motive has recurred throughout these discussions. Disease is 

exciting, it provokes an emotional response and claims the student's attention and 

interest above all else. Health is not exciting and the mass aspects of disease are 

often boringly presented by teachers. Two substitutes for the glamour of curative 

medicine have been shown in the experience of participants to hold the interest of 

the medical undergraduate and post -graduate student. First, active responsibility 

within a community health project has been shown to stimulate the imagination of under- 

graduates. Next, it was stated by one group that the study of the natural history 

of a disease by the clinicians often inspires in them an attitude and interest from 

which the preventive approach will come. 

(b) Active participation versus passive observation 

Many schools take students to see community health work, to see epidemiological 

research being done or to watch case finding or screening for early disease. When 

the effects upon the students of carrying even a small amount of responsibility for 

these activities are contrasted with the effects cf this passive observation, it 

becomes clear that a far more fundamental stimulus to the learning process is involved 

in participation than in observation. 



• Аl6/Тесbnјсаl Discussions /6 Rev.1 
page 17 

(с) The notion of the integrated curriculum 

Most reports emphasized the importance of social and preventive medicine as an 

integrator of otherwise separate medical subjects. One or two reports were more 

reserved than others, but all assumed the value to the student of combined and 

integrated teaching and of the key position held by preventive medicine in this type 

of presentation. 

(d) The place of the general practitioner in teaching 

Once more most of the reports emphasized that the general practitioner should take 

part in teaching. He was to be used either as a member of the Department of Social 

and Preventive Medicine, or in a newly established department of "General Practice" 

(or Community Health), or (in several reports) as someone with whom students could work 

in in- service training. The value of "attachment schemes" (in which students were 

attached to general practitioners) was mentioned. It must be remembered, however, 

that not all general practitioners are enthusiastic advocates of the preventive 

approach. The consensus of opinion puts the general practitioner on the top of the 

list of those usually outside the Department of Social and Preventive Medicine who can 

help in teaching the subject. 

Some useful additional recommendations concerned the use of small groups for 

teaching, the value of tutorial methods of teaching and the enthusiasm engendered by 

seminar and "project" work. Non- medical teachers such as public health nurses, social 

workers and others had advocates among the groups and most reports agree that work 

with these teachers in the course of their own professional activities is of value. 

Close links with public health departments and government services were recommended in 

some reports, but it was emphasized here, as before, that the teaching impact of this 

work is likely to be small unless active and responsible participation by the student 

is achieved. 

A comment from Group 1 suggested that improved relations in the medical school 

might result from the Professor of Social Medicine being both a clinician with hospital 

beds at his disposal and in charge of the teaching of social and preventive medicine. 

Other participants felt that if the history sheets of patients in hospital contained 

space for social, occupational and family histories, this would stimulate the learning 

of preventive medicine. 
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Summary 

A number of new subjects such as statistics and epidemiology, medical sociology 

and genetics were considered essential to the new medical curricula. It was not 

stated how these could be included in an already overcrowded time-table. All schools 

should have departments of social and preventive medicine. Social and preventive 

medicine should be taught throughout the medical course (1) as an academic discipline, 

and (2) as an approach to all the major medical subjects. 

Teaching should be participant rather than didactic and the community was at least 

as important as the class room or hospital ward. 

Enthusiastic learning by students was described when they were given some 

responsibility for field work and when they were given the opportunity to study the 

natural history of diseases. 

In the integrated curriculum now widely advocated the department of social and 

preventive medicine had a special part to play. 

The general practitioner should help in the teaching of social and preventive 

medicine. 

Small group teaching, seminar and "project` work were strongly advocated. 

AGENDA ITEM III. Progress towards achieving the goal 

Groups divided this section of their reports into two major parts: A. Progress to 

date (including comments on "Obstacles and Difficulties "), and B. Suggestions for futur, 

action. 

A. Progress to date 

"Progress has not been as fast as it should be. In developing countries 
development has generally been in the direction of increasing integration of 
preventive and curative services. In more highly developed countries the trend 
is discernible but slower. In this connexion, universities and medical schools 
seem to be somewhat slower to re- orient their views than are health service 
institutions. 



?16/Technical Discussions /6 Rev.1 

page 19 

The status of the departments of preventive and social medicine in medical 

schools in virtually all parts of the world is not satisfactory. This is partly 
due to resistance of clinical departments and partly due to the failure of 

departments of preventive and social medicine to realise the need to work through 
other departments rather than in isolation. "1 

This extract from a group report sums up much of the material presented. The 

consensus of opinion was that while some progress had been made (there were, after all, 

a number of new departments and many experiments in teaching) there was still reason 

for anxiety. The quality of recruits to teach preventive medicine, the low status of 

•apartments and above all the lack of sustained interest by undergraduates in the 

subject caused some concern. 

A necessarily brief "profit" and "loss" account might present two lists: 

• Probable advances in recent 
past 

1. Many new departments of 
social and preventive medicine. 

2. Many new chairs of social 
and preventive medicine. 

3. Over 80 per cent, of schools 
report teaching of social and 
preventive medicine. 

4. Much research and experiments 
in teaching method. 

5. Slow but real changes in outlook 
of students reported. 

6. Development of institutes and 
research centres in several countries. 

7. Recognition of importance of 
preventive medicine by major research 
foundations, etc. 

1 Report of Group 4 

Existing obstacles and difficulties 
in recent past 

1. Shortage of, and poor quality of, 
recruits to the subject. 

2. Interest of undergraduates and 
post -graduates not always sustained. 

3. Relatively low budgets and low pay 
of teaching staff. 

4 . Low status in medical schools. 

5. Little teaching time. 

6. Poor accommodation. 

7. Inflexibility of medical 
curricula. 

8. Unattractiveness of field positions 
for trained men. 

9. Absence of career structure. 
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Groups were more concerned with the discussion of obstacles and difficulties in 

the way of more rapid progress, than with the quite substantial advances which have 

been made. They were preoccupied, for example, with the effect upon medical schools 

in the developing countries of teaching which had its roots in "old -fashioned" 

curative medicine. 

"Another difficulty which can interfere severely with the development of the 
programme is the fact that many professors do not understand the reasons for 
changing the orientation of teaching. Very often, many of them would prefer to 
continue doing the same as they hove been doing and which was done also by their 
professors. Even though they feel the changes that are happening around them, 
they will probably not contribute voluntarily to the changes in which they should 
take part. It is the task and responsibility of the group in charge of social 
and preventive medicine to obtain support from their colleagues in order to attain 
this goal. "1 

"The predominance of the clinical and curative approach of the well 
established and powerful departments and professors in clinical medicine. It 

was stressed that it is difficult to change the attitudes of the clinical 
professors and to establish a Department of Social Medicine with a high standing 
and prestige in existing and planned medical schools. This is even more so in . 

those countries where the medical schools are isolated from the health services 
and function in an 'ivory tower'.п2 

Another important concern was at the low status of some departments of social 

and preventive medicine. This low status appears to be bound up with the more 

fundamental problem of the "glamour" of curative medicine which was a recurrent theme 

in all reports. It is in turn related to the problems of accommodation, pay and 

recruitment and to the provision of teaching time. 

"The second difficulty in promoting the case of preventive and social 
medicine is the reluctance of the other disciplines to provide adequate time 

to a department for the teaching of social and preventive medicine. This 

latter problem can be partly overcome if teachers in the other disciplines would 
instruct their students in social and preventive aspects on clinical cases; but 

such a requirement in its turn underlines the need for these teachers having 
practical experience in the field of social and preventive medicine. "3 

1 Report of Group 3 

2 Report of Group 2 

3 Report of Group 6 
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It appeared t °) some groups that the stat?zs problem was the most fundamental f 

all. However there were a few encouraging signs, for example t03e quality of research 

and the nature of the contribution to medical education of the new departments was 

slowly altering the subject in the eyes of some teachers. 

The effects of the new teaching were also to be seen in some improvement in 

the extent and quality of preventive work in rural areas. 

"Some indication of the effects of the widened outlooks and responsibilities 

of clinicians had been observed by increased immunization rates and also by the 

extent (Of periodical health appraisals in general practice." 

Finally, one or two groups looked at the job of the clinician faced with far too 

many patients, far too much curative work to do, and often overwhelmed by many needs 

of his patients. How (they asked) could he be expected to practise preventive 

medicine under these conditions, however well intentioned and technically competent 

he was? 

Summary: Progress to date 

A number of groups felt that progress in the teaching of social and preventive 

medicine had been slow. The main obstacles and difficulties were listed and 

discussed at length. Of these the problem of the status of the subject received most 

comment. A number of substantial advances have been rioted in recent years and some • of these were also mentioned. 
в. Suggestions for future action 

The range of comment in the group reports was very wide indeed. Some 

concentrated upon important details like the provision of text -books dealing with 

the social and preventive aspects of medicine (a vital need in this subject which has 

changed so much in the last few years). Others were more concerned about the 

attitudes and emotions of students. A third was concerned to see the close 

co- operation of public health authorities and academic departments. Through all the 

reports three rather different themes could be discerned. From each it is possible 

to frame only general suggestions: 

� 

" Reт ,ort , f Grou ' 7 
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(i) that there were good practical reasons for advocating some general increase 

in the teaching of social and preventive medicine in most medical schools. 

Participants urged that action be taken to this end - that is that these 

discussions should have some practical outcome; 

(ii) that all teaching, and particularly the teaching of social and preventive 

medicine, should aim consciously to keep abreast of changes in society and of 

changing medical needs; and 

(iii) that we should aim particularly at overcoming the difficulties listed above 

(section III A) which are tending to delay the development of preventive medicine. 

Perhaps the most important underlying agreement between the groups was (i) above. 

Central to this idea was that the speed of events in many countries was so great that 

the doctors at present emerging from the medical schools are not adequately equipped 

to deal with the health problems of today - let alone of tomorrow. This gave rise to 

the first suggestions for action. They may be condensed as follows: 

That WHO should be asked to note these findings and to assist the 

speed of advance in the teaching of preventive and social medicine wherever 

possible. 

This might be done ?_n a number of ways, but particularly: 

(a) at national level by the frequent review of curricula, teaching 

and other departments; 

(b) by sponsoring studentships particularly at post -graduate level; 

(c) by sponsoring seminars, symposia and conferences of teachers and 

others interested in the subject at regional and inter- regional level and 

designed to disseminate information on teaching methods, etc.; 

(d) by offering skilled advice to those setting up new teaching 

departments; 

(e ) 

level. 

by offering short "refresher "`courses at regional or inter -regional 
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Next, the underlying agreement -that -preventive- medical teaching should 

always keep abreast of the times ((ii) above). The changing patterns of medical 

neе of a community can only be understood by local study of the results of good 

epidemiological material. It was several times suggested that the provision of 

this material (or at least its arrangement where it was collected at national 

level) might be one of the duties of a department of social and preventive 

medicine. 

"It is absolutely necessary that the professor has knowledge of the 
statistical data related to the prevailing diseases and causes of death 
in the country. In this particular aspect, it was considered of paramount 
importance that governments, through the departments concerned, should take 
the necessary steps for the adequate collection of vital statistics and for 
its publication and distribution at the earliest opportunity."�1 

This arrangement would have the advantage of making survey results 

immediately available and the students would at once benefit from the new 

knowledge. Such an might go some of to check 

that the older "vested interests" in medical education might delay changes in 

method and the content of teaching: 

"The syllabus of medical schools should, according to some participants, 
be pruned considerably, could be flexible and subject to periodic review in 
relation to the changing social, economic and health needs of communities."2 

Finally there was general agreement that attempts should be made to remove 

the "obstacles" listed above (part III A). Most of these items are related to 

one another and particularly to the low status of the subject of social and 

preventive medicine which was reported from so many schools. 

A number of suggestions were made about how to correct the low status of the 

subject, e.g.: 

"Consideration should be given to the possibility of including the head of 
the department of Preventive and Social Medicine on the staff of the health 
department as a consultant or adviser. Mutual advantages can be obtained from 
this action."1 

1 Report of Group 3 

2 
Report of Group 2 
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Other reports related status problems to remuneration (rather than remuneration 

to status). 

"The remuneration and status of the non -- clinical teacher compares 

unfavourably with the clinical teacher and it is illogical to expect an 
attraction of talent into the non -clinical fields unless their conditions 
and prospects are at least placed on an equal basis. This statement refers 
not only to salaries but to extra -mural opportunities of supplementing income, 
and to the facilities and funds available to the department. For example, 
it is essential that student studies be conducted in rural, urban and 
industrial communities - an expensive item.г �1 

"... attention should be given to economical motivation by adequately 
remunerating physicians working in preventive and social medicine. "2 

The status of a subject is also bound up, of course, with the enthusiasm of its 

teachers and the attitude of others in the medical school. Many reports stated 

dogmatically that something should be done to enthuse students, but it is clear that 

much careful thought (and perhaps study) about this problem is necessary. 

"The correct training of medical students in their responsibilities to 

society will in the long run overcome this difficulty. A vital point in 

interesting both students and staff in social and preventive medicine is to 

re- educate them into the vitality and dynamism of social medicine - in a word 
to make the programme attractive. "1 

Group 6 emphasized the importance of this task and made the following suggestion 

(with which not all participants agreed): 

"In effect it is felt that the oorrect approach is through positive action 

in educating the clinical teacher and the student into the newer concepts of 

epidemiology, using as a starting point interest in the clinical case and thus 

demonstrating that preventive and social medicine is a living and dynamic discipline 
and not a dead and outdated subject. "1 

Several groups felt that the status of the department of social and preventive 

medicine would be raised if the qualifications of teachers were always of the best 

(which need not always be academically the highest). 

1 Report of Group 6 

2 Report of Group 1 
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"The prestige of the person who heads the department and of the group 
which will collaborate with him can be one of the supports for obtaining this 
objective. It means that he and his staff must be selected from among the 

best qualified persons4 who can be aided by financial contributions to their 
salaries or supplies." 

As a result of a combination of circumstances, some of which have been summarized 

above, there is a great shortage of recruits to social and preventive medicine. One 

group advocated a "crash" programme of training to meet this need, fer instance by 

gaining the interest and confidence of ether teachers. 

Some of the other obstacles for example the shortage of teaching time, pocr 

accommodation, etc.) might become less important if the general standing of the 

subject was improved. Good results from a few countries were recorded where 

reorientation courses for physicians ran parallel to the undergraduate teaching. 

"Reorientation of the practising physicians including expatriate physicians 
was considered at length. Compulsory in- service and other refresher courses 
were suggested. Experience with such courses in some developing countries have 
been encouraging. In some countries joint research and survey projects were 
undertaken, involving health personnel, clinicians and economists. Such action 
resulted in more comprehensive understanding and evaluation of the health 
problems. "2 

Other groups felt strongly that: 

"Intensive efforts should be made to interest practising general physicians 
in the social and preventive aspects :)f medicine. They should participate in 
teaching, research, and public health projects and campaigns. *3 

One final and important obstacle in the way of progress received relatively little 

attention. However, one or two groups felt that the poor career structure and 

prospects in preventive medicine should at once receive attention "at the highest 

level" in all countries where the need was felt for trained teachers, administrators 

and clinicians with a preventive attitude. 

1 
Report of Group 3 

2 
Report of Group 2 

Report of Group 5 
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CONCLUDING REMARKS 

In writing this report, an .attempt has been made to summarize what are already 

summaries (the eight reports from the Groups) and the result cannot but reflect this 

difficult process. However, from the discussions two points emerge again and again: 

first, the widely felt urgency of a situation in which many doctors are being trained, 

if not badly, then inadequately, to meet the needs ^f the day; and, second, the 

world -wide problem of the low status of preventive medicine in the minds of clinicians 

and teachers alike. 

Yet the prospect is not quite so depressing as it may seem, for there is growing 

evidence of lively activity in social and preventive medicine. It is to be hoped 

that WHO will note once more this activity and foster it. 
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Preventive and S'xial Aspect.: of Clinical Pra. tige" 

The selection of Medical Education as the subject for the Technical Discussions 

at the Sixteenth World Health Assembly reflects an increasing preoccupation among 

governments with the need for doctors for the growing medical and health services. 

The further choice of education for the preventive and social aspects of clinical 

practice shows a concern for quality as well as quantity and how important is this 

subject in planning the medicine of the future. 

The "suggested outline" for the Technical Discussions - a document designed to 

promote discussion at national level - was circulated by the Director- General to 

Members, Associate Members and interested non -governmental organizations (C.L.)k.196z, 

dated 30 August 1962). In it were summarized some of the WHO contributions to 

the subject and a number of "areas for discussion" were outlined. 

The responses of governments and some non -governmental bodies were then 

themselves summarized and a further attempt was made to review the whole subject 

afresh. 

This review, with its re- statement of the problems of teaching social and 

preventive medicine, was sent as a background document (A16 /Technical Discussions /1) 

by the Director -General to all Member States as an annex to C.L.1k.1963, dated 

11 April 1963. It was intended as a guide and also to provoke group discussion at 

the Technical Discussions. 

1 
Prepared by the WHO Consultant, Professor E. Maurice Sackett, Professor of 

Social Medicine and Head of the Department of Publie Health and Social Medicine, 
University of Aberdeen, Scotland. 

1 
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The Discussions were held on 10 and 11 May 1963 and delegates of Member States 

and Associate Members, and representatives of non -governmental organizations in 

official relations with WHO, were invited to register for participation. One hundred 

and eighty participants registered from eighty -seven countries and eight non- 

governmental organizations. 

F1RST PLENARY MELTING 

Dr A. T. Shousha, Supervisor of Health Affairs of the League of Arab States, who 

was General Chairman of the Technical Discussions, first described their purpose. 

He then drew attention to the recurrent nature of the theme of medical education in 

all the work of "III and particularly in the Technical Discussions - the first 

Technical Discussion of the World Health Assembly was on this subject. Next, he 

indicated that the main reason why the social and preventive training of the physician 

was considered so important was that, increasingly, the physician would have to occupy 

a key position - as general practitioner or as hospital clinician - in the 

preventive medical services. While concentration on curative medicine might aid 

the few, preventive medicine, if properly applied, could maintain the health, and 

thus to some extent the productivity and the happiness, of many. The goal of social 

medicine is to discover ways of living together in a society that will promote the 

health and development of individuals and the group, and also how these ways of life 

can be attained. Prevention of disease is its object. 

Dr Shousha continued by stating his own opinion - increasingly shared by others 

- that we must now consider not only the quantity of doctors, but that quality as 

well merits intensive study. If we ask whether the physicians emerging from our 

medical schools are so trained as to be able, in addition to their craft of curing 

the sick, to tackle the complex problems of the community health, where the object 

of medical activity is not only the sick or healthy individual or family, but also 

the sick or healthy community as a whole, the answer must often be negative. This 

failure posed the most important of questions - how to improve the quality and breadth 

of medical training; how to promote the "physician social scientist" envisaged in 

the Constitution of WHO rather than the physician who is interested only in individuals. 
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Finally, Dr Shousha mentioned the four questions on medical education which it 

was felt should be answered in the Discussions: 

Are we satisfied with our objectives? 

How far have they been achieved? 

If they have not all been achieved, what are the main reasons? and 

What must we plan for the future? 

GROUP DISCUSSIONS 

After the first plenary meeting, the participants separated for group discussions 

under the following Chairmen and with the help of the rapporteurs and group 

secretaries mentioned below. 

Group Chairman 

1. Professor Z. I. Januskevicus 

Rector of the Medical 

Institute, Kaunas, USSR 

2. Dr C. O. Easmon, Surgeon in 

Chief, Ministry of Health 
Ghana 

3. Prof essor G. -Canaperiз 
Chief Inspector General 

Ministry of. Health 

Italy 

4. Dr A. L. Bravo, Chief 

Technical Department 
National Health Service 
Chile 

Rapporteur 

Professor A. Th. L. M. Mertens 
Professor of Social 
Medicine at the University 
of Nijmegen, Netherlands 

Dr D. Brakhott, District 
Health Officer, Ministry 
of Health, Central 

District, Israel 

Dr D. Castillo, Assistant 
to the Director. of 
Public Health, Ministry 
of Health and Social 
Welfare, Venezuela 

Dr Charles L. Williams 
Chief, International 
Relations Division, Public 
Health Service, Department 
of Health, Education and 
Welfare 
United States of America 

Secretary 

Dr A. C. Saenz 

Medical Officer 
Virus Diseases 

Dr S. Falkland 
Medical Officer 
Public Health 
Administration 

Miss M. Tito 
de.. Moraes 
Nursing 

Dr M. Grais, Chief 
Dissemination of 
Statistical 
Information 
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Group 

5. Dr A. D. Kelly 

General Secretary 

Canadian Medical 

Association 
Canada 

Professor N. Pesonen 

Director -General 

National Medical Board 

of Health, Finland 

6. Professor M. A. Abbasy Dr N. R. E. Fendall 

Dean, High Institute Director of Medical 

of Public Health Services, Kenya 

University of Alexandria 

United Arab Republic 

7. Dr Hurustiati Subandrio 

Deputy Minister cum 

Director, Bureau of 

Foreign Affairs 

Department of Health 

Indonesia 

8. Dr L. P. Aujoulat 

ex- Minister 

Director of Service 

de Coopération 

technique and of 

Centre national 

d'Education sanitaire 

et sociale 

Paris, France 

Dr Dia E. Chatty, Director 

of International Health 

Affairs 
Syrian Arab Republic 

Professor Tran Dinh De 

Secretary of State 
for Health 
Republic of Viet Nam 

Dr J. A. Deeny, Chief 

Technical Staff 

Training 

Dr R. I. Hood, Chief 

International 
Quarantine 

Dr C. J. Hackett 
Medical Officer 

Research Planning 

and Co- ordination 

Dr A. J. Tuyns 

Medical Officer 
Cancer 

The objective of the Technical Discussions is, of course, "to provide an 

opportunity for an informal exchange of views and experience" (W1A10.33) on the 

basis of the background document. The agenda (A16 / Technical Discussions /2, 

11 April 196)), although only tentative, was followed by most groups, but some 

preferred to organize their discussions more along the lines of questions asked in 

the last four pages of the background document. The tentative agenda was as follows: 
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I. Why the physician needs to be trained in the preventive and social aspects 
of clinical practice 

1. Changes in the practice of medicine 

2. Changes in the concepts of preventable diseases and of vulnerable groups 

З. Progress in basic knowledge contributing to better medical education 

II. Education and training in the preventive and social aspects of medicine 

1. Contribution of the individual curriculum subjects 

2. Essential preventive medicine techniques 

3. When, where, and how knowledge should be provided 

III. Progress towards achieving the goal 

1. Assessment of the progress observed 

2. Obstacles and difficulties 

З. Future perspectives and suggestions for action 

In this report of the group discussions the headings of the tentative agenda 

will be followed as far as possible but a number of offer h.hemes wi l l 1 menti nw4d 

where they were of obvious importance to participants. 

Running through the formal reports, and very obvious to observers of the 

discussions themselves, were a number of common threads or general feelings, some 

felt strongly, others merely commented upon. It is proper that these general 

features of all reports and discussions should be mentioned first because they 

served to colour much of what went on in the groups themselves. 

1. First, it was clear that though this subject was large and inevitably 

difficult to define, it was felt to be of considerable interest and importance. 

The level of verbal participation in the discussions was very high. 

2. Next, and perhaps the most important of all, there was a widespread sense 

of dissatisfaction and anxiety about the way in which medical education (and some 

went so far as to say medical science itself) was developing. Growing specialization 

- an inevitable response to the magnificent technical advances of medicine - makes 

ever larger numbers of doctors become preoccupied with what one report called the 

"glamour of curative medicine ". This anxiety had its outcome in: 
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3. A sense of the urgency of the problems under discussion, "Perhaps WHO and 

our national governments should take some action ", or as one participant put it, 

"World events are-catching up on us. ". World needs for doctors well trained in 

preventive medicine increase, while the preventive medical services lose their best 

potential recruits to curative medicine. 

4. While all participants noted the enormous differences in medical needs 

between their respective countries ( "We virtually have no diphtheria" and "We are 

just beginning to tackle our smallpox "), there was a striking agreement between them 

about the main aims and goals. There was also general recognition of an ultimate 

similarity of medical problems for most countries - the chronic degenerative diseases 

and accidents. 

Partici.pa.nts were gнneг�allу conicerned about two other recurrent themes. ` First, 

there was considerable emphasis upon the fin danmenta.l role of the general practitioner 

in the preventive medicine of both developed and rapidly developing countries. Next, 

there was frequent mention of the possibly unfortunate eо1sеgnonces of current medical 

thinking which so often separates the doctors' preventive and curative activities. 

Medical training (it was гер а .ed1 said) should aim at a doctor who is equipped to 

undertake both preventive and curative work according to the changing needs of the 

society in which he lives. A more evident dichotomy can be observed between those 

doctors who do react to the needs of the society in which they live, and'those who 

do not. 

There follows a more detailed summary of group reports and some commentary upon 

areas of agreement and disagreement between them. 

AGENDA ITEM I. Why the physician needs to be trained in the preventive and social 
aspects of clinical practice 

Groups interpreted this heading as an invitation to review currently accepted 

reasons for teaching social and preventive medicine and to add to them if necessary. 

Several groups expressed agreement with the background document which listed a 

I 
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number of reasons for specialized training (Part II), but some, in addition, stressed 

the fact that because of the enormous interest of recent advances (for example in 

genetics and biochemistry), it was all too easy to lose sight of the wider aspects 

of medicine. 

"не should be well aware of the public health needs of his country and he 
should consider patients not as isolated 'cases', but as part of the society 
which is permanently influencing them in other ways. "l 

A number of reasons were given for frequent reviews of the role and duties of 

doctors, and for the necessity to increase their contribution to the preventive 

aspect of medicine. The sheer economics of the situation - to give but one reason 

- force us to abandon the notion that the doctor's job is only the "healing of the 

sick ". The interrelations of health and society were not only becoming more 

complex but our understanding of them was iu''cesing fast. Of these changes many 

doctors were oblivious or uninterested. The result was a dangerous delay in the 

application of the new knowledge to the prevention of disease. 

An interesting comment was that, in sr_�.tе of. the "glamour" and undoubted 

siieeesses of curative medicine, survival rates for many important diseases were 

still low. Systematic attempts at the early detection cf some cancers was a good 

example of preventive medininе Find шеiу рьysi.гiяns could be stimulated to "bridge 

the gap" and become interested in preventive medicine via cancer detection schemes. 

Prеsymptomаtic detection was everywhere becoming more important and itself 

constituted a good practical reason why stu�.ents should be taught about prevention. 

The implications of preventive medicine for productivity in areas where the 

great mass diseases are prevalent are, of course, obvious. The dramatic effect 

upon the society in terms of individual productivity - agricultural and industrial 

- was mentioned several times. The increased production which would result from 

the application of well -tried preventive techniques might be a critical factor in 

the provision of food and the development of industry for the growing world population. 

1 Report of Group 1 
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"Physicians make an important contribution to the overall progress of 

national economic development. This contribution is most effective in the 
fields of preventive and social medicine. "1 

The problem of how to interest the student in preventive medicine recurred 

frequently and, while most groups felt that it was a problem to be tackled on its 

own, others felt that the promotion of a sense of social responsibility might come 

from formal teaching in the subject. Others felt that social and preventive 

medicine teaching might help to foster and maintain what social responsibility was 

there already: 

"Very complex scientific training is required for adequate performance 
in the medicine of today, yet the sense of vocation and the humanitarian 
approach to medicine must be maintained."1 

Other demogгар1 in n}iгngёs were mentioned as reasons for increasing attention 

to preventive medicine. Of particular importance is the aging population with its 

changing patterns of disease. While the degenerative diseases cannot be prevented, 

there is much hope that the very early onset of some of them can be delayed: 

"Considerable changes are occurring in the social structure of the 

community. This is true as regards the different age groups: the number 
of old people is steadily increasing and, as for disease, in the advanced 
countries the role played by commuпn onbl.e diseases has been taken over by 

degenerative diseases, by diseases of the heart and cardiovascular system, 

and by cancer. Much more emphasis should be placed on the social environ- 
ment of the patient. A new attitude on the part of the doctor towards his 
patient is necessary and, in order to succeed in his work, the doctor must 

have a better knowledge of the social conditions under which people live.г2 

So far this summary has mentioned the changing needs of medicine in "keeping 

up" with a changing society. One group not only agreed with this idea but took it 

a step further by suggesting that medical planners must attempt to be ahead of 

social change: 

Report of Group 4 

2 
Report of Group 5 
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"Contemporary society imposes constant change and the practice of medicine 

must follow, and if possible foresee, the evolution of society. The individual 
approach to medicine does not always protect population groups and practice 
must change in conformity with these new concepts. "1 

Several groups laid particular stress upon our growing understanding of mental 

illness as a need for increased emphasis upon the teaching of social and preventive 

medicine. If the breakdown of many mentally sick people, and the adjustment of 

'many mildly distressed people is in fact a social phenomenon (and this seems very 

. likely), then the physician must be taught about these matters. Не must not only 

understand the process but be prepared to intervene in society to a much greater 

extent than before, particularly at family level.2 

In the preventive approach to mental illness (as of course in all others; but 

perhaps to a lesser extent) the co- operation and understanding of the community 

itself is also of increasing importance. 

"In developing countries, the emphasis on the predisposing causes of 
sickness is changing from environmental conditions to social ones; this is 
particularly seen in problems of mental ill health; but in all countries 
the part to be played by adequately informing the community still remains 
great. "3 

The relatively rapid sophistication of many technically advanced communities 

in medical matters, due in part at least to radio and televiion, is producing in 

its train an increased demand for early diagnosis and preventive medicine. This 

popular demand is in itself a reason for a changing approach by physicians some of 

whose "patients" are no longer content to wait until they are ill before seeking care. 

Summary 

In addition to general agreement with the reasons for preventive and social 

medical training which were mentioned in Part II of the background document, 

special emphasis was laid upon: 

1 Report of Group 6 

2 
See the report of the Technical Discussions on Mental Health Programmes in 

Public Health Planning, 1962 (A15 /Technical Discussions /5) 

3 Report of Group 7 
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- changes in, our understanding. of social factors operating in disease etiology; 

- economic necessity for the prevention of disease; 

- demographic changes; 

- popular demand; 

- ensuring that medical practice was "ahead" of rather than "following" 

social change. 

Few other specific or new reasons for teaching preventive and social medicine 

were given. However, it may be tentatively concluded that: 

(1) while we are satisfied with the objectives of medical education as 

hitherto stated, continual review and discussion of the curriculum is 

necessary; 

.(2) there are a number of new and urgent reasons why the social and preventive 

aspects of medicine should be taught to all students; these new reasons fall 

under the headings mentioned above. 

Two quotations will serve to give the essence of the reports on Part I of 

the agenda. 

"It was repeatedly stressed that medical schools, engrossed in the 
scientific and research aspects of disease, may fail to recognize their 
social responsibilities of providing their medical students with adequate 
preparation for their work after their graduation. The medical student 
can no more remain isolated from the community from which the patient comes 

than can the practitioner. In many medical schools it was apparent that a 
department of preventive and social medicine may have little direct 
influence on broadening the outlook and responsibilities of the clinical 
teachers of the university staff. "1 

"The Group was, agreed on the fact that social and preventive medicine 
is more than public health, and that it involves all the social and preventive 
aspects of medicine in the widest sense. "2 

1 Report of Group 7 

2 Report of Group 8 
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AGENDA ITEM II. Education and training in the preventive and social aspects 
of medicine 

Groups interpreted this heading as an invitation to describe the medical 

curricula, the techniques and training methods which were used in their countries 

and which they would advocate. This section therefore contained a mass of 

information and some interesting suggestions. It constituted a major part of the 

substance of all reports and a brief summary only is possible. Two of the three 

headings of the tentative agenda proved a useful guide. They were: 

(1) Contribution of individual curriculum subjects; 

(3) When, where and how knowledge should be provided. 

The group reports did not deal with No. 2: Essential preventive medicine 

techniques. 

1. The contribution of individual curriculum subjects 

A word of warning against generalizations about education was in the report 

of Group 3: 

"The need of teaching social medicine and of introducing into the mind 
of the student the concept of the social implications of all diseases was 

recognized . . . and that it is advisable to make a careful study in every 
country, and even in some special areas in each country, before establishing 
new medical curricula that will modify those already existing and that aspire 
to include the objectives of the subject under consideration. "1 

While other groups did not go quite so far as to suggest local studies before 

drawing up the medical curriculum, there were several similar words of caution, 

and a general agreement that medical education must keep pace with changing 

patterns of needs. All of the groups drew attention to the fact that doctors 

are rarely felt to be trained adequately for meeting the existing needs (let alone 

the future needs) of the countries in which they will serve. It was felt strongly 

that this should be corrected. One of the ways in which it might be avoided is by 

realistic surveys of health problems in the countries concerned. 

1 Report of Group 3 
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One other group made an interesting statement about medical education and 

local needs which has a general significance f'r all developed and developing 

countries: 

"The European Faculties of Medicine participating in the formation of 
African physicians often provide these latter with training and orientation 
which are more or less adapted to medical practice in Europe, but completely 
unsuitable for physicians confronted with the present conditions of African 
medicine. It seems that the social and preventive spirit which the African 
physician needs is not sufficiently inculcated in these schools. For this 
reason, several African countries prefer to train their own medical personnel, 
both in order that they may do their studies in an environment similar to the 
one in which they will have to work, and so that they may be prevented from 
succumbing to the 'temptation' of premature specialization. Moreover, the 
same need is appearing in the more developed countries: medicine is becoming 
'desocialized' through specialization, and there is an obvious need for 

general practitioners who are aware of their social role in the exercise of 

the medical profession. *1 

1 Report of Group 8 
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The overcrowded curriculum and the "new" subjects 

Another general problem faced (but not solved) by several groups is the 

overcrowded medical curriculum. Either the many "new" subjects which participants 

wish to include must be omitted, or the curriculum lengthened. The only alternative 

is a dramatic reduction of the amount of some other subjects (for example, anatomy). 

Among the contributions of individual curriculum subjects to the physician's 

knowledge of preventive medicine, many groups mentioned the importance of teaching 

the social and preventive aspects of all the subjects in the curriculum. Apart from 

the teaching done by the Department of Social and Preventive Medicine itself, 

particular mention was made of the social and preventive aspects of child health, 

psychiatry and internal medicine among the clinical subjects. Microbiology, 

pathology and physiology were mentioned among the non -clinical subjects. 

Additional subjects 

One report summed up the discussion in this way: 

"It was considered advisable to teach in the preclinical phase the 
following subjects: 

Introduction in statistics 

Vital statistics 

Medical sociology 

Principles of epidemiology 

Genetics 

Anthropology 

Psychology 

and in the clinical period: 

Epidemiology of infectious and non -infectious diseases 

Social and preventive aspects in the care of patients 

Organization of health services 

Social security 

and other related subjects. " - 
1 

1 
Report of Group 1 
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From this list it will be seen at once that there is much reorganization of 

the orthodox subjects of the curriculum to be considered. That all these additions 

to medical teaching should be carefully evaluated, was a most useful suggestion by 

several groups. In fact it was felt that the review of the curriculum must be a 

regular function of all medical schools. 

There were some differences of opinion as to how much of the new teaching was 

the special province of the Department of Social and Preventive Medicine, and how much 

could be offered by, for example, clinical units. The consensus of opinion favoured 

this department for most teaching, though several groups advocated contributions from the 

clinical "bedside" teachers. Perhaps this feeling is best summarized by Group 4: 

"Since illnesses have social content and preventive aspects, every subject 

in the medical teaching curriculum should include orientation in the principles 
and practice of the preventive and social aspects of medicine." 

The problem of motive was again mentioned under this heading and several groups 

expressed agreement with the teacher mentioned in the Background Document in thinking 

that a sense of the social responsibilities of the doctor can be taught particularly 

to the undergraduate. 

Finally, among the subjects which specially contribute to social and preventive 

medicine all groups gave high priority to epidemiology, which, after all, is the tool, 

par excellence, of preventive medicine. 

3. When, where and how knowledge should be provided 

This was the fullest section and its detailed and informative presentation showed 

a large measure of agreement between groups. 

"All agreed that the medical student should come into active contact with 
the preventive and social aspects of clinical practice before graduation. Full 
use must be made of bedside teaching and family visiting to emphasize this but 
for this to be effective it was essential that, during his preclinical years, the 
student should receive basic instruction and have practical experience of 
community social activities and the inter -relationships of different sections 
and strata of his community. It was said that the medical student should start 
to learn of the preventive and social aspects of clinical practice on the first 
day of his entry into medical studies and that he should continue to learn for 
the rest of his life.n' 

1 
Report of Group 7 
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When? 

Behind the general feeling that social and preventive medicine (both as an 

approach and as an academic discipline) should be taught at all stages of the 

curriculum (as well as in early post graduate life), there was a fear of the effect of 

teaching done only in the hospital. A growing preoccupation with curative medicine 

in the hospital, (to the exclusion of an interest in prevention) can only be balanced 

by continuous social and preventive teaching, using all the techniques available. 

The earlier this type of teaching is started the better. Several groups even 

mentioned the possibility of starting some related subjects at secondary school. 

Where? 

All reports emphasized the vital importance of training within the community 

as well as in hospital, lecture theatre and seminar class -room. Recognition of the 

universally felt need to aid the sick person and the consequent preoccupation of the 

student with the patient rather than the group or the healthy community was found in 

most reports. Several drew the obvious conclusion: that much social and preventive 

teaching can capture the imagination of students if it starts from the sick patient 

and then moves outwards into family, occupation, and community. 

'One of the participants stressed specifically the importance of teaching 
social and preventive aspects of medicine at the bedside of the patient and of 

adding to clinical teaching the total spectrum of social behaviour, psychological 
and economic aspects. The same participant pointed out that such an approach 
would make it possible to pool the efforts of personnel, libraries and teachers 

and so create a coordinated team of the Social and Preventive Department with the 
clinical departments in the same institution."1 

The experience of many participants served to emphasize the great value to be 

attached to field work of all kinds, particularly where responsibility reinforces 

regular learning processes. Since much of preventive medicine is so intimately bound 

up with the ways of living of families and other groups in the community, it is 

essential that students should see these ways of living and assist in the solution of 

the health problems which are related to them. If possible, they should participate 

1 Report of Group 2 
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responsibly in the medical care of the same population. In communities where there 

are few doctors a senior medical student can be of immense value both to himself and 

to the area in which he works. 

How? 

In this section were raised a number of important features of "the learning 

situation ", not all of them specific to the learning of social and preventive medicine. 

Four, however, were of special interest. They are: 

(a) the problem of motive; 

(b) active responsibility versus passive observation; 

(с) the notion of the integrated curriculum; and 

(d) the place of the general practitioner in teaching. 

(a) The problem of motive has recurred throughout these discussions. Disease is 

exciting, it provokes an emotional response and claims the student's attention and 

interest above all else. Health is not exciting and the mass aspects of disease are 

often boringly presented by teachers. Two substitutes for the glamour of curative 

medicine have been shown in the experience of participants to hold the interest of 

the medical undergraduate and postgraduate student. First, active responsibility within 

a community health project has been shown to stimulate the imagination of under- 

graduates. Next, it was stated by one group that the study of the natural history 

of a disease by the clinicians often inspires in them an attitude and interest from 

which the preventive approach will come. 

(b) Active participation versus passive observation 

Many schools take students to see community health work, to see epidemiological 

research being done or to watch case finding or screening for early disease. When 

the effects upon the students of carrying even a small amount of responsibility for these 

activities are contrasted with the effects of this passive observation, it becomes clear 

that a far more fundamental stimulus to the learning process is involved in 

participation than in observation. 
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(c) The notion of the integrated curriculum 

Most reports emphasized the importance of social and preventive medicine as an 

integrator of otherwise separate medical subjects. One or two reports were more 

reserved than others', but all assumed the value to the student of combined and 

integrated teaching and of the key position held by preventive medicine in this type 

of presentation. 

(d) The place of the general practitioner in teaching 

Once more most of the reports emphasized that the general practitioner should take 

part in teaching. He was to be used either as a member of the Department of Social 

and Preventive Medicine, or in a newly established department of "General Practice" 

(or Community Health), or (in several reports) as someone with whom students could work 

in in- service training. The value of "attachment schemes" (in which students were 

attached to general practitioners) was mentioned. It must be remembered, however, 

that not all general practitioners are enthusiastic advocates of the preventive 

approach. The consensus of opinion puts the general practitioner on the top of the 

list of those usually outside the Department of Social and Preventive Medicine who can 

help in teaching the subject. 

Some useful additional recommendations concerned the use of small groups for 

teaching, the value of tutorial methods of teaching and the enthusiasm engendered by 

seminar and "project" work. Non -medical teachers such as public health nurses, social 

workers and others had advocates among the groups snd most reports agree that work 

with these teachers in the course of their own professional activities is of value. 

Close links with public health departments and government services were recommended in 

some reports, but it was emphasized here, as before, that the teaching impact of this 

work is likely to be small unless active and responsible participation by the student 

is achieved. 

A comment from Group 1 suggested that improved relations in the medical school 

might result from the Professor of Social Medicine being both a clinician with hospital 

beds at his disposal and in charge of the teaching of social and preventive medicine. 
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Summary 

A number of new subjects such as statistics and epidemiology, medical sociology 

and genetics were considered essential to the new medical curricula. It was not 

stated how these could be included in an already overcrowded time-table. All schools 

should have departments of social and preventive medicine. Social and preventive 

medicine should be taught throughout the medical course (1) as an academic discipline, 

and (2) as an approach to all the major medical subjects. 

Teaching should be participant rather than didactic and the community was at least 

as important as the class room or hospital ward. 

Enthusiastic learning by students was described when they were given some 

responsibility for field work and when they were given the opportunity to study the 

natural history of diseases. 

In the integrated curriculum now widely advocated the department of social and 

preventive medicine had a special part to play. 

The general practitioner should help in the teaching of social and preventive 

medicine. 

Small group teaching, seminar and "project" work were strongly advocated. 

AGENDA ITEM III. Progress towards achieving the goal 

Groups divided this section of their reports into two major parts: A. Progress to 

date (including comments on "Obstacles and Difficulties "), and B. Suggestions for future 

action. 

A. Progress to date 

"Progress has not been as fast as it should be. In developing countries 

development has generally been in the direction of increasing integration of 

preventive and curative services. In more highly developed countries the trend 
is discernible but slower. In this connexion, universities and medical schools 
seem to be somewhat slower to re- orient their views than are health service 
institutions. 
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The status of the departments of preventive and social medicine in medical 

schools in virtually all parts of the world is not satisfactory. This is partly 
due to resistance of clinical departments and partly due to the failure of 
departments of preventive and social medicine to realise the need to work through 
other departments rather than in isolation..т1 

This extract from a group report sums up much of the material presented. The 

consensus of opinion was that while some progress had been made (there were, after all, 

a number of new departments and many experiments in teaching) there was still reason 

for anxiety. The quality of recruits to teach preventive medicine, the low status of 

departments and above all the lack of sustained interest by undergraduates in the 

subject caused some concern. 

A necessarily brief "profit" and "loss" account might present two lists: 

Probable advances in recent 
past 

1. Many new departments of 
social and preventive medicine. 

2. Many new chairs of social 
and preventive medicine. 

З. Over 80 per cent, of schools 

report teaching of social and 

preventive medicine. 

4. Much research and experiments 
in teaching method. 

5. Slow but real changes in outlook 
of students reported. 

6.; Development of institutes and 
research centres in several countries. 

7. Recognition of importance of 
preventive medicine by major research 
foundations, etc. 

1 Report of Group 4 

Existing obstacles and difficulties 
in recent past 

1. Shortage of, and poor quality of, 
recruits to the subject. 

2. Interest of undergraduates and 
post-graduates not always sustained. 

З. Relatively low budgets and low pay 
of teaching staff. 

4. Low status in medical schools. 

5. Little teaching time. 

6. Poor accommodation. 

7. Inflexibility of medical 
curricula. 

8. Unattractiveness of field positions 

for trained men. 

9. Absence of career structure. 
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Groups were more concerned with the discussion of obstacles and difficulties in 

the way of more rapid progress, than with the quite substantial advances which have 

been made. They were preoccupied, for example, with the effect upon medical schools 

in the developing countries of teaching which had its roots in "old -fashioned" 

curative medicine. 

"Another difficulty which can interfere severely with the development of the 
programme is the fact that many professors do not understand the reasons for 
changing the orientation of teaching. Very often, many of them would prefer to 
continue doing the same as they have been doing and which was done also by their 

professors. Even though they feel the changes that are happening around them, 
they will probably not contribute voluntarily to the changes in which they should 
take part. It is the task and responsibility of the group in charge of social 
and preventive medicine to obtain support from their colleagues in order to attain 
this goal.i1 

"The pied ominance of the clinical and curative approach of the well 
established and powerful departments and professors in clinical medicine. It 

was stressed that it is difficult to change the attitudes of the clinical 
professors and to establish a Department of Social Medicine with a high standing 
and prestige in existing and planned medical schools. This is even more so in 
'those countries where the medical schools are isolated from the health services 
and function in an «ivory towerr.n2 

Another important concern was at the low status of some departments of social 

and preventive medicine. This low status appears to be bound up with the more 

fundamental problem of the "glamour" of curative medicine which was a recurrent theme 

in all reports. It is in turn related to the problems of accommodation, pay and 

recruitment and to the provision of teaching time. 

"The second difficulty in promoting the case of preventive and social 

medicine is the reluctance of the other disciplines to provide adequate time 

to a department for the teaching of social and preventive medicine. This 

latter problem can be partly overcome if teachers in the other disciplines would 
instruct their students in social and preventive aspects on clinical cases; but 

such a requirement in its turn underlines the need for these teachers having 
practical experience in the field of social and preventive medicine. "3 

1 Report of Group 3 

2 Report of Group 2 

3 Report of Group 6 
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It appeared t some groups that the status problem was the mostfundamental of 

all.. However there were a'few encouraging signs, for example the quality of research 

and the nature of the contribution to medical education of the new departments was 

slowly altering the subject in the eyes of some teachers. 

The effects of the new teaching were also to be seen in some improvement in 

the extent and quality of preventive work in rural areas. 

"Some indication of the effects of the widened outlooks and responsibilities 

of clinicians had been observed by increased immunization raes and also by the 
extent of periodical health appraisals in general practice." 

Finally, one or two groups looked at the job of the clinician faced with far too 

many patients, far too much curative w'rk to do5 and often overwhelmed by many needs 

of his patients. How (they asked) could he be expected to practise preventive 

medicine under these conditions, however well intentioned and technically competent 

he was? 

Summary: Progress to date 

A number of groups felt that progress in the teaching of social and preventive 

medicine had been slow. The main obstacles and difficulties were listed and 

discussed at length. Of these the problem of the status of the subject received most 

comment. A number of substantial advances have been noted in recent years and some 

of these were also mentioned. 

B. Suggestions for future action 

The range of comment in the group reports was very wide indeed. Some 

concentrated upon important details like the provision of text -books dealing with 

the social and preventive aspects of medicine (a vital need in this subject which has 

changed so much in the last few years). Others were more concerned about the 

attitudes and emotions of students. A third was concerned to see the close 

co- operation of public health authorities and academic departments. Through all the 

reports three rather different themes could be discerned. From each it is possible 

to frame only general suggestions: 

1 

- Re юrt . 
:F Groi.: - 7 



А16/Technical Discussioi7s/6 
page 22 

(i) that there were good practical reasons for advocating some general increase 

in the teaching of social and preventive medicine in most medical schools. 

Participants Urged that action be taken to this end - that is that these 

discussions should have some practical outcome; 

(ii) that all teaching, and particularly the teaching of social and preventive 

medicine, should aim consciously to keep abreast of changes in society and of 

changing medical needs; and 

(iii) that we should aim particularly at overcoming the difficulties listed above 

(section III A) which are tending to delay the development of preventive medicine. 

Perhaps the most important underlying agreement between the groups was (i) above. 

Central to this idea was that the speed of events in many countries was so great that 

the doctors at present emerging from the medical schools are not adequately equipped 

to deal with the health problems of today - let alone of tomorrow. This gave rise to 

the first suggestions for action. They may be condensed as follows: 

That WHO should be asked to note these findings and to assist the 

speed of advance in the teaching of preventive and social medicine wherever 

possible. 

This might be done in a number of ways, but particularly: 

(a) at national level by the frequent review of curricula, teaching 

and other departments; 

(b) by sponsoring studentships particularly at post -graduate level; 

(с) by sponsoring seminars, symposia and conferences of teachers and 

others interested in the subject at regional and inter- regional level and 

designed to disseminate information on teaching methods, etc.; 

ác3) by oгreгüйg skilled - advice to those setting up new teaching 

depa.rt rents; 

(e) by offering short "refresher" courses at regional or inter -regional 

level. 
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Next, the underlying agreement that -preventive medical teaching should 

always keep abreast of the times ((ii) above). The changing patterns of medical 

needs of a community can only be understood by local study of the results of good 

epidemiological material. It was several times suggested that the provision of 

this material (or at least its arrangement where it was collected at national 

level) might be one оf the duties of a department of social and preventive 

medicine. 

"It is absolutely necessary that the professor has knowledge of the 

statistical data related to the prevailing diseases and causes.of death 

in the country. In this particular aspect, it was considered of paramount 
importance that governments, through the departments concerned, should take 
the necessary steps for the adequate collection of vital statistics and for 
its publication and distribution at the earliest opportunity. "1 

This arrangement would have the advantage of making survey results 

immediately available and the students would at once benefit from the new 

knowledge. Such an arrangement might go some of the way to check the danger 

that the older "vested interests" in medical education might delay changes in 

method and the content of teaching: 

"The syllabus of medical schools should, according to some participants, 

be pruned considerably, could be flexible and subject to periodic review in 
relation to the changing social, economic and health needs of communities. "2 

Finally there was general agreement that attempts should be made to remove 

the "obstacles" listed aboye (part III A). Most of these items are related to 

one another and particularly to the low status of the subject of social and 

preventive medicine which was reported from so many schools. 

A number of suggestions were made about how to correct the low status of the 

subject, e.g.: 

"Consideration should be given to the possibility of including the head of 

the department of Preventive and Social Medicine on the staff of the health 

department as a consultant or adviser. Mutual advantages can be obtained from 
this action. "i 

Report of Group 3 

2 
Report of Group 2 
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Other reports related status problems to remuneration (rather than remuneration 

to status). 

"The remuneration and status of the non -clinical teacher compares 

unfavourably with the clinical teacher and it is illogical to expect an 

attraction of talent into the non -clinical fields unless their conditions 

and prospects are at least placed on an equal basis. This statement refers 

not only to salaries but to extra -mural opportunities of supplementing income, 

and to the facilities and funds available to the department. For example, 

it is essential that student studies be conducted in rural, urban and 

industrial communities - an expensive item.т' 

"... attention should be given to economical motivation by adе uately 

remunerating physicians working in preventive and social medicine." 

The status of a subject is also bound up, of course, with the enthusiasm of its 

teachers and the attitude of others in the medical school. Many reports stated 

dogmatically that something should be done to enthuse students, but it is clear that 

much careful thought (and perhaps study) about this problem is necessary. 

"The correct training of medical students in their respёnsibilities to 
society will in the long run overcome this difficulty. A vital point in 

interesting both students and staff in social and preventive medicine is to 

re- educate them into the vitality and dynamism of social medicine - in a word 
to make the programme attractive. "1 

Group 6 emphasized the importance of this task and made the following suggestion: 

"In effect it is felt that the correct approach is through postive action 

in educating the clinical teacher and the student into the newer concepts of 

epidemiology, using as a starting point interest in the clinical case and thus 
demonstrating that preventive and social medicine is a living and dynamic discipline 

and not a dead and outdated subject." 

Several groups felt that the status of the department of social and preventive 

medicine would be raised if the qualifications of teachers were always of the highest. 

1 
Report of Group 6 

2 
Report of Group 1 
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"The prestige cf the person who heads the department and of the group 
which will collaborate with him can be one of the supports for obtaining this 
objective. It means that he and his staff must be selected from among the 
best qualified pеrsonsj who can be aided by financial contributions to their 
salaries or supplies." 

As a result of a combination of circumstances, some cf which have been summarized 

above, there is a great shortage of recruits to social and preventive medicine. One 

group advocated a "crash" programme of training to meet this need, for instance by 

gaining the interest and confidence of other teachers. 

Some of the other obstacles (for example the shortage of teaching time, poor 

accommodation, etc.) might become loss important if the general standing of the 

subject was improved. Good results from a few countries were recorded where 

reorientation courses for physicians ran parallel to the undergraduate teaching. 

"Reorientation of the practising physicians including expatriate physicians 
was considered at length. Compulsory in- service and other refresher courses 
were suggested. Experience with such courses in some developing countries have 
been encouraging. In some countries joint research and survey projects were 
undertaken, involving health personnel, clinicians and economists. Such action 
resulted in more comprehensive understanding and evaluation of the health 
problems. "2 

Other groups felt strongly that: 

"Intensive efforts should be made to interest practising general physicians 
in the social and preventive aspects of medicine. They should participate in 
teaching, research, and public health projects and campaigns. "3 

One final and important obstacle in the way of progress received relatively little 

attention. However, one or two groups felt that the poor career structure and 

prospects in preventive medicine should at once receive attention "at the highest 

level" in all countries where the need was felt for trained teachers, administrators 

and clinicians with a preventive attitude. 

1 Report of Group 3 

2 
Report of Group 2 

Report of Group 5 
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CONCLUDING REMARKS 

In writing this report, an attempt has been made to summarize what are already 

summaries (the eight reports from the Groups) and the result cannot but reflect this 

difficult process. However, from the discussions two points emerge again and again: 

first, the widely felt urgency of a situation in which many doctors are being trained, 

if not badly, then inadequately, to meet the needs of the day; and, second, the 

world -wide problem cf the low status of preventive medicine in the minds of clinicians 

and teachers alike. 

Yet the prospect is nt quite sc depressing as it may seem, for there is growing 

evidence of lively activity in social and preventive medicine. It is to be hoped 

that WHO will note once more this activity and foster it. 


