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Foreword 

This monograph contains a survey of undergraduate and post-graduate 
training in hygiene and social and preventive medicine and is an attempt to 
present a balanced picture of the present-day. scene· in· this · regard for part 
of Europe. The wide variety of teaching in these subjects would, at this 
stage, make a world-wide survey far too ambitious and difficult a task. 
Therefore, it has been considered desirable to begin with a limited· area-
19 countries of Europe-though with full awareness of the fact that this is only 
a beginning and that it will be necessary eventually to cover in a similar 
manner other regions, such as_ certain countries of eastern Europe, where 
very different patterns have developed, and the USA and other American 
countries, where the situation is, again; quite different in many respects 
from that described in this monograph; 

In the preparation of this publzcdtion, the authors have drawn freely upon 
the information furnished by two conferences organized by the WHO Regional 
Office for Europe: a conference on undergraduate training in hygiene and 
preventive and social medicine, held in Nancy, France, in December 1952, 
and another conference, on post-graduate training in the same subjects, held 
at Goteborg, Sweden, in July 1953. In addition, they have used information 
obtained from interviews with educators in certain European countries which 
they visited, under the auspices of WHO. This monograph is, therefore, 
not intended to be an expression of the opinions of the authors, but rather 
a synthesis of views of leading educators at the two conferences and of those 
with whom the authors discussed their subject during visits to specific coun
tries. Nevertheless, the work quite naturally bears also the authors' imprint 
while giving voice to the views of others. It is hoped that it presents an 
accurate description of the relevant common trends in medical education in 
the countries covered. 

Some changes may have been made in some of the schools discussed in 
the monograph since the time of the conferences and ihe preparation 
of the final text. However, except with regard to detail, such changes are 
probably neithernuinerous nor significant. 

After a general introductory section dealing with historical aspects of 
the subject, the authors turn to separate examinations of undergraduate and 
post-graduate teaching of hygiene and social and preventive medicine. These 
two sections have been written so that they can be read independently of each 
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other; consequently, a certain amount of overlapping has been considered 
acceptable. There follow descriptions of the teaching of public health in 
19 countries. The iriformation contained in this part of the monograph was 
obtained from various sources, but the final text was sent to the respective 
countries for comments and approval. Brief reports on the Nancy and 
Goteborg conferences are included in annexes. 

In an effort to make this monograph as authoritative and as 
internationally significant as possible, the manuscript was submitted to 
leading public-health educators in eight countries representative of different 
patterns of medical education. Their co-operation is hereby gratefully 
acknowledged. 

It is hoped that this monograph, through its analysis of the present situation 
in a limited area, will make a substantial contribution to the development of 
teaching in hygiene and preventive and social medicine in other parts of the 
world. 



Introduction 

Medical training institutions, like all others, must improve and adapt 
themselves to the continual advances in· both medicine and social welfare, 
advances which have been particularly remarkable during the last half
century. 

National economy is based on human economy: there is a close and 
reciprocal relationship between work, production, the strength of a country, 
and the " capital " which is constituted by the health of its people. In the 
vast and noble task of protecting and increasing this " health capital " 
-a task which it is hoped to undertake on a universal scale-a primary 
role is obviously assigned to the medical profession; and the higher 
the technical, social, and moral standards of the members of that profes
sion, the more effective will their contribution be. Where are these stan
dards very largely inculcated if not in the training of the physician, in 
the education which he receives? 

It is not surprising, in these tumultuous days, which are nevertheless 
enriched by increased knowledge and transformed by social evolution, 
that in most countries the whole or part of medical education is under 
reconsideration, and that all the so-called " under-developed " countries 
which want to institute training along modern lines are awaiting the opening 
of discussions on national and international levels with regard to direc
tives and programmes which provide the desired re-orientation. 

History shows that the teaching of medicine has often had to be re
adapted to scientific progress and to social changes, that the reform of 
medical studies, particularly since the First World War, has given rise to 
many controversies and been the subject of many publications. In this 
effort great value must be attached to the contribution of the institutions 
which work on a basis of international co-operation and which, for the past 
30 years, have placed in the forefront of their activities the development of 
the education and training of those engaged in health activities. These 
institutions, through the activities they have promoted and the support 
they have provided, have contributed very considerably to the development 
of medico-social techniques throughout the world. Looking back, however, 
we are obliged to admit that, in spite of the passing of the years and the 
changes which have taken place, we find ourselves today still faced with 
identical problems in regard to this question of training. 

-9-



10 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

From the outset it was recognized that progress in the field of health 
was dependent to a large extent on the level of the studies for the prepara
tion of both specialized hygienists and medical practitioners, and it was 
the realization of this fact that led the Health Organisation of the League 
of Nations to create in 1924 a standing commission on.the teaching of 
hygiene and preventive medicine. The functions of.this body were later 
taken over by a series of meetings of directors of institutes and schools 
of hygiene, which did a considerable amount of work up to 1939. It was 
during this period that schools of hygiene and national institutes of hygiene 
or public health began to be created in various parts. of the world. These 
schools and institutes were called upon to play primary roles in the training 
of physicians and public health· personnel and in health education of the 
public, to carry out research, and to intervene actively. in public health 
problems. A special tribute should be paid here to the Rockefeller Founda~ 
tion, which played such an.important part in the.creation of these institutes 

· and in the establishment of a system of fellowships and exchanges for the 
benefit· not only of students, but also of already specialized technicians 
and teachers. 

From 1931 on, a constructive effort was made to direct medical educa
tion along new lines, and the most eminent professors of universities in 
many countries participated in this effort. Up to 1938 many reports 
were published in the form of syntheses for the purpose of providing 
universities with directives which might enable them to make progress 
along the right lines. Many of those directives ai:e, in fact, still valid today. 
During this period, too, there was fruitful collaboration with the Interna
tional Labour Office, particularly in regard to the social action which is 
necessary as a complement to preventive and curative action (with special 
reference to social insurance) and, consequently, in regard to the training 
which the physician should receive to enable him to accomplish his mission. 

The maelstrom of 1939-1945 not only swept aside but completely dis
. located and even demolished the already considerable achievements and 
the reforms which were being undertaken. In addition, urgent necessities, 

. important social changes, and the introduction of new concepts and therapies 
created heavier· obligations and responsibilities in connexion with the 
safeguarding· of populations . 
. ·. The Health· Organisation of the League of Nations did useful work; 

and the World Health Organization, iri application of one of the Articles 
of its Constitution, which · requires it to " promote improved standards 
of teaching and training in tile health, medical and related professions ", 
is implementing a vast programme in the field of medical education and 
professional training. 

WHO, in its immense effort for the improvement of professional 
training, is following the principle of advising and adopting only those 
measures and means which have been thoroughly studied, and of insisting 
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that such measures and means must be suitably adapted to local condi
tions and requirements. There is, very wisely, a directive to the effect 
that although certain minimum standards are applicable to all coun
tries, and in particular to those in which students successfully complet
ing their studies receive a diploma, there is no justification, when new 
programmes are to be established, for making such programmes mere 
copies of those operating elsewhere. Each teaching establishment must 
reflect the living conditions of the community for which it has been created; 
successful training often depends as much upon teaching methods as upon 
the content of the curriculum. Too much emphasis cannot be laid upon 
the importance of such principles in general,. and they become even more 
important in connexion with technical training in health and social pro
tection, During the last few years, therefore, these problems of 
training have been considered not only on the general world level, but 
specifically from the point of view of the various geographical regions which 
have been established by WHO in accordance with the judicious policy 
of decentralization-combined with co-ordination-which governs all its 
activities. 

There is no doubt. that the general attitude towards the_ development 
of these constructive .· activities is· becoming more arid more favourable; 
governments and public health authorities cannot fail to be interested, 
and the schools of medicine are themselves adhering to the point of view 
that medical training should be reorganized and better adapted to the 
role and responsibilities of the physician in modern society. The 
great social institutions, and in particular the social security institutions, 
believe, and rightly, that development of the medico-social training of 
the physician is essential to the efficacy of their own activities and to their 
economy. It was for this reason that the International Social Security 
Association placed this question on the agenda of its 1955 General Assembly. 
Finally, national medical associations and the World Medical Association 
(WMA) are taking an increasing interest in the question of training, of 
reform of medical studies, of qualification in general and of qualifica
tion in preventive and social medicine in particular. The scope and 
importance of the debates at the First World Conference on Medical 
Education, held in 1953 * in London, with the participation of WHO, 
amply proved WMA's interest in the efforts that are being made, and 
its desire to co-operate. 

Time-will be needed, of course, and funds must be forthcoming before 
the necessary institutions can be set up and adequately equipped every
where (particularly in the "under-developed" countries), and before not 
only installations but habits, solidly-rooted tendencies in university pro
grammes, can be transformed. The efforts which are being made must 

• Proceedings of the First World Conference on Medical Education, London 1953, London, 1054 



12 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

therefore be supported and intensified; the good results already obtained 
and the directives which emerge from them must be made known. 

Over the years, the reports of WHO expert committees concerned not 
only with medical education· and professional training, but also with 
other subjects closely allied to health and social welfare-e.g., maternal 
and child health, school health, mental health, and tuberculosis control
have provided very valuable information. 

Today this information is amplified by the publication of an important 
report which widens our outlook upon, and defines our opinions concerning, 
a question which is of paramount importance, both from the point of view 
of the training of the physician and from that of the protection of public 
health. This report, based on the ideas and conclusions which emerged 
from conferences held at Nancy and Goteborg under the auspices of the 
WHO Regional Office for Europe, and distinguished by the eminence of 
the experts who participated in their debates, gives a general exposition and 
a statement of the present position with regard to the teaching of hygiene 
and preventive and social medicine. Two of our colleagues, Professors 
J. Mackintosh and F. Grundy, were responsible for the compilation of 
the report, and their high technical qualifications and long experience 
in this field are a guarantee of the quality and practical value of the 
work. 

In this monograph, the· authors deal successively and logically with the 
place of the above-mentioned subjects in the medical curriculum. First of 
all, they comment upon the general undergraduate training of the physician; 
and then pass on to post-graduate instruction and specialization in public 
health. There follow some observations on, and comparisons between, 
syllabuses in the various countries, and an over-all assessment of the situation 
in Europe. The report is extremely well documented, full of concrete 
examples and of interesting details on teaching methods and procedures; 
it throws light on the points still under discussion and opens new per
spectives not only on training but also on public health practice. It also 
has the merit of making no attempt to lay down general and final principles 
for solutions or directives, whose essential value must lie in the flexibility 
with which they are applied. 

* 
* * 

Medicine today covers so vast a field, its specialized branches are so 
varied that, in order to learn or teach it, it must be split up into numerous 
disciplines. The number of Chairs is, in fact, continually increasing. 
It is impossible to overemphasize the necessity for combating any tendency. 
to isolation-any tendency for each branch to cut itself off from the rest 
in an attempt to become self-sufficient. In medical practice, observation 
and examination, diagno3iJ , .. ·1 '.reatment are always based on synthesis, 
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and scientific research calls for team-work. Indivisibility in medicine im
plies indivisibility in training. 

It must therefore be made clear, first of all, that in presenting a study 
devoted essentially to the teaching of hygiene and preventive and social 
medicine, these subjects are treated separately-a purely artificial separation 
-merely in order to facilitate treatment of the subject. The expert commit
tees which previously studied these matters naturally discussed them within 
the framework of the general programme of medical studies, and, similarly, 
the authors of this monograph have, in their first chapter, established the 
place of social medicine in the general education of medical students and 
have subsequently made it clear that there must be co-ordination and 
collaboration in order that the programmes of all departments of faculties 
of medicine may be brought into harmony. 

There has been gradual realization of the fact (a fact which the events 
that have shaken the world during the past forty years have helped to 
make clear) that the protection of health exclusively from the hygiene and 
sanitary points of view, without reference to living and working conditions 
or social and economic factors, cannot be fully effective, and that, on the 
other hand, legislation which· facilitates extensive social action will have 
only a limited effect unless parallel and adequate measures for the improve
ment of both physical and mental health are also introduced. 

Social medicine therefore constitutes a necessary stage in the evolution 
of medical science: social diagnosis clarifies and completes medical diagnosis; 
social treatment supplements medical treatment; social hygiene fortifies 
individual and collective hygiene. Social medicine, which combines action 
in the health and social fields, aims at the protection and development of 
the human personality considered as both a spiritual and an economic value. 

Protection of this kind, however it is organized, calls not only for the 
intervention of health officers responsible for the " administration of public 
health " and of medical specialists in the various fields of social medicine, 
but also for the co-operation of the medical practitioner in his work with 
the family and in the community. Although the means and pro
cedures at the disposal of the medical practitioner have been enor
mously improved and increased, he also bears new obligations and respon
sibilities which have sprung from the development of preventive medicine 
and from social evolution. In order to be able to meet these new obli
gations and responsibilities, he must understand why he should collaborate, 
and how to collaborate, in collective health and social activities; his train
ing, particularly his training in the medical faculty, must prepare him for 
such collaboration. 

The aim is not by any means the unification of training in all countries. 
It is logical, in the face of so many factors which demand it-not only 
educational but also health, social, and economic factors-that programmes 
be adapted to national conditions. 
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Seeing that the value and efficacy of protection of public health is largely 
dependent on the level of medical training, and in particular of training in 
hygiene and social medicine, it is obvious that public health needs must be 
taken into accou11t in the preparation and continual adjustment and im
provement of curricula and of teaching methods. In fact, medical training 
must be appropriate and adapted to the health and social policy of a country; 
and to achieve this it is desirable, and even essential, that there be co-

. operation between those who work in the two mutually complementary 
fields of influence-those of education and of health and social wel
fare-between ministries and. interested institutions, not forgetting the 
necessity for co-operation by the national medical associations or, on the 
world level, by the World Medical Association. Contrary to the still too 
widely held opinion thatthe training of physicians is exclusively a pedagogic 
question, it may be said. that it is a matter which concerns also the public 
health authorities, and that the very future of the profession is 
involved. 

The authors of the monograph mention that many participants in the 
conferences have insisted-and we are entirely in agreement with them
on the value of inculcating in students, from their first year, a wide and 
adequate conception of the role of the physician in modern society.· 

It is certainly desirable that, from the outset, young students be given 
a general, over-all picture of medicine as it is today, of its development, of the 
knowledge acquired in the preventive and curative fields, of progress at 
national and international levels in connexion with the various diseases
progress which has given as a concrete result the prolongation of human life. 
Shouid an effort not be made at the same time to introduce to them, to see 
that their minds grasp, the great principles which are embodied in the 
Constitution of WHO, particularly those concerning the right of 
every human being to the highest possible level of health? If physicians 
are to be inspired by them must they not, as students, be instructed in these 
principles, which are not purely a philosophical conception but a human 
approach to the teaching of medicine? · . 

Would it not also be advisable to use for educational and demonstration 
purposes the preventive-medicine centres for the protection of the health 
of its students which should be attached to every university? If explana
tions are given to the student of the reasons for the medical examinations, 
tests, and vaccinations ( especially BCG) which he himself is required to 
undergo, he will understand some of the measures for the protection of 
health; and, above aH, his mind will be opened to the practical value of 
preventive medicine. At the same time, he can be shown how to approach 
his studies and career in a rational manner. 

Most important of all, there must be a reform of the old ideas which 
still hold sway in the universities where hygiene or· public health is too 

· often considered as " outside medicine ". In his studies,· the student seeks 
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especially the instruction which he believes will be the most useful to him 
in his future practice, and for this reason he tends to neglect the study of 
hygiene because to him its value is not as tangible as that of clinical medicine, 
therapeutics, etc. We must prove to him that hygiene, in the form of pre
ventive and social medicine, is in practice the basis of his activities, 
as useful as the curative medicine to which it is closely related. It is 
for the professor of hygiene to demonstrate by means of visits and 
lectures the various ways in which medical training can prepare the 
physician to play a fulLpart in preventing and controlling disease and in 
reinforcing the health of individuals and the. community in the light of social, 
economic, industrial, and other factors. 

There must, of course, be theoretical and practical instruction in hygiene; 
but . there must also be co-ordination and correlation of that instruction 

. with previously acquired knowledge. This means that the professor must 
establish such close liaison with his colleagues teaching other subjects that 
they will not fail, whenever possible, to orientate their own expositions in 
such a way that he will be able to refer students back to what they have 
already learned from such colleagues and add his own teaching as a com
plement; This concent is all the inore appropriate· in that, in so far as 
their scope. and orientation are concerned, certain Chairs are already in 
reality Chairs of social medicine (for example, those of phthisiology, vene
reology, obstetrics, paediatrics, neuropsychiatry). 

While co-ordination is certainly necessary between the department of 
social medicine and other departments whose co-operation will be useful 
to it, the link between it and the professorial departments of forensic 
medicine and of industrial medicine must be one of real association. The 
Chair of forensic medicine is important not only from the point of view 
of the expert knowledge which is a~solutely essential in the field of insurance 
and social security, but also from thatof the moral and spiritual training 
of the physician, his psychological attitude to his professional and social 
mission and to his responsibilities. The. task of the professor of industrial· 
medicine must be to broaden the outlook of the student through knowledge 
of medical activities for the protection of industrial workers. But he must 
do more than that. Nowadays, through collaboration between ministries 
of health, labour, and social security, and within the framework of up-to
date legislation, more and more services and centres are being created for 
the rehabilitation of workers-not only those who have suffered some 
injury. or whohave been the victims of occupational or other accidents, 
but also those who are " handicapped " in general. The creation of 
these centres in regions in which our schools of medicine are situated is a 
logical outcome of co-operation between the hospitals and their staffs, the 
social security organization, and the faculties of medicine; and the medical 
profession as · a whole should participate in the activities. This means 
that medical students must be given additional theoretical and practical 
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training and that post-graduate instruction should be available to 
practitioners. 

The physician who has been prepared by appropriate training 
and made conscious of · the " indivisibility of medicine " will better 
understand the role he can and must play in contemporary life; he will 
realize that he can practice, in varying proportions, both individual and 
collective medicine. 

Social medicine, which combines humanism, in its cultivation of the 
human personality, with human economy, in its concern for output in health, 
work, well-being, and living, today constitutes an integral part of modern 
medicine; and, far from aiming at the disappearance of individual medicine, 
it enhances the latter's effectiveness and value. Although it must be 
inspired by the general directives which are applicable everywhere, social 
medicine must nevertheless adapt itself to local conditions and require
ments. Moreover, it must not become static; it is vital, and must not be 
forced into. a rigid pattern or hampered by sterile routine practices; it must 
seek to provide practical solutions to the problems which are continually 
raised by the conditions of modern life and by national situations, and to 
orientate and improve its activities in the light of medical and social progress. 
Nevertheless, its mission and its duties demand that in its collective under
takings it shall act towards each individual in accordance with the tenets 
of individual medicine, and maintain respect for the liberty and dignity 
of the individual and for the ethics of medicine, that being " social ", it shall 
nevertheless remain fundamentally " human ". 

Apart from his collaboration within the general organized plan, the 
physician in his daily practice among individuals should not, as heretofore, 
confine himself to curative medicine: he should engage at the same time 
in preventive and social activities. The patient has certainly to be con
sidered as an individual; but he is nevertheless a part of a whole, a unit in 
a community, whether it be the family, the workshop, or the town. The 
physician who practises individual medicine without taking into account 
his patient's environment and its influences, .without asking himself whether 
he is contributing to the preservation or to the destruction of the family, 
is inadequate and a danger to society. The medical practitioner not 
only must have powers of clinical observation and judgement; he must 
also be trained to recognize the influence of the social as well as the 
physical environment. 

With every day that passes medicine is extending its scope beyond the 
limits of the action and responsibilities which are normally assigned to it 
in the field of health protection, and it can no longer remain estranged 
from the social changes of the modem world; it must keep pace with them, 
and make a constructive contribution to the evolution of society. 

Let us turn now to two questions which are examined by the authors 
of the monograph-the question of the separation or non-separation of 
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the departments responsible for basic education in hygiene and social 
medicine, and the question of the necessity for their permanence. Should 
existing professorial departments of hygiene be " doubled ", as they are 
in some countries, by having a separate Chair in social medicine ? There 
are, of course, special circumstances and local requirements which may 
militate in favour of this solution; but what is " social medicine" if not 
modern collective medicine which utilizes all health and social media 
liable to preserve the " health capital " of a country ? Hygiene, in the old 
sense of the word-sanitary engineering, epidemiology, preventive medicine 
-is in essence social medicine. Today, the teaching of hygiene is, in fact, 
the teaching of social medicine: it is merely a question of proper under
standing and orientation of that teaching, combined with logical arrange
ment of medical studies as a whole. 

Are we to believe that one day, when medical education in· general 
pays more attention to preventive, economic, and social aspects, we 
shall be able to dispense with special courses in social medicine except 
in so far as a few special subjects are concerned ? It is to be hoped, 
of course, that teaching in the subjects in question will be constantly 
developed by the " health activity" departments, which must also be 
"social activity" departments; but, nevertheless, it is very probable that 
these courses will retain for a long time, if not always, their occasional, 
fragmentary character. If knowledge of social medicine is to be given a 
solid basis so that it may be envisaged as a whole, training must be syste
matic and homogeneous; it must be co-ordinated with, and complementary 
to, previously acquired knowledge, both theoretical and practical, of other 
aspects of medicine. 

* * * 

Post-graduate education is based· on the concept of specialization. 
Such education, of variable duration, is available to holders of diplomas and 
is provided either by universities or by national schools and institutes of 
hygiene. Whereas uniformity is more or less the rule in the basic training, 
there are a number of variants in post-graduate education, according to 
the general organization, concepts, and needs of the country concerned. 

The course for the diploma or certificate which opens the way to 
specializl;ltion in public health, and which is in many countries a compul
sory prerequisite for a career in public health, is considered by many medical 
practitioners· to be of value to them also for broadening their knowledge 
and making their activities more effective, not only in private practice but 
also in medico-social work, for which, with the diploma in question, they 
are more highly qualified. The fact that so many physicians who have no 
desire actually to adopt public health as a specialized career are nevertheless 
taking these courses would seem to be proof of the attraction of social 
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medicine. Moreover, such practitioners, by showing a willingness to 
collaborate in medico-social activities, are taking the best possible pre
caution against any possibility of State control of medicine. 

The last stage of training-specialization proper as " medical hygienists " 
for candidates whose previous training has made them receptive to the 
instruction they must be given-can best be effected in national schools 
or institutes of hygiene or public health, some of which depend on the 
universities but most of which are attached to the ministry of health. 
Whether they are in the first or second category, there must be very 
close liaison between such schools and the faculties of medicine and their 
departments of hygiene and social medicine on the one hand, and between 
the schools and the ministry concerned on the other. 

Without stressing the organization and the role of these schools (which, 
as far as details are concerned, vary considerably from country to country), 
it is interesting to note that they welcome not only health officers, 
but also other medical and non-medical personnel, sanitary technicians, 
hospital directors and administrators, medico-social workers-not, of course, 
for the purpose of obtaining basic training in their particular domains 
(which is provided by specialized centres on the basis of programmes 
adapted to the future activities of the personnel concerned), but in order 
that they may participate in certain common training. This common 
training is, in fact, particularly useful in establishing helpful contacts and 
facilitating future team-work. 

It is the task of the school of hygiene not only to provide theoretical and 
extensive practical . training which will start adequately qualified public 
health officers upon their careers; it must also ensure the " maintenance " 
of these qualifications by providing continuation courses for officers who 
are already in practice. The briefing of such officers by short, but fairly 
frequent, refresher courses will keep them abreast of new developments 
in the health and social fields and prevent their knowledge from becoming 
static and their activities from becoming progressively more sterile in an 
environment which progress and new requirements are constantly changing. 

It cannot be too strongly emphasized that it is absolutely essential 
for the teaching programmes of the various categories which we have 
reviewed to manifest continual and progressive development of know
ledge and to be mutually complementary while avoiding overlapping, 
on the one hand, and contradiction, on the other. They must form a 
homogeneous whole, founded essentially on the basic medical education, 
later developments being of value only in so far as that basic education 
has been conceived in the spirit referred to and has aimed at providing 
a solid foundation for future developments. 
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At the beginning of this introduction, we emphasized that the evolution 
of medical training institutions not only depends upon the progress of 
scientific knowledge and techniques, but also is closely related to the needs 
and aspirations of mankind. However, in a period when world events have 
revolutionized living conditions, there is a more than transient disequilib. 
rium between the evolution of ideas and giving effect to them, between 
needs which become apparent and the means by which they are satisfied. 
New activities must, therefore, be encouraged, means and procedures 
improved, and an unremitting effort made to further the widespread applica
tion of socio-medical techniques on which, to a large extent, the improve
ment of the health and living conditions of the peoples of the world depend. 
This is the supreme task which WHO has set itself. 

Future conferences will have ample scope for studying the details of 
certain elements in the training of the physician-not the physician as he 
is today, but the physician as he must be in the future. 

Liaison between schools of hygiene is obviously necessary at the national 
level; but there must be, in addition, an international or, in the first instance, 
at least a regional, link between them. 

Is WHO not called upon to meet this demand by facilitating the 
exchange of interested personnel through the award of fellowships, and 
by encouraging reciprocal exchange of experience and technical collabora
tion by arranging periodic meetings of the directors of these schools ? The 
collaboration thus achieved would foster the collective study of problems 
not only in education, but also in health and social welfare. Is not this a 
way in which schools of hygiene may be enabled to enlarge the scope of 
their activities and, at the same time, to contribute more largely to progress 
in the domain of public health ? 

JACQUES PARISOT 
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Chapter 1 
THE GROWTH OF PUBLIC HEALTH 

The teaching of hygiene and preventive and social medicine finds its 
origin mainly ih the second half of the eighteenth century, when it developed 
out of the European concept of State medicine. The beginnings of a 
national system of public health arose in Denmark as early as 1740, with 
the incorporation of the collegium medicum. A few years later a national 
health council was set up in Sweden. Practical health services began to 
spread throughout the countries of central Europe in the middle of the 
eighteenth century. 

In the year 1786, Johann Peter Frank, who had occupied chairs of clinical 
medicine in the Universities of Gottingen, Prussia, and Pavia, Italy, was 
appointed director of public health in Austrian Lombardy. Frank had 
published, some years earlier, the first three volumes of a remarkable work 
on medical police 1 and had earned a wide reputation as a pioneer in 
preventive medicine. He was probably the first who, as a teacher, urged in
vestigations into the causes of disease in the homes of the people; and he 
impressed upon his students and his masters that the principal barriers 
in the way of health were poverty and ignorance. He was thus the true 
founder of social medicine. 

Let the rulers, if they can, keep away from their borders the deadly threat of conta
gious diseases. Let them appoint all over the provinces men distinguished in medicine 
and surgery. Let them build hospitals and administer them better. Let them pass 
regulations for the inspection of chemists' shops and apply any other measures they like 
for the people's health. But, if they overlook one thing only, the need to remove or 
make more tolerable the richest source of disease, the extreme poverty of the people, 
then hardly any benefits will accrue from public health legislation. [Trans.] s 

Frank's influence on both the teaching and the practice of preventive 
medicine was very great indeed, and university departments accepting his 
views sprang up from one end of Europe to the other. It is true that many 
of the positive measures which he advocated in his colossal· work had to 
wait for generations before they took shape, and that progress in the practice 
of public health was slow and erratic; nevertheless, the idea of prevention 

1 FRANK, J.P. (1777-78) System einer vollstiindigen medicinischen Polizei, Mannheim 
I FRANK, J.P. (1790) The people's misery: mother of diseases (An address delivered in 1790). Trans

lated from the Latin, with an introduction, by SIGERIST, H. E. (1941) Bull. Hist. Med., 9, 81 

- 23 -



24 THE TEACIBNG OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

had secured a permanent place in medicine; and the concept of public 
responsibility for health steadily gained ground. Treatises on public health 
began to be written, and a great deal of persuasive thinking was applied 
to legislation. In a number. of universities, especially in central Europe, 
the idea of " medical police " began to take root; and the requirements of 
actual practice led to an irregular but growing demand for teaching faci
lities, 

In the United Kingdom the influence of Frank had a considerable 
part in the creation of the first Chair in public health. Andrew Duncan of 

· Edinburgh, who from 1795 had given weekly lectures on a voluntary basis 
on medical jurisprudence, devoted part of his course to the subject of public 
health. His interestin preventive medicine led him to advocate the estab
lishment of a university Chair, and the first professorship was created in 
1807. No doubt many influences combined to stimulate Duncan's enthu
siasm. The growth of humane ideas at home and the development of 
Frank's teaching abroad, including the steady progress of the. German 
schools, were part of his knowledge as a tutor and reviewer. Perhaps the 
main points worthy of record are the eloquent plea which Duncan made 
to the Patrons of the University of Edinburgh and the acknowledgement of 
his debt to Frank. In referring to the teaching of public health, he says: 

Of incomparably greater consequence, and more widely extended influence, is the 
second division of this subject; it regards not merely the welfare of individuals, but the 
prosperity and security of nations. ltis perhaps the most important branch of general 
police; for its influence is not confined to those whom accidental circumstances bring 
within its sphere, but extends over the whole population of the State. 

Many of its principles have long been acknowledged and considered as necessary 
consequences of medical and political truths; and some few of them have acquired 
the authority of laws. But it was reserved for the philosophic Frank to collect the whole 
into one vast and beneficent system, and to separate it from Juridical Medicine. 3 

The definition of public health in Duncan's document is perhaps a 
little clumsy, but it covers the ground very well: "the application of the 
principles deduced from the different branches of medical knowledge for 
the promotion, preservation, and restoration of general health ". 

Another important influence was a report published in 1790 by a 
committee of the Societe royale de Medecine in Paris, entitled "Nouveau 
Plan de Constitution pour · la Medecine · en France ". This committee 
recommended as one of five principal subjects in the medical curriculum 
" the choice of the means most conducive to the preservation of the body 
in a state of health". The committee also contemplated the appointment 
of a professor of hygiene and urged that instruction should be developed 
in this subject. In 1794, university Chairs of hygiene were established in 
the ecoles de sante of Paris and Strasbourg. 

3 DUNCAN, A. (1798) Memorial to the Patrons of Edinburgh Uninrsity (University Library, Edinburgh) 
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The end of the eighteenth century saw a gradual extension of what 
might be called the official and legal recognition of public health. Boards 
of health-sometimes with limited functions of disease prevention-were 
created in France, Great Britain, and the United States of America (notably 
in Baltimore in 1798 and in Boston a year later). The Danish public health 
service came into being in 1803, and legislative measures against infectious 
disease made considerable progress. Finland, Norway, and Sweden com
pleted their schemes to establish. systems of municipal and provincial 
health officers. 

The eighteenth century offered special reasons for the development of 
teaching in preventive medicine, with its remarkable record of clinical 
studies on diseases which offered scope for preventive measures, notably 
scurvy, plague, industrial diseases, and some of the comnioli infections. 
At the close of the century came the most direct opportunity, invaccination 
against smallpox, for the use of preventive measures on a world-wide 
scale. 

In the second place, the pioneer work of social reformers in the late 
eighteenth century laid sure foundations for prevention by exposing so 
many abuses and defects; especially in public institutions such as prisons 
and hospitals. The work of men like John Howard in his dedicated 
inquiries in many parts of Europe set a standard for scientific social investi
gation and factual reporting. 

Investigations and discoveries in the social life of a country have 
only a limited value and at most a temporary success, unless they are used 
as a basis for teaching. In public health the evolution of systematic 
teaching-of medical students and others-followed the disclosures of facts 
with halting gait. In England, for example, H. W. Rumsey,4 as late as 
1856, lamented the fact that there was no full-time professor of hygiene in 
any university in the United Kingdo111. 

At the beginning of the nineteenth century a number of teachers were 
giving lectures on hygiene privately in Great Britain, and some treatises on 
the subject were published. In other European countries increasing atten
tion was being paid to the " police " aspect of public health, andlegislative 
measures for the regulation of conduct and practice were becoming con
solidated in the form of State medicine. It is not surprising, therefore, 
that an early association was created between public health and medical 
jurisprudence: they were two aspects of State regulation. 

In many areas the promotion of both teaching and practice in public 
health received an increasingly strong impetus from the middle of the 
nineteenth century onwards. On the side of practice the malign influence 
of a succession of cholera epidemics was no doubt more effective than a 
decade of preaching, and one public health act after another was inscribed 

~ RUMSEY, H. W. (1856) Essays on state medicine, London 
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on the statute books of European countries. On the teaching side the 
British General Medical Council, which had been created in 1858, drew 
attention some ten years later to the need for a qualification in public health. 

The developments in public health teaching in the. latter half of 
the nineteenth century were greatly influenced throughout Europe by the 
remarkable progress in the basic sciences, especially physiology and 
bacteriology. As it happened, the German schools of science were in the 
ascendant at the time; and it was therefore natural that the new teaching 
of preventive medicine should look to these stern disciplines to form the 
foundation of its structure. The mind qf scientists at that time was directed 
intensely towards the study of infectious disease with a view to prevention. 
The great discoveries of Pasteur and Koch led the way to an astonishing 
renaissance in scientific medicine. 

One of the most outstanding figures in the practice of public health was 
Max von Pettenkofer, who was responsible more than anyone else in 
his time for the transition from laboratory research to practical study 
in the field and so to the teaching of public health as a vocation. Petten
kofer began his career by a series of remarkable contributions in chemistry 
under the influence of von Liebig; he is especially well known for his 
epidemiological studies on cholera, but from our point of view his incursion 
into the field of public health practice is of the utmost importance. 

At that time [the beginning of the second half of the nineteenth century] public 
health in Germany [as indeed in many parts of Europe] consisted mostly of a number of 
health regulations and ordinances which were applied and enforced by special depart
ments of the police authorities. These regulations were based on traditions, on empirical 
knowledge. Their scientific foundation was very scanty. Fresh air is better than 
vitiated air. But at what point must air be considered vitiated? How can the degree 
of its purity be measured ? When is water pure ? Overcrowding of dwelling-houses 
is obviously not conducive to health. At what point is a house so .crowded that the 
authorities must step in ? In other words, how much space does an individual require 
in order to maintain his health? Rich people buy all the food they want in any combina
tion and quality they please. But the poor who can buy only a minimum, what food 
should they buy preferably ? Or the soldiers and inmates of prisons and asylums who 
have no choice but are given their food-what should be given to them so as to keep 
them in good health ? 6 

Professor H. E. Sigerist, in the introduction to his translation of Petten
kofer 's The value of health to a city, thus pointed out that all these and 
many other questions of the kind had been answered empirically, or on 
the basis of out-of-date theory; but everything suggested that the answers 
were not correct. Pettenkofer set out to find scientific answers to these 
questions and applied. all his varied knowledge to these practical subjects. 

In Pettenkofer's hands, probably for the first time, hygiene became an 
experimental science founded on physiology. In 1847, Pettenkofer was 

5 SIGERIST, H. E. (1941) in the introduction to his translation of The value of health to a city; two 
1 ectures delivered in 1873 by Max Von Pettenkofer, Baltimore, pp. 4-5 
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appointed professor of medical chemistry at the University of Munich; 
while he occupied this Chair he gave courses in hygiene. In 1855 he was 
provided with laboratories in the new physiological institute at Munich; and 
ten years later he became the first professor of hygiene at the University of 
Munich. His department was the first institute of hygiene in Europe. The 
Munich institute served as a model for similar institutions in Germany 
and indeed throughout the whole world. It was an active research centre, 
and Pettenkofer and his students undertook a great variety of field 
investigations. 

Pettenkofer. devoted great attention to social and psychological factors 
in .Public· health; he was well aware of the environmental factors which 
made for the good life and did not confine himself to the narrower aspects 
of hygiene. Much of his teaching showed that there was no magic formula 
for improving the health of the people, and he rendered a great service 
in opening up the channels of experimental medicine based on bacteriology. 
In fact he drew a splendid picture of the modern public health programme: 
a careful survey of existing conditions; intelligent planning based on scien
tific investigations; and, above all, patient and continuous pressure on public 
opinion. 

It is worth noting at this point that most of the early teachers of hygiene 
were primarily interested in chemistry or were physicians with special 
training in chemistry and physiology. In the 1850's there was a good 
deal of discussion in Europe as to whether public health should be 
regarded as a subject in its own right or as ancillary to chemistry, physiology, 
pathology, or-at a later stage-bacteriology. It was apparent then, 
as it is now, that preventive medicine is not a speciality but rather, as 
Sigerist has pointed out, the synthesis of medical experience applied to a 
definite end, the prevention of illness. Hygiene and public health in their 
development used the tools of other sciences, such as mathematics, che
mistry, physiology, and bacteriology; and they helped in a large measure 
to build up practical applications of these sciences, notably in medical 
statistics. Nevertheless, the prevention of illness and the promotion of 
health were steadily becoming teaching subjects in their own right, inde
pendent of the basic sciences. 

By a curious and, in some ways, unfortunate combination of circum
stances, hygiene first became an appendix to forensic medicine. The result 
was that in France, and to some extent in the United Kingdom and other 
countries, the teaching of hygiene took a byway into the realm of State 
medicine. This led awkwardly to an over-emphasis on the " police " 
aspect and a relative neglect of the practical scientific applications which 
had been so ably put forward by Pettenkofer. 

In Germany and a considerable area of central Europe a change took 
place which affected the development of preventive medicine for many years 
because it caught the. imagination of scientists with all the glamour of a 
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new dawn. In 1885 Robert Koch was appointed professor of hygiene and 
director of the institute of • hygiene of the University of Berlin. 
Koch was nearly a generation younger than Pettenkofer, and his fame had 
been founded on. his magnificent discoveries in bacteriology. Men of 
Koch's generation laid all their gifts on the altar of bacteriology; and its 
offerings, great as they were, drew away strength from equally important 
servicesin public health. For almost fifty years following 1885 Germariy 
and its scientific schools of bacteriology filled the Chairs of hygiene through
out the world, or so influenced their holders that student and physician 
alike received a one-sided accountofthe meaning of public health. In this 
way preventive medicine suffered from a narrowing of its aims and practices 
and from delay in the use of scientific data for everyday problems on such 
matters as bad housing, overcrowding, and lack of ventilation. 

Much had been accomplished before the end of the nineteenth century 
in the field ofpreventive medicine itself. The cause of elementary sanitation 
had won a great victory in the 1870's in England, where effective legis
lation had operated from the great Public Health Act of 1875. At least 
a decade before the close of the century a broad advance had also been 
made in the direction of personal health; the value of the individual and 
the family and the importance of the child to the community had become 
recognized as a matter of national importance. 

The progress ofthe social investigations iri the last quarter of the century 
was both scientific and practical. On the scientific side investigations into 
social conditions were being made on an increasingly large scale throughout 
Europe, and surveys into the life and work of the people were 
extensively organized. On the more practical side pioneers like Octavia 
Hill were winning support because they aimed not only at improving 
housing conditions, · but also at the education of the tenant in citizenship 
and good management. Throughout Europe there were social enterprises 
which showed the urgent need for social reform by legislation. Many 
of these were linked closely with women's work; indeed, it was one of the 
features of the last quarter of the nineteenth century that women were 
coming more and more into the spheres of local government and social 
reform. 

The rise of public health as a career for physicians coincided with two 
phenomena which greatly influenced the teaching programme, i.e., the 
"age of environmental hygiene", in which so much stress was laid on 
environmental factors in the etiology of disease, and the emergence of 
bacteriology and· biochemistry as basic sciences. · 

From the arrangements for post-graduate teaching in public health 
in France, Italy, and certain other European countries, it is clear that 
public health as a post-graduate training was widely recognized as being 
vocational. A good illustration of this is afforded by the separation 
of post-graduate from undergraduate teaching of hygiene in the United 



CHANGING CONCEPTS IN PUBLIC HEALTH 29 

Kingdom; which began in the second half of the nineteenth century and 
achieved State recognition under the Medical Act of 1886. This Act 
provided for a registrable diploma in public health, and for the regulation 
of both teaching courses and examinations by the General Medical Council. 
The first diploma was instituted in 1871, in Dublin; and, during the next 
few years, other universities and licensing bodies followed suit. The 
separation of post-graduate from undergraduate teaching was further· 
emphasized by an Act of 1888 (Local Government Act, 1888), which 
made the diploma in public health an indispensable qualification for a 
medical officer of health of a county or district having 50 000 or more 
inhabitants; and subsequent legislation paid tribute to the value of the 
post:graduate · diploma by accepting it as an essential qualification in 
nearly the whole field of public health. 

Edinburgh has the distinction of being the first university in the United 
Kingdom to institute a whole-time Chair of public health, in 1898. But 
other European countries had gained a lead in both professorships of 
hygiene and the endowment of institutes for teaching and research. The 

. institution of a training course,. whether it led to a diploma or not, arose 
in.most countries iri response to a specific public need. In some countries, 
as in France, part of the training became an accepted responsibility of 
government, reserved for candidates already selected for the public service. 
In other countries post-graduate courses were offered as a matter of choice 
to physicians who were either in the public health service already or who 
wished to take up a whole-time or part-time appointment therein. 

It is well known that teaching tends to lag far behind practice; and it is 
therefore no cause for surprise that " the age of personal health ", which 
became anoutstanding feature of the first quarter of the twentieth century, 
was but feebly represented in teaching. The great movements for social 
welfare, and the acceptance of maternal and child health as a goal of 
endeavour in preventive medicine, elicited little response from the post
graduate schools of instruction. Indeed, fheie are not a few institutions 
in. Europe today in which post-graduate instruction in public health is 
largely confined to the natural sciences· and the highly technical subjects 
associated with environmental control. Yet as early as 1915 a far-sighted 
i"eport on post-graduate schools and institutions appeared in which recom-
mendations such as the following were put forward: · 

Because of the many points of contact between the modern social welfare movement 
and the public health movement, and to what extent social and economic factors enter 
into questions of public health, it is clear that an institute of hygiene must take full 
cognizance of such factors and that students of sociai science should profit by certain 
opportunities in the institute, as well as students of hygiene by training in social science 
and social work. 6 

6 WELCH, W. H. & RosE, W. (1915) The institute of hygiene (U.npublished report presented to the 
General Education Board, 27 May 1915, and to the Rockefeller Foundation, 12 January 1916) 
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In spite of these progressive ideas, the teaching of public health in 
Europe and, for the most part, in the United States, kept within the fixed 
channels of environmental techniques and laboratory exercises for another 
generation. Gradual changes were in fact introduced, including some teach
ing and practical experience in school health, and maternity and infant 
welfare. But there was no widespread revolution of ideas until the Second 
World War. This was all the more remarkable in certain European countries 
like Germany and Great Britain because considerable progress in the 
social aspects of medicine had been made, such as health insurance in 
Germany in 1883 and in Great Britain in 1911. 

The movements of the late nineteenth and early twentieth centuries 
represented the advance of what we should now call " the personal health 
services ". The pioneer infant-feeding clinics in France, the school medical 
services in England, and the increasing medical and social care of the 
disabled in the northern countries are important examples. The 1914-18 
war brought grave hazards to health, and the affected countries set up 
schemes for the rehabilitation of battle casualties and for the control of 
tuberculosis. In the inter-war period problems of mental stress came to 
the fore. 

The establishment of the League of Nations, with its head
quarters in Geneva, gave a further impetus to preventive measures and 
gradually exerted its influence on teaching at the post-graduate level. 
Another great stimulus to the development of post-graduate teaching 
during the inter-war period was the enlightened action of the Rockefeller 
Foundation in establishing institutes of public health. These served as 
a focus for both teaching and practice in European countries, and they 
still shed a steady light in many places that have become shadowed. 

The developments referred to above constituted a great extension in the 
personal health services, particularly in the inter-war period. The practice 
of public health was revolutionized within a generation. In the course 
of time these changes exercised a profound effect Upon post-graduate 
teaching which devoted more and more time in its curriculum to the 
problems of personal and community health. In the domain of teach
ing, however, there has been a further development of more recent 
growth, viz., social medicine in its modern form as a subject in the 
undergraduate curriculum. In this context social medicine has quite 
different objectives, and is still in the process of evolution as an academic 
discipline. In this sense jt is still almost too young to have a history; but 
an account of its evolution from earlier forms of undergraduate instruction, 
as well as of the influence of undergraduate upon post-graduate teaching, 
is given in chapters 3-9 of this study. 



Chapter 2 
EFFECTS ON TRAINING 

OF THE NEWER CONCEPTS 
OF PUBLIC HEALTH PRACTICE 

At the· end · of the Second World War a number of European countries 
which had suffered physical damage or the distresses of enemy occupation 
turned to the process of reconstruction with a determination to improve 
their existing public services and to develop new services. This resolution 
was effective in the field of public health, and indeed a great deal of work 
was obvious and urgent. Houses had to be built, streets and roadways 
restored and paved, water supplies and drainage services brought into use. 
One of the immediate difficulties in undertaking the immense task of 
reconstruction was to create a body of sufficiently trained health officers, 
e.g., physicians, engineers, nurses, and sanitarians, to undertake the work as 
a skilled team. Each State very properly set to work with the provision 
of training courses, both theoretical and practical, to meet its immediate 
needs. In the course of a few years, however, it became evident that 
more permanent methods of training in schools and institutes would have 
to be established, and that practical instruction would have to be organized 
under specially selected teachers. 

It became clear also that, if training were to be undertaken on a con
siderable scale, it would be necessary to give official recognition and status 
to the health officers who qualified themselves, as well as adequate remun
eration and the enjoyment of an honourable profession. Candidates of 
good quality are not attracted to a profession unless certain simple 
conditions of status are recognized by the government and the people. 
This statement applies especially to professions such as medicine, engineering, 
and nursing, for which a long, arduous course of training is required for 
the basic qualification. Indeed, it is frequently said that in medicine and 
nursing the basic qualifying course is too long, overcrowded with merely 
factual knowledge, and loaded with elementary teaching in specialities such 
as surgery or public health, which the student would learn far more effec
tively as a post-graduate:1 

1 See page 48. 
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However that may be, many authorities felt, after seven years or so 
of restoration, that the time had come for a review of the principles and 
methods of training in hygiene, preventive medicine, and social medicine. 
For this reason the Regional Office for Europe of the World Health 
Organization arranged two conferences on education and training in these 
subjects. The first, which was held in Nancy, France, in December 1952, 
dealt with undergraduate training (this will be considered in the next section 
of this monograph). The second conference, held at Goteborg, Sweden, in 
July 1953, was devoted to post-graduate training in hygiene and public 
health. During this latter conference there was no question of trying to 
achieve uniformity of subject-matter, or of making recommendations for 
detailed teaching programmes. The aim of the conference, which was 
attended by 22 professors of hygiene and public health and other experts 
from countries in the European region, was to discuss the changing 
features of present-day practice in public health and their effects on 
. teaching. Part III of the present study, while focusing attention on the 
conference, has the wider object of reviewing post-graduate teaching 
and public health practice as applied in general terms to the European 
community. 

A few general points, to be elaborated in due course, may be noted by 
way of introduction. In the first place · there is a tendency towards the 
appointment of whole-time health officers, including physicians, at least 
in the larger and more populous towns and in a supervisory capacity over 
regions or large areas · in more scattered communities. This tendency 
follows naturally on the improvement of transport facilities, and on a wider 
interpretation of the functions of a health officer and his staff. 

· The appointment of an increasing number of full-time health officers has 
been especially notable in the Scandinavian countries, and this has naturally 
led to active consideration of instituting more comprehensive courses 
of post-graduate training. Until recently, courses of about three months' 
duration. had been regarded as adequate for all but a few selected men, 
and may still be sufficient for part0 time officers. For full~time officers, 
however, the general view now is that a .post-graduate course of a year's 
duration is essential. 

A second point is the type of authority controlling the health service. 
InEurope variations are found between close central control and, as in 
Italy; the remuneration of divisional health officers by the State, and devolu
tion in which small local authorities are responsible for the appointment 
of officers and for carrying out the services. So far as teaching is concerned, 
it is not perhaps of great moment whether the service is centralized or not, 
except in one respect: the scheme which has developed in France includes 
a special practical course devised for a corps of health officers previously 
recruited by the central authority. This tendency towards training courses 
within an established service may increase. 
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A third point of importance in post-graduate training is the nature and 
extent ·. of the duties which the health officer is expected to undertake. 
In one country, for example, the health physician has clinical functions in 
respect of poor persons; in another, he has similar duties in relation to 
hospitals for infectious diseases. There are still areas in which the health 
officer has to undertake bacteriological work in a personal capacity, and 
even the duties of public analyst. In most cases, however, the trend is 
towards duties concerned with administration, housing, and other environ
mental functions and the wide. fields of social welfare. There is thus a 
need-probably not yetfully realized-for the post-graduate training of 
medical officers of health to develop more strongly on the administrative 
and social side. 

The Status of the Health Officer 

The teaching of undergraduate students in hygiene and preventive and 
social medicine has aroused a great deal of interest and discussion during 
the years since. the end of the Second World War, but the corresponding 
position of post-graduate training in public health has received relatively 
little attention, except from institutes and associations directly connected 
with the subject. One reason for this is that in many countries the under
graduate course in preventive medicine is still built almost exclusively 
around public health practice in the field. A second reason, operative 
especially in the United Kingdom, is that in the recent organization of the 
National Health Service the teaching and practice of public health have 
been taken for granted by the Government and the public. The Inter
Departmental Committee on Medical Schools, 2 for example, which reported 
in 1944, divided its report into two sections: the larger part is concerned 
with undergraduate medical education (161 pages); the second part deals 
with post-graduate medical education and research (28 pages), with three 
paragraphs devoted to public health. The committee is reserved in its 
attitude towards this branch of post-graduate teaching and limits · itself 
almost wholly to one or two general observations to the effect that the 
standard applied to medical specialists in public health work should be 
comparable to that applied to specialist physicians and surgeons, and 
thatthe prescribed period of post-graduate training and experience should 
be approximately of the same length. 

These observations raise a number of questions of importance to 
European countries in general. The expression " specialist " has no doubt 
many different meanings. In a broad sense, the first observation signifies 
that the person concerned has taken the registrable qualification in medicine 
and has thereafter acquired by study and practical experience a recognized 

• Great Britain, Inter-Departmental Committee on Medical Schools (1944) Report, London 
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standing among his fellows, in one branch of the profession. Special 
qualifications are commonly marked by the attainment of some diploma, 
or the membership of a college or institute. One must therefore inquire 
whether the course leading to a diploma in public health or its equivalent 
could be regarded as on the same footing as a higher qualification in sur
gery, obstetrics, or other specialized branches of medicine. To find an 
answer to this one must look at the effect of the qualification. In surgery, 
for example, a higher qualification represents to the public that its holder 
is personally skilled in undertaking major operative procedures and· has 
both theoretical and practical experience in his profession. Similar con
siderations apply to other specialized branches of medicine, and to such 
important faculties as anaesthesiology and radiology. 

In public health the position is different-at least in most countries. 
The diploma is recognized as the portal of entry to a career in preventive 
medicine;. specialist recognition could be gained only by a long period 
of subsequent experience in the field. In France the special course devised 
for officers already recruited for the national health service virtually offers 
the grade of a speciality to a limited number of full-time officers; but no 
similar recognition within the public health service is granted in such terms 
elsewhere, except to some degree in Spain. In any case this selective 
system, valuable as it is for those who .are chosen, is an artificial limitation 
of the specialist status. The doctorate in public health in certain schools 
in .the United States, and a number of higher qualifications in various 
universities in Europe, do not of themselves confer any consultant status. 
It may well be that, with the continuing development of public health as 
a vocation, a further qualification based on experience, of not less than 
five years together with some important personal contribution to know
ledge will afford specialist or consultant recognition; but the main object 
of our present consideration is the establishment of a qualification of 
entry to a great vocation. 

In the second paragraph of the section of its report dealing with post
graduate specialization in public health, the Inter-Departmental Committee 
on Medical Schools goes on to remark: 

Intending public heaith officers should add to their general clinical experience by 
holding appointments !!,S senior house-officers in general or special hospitals and by 
spending some time in general practice .. The course of instruction for the post-graduate 
diploma must be properly planned, and .conducted only at institutions that have staff 
and facilities of university standard.· The examination for the diploma should be con
ducted by the universities providing the training. The final· stages. of the post-graduate 
training and experience of the future health officer will presumably consist of service 
as a member of the staff of a recognized public health department. 3 

This statement is unexceptionable so long as it is borne in mind that 
the financial rewards of a career in the public health service would not 

a Ibid., p. 219 
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justify an • unduly long period of training at a low salary or none. The 
public health service is pre-eminently suitable for what is known as " in
service " training, during which the candidate earns a salary as an assis
tant while he learns his job as a practical health officer. Indeed, it is by 
means of in-service training that a true sense of team-work can best be 
acquired. 

In spite of what has just been said, one must be on guard against the 
too facile acceptance of a merely technical training under salary-" train 
while you work "-as a· substitute for an academic discipline. The true 
post-graduate course in public health is a university discipline, and all 
field-work, · whether paid or not, should be under the strict authority and 
supervision of the teaching institution. 

Part-time and Full-time Service 

In a number of European countries inany medical men in general 
practice still hold part-time public health appointments. Throughout many 
areas, and especially in rural districts, it is the destiny of many doctors 
who. enter general practice without special qualifications to become health 
officers. As district medical officers they will have a statutory responsibility 
for environmental hygiene, to which have been added in recent years certain 
aspects of preventive medicine in the sphere of personal health. It is 
therefore clear that undergraduate schools must play their part in ensuring 
that their students are equipped to deal with the personal and social aspects 
of preventive medicine. It is not appropriate, however, to train students in 
the technical details of public health work during their undergraduate 
course. Sir George Newman 4 has made the point that the ordinary 
medical student does not require . a course of study comparable to that 
prescribed for the diploma in public. health. He is not a " dimim1tive " 
medical officer of health. This caveat has also been stressed by the late 
Professor G. Fischer in Sweden. When a physician has to act on a part
time basis as a health officer-generally in areas with a scattered popula
tion-his special training would be best achieved by comparatively short 
post-graduate courses rather than by extending undergraduate teaching. 

During the past decade there has been a growing tendency to enlarge the 
areas of public health administration in most countries and to appoint 
as health officers men who hold a diploma in sanitary science and who are 
debarred by the terms of their appointment from engaging in private 
practice. Part III of this study must, therefore, be mainly concerned with 
the training of whole-time officers; but reference will also be made later 
on to the organization of refresher courses for part-time health officers. 

• NEWMAN, Sir George (1918) Some notes on medical education in England (Memorandum addressed 
to the President of the Board of Education), London, pp. 1()()..101 
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The changing scene of public health practice during the nineteenth 
and early twentieth centuries has been considered historically. One further 
matter is especially relevant in this introduction. In time past the health 
officer had to be a scientist rather than an administrator. He had very 
little administrative work to do, as most .of his functions were advisory 
and there were few statutes to operate. Most of his work was concerned 
with duties which are carried out almost entirely by the specialist today. 
The science of bacteriology, for example, was a simple subject half a cen
tury ago, and many health officers were required to undertake personally 
the laboratory diagnosis of such infectious diseases as diphtheria and 
the typhoid fevers. It was therefore necessary in the diploma course to 
concentrate rather intensively on bacteriology. The same, although to a 
lesser degree, applied to public health chemistry. This concentration 
on the laboratory aspects of preventive medicine was enhanced by associa
tion with the great German schools, which were in the full flush of their 
activity during the last quarter of the nineteenth century. . 

In the course of the past two generations a steady change has been 
taking place in the practice of public health. On the negative side, the 
enlarging sciences of bacteriology and biochemistry have passed into the 
realm of the specialist and have earned the reward of research in its appli
cation to life. On the positive side, many " personal health " functions 
have been added to the work of the health officer, and with them a mass of 
administrative duties. Furthermore, in most countries the social and 
industrial aspects of· preventive med1cine have come• increasingly into 
prominence. It is the duty of the health officer to interpret all these chang-' 
ing concepts to the people. One of the objects of this study is to evaluate 
the teaching of public health to post-graduate students and to relate it 
closely to the actual duties of the health officer. It is of the utmost im
portance that teaching should not lag behind practice, but anticipate the. 
needs of the coming generation of students and of the community which· 
they will serve. 
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Chapter 3 
SOCIAL MEDICINE 

IN UNDERGRADUATE EDUCATION 

Social. medicine is not taught in a vacuum for some abstract purpose, 
nor is training during the undergraduate years more than a part of the 
system of medical education needed to enable doctors to meet their obli
gations to society. Undergraduate training in hygiene and preventive and 
social medicine must be considered both against the background of the 
medical curriculum as a whole and in relation to provisions for post-graduate 
training. Consequently, although this. part of the present monograph is 
devoted to . undergraduate training, a wider view must be taken if the 
special prob1ems of presenting these subjects to the student are to be seen 
in their proper perspective. 

The character of health problems in various countries is influenced by 
the social and political structure, local history, and tradition, and by the 
relative importance of different diseases. The status of the medical corps 
in society and the position and role of practising physicians are in large 
measure delineated by society's attitudes and the state of public enlighten
ment in matters of hygiene. The quality and range of medical care varies 
according to the community's resources and the manner in which they 

· are apportioned and organized. 
It follows that uniformity of curricula is neither possible nor desirable. 

However, certain principles and.aims can be discerned which are common 
to all countries. Among them are two which have been stressed in every 
recent report and discussion on medical education. They are: 

1. Undergraduate medical education should be a continuation of 
general education, and not merely a vocational training. 

2. The undergraduate curriculum should be non-specialist in character. 
Though it should produce graduates who are prepared for advancement 
by further studies for specialism in any branch of medicine, it must take 
into consideration the fact. that most future physicians will be general 
practitioners. 

This is a period of rapid progress and change, and for this reason alone 
a purely vocational training would be inadequate for the needs of the 

- 39 -
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physician. His calling requires that he should be able not only to apply 
general principles to particular problems, but also to assimilate additions 
to medical knowledge as they accrue.. Only by so doing will ihe physician 
be able to cope with the unforeseeable new situations as they arise. More
over, if we wish to produce doctors competent to handle problems of a 
social nature, it follows that medical studies should encourage the making 
of a life-long student of society and medical affairs as well as of the scien
tific aspects of medicine. 

As to the second principle, since post-graduate public health training 
is discussed in another part of this monograph, here we need only note 
that undergraduate and post-graduate training are, to a certain extent, 
interdependent. The level at· which a predominantly vocational post
graduate training can begin, and the amount of non-specialist subject 
matter post-graduate courses must include, are determined in some measure 
by the quality and content of undergraduate education. Conversely, the 
character of undergraduate instruction in social medicine is in some 
respects determined by the provisions made for post-graduate training in 
public health and by the extent to which the non-specialist practitioner is 
liable to be called upon to accept responsibilities in the public health field. 

The Physician's Task 

The words of Frarn;ois Joseph Callot, written over 200 years ago, 
are a fitting reminder that the medical care of the sick has never been 
more .than a part of the physician's work. Callot, a native of Nancy, 
studied medicine at Montpellier. He returned after graduation to the 
town of his birth, to join the faculty of medicine at Pont-a-Mousson, 
the forerunner of the present Nancy School. In his essay The concept and 
triumph of medicine, published by the faculty at Pont-a-Mousson in 1741, 
he writes: 

The objective of medicine is the preservation of life, the complete and perfect exer-
cise of all its functions, or the restoration of health, which is seen in three different states: 

sustained in full vigour; 
endangered and in jeopardy; or finally, 
broken and destroyed. 

When there is health and vigour, medicine is concerned to safeguard and maintain 
it by virtue of a knowledge of all the factors which favour well-being: choice of air, 
balance of exercise and rest, hygienic habit and so forth. If health is in jeopardy, then 
it is the task of medicine to foresee the danger and to devise precautionary steps to ward 
off the menace and to put the enemy to flight. But if health and vigour have been lost, 
whether because of the onslaught of the powerful enemy or as a consequence of neglect, 
then medicine should redouble its efforts to secure a capitulation on the best possible 
terms. [Trans. J 
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" Have we not in these words," asked Professor Parisot in his presi
dential address at the Nancy conference," a proclamation of the partnership· 
between preventive and curative medicine for the preservation of health ? " 

A broad concept of medical practice is no new thing. The new elements 
are the evolution of services which have made social aspects of therapy a 
practical reality, and a wider recognition that the prevention of disease 
and the promotion of health are as much the concern of the practising 
physician as diagnosis and medical care. Today, the doctor's functions 
include: 

(a) the diagnosis, prognosis, and treatment of disease; 
(b) rehabilitation, or the restoration of optimal health and vigour; 
(c) the prevention of illness; and 
(d) the promotion of health. 

The present situation was summarized in a paper prepared for the 
Nancy conference by Dr 0. Pinerua in these words: 

... We are now witnessing a marked evolution of the organization, scope, and 
content of medicine. The period of purely curative medicine is now passed, and we have 
now proceeded to a period in which an urgent need is felt for the physician's activities 
to be directed towards prevention-a period in which it is necessary for him to be 
acquainted with social problems; this means that the medicine of the future is preventive 
and social and that these aspects must become an important part of our teaching. 

These reasons take on added force in the face of the spread of social welfare schemes 
sponsored by State-controlled or semi-State-controlled organizations which also give 
a social, economic, and labour bias to our activities. 1 

Doctor and patient 

Care of the sick 

Irrespective of the importance we attach to the maintenance of health 
and the prevention of disease, a realistic starting-point for any discussion 
of the physician's task is the care of the sick. Most medical practitioners 
in all countries spend most of their time seeing sick persons, to whom their 
foremost obligation is to establish a clinical diagnosis and to institute 
appropriate remedies. In the training of a doctor, this fact is a pre
eminent, but not an exclusive, consideration. 

Good clinical practice, though based on scientific medicine, has always 
included much besides. Clinical-pathological medicine or, as it is sometimes 
called, "internal medicine" tells only half the story. Clinical diagnosis is 
rarely completely adequate and medication rarely more than one aspect of 
treatment. Any conception of medicine which does not relate the patient 
to his environment is incomplete; and, since much in the environment is, 
directly or indirectly, social, we are led by reason and experience to a 
proposition which, baldly stated, is as follows: A complete diagnosis is 

1 PINERUA, 0. (1952) Hygiene instruction at the Spanish universities (Unpublished workinf document 
EUR/MTPM/14), p. ~ 
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a clinical diagnosis plus a social diagnosis, and therapy includes social 
therapy. 

These simple truths, stated dogmatically because they are nowhere 
in dispute, have been reiterated to the point of platitude; yet the gap which 
still exists between precept and practice is immense-in part, at least, to 
the discredit of medical education and the conception of medical practice 
it imparts. 

During the last half-century, the character of medical practice has 
changed considerably. The medicine of today is expected to include an 
effective interest in patients as men and women who lead a particular 
kind of life in a certain kind of dwelling, as persons with family ties and 
obligations, with anxieties, hopes, and fears. The good practitioner takes 
into account social and economic factors, conditions of work and leisure, 
standards of housing, clothing, diet, and personal habits. He sees the 
injured worker as a bread-winner, the woman in childbirth as a wife and 
mother, the handicapped child as an educational problem and a source 
of special anxiety for the parents. 

Hence, from the beginning of his training, the medical student should 
be led to embrace the notion of a diagnosis which relates both the clinical 
condition and the patient himself to the environment, and often espe
cially to those aspects of the environment which are described as social. 
The form of teaching required to give effect to this principle, the disciplines 
which underlie it; and the part in teaching to be played by the department 
of social medicine, either alone or in collaboration with clinical departments, 
are outstanding in importance among the subjects we shall discuss in later 
pages. At this point, we note their broad implications, namely that the 
product of medical training should be a physician who, besides being a 
practitioner of scientific medicine, is able to see and assess a social situation, 
put himself in the patient's shoes, and be instrumental in securing for the 
patient social remedies which are often part and parcel of a comprehensive 
treatment. 

Medical practitioners work incrl:lasingfy in groups or teams, and in 
many countries now discharge their professional obligations within the 
framework of organized medical-care services of some complexity. They 
must bring to their patients' .aid welfare and rehabilitation services and 
the benefit of social security schemes during periods of treatment and 
convalescence. The future practitioner can no longer be thought of as 
someone who will be exclusively concerned with medical ,care at the 
bedside. 

It follows that a medical training must provide a social training which 
exemplifies the techniques of social medical investigation and furnishes a 
knowledge of the organization of a wide range of services concerned with 
health and welfare; and, since the doctor cannot discharge unaided his 
wider responsibilities to patients, it must provide also an acquaintance 
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with the status of nurses, midwives, and auxiliary personnel and with the 
structure of the professions to which they belong. This aspect of medical 
training was made the subject of comment in the second report of the 
WHO Expert Committee on Professional and Technical Education of 
Medical and Auxiliary Personnel which leaves little to be added: 

As the student sees the ramifications of health and medical activities, he realizes 
the amount of personnel, facilities, skills, techniques, and organizations which are neces
sary to deliver health and medical care to the public. He learns that the doctor is a 
pivotal figure in this complex organization of service, but also that the doctor cannot, 
except in relatively simple situations, work alone. As a part of the medical student's 
training, therefore, it is necessary that he learn something of the working of other pro
fessional services in the health field, and of the principles and necessities of the organiza
tional structures within which such services are rendered. Among the professional 
personnel with whom the general practitioner will work are the public-health nurse, the 
s_ocial worker, and the administrator of community activities, as well as those physicians 
who are specialists in the several aspects of public health and environmental medicine. 1 

The fulfilment of these requirements does not, however, take us all 
the way. The practice of a humanistic medicine demands in addition 
a wide experience of the ordinary ways of life which the medical student 
cannot be assumed to possess or to acquire in the course of the ordinary 
undergraduate training. The medical student receives his clinical training 
almost entirely in the wards and out-patient departments of hospitals. 
The family doctor practises in another and quite different world. Few 
students have much idea of the living and working conditions of the people. 
To many of them, farms, factories, mines, and offices are a closed book. 
They rarely penetrate into the home and domestic life of the ordinary 
individual; and, to the extent that they lack this experience, their education 
as physicians is deficient. To advocate that the clinical-pathological 
diagnosis should be extended to relate the patient's condition to his 
environment is vain if the student is left in ignorance of what the environ
ment is. 

By good teaching in the hospital ward much can be done, and much is 
being done, to forge links between the hospital bed and what went before and 
will come after. Other opportunities are afforded in out-patient depart
ments and clinics, where the preventive and social point of view is often 
easier to exemplify; but there are aspects of social clinical medicine which 
can be taught only if the student gets into the lives and homes of the 
people. 

The idea is not new. For a century and more, enlightened clinical 
teachers attached to dispensaries for the indigent have sent their students 
forth into the homes of patients, there to see for themselves the conditions 
which exist and to report thereon. As Sir Henry Acland, regius Professor 
of Medicine in Oxford from 1858 to 1894, and President of the Genera 1 

2 Wld H/th Org. techn. Rep. Ser., 1953, 63, 10-11 



44 TIIE TEACIBNG OF HYGIENE AND PUBLIC HEALIB IN EUROPE 

Medical Council of the United Kingdom from 1858 till 1887, wrote m 
Letter to a colleague: 

The present time is opportune for reconsidering the lines on which the University 
should introduce her students to the higher conception of practical medicine. Fifty 
years ago the Literae Humaniores were inadequate representatives of knowledge. Now 
we see that the complicated condition of human society, with its pressing needs, demands 
such extended estimate of the physician's functions as to include not only the treatment. 
but the prevention of disease in individuals, in families and in communities, and the 
difficult problems of Comparative National Health. Fifty years ago some older practical 
men would ridicule a young Physician who gave attention to the health condition of 
dwellings, or everi to hospital construction. In this country the thoughtful medical 
man working among the poor is now brought into contact with questions foreign to the 
actual practice of his art, such as questions of out-doot relief, medical relief, the employ
ment of district nurses, and their relation to ihe distribution of medical comforts. All 
these are parts of the daily life of some medical men, and those who do not share them 
ought all the more to have acquired just views concerning them, so as to help on sound 
public opinion, and to create just professional sentiment . . . 

Now I am aware that wise and kindly medical men often do all this. More desire 
to do it. But they do so each by working out their own plan of life, and not by concert, 
or by education. 3 

These words are far before their time, but the educational need they 
adumbrate is only partly met today. It is of far greater practical importance 
that it should be met now than formerly, for the more general provision 
of social and welfare services enables aid to be given with a completeness 
not previously realized. 

There is room for differences of opinion about the practicability, 
and about the desirability, of using general medical practice and family 
medical care as instruments of teaching. Strong arguments can be advanced 
against any measure which makes serious inroads into the time available 
for teaching scientific medicine, or which appears to satisfy a vocational need 
rather than criteria consistent with the aims and standards of an education 
at university level. There is a difference between a training which has 
due regard for the requirements . of family medicine and one which seeks 
specifically to prepare the student for general practice. But if our argument 
is sound, the social and scientific aspects of medicine should both be repre
sented in the training of a doctor since they are complementary in medical 

·practice. 
Suitable teaching arrangements can meet both needs in ways we shall 

consider· in later sections. They can ensure that a knowledge of social 
principles and skill in .social medical techniques are supported by the attitude 
of mind and habit of thought of a· social physician. Yet over and above 
these things, there is another vital element necessary for a high standard of 
medical practice for which no educational system can make direct provision. 
The quality of service a practising doctor is able to render depends in no 

3 AcLAND, Sir Henry (1889) Letter to a colleague, Oxford 



UNDERGRADUATE EDUCATION. 45 

small degree on the prevailing organization of medical care services and 
the conditions of practice. 

It would go far beyond our purpose to examine the characteristics of 
group practice and practice in health centres, the relief to the practitioner 
which would follow upon the provision of adequate clerical and nursing 
assistance, or the potentialities of a team which includes public health 
nurses and other social workers under the physician's direction and conttol. 
It is clearly outside the province of medical education to determine the 
conditions of medical practice, but in any curriculum of social medicine 
this also is a problem the student should be invited to consider. 

Promotion of health and prevention of disease 

In one sense there is no dividing line between the medical care of the 
sick and the prevention of disease. Early diagnosis and therapy are . 
preventive in so far. as they arrest the progress of disease and avert com
plications and disabilities. The· effective treatment of some diseases is 

· also the means of preventing new occurrences. To reaffirm these self-
evidenttruths is not, however, quite the same thing as saying that pre
ventive medicine lies entirely within the scope of clinical practice or that 
the prevention of disease is circumscribed by the doctor-patient relationship. 
Preventive medicine is neither a single unified body of knowledge nor 
dependent on any one kind of practice. In some instances it consists 
in the application of specific measures to protect individuals against speci
fic risks; in others it is directed to the removal of unfavourable elements 
from the communal environment; and sometimes it is mainly 
an educative·. process. In each of these procedures the practising phy
sician-and especially the family doctor-'-has a vital, though not an exclu-
sive, part to play. . ·. .· . 

'I'here are many obvious preventive and promotive functions which 
fall naturally within the province of the family doctor. Specific prophy
laxis, maternal and child care, the household control of infections, and 

. the institution of measures to safeguard the health of the patient's family 
.. are examples of preventive actions which arise in the ordinary course 

of family medical care. It is clear also that the disease situation which 
now.exists in the most-favoured countries of the world has greatly widened 
the preventive responsibilities of clinical practitioners. 

A century ago in Europe, smallpox, typhoid fever, typhus, and cholera 
were still important killing diseases; a bare generation ago diphtheria, 
scarlet fever, measles, whooping cough, tuberculosis, and the venereal 
diseases took a heavy toll of life, and non-specific infections and deficiency 
diseases were commonplace. The preventive measures then needed were 
proper sewerage systems and safe water supplies, the abolition of slums, 
the alleviation of poverty and destitution, vaccination, and sanitary control 
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of ports. There is hardly one of these measures which is not needed 
still, but the leading diseases of the present time have set new problems. 
Chronic ailments of unknown or multifactorial etiology are the outstanding 
unsolved problems of preventive medicine in Europe-coronary thrombosis, 
hypertension, the malignant diseases, degenerative diseases, chronic dis
orders of psychogenic origin, and the psychoses. 

So far as one can. see, these conditions-with whose prevention or 
postponement we are no less concerned than with the diseases they, are 
tending to replace-will not yield to the sanitary and community measures 
to which the era of classic public health owed its outstanding success. 
Relations within the family, dietetic and smoking habits, and a proper 
balance of exercise and rest; for example, are matters which cannot be 
controlled by public health legislation or by the provision of services under 
public authorities. They are .matters for personal decision and conse
quently subject to the influence of personal advice which it is often within 
the physician's scope to give. 

But having generalized thus, it is well to examine more critically the 
doctor's part in prevention. Although it is desirable that the student should 
understand the preventive and promotive responsibilities of the medical prac
titioner in every phase of his training, it is also important to preserve a proper 
perspective, to be sure that no careless word suggests that the doctor's 
actions alone can lead the world to universal health or to the prevention 
of all disease, or indeed that the thoughts and actions of the clinical prac
titioner should be · dominated by prevention. 

It was pointed out at the beginning of this section that most of the time 
of clinical practitioners is taken up advising and treating patients whom 
they rarely see until they are sick. Consequently, most physicians, whether 
family doctors or specialists, have limited opportunities for exercising 
preventive and promotive functions in a direct and immediate sense. 
Moreover, the doctor's working conditions are often a hindrance to the 
practice of preventive and promotive medicine, which need, above all 
else, much time-time to listen, time to extend the inquiry beyond what 
is necessary to satisfy medical requirements -in a narrow interpretation, 
time to explain and_ advise, time to give a variety of instructions to the 
patient and his family-and opportunitie~ for team work. 

Particularly is this so in relation to the education of patients, which the 
family practitioner .is not usually in a position to undertake wholly by 
himself. Advice on health and family problems and on the details of 
infant care and domestic management, the translation of dietetic instruc
tions into household terms, and the minutiae. of the control of infections 
in the home lie, in practice, on the borders of the doctor's province. They 
are situations which call for a partnership of effort between doctor, health 
nurse, and medical auxiliary, which we have seen already to be needed 
in relation to medical care. Given this partnership, the right attitude of 
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mind, and the right conditions of practice, it is beyond doubt that even 
in the present state of knowledge the family doctor could do much to 
improve health and prevent diseases that can now be easily avoided. 

Besides his direct responsibilities to patients, the clinical practitioner 
contributes to preventive medicine in another way: as a reporter of sickness 
at whose instance organized services are brought into action for the inves
tigation and control of epidemic episodes, and as a chronicler of morbid 
happenings and deaths. In this capacity he furnishes items of information 
which, in the aggregate, form the statistics upon which we depend for 
identifying disease problems, planning services, assessing progress, and 
refining the science of etiology, in each instance with results of great value 
in clinical practice and of undisputed importance in every branch of medicine. 

Profession and society 

The community's expectations of medicine do not end with the doctor
patient relationship, no matter how widely this may be interpreted. There 
are duties over and above medical care, and of a different order, which 
are owed by .the collectivity of the profession to society as a whole. For 
these also the system of medical education should have full regard. 

The profession must assume responsibility for interpreting the 
ordered facts of health and disease to those responsible for policy
making; and it is proper that the policy-maker should turn to the profession 
for advice on a wide range of subjects with medical aspects and impli
cations. In particular, the collectivity of doctors might be expected to 
review with a critical eye the conditions under which medicine is practised, 
neither taking for granted the perpetuation of outworn systems nor failing 
to make proposals for reform. There is something wrong if the medical 
profession itself does not state clearly the conditions required in medical 
practice so that preventive and promotive medicine can become a reality, 
and medical care ari effective team endeavour. 

While it is not for medical education to furnish ready-made answers in 
the domain of medical politics, it should make it its business to rear practi
tioners familiar with the administrative and organizational problems which 
exist and the principles they involve. A medical profession not fully alive 
to the rapidly changing character of medical practice, and to society's 
stake in the form it assumes, is likely to be overtaken by events. 

There are, however, even wider issues which concern the profession 
as a whole. Physicians, collectively, are a repository of an aspect of the 
organized knowledge and culture of modem society. Medicine has an 
unceasing obligation to qualify, consolidate, and add to the corpus of 
medical knowledge; to bequeath to the next generation a " synthesis of 
the knowledge, experience and wisdom" 4 of its own; an obligation to 

~ CREW, F.A.E. (1953) In a Foreword to: GARLAND, H. G. & PHILLIPS, W., Medicine, London 
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investigate and discover, to construct and re-shape philosophies, and to 
use its special opportunities arid unique tradition to influence the attitudes 
and hygienic. habits of groups and nations. 

Clinical specialists, laboratory workers, medical historians, research 
workers, administrators, statisticians, writers and spokesmen for the profes
sion, and, by no means least, the great body of family doctors-all have 

· their part to play in making the voice of medicine heard. 
The States parties to the Constitution of the World Health Organization 

made a declaration of the principles which they hold to be basic to the 
happiness, harmonious relations, and security of all peoples. They begin: 

Health is a state of complete physical, mental and social well-being and not merely 
the absence of disease or infirmity. 

The enjoyment of the highest attainable standard of health is one of the fundamental 
rights of every human being without distinction of race, religion, political belief, economic 
or social.condition. 

The health of all peoples is fundamental to the attainment of peace and security 
and is dependent upon the fullest co-operation of individuals and States. 

These are not principles to which effect can be given by a narrow inter
pretation of medicine. · The objectives they imply will not be achieved by 
medicine alone; but, in moving towards every one of them, doctors indi
vidually and collectively have an indispensable contribution to make. 
It is not the purpose of undergraduate education to set before the student 
these broader issues in all their detail, but itis the responsibility of medical 
education to produce men ofscience who are also men of wide understanding 
and vision. 

Defects of Undergraduate Medical Training as a Whole 

In· effect, we have argued that the broad purpose of medical education 
is to prepare men and women to fulfil the various roles assigned to the 
medical profession by society. In a changing society these roles require 
to be examined and revised continuously to satisfy contemporary needs 
and expectations. 

A lag between the demands society makes of medicine and the form 
of medical education required. to meet· them is unavoidable; but, especially 
during the last fifty years or so, the gap has been allowed to widen far 
too much. The character of medical practice and society's expectations 
of medicine have undergone changes which have outpaced the revision 
of medical training and teaching methods, with the result that defects in 
the system of training have become increasingly serious• and the need 
for drastic revisions imperative. 

The undergraduate curriculum, in particular, has been the subject of 
much recent discussion; and its shortcomings, to which attention has 
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been drawn in many places, are implicit in the brief review contained in 
previous pages. Prominent among them are the following: 

1. The teaching is concentrated almost entirely on the patient in 
hospital, and is thus divorced from the realities of the circumstances in 
which he became ill and to which he will return on leaving hospital. 

2. It tends to have an exclusively clinico-pathological outlook, and 
consequently to neglect the relationships between the patient and his 
environment. 

3. In many countries it does not include adequate instruction in 
matters upon which health largely depends: nutrition, housing, personal 
hygiene, socio-economic status, social security, and organized public
health and medical-care services. 

4. The curriculum· is overloaded and lacks coherence. 

5. It is too much concerned with factual detail, and too little with 
method and the development of sound judgement and·. a critical attitude 
of mind. 

These shortcomings have become apparent because of, first, a wide 
recognition of the social character of medicine and the development of 
social organizations which have conferred upon social medicine a new 
reality, and, second, the especially rapid developments in science and 
technical methods during the last few decades. 

A major consequence of the first fact is the need to include preventive 
and social aspects of medicine in the training of every doctor, to the end 
that he sees clearly the social implications of disease, becomes aware 
that much disease has. social origins, and recognizes social remedies as 
an essential part of treatment. . 

From the second fact flow a number of embarrassments to medical 
education. The corpus of medical knowledge has become too elaborate 
for any one man, or small group of men, to comprehend. Medicine 
has become increasingly specialized and technical. It has been found 
increasingly difficult to present to the student a picture of the patient as 
a whole. 

It is everywhere recognized in theory, if not in practice, that there is 
a limit to the factual information which can usefully be presented to the 
student and generally agreed that in medical education the limit has been 
passed. The French have a saying:" You may be able to shut the wardrobe 
drawer though you have crammed it over-full; the real difficulty is to open 
it again." 

The unfortunate effect of overtaxing the student with detailed facts in 
a score of subjects whose interrelation he only dimly perceives has been 
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the subject of comment in a report on medical education, published in 
London: 

We agree that quite apart froni lack of character and ability that may be avoided 
by improved recruitment and selection, the average medical graduate has defects which 
can ·be attributed chiefly to_ the method of his training .• -• He tends to lack curiosity and 
initiative; his powers of-observation are relatively undeveloped; his ability to arrange 
and interpret facts is poor; he lacks precision in the use of words, in short, his training, 
however satisfactory it may have been in a technical sense, has been unsatisfactory 
as an education. 5 _- - - - · 

In conclusion, it appears to be generally agreed that we teach the medical 
undergraduate both too much and too little: too much scientific detail, 
and too little of the broad principles and the humanistic basis of medicine 
in a modern society. 

Role of Social and Preventive Medicine in Undergraduate Education 

During the last decade, _ conferences on both sides of the Atlantic have 
been devoted exclusively to social medicine. There has been no recent 
consideration of medical education which has not taken account of 
this . subject. It is particularly noteworthy that preventive - and social 
medicine was allotted a section of its own at the First World Conference 
on. MedicaFEducation in London, l953.6 At this conference, speakers 
in. every section-found occasion to comment on. the relationship betwee_ti 
health and social welfare and the importance of sodal medicine as a back
ground ·10 hospital and family practice. 

There isampie evidence also in recent publications that the im.portance 
of social medicine as a subject in the medical curriculum is now widely 
recognized. In the United Kingdom, where the reorganization of medical 
education has claimed a great deal of official attention during the last 
15 or 20 years, the Inter-Departmental Committee on Medical Schools 
(Goodenough Committee) laid stress on training the student in social 
medicine during the clinical period. They give their reasons in plain 
words of unmistakable import: 

... It has not been sufficiently recognized or taught that in the study of the patient's 
life as a whole may often be found the reason for his illness and the only key to the resto
ration of his health. This conception is gradually, if somewhat slowly, being established 
in both curative and preventive medicine. By precept and example, the clinical teachers 
can help the student to realize that, as a medical practitioner, it will be his duty to decide 
on the treatment of any patient against the background of the following considerations: 
-The fact that this person -has fallen ill may be due to causes associated with home 
conditions, his work, or even the manner in which he uses his _leisure; his recovery may 
be hastened or retarded by his mentahtate while under treatment, and his full restoration 

5 Royal College of Physicians Planning Committee (1954) Report on medical.education, London, p. 5 
6 Proceedings of the First World Conference on Medical Education, London, 1953; London, 1954, 

pp. 567-759 
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to health may depend largely upon what facilities for rehabilitation are available to him, 
and on the social circumstances in which he finds himself after cessation of active medical 
treatment. 

That these considerations are essential in medical practice is so obvious that some 
may experience surprise that it should be considered necessary to draw attention to them, 
Unfortunately it is the case that they do not enter nearly as much as they should into 
the thought and practice of a large part of the medical profession to-day, and that 
in the training of students the attention of both teachers and students is concentrated, 
as a general rule, on the stages of diseases seen between the time a patient first appears 
in hospital and the time he is discharged from hospital . . . 

The evidence submitted by the London County Council and by the organizations that 
represent the other major local authorities shows clearly the importance that, as a result 
of their experience in the fields of public health and social welfare, these authorities 
attach to medical students being made aware of the social and preventive aspects of 
medicine as an integral part of their training . . . 

The student should learn something of the communal and administrative aspects 
of preventive medicine and should acquire an elementary knowledge of the duties and 
responsibilities of a medical officer of health. By this means he can be led to appredate 
that prevention is a communal as well as an individual problem, and to realize the ways 
in which a general practitioner can help the medical officer of health and the public 
health authority, and in turn can be helped ·by them in his own practice. His under
standing of these matters and of s:ocial medicine generally is likely to be aided if he is 
given a short, elementary account of the development of the medical and social services, 
of their relation to the social structure and of how progress in the promotion of health 
has been hindered by such evils as bad housing, ignorance, unemployment, and desti
tution. The historical approach can be a source of inspiration to the student. 7 

As the participants in the Nancy conference were reminded by Professor 
A. Stampar, " The tasks of the doctor have evolved, especially in the 
period between the two world wars, under the influence of the great changes 
that came about in the political and particularly in the socio-political 
life of the nations. Now, after the Second World War, the type of physi
cian will no doubt evolve even more in connexion with the trend existing 
in many countries to build up their States into welfare States;" 8 

Social · medicine, like · the · medical curriculum of which it is a part, 
combines two complementary processes: it is partly vocational and partly 
educational in intent. 

It is concerned, on the one hand, to equip the doctor to meet the require
ments of medical practice by providing, in relation to medical care, a 
background of knbwledge and experience which enables the doctor to 
play his part . in promoting . health and preventing and treating disease 
among his patients, and, in relation to community hygiene, the techniques 
of public health and sanitation which are still needed by general practi
tioners in many countries. It is concerned, on the other hand, to assist 
the student to achieve a high standard of general education and culture. 
In the words of Professor G. P. Alivizatos in a paper presented at the 

7 Great Britain, Ministry of Health for England and Wales, Department of Health for Scotland (1944) 
Report of the Inter-Departmental Committee on Medical Schools, London, pp. 169-171 

8 STAMP AR, A. (1952). Content of training [in hygiene and preventive and social medicine], its place and 
importance in the medical syllabus (Unpublished working document EUR/MTPM/R/2), p. 1 
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Nancy conference, it is needed also ". . . to persuade the student that 
the poorer the country, the more indolent . its population, the more 
disinclined it is to recognize the urgent necessity of taking steps, even 
when the State has . taken the initiative and when the social usefulness of 
the measures adopted has been proved, the greater the responsibility of the 
physician . . . " 9 

In a recent American report,10 a list of objectives in medical education 
is rounded off by an unusual reference to objectives medical education 
should not include. Borrowing and adapting this idea, the objectives of 
social and preventive medicine in the undergraduate curriculum do not 
include: 

(1) attempting to provide a detailed systematic knowledge of public 
health organizations, sanitatio11, public health law, and administration 
required by specialists in these fields; 

(2) attempting to provide a detailed presentation of vital statistics 
and the epidemiology of the whole range of human diseases; 

(3) attempting to provide • a detailed presentation of all the physical, 
biological, and social factors which may affect human health; 

( 4) attempting to teach the techniques and skills required only by 
the public health specialist. 

It is a . salutary exercise to ask how far short of the requirements of 
modern medicine and a liberal education the medical graduate would fall 
if his training were confined to the traditional pattern of internalmedicine. 
It appears he might be sadly lacking in both respects. 

He might have qualified in medicine virtually unaware of local, national, 
and international organizations concerned with health and welfare. It 
could not be assumed that in the course of clinical training his attention had 
been drawn to the structure of his own profession, the problems confronting 
general medical practice or the organization of medical care services in 
general. It would not be astonishing if he were ignorant of the support 
health nurses and medical auxiliaries can. give in medical practice, and 
uninformed of his duty to enlist and co-ordinate their services in the interests 
of patients, well or ill. He might, to particularize, have no idea of the 
kind of non-clinical problems presented by the aged chronic sick, the parent 
with a defective or handicapped child, the tuberculous patient without 
means, or the pregnant woman for whom the alternatives of domestic 
or hospital confinement were in the balance. The pathological-clinical 
medicine of the hospital ward does not encourage an awareness that prob
lems such as these exist. 

9 ALIVISATOS, G. P. (1952) Data on teaching in the Athens Medical Faculty (Unpublished working 
document EUR/MTPM/12), p. 5 

10 CLARK, K. G. (1953) Preventive medicine in medical schools; report of the Colorado Springs Con
ference, November 1952. In: J. med. Ed., 28, No. 10, Part 2 
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Nor is this all. The changing nature of disease in time, the historic 
triumphs of prevention, the influence of population structure and social 
conditions on his daily work might also have escaped his attention. He 
might practise medicine never having asked himself the questions: How 
much of this disease is there ? In what circumstances is incidence high or 
low ? How might it be prevented ? He might never have formulated the 
questions: What social aids are needed to reinforce medical care ? How 
completely and in what manner are they provided ? What is my part as a 
practising physician in the medical and welfare services maintained by the 
State and other agencies ? What are the wider duties in society of the 
profession to which I belong ? 

There can be little doubt about the vocational and educational inade
quacy of a medical training which does not raise, examine, and point 
the way to answering these and other questions of like nature. 



Chapter 4 
. FORM AND CONTENT OF CURRICULA 

Problems of Terminology 

No one who is familiar with the relevant literature can fail to be aware 
of the confusion which exists in the use of the terms " hygiene ", " public 
health ", " preventive medicine. ", and· " social medicine ". All these are 
often used as though they meant one and the same thing; with the conse
quence that university professors whose subjects are virtually the same 
occupy Chairs which bear different titles according to the chance of local 
decision. Social medicine, in particular, has no settled meaning. It is 
used, on the one hand, to connote the method of a comprehensive epide
miology (the social pathology of Ryle) and, on the other, to denote an 
executive public health practice which takes account of the social implica
tions of disease for the individual and his family. It is employed sometimes 
as Jules Guerin 1 used it more than a century ago to include all the relation
ships which subsist between medicine and society. 

The problem of nomenclature was very much to the fore quite early 
in the proceedings of the Nancy conference, but it was quickly realized 
that the occasion was not one for proposing definitions. For purely 
practical purposes the conference participants agreed on an expression 
to define the scope of its deliberations, and this we quote below. It is 
convenient also to say a word about the customary usages of certain terms 
and the broad sense in which we shall use them. More than that we do 
not presume to attempt, and even so we have had the greatest difficulty 
in places in maintaining a semblance of consistency. 

For the purposes of the Nancy conference, the expression "hygiene 
and preventive and social medicine " was used to refer to the subject matter 
usually included under the headings of public health, social medicine, 
preventive medicine, hygiene, and epidemiology in teaching practice. 
The expression is used in the same sense in this monograph. 

Hygiene 

According to its derivation, the word " hygiene " without adjectival 
qualification refers to the body of knowledge relating to the promotion 

1 GUERIN, I. (1848) Gaz. med. Paris, Ser. 3, Vol. 3, No, 12, p. 203 
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and preservation of health. . In this sense it is a comprehensive term which 
includes public health and preventive medicine. For some people it has 
social implications also. Referring to the obligatory nature of its social 
content, Petragnani writes: " All hygiene activities are directed towards 
society and are based on its needs; and, even when such activities are 
concerned with physical and natural phenomena, they are studied and 
developed from the point of view of their relation to social requirements." 
[Trans.] 2 

If etymology were the only consideration, the word " hygiene " would 
be adequate to describe all that is usually implied by social medicine; 
but in many European countries it is by established usage a synonym for 
sanitation-the nineteenth-century concept of public health. 

In. this monograph, " hygiene " is used on some occasions in a broad 
and general sense, and " personal hygiene " and " environmental or public 
hygiene" in contexts where their meaning will be clear. 

Preventive medicine 

It is not usual to include under the heading " preventive medicine " 
the wide range of actions which contribute to the prevention of disease 
-for example, the incidental preventive consequences of much medical 
treatment and health promotion, and the applications of hygiene and sani
tary science in. the field of public health. The term is used, as a rule, 
in the restricted sense of applying to specific prophylaxis or to actions 
directed towards individuals and small groups in the community. 

In this monograph " preventive medicine " is used to refer to: 
(a) specific measures for preventing disease in individuals; 
(b) measures for the control or prevention of disease in families, 

households, and· other small groups. 

Epidemiology 

The scope and method of epidemiological science. are the subject of 
a later note (see page 71). In this monograph, "epidemiology" refers 
to the systematic study of the incidence in human. societies of morbid 
states or happenings of every kind-that is to say, it is not restricted to the 
study of the origin and development of the epidemic infections. The 
aspect of the subject which constructs descriptions in terms of etiologic 
agents is referred to as " physical epidemiology "; the aspect which formu
lates its description in numerical terms, as " statistical epidemiology ". 

Social medicine 

As a comprehensive term, " social medicine " is used to embrace: 

(1) research into social factors which affect health or the incidence 
of disease, by means of surveys, case studies, and statistical investigations; 

2 PETRAGN-,.NI, G. (1938) Corso d'Jgiene e Po/izia Sanitaria, Siena, Vol. I, p. 3 
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(2) the reciprocal relations existing between medicine and society 
(medical sociology), including the collective responsibility of medicine to 
society for advising on social problems as they may affect health; 

(3) social psychology and social psychiatry; 

(4) the agencies of social therapeutics~i.e., social insurance and social 
aspects of public health, medical care, and welfare services. 

In this monograph, " social medicine " is used in a general sense to 
embrace all these things. We use also the expression "clinical social 
medicine " to refer to the application of social medical principles in the 
diagnosis and treatment of individual patients.· 

Public health 

Whether regarded as a branch of knowledge or as a practice, public 
health cannot be defined in simple terms, nor would a detailed description 
of its scope remain valid for very long. We stress its specialist character 
as an academic subject and its breadth as a practice. Though public 
health subjects have to be included in undergraduate training, public 
health, particularly in its more technical aspects, unlike social medicine, 
is essentially a post-graduate study of a vocational character. 

The practice of public health includes much that lies outside the province 
of .medicine. Sanitary and water engineering, housing construction, town 
and country planning, large-scale food production, and veterinary control 
are all involved in maintaining the public health, though they are not 
matters in which the medical practitioner is usually the prime mover. 
Public health as an academic subject is correspondingly wide. 

In this monograph, the expression " public health " is used to refer to 
the current application in practice of environmental and personal hygiene, 
preventive medicine, and epidemiology, and to include also legislation 
and administrative provisions and certain organized medical-care and 
social services which are provided by executive public health departments. 

* * * 

We think it necessary to stress that the present confusion, of which the 
Nancy conference took note, is a serious impediment to the exchange 
of ideas, and a· source of frequent misunderstandings between colleagues. 
This is particularly true in the international field. Outside public health 
circles its implications can be even more serious. When questions of 
founding or perpetuating a Chair of social medicine are in balance, of 
defining the territory of a department, or seeking points of contact for 
collaboration, it is a little awkward if the parties to discussions cannot 
be sure they are talking about. the same thing. It is not easy to enlist 
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the support of clinicians and others for subjects whose scope and method 
are befogged by verbal ambiguities. 

Dr Charles Fletcher, rapporteur of the Section of Preventive and Social 
Medicine at the First World Conference on Medical Education, held in 
London in August 1953, made an observation which is very much to the 
point: 

Experts in social medicine do not find it easy to expound their subject, which, though 
precise and objective in many aspects, also contains many conceptions that are still 
imprecise. Its advocates are thus tempted to talk in indigestible phrases, whose meaning, 
I suspect, is often as doubtful to them as to the rest of us. Such terms must be repressed 
if medical men are to listen, and social medicine must base its claims on a clear exposition 
of effective and comprehensible achievement. 3 

Not a little of the lack of clarity which enfeebles some pronouncements 
on the subject of social medicine can be attributed to vague and 
ambiguous definitions. 

The Evolution of Social · Medicine Teaching Programmes 

Few would disagree with the broad analysis of the evolution of teaching 
trends proposed by Professor Joseph Tomcsik,4 who referred in a Nancy 
conference paper to three stages of development: 

(1) The period dominated by the discoveries in bacteriology and 
advances in sanitation. Epidemiology and sanitation were the major 
subjects of public health teaching, carried out in a combined department 
of bacteriology and hygiene. 

(2) The stage when the departments of bacteriology and hygiene were 
separated. The head of the newly formed department was usually a 
prominent health officer with wide experience in public health administra
tion, or· with specialization in epidemiology or in sanitation. The quality 
of the teaching was mostly improved, but it became too technical and 
specialized to such a degree that it went far beyond the requirement of a 
future medical practitioner. 

(3) The present period, in which the suppression of the purely technical 
part of public health teaching was carried through, and social medicine, 
as well as the clinical approach in preventive medicine, was introduced. 

The reorganization of curricula is proceeding quickly in some countries 
and slowly in others, with the result that syllabuses in all stages of develop
ment are found in the countries of Europe at the present time, and not 
uncommonly side by side in the same country. Nowhere, indeed, has 
there yet been time enough to complete the reorganization of courses of 
instruction to give full effect to the social concept. 

3 Brit. med. J., 1953, 2, 551 
• TOMCSIK, J. (1952) Collaboration on teaching between the medical faculty and othe; institutions 

(Unpublished working document EUR/MTPM/RJ4), p. 4 
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The gradualness of developments and the absence of sharp differences 
complicate the identification of. clear0cut curriculum types. For descrip
tive purposes, however, three stages in the evolution of the modern curri
culum can be distinguished which represent fairly well the broad types in 
operation in European schools today. We propose for them the titles: 

· (1) the traditional public health type; 

(2) the enlarged public health, or intermediate, type; 

(3) the comprehensive social type. 

The traditional-type curriculum 

A generation ago, so far as the undergraduate student was concerned 
the public health syllabus in every country was based on sanitary science 
and practice, public health administration, and the bacteriological aspects 
of epidemiology. As an aspect of disease prevention, it was concerned 
mainly with factors in the physical environment known to have a causal 
role. Topics such as water supply, refuse and sewage disposal, meteoro
logy, ventilation; housing and insect vectors were its main elements. At 
some point in the curriculum, clinical instruction on the common fevers 
was given, and there was usually a brief and somewhat perfunctory reference 
to vital statistics and sanitary law. · 

There is hardly a . country in Europe where• the course of instruction 
is still built exclusively around these topics. In a few countries they are 
now represented by only a few lectures and demonstrations . of a general 
educational character; but in many countries they continue to occupy 
a prominent place in courses which have been extended .by the addition 
of new subject matter. In some of these countries the amount of technical 
detail still retained will be a matter of surprise to teachers in other countries. 

The following extracts from actual current programmes of practical 
work in four European countries give some idea of the extent of these 
provisions. 

Example I 

Milk-recognition of adulteration-determination of fat content (Gerber's buty
rometer and Feser's lactoscope)-determination of the degree of addification-reductase 
test; identification of unauthorized methods of preservation (carbonate of soda, peroxide 
of hydrogen, formol, etc.); differentiation of heated milk from raw milk (albumen 
content); enzyme reactions; refractometry (oils, butter). 

Meat-:--testing for deterioration-identification of sulfites-Uhlenhuth serological 
test. 

Flour-identification of fraudulent practices and foreign matter=----ergot of rye
microscope examination of flour. 

Alcoholic drinks-density; degree of alcohol in alcoholic drinks; measurement 
of the density of liquids by means of the aerometer, picnometer, and Mohr-Westphal 
balances. 
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Atmosphere:.....mea:surement of atmospheric pressur~measurement of absolute and 
relative .humidity (Assmaiin's aspiration psychrometer, Koppe's hygrometer, Lam
brecht's apparatus); Hill's catathermometer; dosage of carbon dioxide (Rosenthal's 
and Pettenkofer's tests), carbon monoxide, dust (Orwen's apparatus), ventilation 
(anemometers). 

Lighting-measurement of intensity of light from a given source and degree of 
illumination (Weber's photometer, Osram's apparatus, photocell apparatus)-study 
of the natural lighting conditions in a building on a sagittal plane (elevation)-deter
mination of the angle of aperture by means of F. Gotschlich's apparatus-Weber's 
apparatus for measuring the space of sky between the sides of an angle-Thomer's 
apparatus. 

Clothing-microscope examination of cloth fibres-identification of fibres (chemical 
and microscope methods)-measurement of the thickness of fabrics (Rubner's sphero
meter)-calculation of density and volume of the pores of fabrics-permeability of 
fabrics to air (Rubner's method). 

Example 2 

Atmospheric conditions, etc. Individual practical work on analysis of air, meas
urement of CO2 · (by the Pettenkofer method, mainly for didactic reasons), of CO, of 
temperature, of humidity, of ultra-violet rays, of aeration, etc. 

Potable water. · Physical examination; chemical analysis; bacteriological examina
tion· by students themselves. Classification of water with the aid of analysis results 
(analyses carried out by the institute). 

Food supplies. Practical work (individual, in particular, analysis of milk). Classi
fication of milk on the basis of analysis results. Meat, parasites, etc. Practical work. 
Demonstrations. Practical exercises for the calculation of a rational amount of food 
according to the budget available, etc. 

Example 3 

Practical class work covers: 

analysis of air; 
clinical analyses ; 
analyses of milk and recognition of fraudulent practices, including testing 

for chemical reactions and for sterilization; 
analyses of foods ( chemical, bacteriological, parasifological); 
analyses of water ( chemical and bacteriological); 
revision of bacteriological methods in general; 
isolation of filtrable viruses; 
haematological tests; 
biological tests (agglutination reactions and complement-fixation tests); 
epidemiological problems and experimental epidemiology. 

Example 4 

Laboratory work includes: 

examination of air (determination of CO and CO2), measurement of moisture, 
handling of the catathermometer, measurement of the strength of light, 
determination of micro-organisms and dust in the air, determination of 
the ventilation quantum; 

bacteriological and chemical examination of drinking water; 
examination of foodstuffs (chemical and bacteriologic examination of milk 

and meat, the hygiene control of tinned foodstuffs). 
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Before proceeding further, it is worth while to consider for a moment 
the extrinsic factors which account for the emasculation of technical hygiene 
and laboratory practices in undergraduate curricula in some places and 
not in others. From this point of view, the countries of Europe fall into 
three broad groups. At one end of the scale are countries with comprehen
sive medical care and social services, where the public health services are 
entirely in the hands of whole-time specialists and where a network of 
public health. laboratories is in existence. In this group, environmental 
hygiene is almost entirely in the hands of sanitary inspectors and specialist 
engineers, and even the whole-time health officer needs concern himself 
little with its detail. In such ~ircumstances, technical hygiene and public 
health bacteriology and chemistry have no place whatever in the under
graduate syllabus. 

At the other end of the scale are countries where, outside the large towns, 
there are neither public health laboratories nor whole-time health officers. 
In these circumstances sanitary control is a function of district medical 
officers who not only combine family practice with public health duties, 
but also have to undertake their own laboratory work. 

Between the two extremes are countries with a good public health 
laboratory service, but where specialization in the public health field has 
no.t been possible to an extent comparable with the first group. In these 
countries, every medical graduate has to be reasonably competent in the 
handling of sanitary problems since in rural areas many doctors have 
obligations in the public health services. As a rule in these countries, 
moreover, there are few qualified sanitary inspectors outside the large 
towns, and district . health officers are consequently often the ordinary 

· advisers of local councils on sanitary matters. The situation in Sweden is 
typical. In this country, many rural practitioners have sanitary duties, 
and a great many district medical officers both in towns and rural areas 
hold appointments in the school medical and industrial medical services. 

Taking account of these factors, it is easy to see why technical sanitation 
and laboratory procedures, which have almost ceased to be represented 
even in specialist post-graduate courses in some countries of Europe, 
have still to be retained in many. 

The intermediate-type curriculum 

By the late 1930's, the typical public health syllabus, while still retaining 
a large nucleus of traditional subject matter, had in many countries become 
much more complicated both in purpose and design. Its elaboration can 
be traced to the aspect assumed by public health practice between the 
two wars. 

During this period; a wide range of now-familiar personal services such 
as the infant welfare, school health, tuberculosis, and venereal disease 
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services were introduced or greatly extended. These services were concerned 
with personal rather than environmental hygiene. Their purpose, though 
partly therapeutic in special fields, was also preventive; but almost every
where they remained separate from the main stream of general medical 
practice. Also during the inter-war period, the mounting interest in health 
promotion, concerned with improving the general health of individuals and 
communities, had a natural counterpart in a growing attention to delib
erate health education. 

Both developments were reflected in broader teaching programmes, and 
at the same time other changes encouraged also a reduction of 
sanitary and environmental content. In many countries sanitary 
control had by this time become a well-established routine in 
which the public health specialist had a limited field of responsibility, 
and the medical practitioner no executive part at all. At this stage of 
teaching development~a stage from which no country has yet completely 
emerged-the undergraduate course in hygiene and public health still 
tends to "'consist of a single block of lectures and a number of associated 
visits and demonstrations. The scope of lectures has been widened to 
include an account of the personal public health services and health educa
tion; and the scope of visiting has been correspondingly extended to include 
infant-welfare centres, ante-natal and other clinics, special schools, etc., 
as well as sanitary works and factories. Such extensions are a substantial 
advance on the earlier traditional public health course, but they do not 
embrace the social idea and the disciplines on which it depends. 

The curriculum of undergraduate studies at present in operation in one 
of the, countries in northern Europe is a good example. Instruction is 
given in a single course oflectures and demonstrations which occupy about 
70 hours. In the main, the curriculum comprises four groups of subjects, 
each group occupying roughly a quarter of the total teaching time: 

1. Organization, administration, and law. General structure. Special 
services such as infant welfare and school health service; National health 
insurance. International health organizations. 

2. Epidemiology. Restricted mainly to the control of infectious 
diseases. 

3. Industrial medicine and occupational health. Includes a reference 
to industrial diseases and industrial accidents. 

4. Environmental hygiene and sanitation. Housing, food, water, milk. 

In this particular course, industrial medicine and housing are more 
generously represented than in some other countries at a corresponding 
stage of development. Otherwise, the syllabus is fairly typical of the 
intermediate stage. The narrow interpretation of epidemiology, the virtual 
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absence of statistics, the bare representation of the social idea, and the 
lack of contact with clinical medicine mark the course as one which has 
not yet evolved into the social type; 

The comprehensive social curriculum 

We have seen the traditional public health curriculum to have a twofold 
aim: to provide the specialized knowledge and techniques which the practi
tioner may need in sanitary practice,. and to apprise the student of factors 
in . the physical environment which affect health and disease-factors, 
it will be noted, whose control is almost entirely outside the range of medical 
care services. 

In the next stage · of development, an account of services concerned 
with personal problems of health and disease is added, but these services 
also are still collateral to the ordinary run of medical practice. The family 
doctor has to know something about their scope and organization since 
they are used by persons who are, or who may become, his patients. 
However, they are not an integral part of general practice or, as a rule, 
under the practitioner's own direction in relation· to patients. 

Up to this stage of development, instruction in hygiene and public 
health is given almost entirely by specialists in these subjects, and the con
tent of the curriculum is specified by a programme of lectures, visits, and 
laboratory work. The impact of the social medicine concept creates a 
new situation. · 

A quick indication ofthe tremendous changes in outlook in this part 
of medical education since the early decades of the century is afforded 
by the degree examination paper. 

The two examples of questions quoted below mark the passage of 
20 years: the difference between 1930 and 1950. 

Typical public health questions, 1930 

1. Discuss the relative merits of the antigens used for immunization against diph- . 
theria and give the dosage and time-spacing of two of them. 

2. State briefly the main administrative measures taken for the control of infectious 
disease, and criticize them in the light of scientific knowledge. 

3. What diseases are conveyed by (a) milk, and (b) water? State shortly what 
protective measures can be employed. 

4. Describe briefly the methods commonly used for the disposal of domestic 
refuse. Of what importance to public health is refuse disposal? 

Typical social medicine questions, 1950 

1. Prepare a sketch showing the frequency distribution of intelligence quotients 
in the child population. Explain the factors which determine the curve's form. 
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2. You ate medical officer to a residential home for 20 children under 5 years of 
age and 10 under 2 years of age. Describe what rules you would consider necessary to 
make in respect of the following: 

(1) admission of new cases; 
(2) discharge; 
(3) routine medical examination; 
(4) general hygiene of the home. 

3. A young unmarried patient of 18 is found by you to be three months pregnant. 
As medical officer to the family how would you deal with this situation from the clinical 
and social points of view ? 

4. What is meant by the statement that the population is aging ? Indicate the 
main causes and discuss the possible consequences in relation to medicine as. a whole. 

The examples are not complete papers. Questions typical of the earlier 
period are usually-found also in present-day undergraduate papers every
where. The difference between the old and the new is that the old was 
based wholly on public health, whereas the new embodies, in addition, 
a wide range of social topics. 

A comprehensive social medicine curriculum cannot be specified as 
readily as the courses it is tending to replace. Its aims can ri.o longer 
be brought within. the compass of systematic instruction, nor can they be 
completely fulfilled· by one academic department alone. 

Over and above the objectives of earlier curricula, social medicine 
teaching embraces two new aims: 

(1) to present the problems of health, disease, and medical care 
on a community scale, and the science of disease as a mass phenomenon, 
displaying for the purpose the statistical and other techniques used in 
social medical research; 

(2) to encourage a point of view and develop a practice which in 
diagnosis takes· account of the physical and social antecedents and accom
paniments of disease, and in therapeutics includes the use of social agencies. 

The first aim can be embodied almost wholly in the teaching programme 
of the .department of hygiene and preventive.arid social medicine itself or 
in the undergraduate department of public health, as it is still often called; 
the second requires that a social point of view shall be grafted on to clinical 
instruction in every field. In this sense, social medicine is concerned 
with the social environment iri relation to individual health and disease 
and also with remedial measures of a social nature as an aspect of medical 
care. It has become an integral part of clinical practice and a hand-maid 
of the clinical practitioner. 

Instruction arranged independently of clinical departments can do a 
great deal to acquaint the student with social pathogenesis and the social 
implications of disease. The department of social medicine can see to 
it that he is familiar with the scope of social security, the agencies providing 
social medical services, and the personnel they employ. It can indicate 
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in a general way how services and personnel can be. used for the benefit 
of sick persons and their families; but, if the social concept is to take its 
place in the main stream of medicine, systematic teaching by the depart
ment of social medicine alone is no longer sufficient. The undergraduate 
must now be instructed in the techniques of social investigation and social 
case-taking, become practised in assessing social needs, and competent 
in. matching services to the requirements of individuals. This part of his 
training, where he learns to apply principles and general knowledge of 
services to the needs of patients, has obvious and natural affinities with 
clinical instruction. 

Instruction in clinical social medicine is considered at some length 
elsewhere. Here, it is convenient to propose a classification of the sys
tematic content of a comprehensive modern curriculum, without in any 
sense implying its appropriateness in the existing circumstances of every 
country. It is based on the various curricula which have come to our 
notice and is, so to speak, a compound of the programmes in operation 
in different European countries. Though somewhat arbitrary, the classi
fication provides a background against which the special features of parti
cular courses . can be seen in relief. 

A Classification of Subjects Included in the Modern Comprehensive Curriculum 

I. - Medical sociology 

The structure of society, individuals as members of society. Problems of youth, 
family, and old age. 

Social problems created by alcoholism, prostitution, delinquency, vagrancy, etc. 
Social relations of the medical profession and the practising doctor. 
Recruitment, governance, and organization of the profession. 

II. Organization of health services, medical care and welfare services, and social security 

(a) The general plan of health and social services, including an account of insurance 
medicine and medical certification for various purposes, reference to international health 
organizations, and an outline of the historical development of services. 

(b) Administrative aspects of individual services-e.g., maternal and child welfare, 
public dental clinics, school health service, social welfare agencies, convalescent care, 
tuberculosis service and mass radiography, including reference to the training, status, 
and functions of nurses and auxiliary personnel; specific preventive measures such as 
vaccination and diphtheria immunization. 

(c) Occupational hygiene and industrial medicine-industrial medicine and health 
services, rehabilitation, vocational guidance, occupational hazards, and industrial disease. 

III. Environmental hygiene and sanitation 

For example, water supply, sewage disposal, climatology and atmospheric pollution, 
housing and building construction, hygiene of the dwelling. 

IV. Personal hygiene 

For example, nutrition and diet, work and leisure, clothing, care of the body, physical 
training, mental health, the health of the various groups in the community, health ex
aminations, eugenics, health education, sex hygiene. 
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V. Statistics 

Statistical methods, biometrics, vital statistics, including the main causes of morbidity 
and mortality, and demography with particular reference to the effect of population 
structure on medical care problems. 

VI. Epidemiology 

(a) Methods of epidemiological science, social etiology, the principal social 
diseases, and related social campaigns. 

(b) The control of infectious diseases (especially within the family group). 

(c) Epidemiology of inheritable defects, and human genetics in so far as this 
subject is relevant to etiology. 

Many items in this classification could, of course, be assigned to alter
native headings or to more than one heading. Nutrition, for instance, 
though included in group IV, has aspects which entitle it to a place in 
both group I and group II, and it is also an important subject for epide
miological study. The topics comprised in occupational hygiene and indus
trial medicine which are entered as a sub-group of organizational subjects 
(group II) might likewise very well be partitioned among other headings, 
and there is hardly a subject in the list which has not a statistical aspect. 

The scheme clearly shows, however, that the transition from the " inter
mediate " to the " modern social " curriculum is marked by the introduction 
of three new subjects: medical sociology, statistics, and a broader con
ception of epidemiology. These three constitute a group of basic subjects 
on which social medicine is founded. A greatly enlarged syllabus of orga
nizational subjects in group II is also seen. In many teaching programmes 
these subjects occupy half the total teaching time. 

If this scheme is compared with the preliminary course in preventive 
and social medicine prescribed by the General Medical Council of the 
United Kingdom for the post-graduate certificate in public health (see 
page 228),5 it will be found remarkably similar in content. 

There is little in the course . which in broad outline is not an essential 
item in the training of all doctors and little which is not represented in 
our classificatory scheme. The influence exerted by the content of under
graduate _courses on post-graduate training, which is discussed in the 
third part of this monograph, will not escape attention. 

Relating the classificatory scheme to the aims of undergraduate educa
tion, the various subjects are seen to fall into two fairly easily distinguish
able groups: those with direct application in medical practice, and those 
of a more theoretical nature. Among the latter are precise and specialized 
studies such as the methodology of statistical investigations and social 
medical surveys, but there are also topics of a non-technical character 

5 It should be noted that the certificate in public health (CPR) no longer exists. Amended rules of the 
General Medical Council approYed in NoYember 1955 and coming into operation on 1 October 1956 have 
abolished the preliminary course and certificate, leaving only a unified course of study for the diploma in 
public health (DPH). The content of the course as a whole, however, remains virtually unchanged. 
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whose aim is to provide a background knowledge which is part of the 
mental equipment of an educated man. 

Whether all the subjects included have affinity enough to cohere as a 
systematic whole is open to question, buLanyone familiar with the medical 
curriculum and the. character of present-day medicine could hardly 
resist two conclusions: first, that there are few if any of the subjects which 
could be omitted without leaving serious educational gaps; and second, 
that as things are, if the student did not receive instruction in these subjects 
in a department of social medicine, he would usually not receive it at all. 

Some of the subjects are inclusions of convenience. There is, for 
instance,no reason why statistical method should be located in the social
medicine curriculum. It is an essential instrument of social medical 
investigation, but it is no less necessary in many other branches of medicine 
and the sciences on which they are based. Theoretical. statistics might 
well be taught elsewhere in the curriculum, and we shall later argue that 
there are decided advantages in introducing this subject early. Subjects 
included as a matter of convenience are, however, few in number and must 
retain their place in social medicine programmes, at all events until alter
native teaching provisions are made. 

The broad objectives of introducing medicine as a social science, and 
the practice of medicine as a social operation are reflected in•many places· 
in the classificatory scheme. 

Proposals of a Swedish National Committee 
on Undergraduate Training in Social Medicine 

At this point we will take a concrete example of an integrated teaching 
programme in hygiene and preventive and social medicine, in which sys
tematic instruction and social-clinical training are combined. The Swedish 
proposals selected for this purpose afford one of the best examples in 
Europe of recent deliberate thinking at a national level on this aspect of 
undergraduate training. 

In Sweden, where. social services and health legislation are firmly estab
lished and highly developed, academic and administrative health-leaders 
have been aware for some time of theinadequacy of the existing curriculum. 
A national committee for the reorganization of medical education 6 has 
recently proposed a comprehensive prospectus for an integrated teaching 
programme. Its proposals relate to many matters besides the content of 
the curriculum; but, since they would lose much by piecemeal presen
tation, they are summarized here in their entirety. 

6 Under the Chairmanship of Dr. J. Axel Hojer, Chief Medical Officer of Health of Sweden at the time: 
Note: The Swedish Government's recommendations based on this Report were published in· 1953 

(Liikarutbildningen Betiinkande av 1948 iirs liikarutbildingscommittee, Stockholm, .1953). 
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First of all, it should be noted that Swedish thought subscribes to a 
number of principles which are widely accepted and often referred to 
elsewhere in the present monograph. Among them are: 

l. The philosophy of preventive medicine should be emphasized at 
an early stage of undergraduate studies. 

2. The insight thus given should be maintained and deepened through
out the clinical years. 

3. Social medicine cannot be taught exclusively by one or more special 
departments, nor within one or more blocks of formal teaching. 

4. An jn:tegrated course of instruction in social medicine requires 
the collaboratiQn and participation of clinical teachers. 

5. The undergraduate student should be afforded opportunities for 
practice in taking account of the social factor in diagnosis and therapy, 
and should have opportunities of taking part in the daily work of family 
practitioners and health officers. 

6. A fa.rge proportion of the time of a professor of social medicine 
(four-fifths is mentioned) should b<'J devoted to research anci the guidance 
of advanced students. 

7. A statistician with access to calculating machines should be asso
ciated with a. department of social medicine. 

8. Courses of instruction in public health and environmental hygiene 
can be shortened if it becomes obligatory for county and city medical 
officers and district health officers to attend adequate post-graduate courses 
in these subjects. 

The opinion is a.lso advanced that it is impracticable to amalgamate 
in one Chair public health and environmental hygiene on the one hand, 
and social medicine on tlie other. The grounds for this conclusion-which 
has been favoured in certain other countries, notably Norway and the 
Netherlands-are stated to be: 

(a) that the background of experience required for the two groups 
of subjects differs so widely that it cannot be found in the same person; 

(b} that the teaching methods required by the two subjects are com
pletely different; 

(c) that the professor of social medicine must have assured and easy 
access to various clinics. 

Elaborating a little, the province of a professor of hygiene and public 
health is mainly technical-i.e., sanitary science and domestic, school, 
and occupational hygiene-and, accordingly, he must have a sound back
ground of physiology and physical epidemiology. The professor of social 



68 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

medicine, by contrast, is concerned with social etiology and kindred prob
lems which, taken with his research functions, demand a wide clinical 
experience and a thorough knowledge of statistics. 

The acceptance of this conclusion led the Swedish committee to propose 
a dual but integrated programme of studies in hygiene and preventive 
and social medicine, which is given in some detail on page 217. 

This remarkably complete and logical prospectus needs little comment. 
It is, however, of considerable interest that, although 40 hours of teaching 
time are nominally allotted to clinical subjects, a large volume of teaching on 
social medicine remains within the exclusive province of the professor 
of social medicine. It will be noted also that it is he who is entrusted 
with the general direction of this part of the teaching programme although 
it is to be developed by clinical professors. 

Discussion of Some Important Subjects in the Curriculum 

Statistics 

In the course of our discussions with many teachers, we were made 
aware of a widespread recognition that. statistics, in a comprehensive 
sense, embraces two subjects which it is convenient to separate, both on 
practical and historical grounds: vital statistics and statistical methodology 
or biometry-the former well established in traditional public health, and 
the latter a newcomer in the medical curriculum whose . claim to a place 
is not everywhere established. Broadly speaking, vital statistics is a body 
of quantitative data relating to the health of the community. Biometry, 
on the other hand, is a specialized method of presenting and drawing 
conclusions from numerical data of some complexity. 

For public health purposes vital statistics are studied mainly as a basis 
of policy making, planning, and measuring the health of communities. 
At the undergraduate level they owe their place particularly to the widening 
responsibilities of medical practitioners for providing records on which 
medical statistics are based and, generally, as an aspect of a medical educa
tion which includes references to disease in the mass. The collection of 
data upon which vital statistics are based and their subsequent presentation 
involve operations and techniques of a specialized character, but do not, 
as a rule, require .elaborate mathematics. 

Statistical theory or biometry, on the other hand, depends on rather 
more elaborate mathematics and is an instrument whose usefulness is by 
no means restricted to the field of hygiene and preventive and social medicine. 

A decade or so ago, vital statistics might fairly have been defined as sta
tistics compiled from information collected under the authority of law 
about every person at birth, marriage, death, and whenever a census of 
the population was taken. In some countries they also inch.1ded statistics 



UNDERGRADUATE EDUCATION 69 

of the notifiable infectious diseases. The collection of these statistics on 
a national scale and the consequent financial dependence of the procedure 
on government funds have tended to identify vital statistics with official 
statistics of governmental origin. However, in recent years, in countries 
where the department responsible for official health statistics is progressive 
its activities have been extended to the collection of information without 
the authority of law. 

The statistics of natality, mortality, and population size still provide 
the foundation of the vital statistics used for teaching purposes in all 
countries; but, though tentative and exploratory at present, the develop
ment of morbidity statistics on a general scale is within sight in limited 
fields. Hospital records, cancer registration, sickness surveys, and the 
statistical analysis of general-practitioner records, whether we call them 
vital statistics or medical statistics, open new vistas for teaching, and confer 
new responsibilities upon large numbers of medical practitioners. 

Fully developed, morbidity statistics will afford more accurate indices 
of the health of the community and the social and economic consequences 
of disease than we have at present, eriable the efficiency of medical care 
and therapeutic procedures to be assessed on a large scale, and give new 
direction to many etiological researches. 

We have already had occasion to refer to the practitioner as a recorder 
of morbid events. The doctor is not only a consumer of the information 
that mortality and morbidity statistics provide; in one capacity or another, 
he also contributes the records on which they are based. In the final 
analysis, the accuracy of medical statistics depends upon the accuracy of 
medical recording-medical certification of cause of death, the hospital 
case record, or the general practitioner's clinical note-and to secure the 
collaboration of medical practitioners in recording procedures requires 
that they shall understand the purposes to which records will be put and 
the value of the statistics to which they contribute. "Unless the general 
practitioner is convinced that certification has a clearly useful object, he 
is not going to give it the conscientious attention it demands . . . " 7 To 
meet this requirement and to ensure that the practitioner of the future is 
aware of statistical classifications of sickness, injury, and causes of death, 
and familiar with simple indices and rates-these are reasons enough to 
include this aspect of statistics in the undergraduate curriculum, though 
they are not the only reasons. 

The student does not find it easy to think of a disease as an aggregate 
of morbid processes which has a history and a geography. It does not 
occur spontaneously to the average undergraduate that diseases are not 
unchanging entities, defined for all time by the text-book accounts he reads. 
He is too apt to assume that contemporary descriptions hold good every-

7 Lancet, 1953, 2, 867 
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where, always have done so, and always will. If he is to appreciate the 
true nature of disease, deliberate teaching to this end is needed. The 
statistical approach, which invites him through indices of mortality and 
morbidity to examine trends, seasonal and secular variations, local differ
ences, and changes in severity, is one way of doing this. It is not the. only 
way, or even perhaps the best; but well-selected statistics are the simplest 
way of demonstrating the broad sweep of disease in its historical and 
geographical aspects. · · . 

· The subjoined syllabus shows at a glance that biometry differs funda
mentally in nature from vital statistics. The course quoted is one of some 
20 hours' duration, at present in operation in the faculty of medicine of 
Copenhagen. It begins with counting methods and tabulation and proceeds 
through descriptive. statistics to the simpler applications of probability 
theory and tests of significance. It is not untypical of courses in the half
dozen or so schools where theoretical statistics is an established feature 
of the undergraduate curriculum. 

·. OBLIGATORY COURSE ON STATISTICS, COPENHAGEN 

(Approximately 20 hours during pre-clinical period) 

· 1. ·Rates,. tables, graphs 

.. 2. Counting, and observed frequencies 

· 3. · Central tendency, dispersion, skewness 

4. Regression arid correlation 
. . 

5. · Theoretical distributions-ethe binomial and the normal · 

6. Sampling methods 

,7. Distribution of means, standard error, and chance differences 
. . 

8. Tests. of si!lflificahcc-differences between means and proportions and the X 2 text 

A course of this scope can be justified on many grounds. Published 
papers and reports in almost every area of medicine . are now commonly 
statistical in form, or at least use statistical terms, indices, and arguments. 
Similarly, the design of experiments, the · thernpeutic trial, sampling and 
survey techniques in common use, and the presentation of scientific data 
all. have statistical aspects which there is a rapidly increasing need for the 
medical student t.o • be faniiliat with; The dependence of much social 
medical research on statistical techniques, . though· important from our · 
point of view, is a relatively minor reason for including theoretical statistics 
in the undergraduate curriculum. ln almost every research field, medicine 
is. becoming more and more statistical and placing increasing dependence· · 
on statistical techniques. . . . . 

It is nowhere suggested that every doctor should be arr accomplished · 
statistician. There are, and there should. be; first~rate doctors who are 

· neither mathematically gifted nor mathematically inclined. Whahs needed 
is that every doctor should be aware of the existence of statistical methods, 
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their purpose and their limitations, and should be able to recognize when 
a medical problem has statistical implications. He should also be able 
to see when expert assistance is required and, in collaboration with the 
medical statistician, be competent to direct the broad lines of an investi
gation with due regard for its statistical aspects. 

Seen in relation to medical education as a whole, few of the teachers 
with whom we talked doubted the value of a statistical training as a means 
of developing logical thinking and critical judgement of an order now indis
pensable in medicine. There are aspects of medicine and the sciences 
on which medicine relies which are almost beyond comprehension to 
anyone who cannot think statistically. 

Epidemiology 

The word" epidemiology", according to the definition we have adopted 
for the purposes of this study ( see page 55), though still used in the restricted 
sense of referring only to epidemic episodes of infectious diseases, is now 
commonly given a much wider meaning. In current usage, epidemiology 
is the study of the incidence of morbid states of any kind in human popu
lations. Accidents, disabilities, states of nutrition, and abnormalities of 
medical importance as well as illnesses are all proper subjects for study 
by its method. 

In relation to the infectious diseases, the epidemiological method is well 
established and needs little comment. Our particular concern here is 
with an enlarged, more general, and mainly statistical epidemiology which 
is a cardinal feature of the modern social-medicine curriculum. 

The key position occupied by epidemiology in social medicine can 
be attributed to two facts: the present character of the disease situation 
in manycountries, and the recognition that an epidemiological approach 
can contribute to the solution ofetiological problems in every field. 

In many favoured countries of the world today infectious diseases, 
though still everywhere important, have been displaced from their former 
position of pre-eminence by other quite different· diseases. In a great 
many countries the leading causes of death at the present time are chronic 
ailments of doubtful or unknown etiology. Medicine is concerned no 
less with preventing these diseases than with controlling the infectious 
fevers. 

The etiological situation in most diseases is extremely complex. Genetic 
and environmental factors are usually at work in combination; and the 
environmental component almost always includes not only specific agents, 
known or unknown, but also a variety of circumstances which affect their 
access or their operation. The various factors in pathogenesis are rarely, 
if ever, completely specifiable; and the etiological situation is never amenable 
in its entirety to investigation by laboratory methods. Although the 
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experimental approach is the unquestioned method of preference whenever 
it can be used, alternative or complementary approaches are often required. 
They are to be found in the method of epidemiology. 

The epidemiological method serves many purposes. It is used to narrow 
the field of inquiry into specific causes and to suggest what might be prof
itable lines of laboratory research. In particular, from our point of view, 
it can provide the basis of broad preventive and promotive policies in 
relation fo communities and their component groups. Whether depending 
on vital statistics or on information obtained from specially designed 
inquiries, the discovery of patterns of morbidity and mortality adds to our 
knowledge of etiologies and is an indispensable ingredient of social-medicine 
theory. 

The requirements of the epidemiological approach are being met by the 
collection, locally, nationally, and internationally, of dependable numerical 
data on a steadily growing scale, by a more extensive application of statistical 
methods, and by the expansion of machine tabulation. In combination, 
these developments furnish medicine with a useful instrument of research. 

It is perhaps not surprising that the place of statistics in the medical 
curriculum has often been misunderstood and. statistical epidemiology 
dismissed as mere philosophy. Few of us had opportunities as under
graduates of studying statistical methods; and, as little as ten years ago, 
even some of the specialist post-graduate courses included barely more than 
the arithmetic of life tables and simple rates. With few exceptions, the 
present generation of teachers, like their colleagues in executive public 
health, have had to grope their way in this field. But statistical· epidemi
ology, though a part of the fabric of any broad philosophy of medicine, is 
not philosophy. In the executive field, it is an instrument of hard necessity 
in the disease situation which confronts public health today. In the aca
demic sphere, statistics and epidemiology in alliance can do much to 
enable the student to see the mosaic of medical science as a. comprehensive 
whole and to remind him of the practising doctor's opportunities of con
tributing to an important branch of medical research on a world-wide scale. 

Sociology 

On many occasions in the course of our conversations in European 
medical schools, a distinction was made, both from a practical and from a 
teaching point of view, between undergraduate subjects which are required 
by the doctor as a practitioner or a critical judge of conclusions reached 
by others, and subjects needed only as background knowledge. In the 
clinical field, the practitioner must be a competent performer as well as a 
sound judge, and his training must be designed accordingly. In the field 
of statistics and epidemiology, on the other hand, the non-specialist need 
not be an expert operative, though as a good doctor he should know how 
to assess the work of experts. Finally, some subjects are included in the 
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curriculum mainly as a part of general knowledge, to assist in forming 
certain attitudes of mind towards medicine, and as a framework into which 
more specialized knowledge can be fitted. By and large, s·ociology is one 
such subject. 

Although there is a widespread conviction that it is as important for the 
medical student to be instructed in the social sciences as in the natural 
sciences, few formal courses on sociology are to be found in the curricula 
of European schools. This is accounted for in part by a reticence to admit 
sociological subjects until it is clear how much social science it is practicable 
to teach medical students and how this can best be done without disturbing 
the student's training in scientific medicine. 

Published curricula are, however, apt to be somewhat misleading. In 
many schools a great deal more medical sociology is taught than appears 
on the surface. In a few schools only it appears as a distinguishable 
systematic study-either in the pre-medical period or as a part of social-_ 
medicine courses. Much more commonly it is implicit rather than explicit 
in the teaching programmes. 

Many teachers have expressed the view that sociological subjects are 
best introduced as part of organizational subjects, social security, demo
graphy, and so forth, and have planned their teaching accordingly. Teachers 
who thus favour a systematic treatment of sociology do not suggest that 
their example should be followed elsewhere, except in order to satisfy the 
natural demands of an expanding curriculum in a particular school. The 
method of teaching medical sociology and the role of the department of 
social medicine in this area are eminently questions for local decision at 
the present juncture. 

We quote a programme for advanced students described by Professor 
H. E. Sigerist, in a report to the WHO Expert Committee on Professional 
and Technical Education of Medical and Auxiliary Personnel, as " The 
Sociology and Economics of Medicine ".8 Though many of the topics 
might be included by others under such headings as epidemiology and 
organizational subjects, the programme indicates the range of social subjects 
from which a selection might be made in preparing undergraduate courses 
of study. 

The Sociology and Economics of Medicine 

I. Foundations 

1. Structure of an industrial society 
2. The new technology of medicine 

II. The incidence of illness 

1. Recent changes in the incidence of illness 
2. Social distribution of illness 

8 SIGERIST, H. E. (1952) Remarks on social medicine in medical education (Unpublished working document 
WHO/Educ/65), pp. 8-9 
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Ill. Supply and distribution of medical personnel and equipment 

1. Physicians (general practitioners and specialists), dentists, nurses, technicians, 
etc. 

2. Hospitals, sanatoria, laboratories, etc. 
3. · Public health services · 
4. Industrial health services 

IY. The costs of illness 

1. Costs of medical care 
(a) Costs of.personnel (incomes of physicians; dentists, etc.) 
(b) Hospital economics 
(c) Costs of drugs and appliances 
(d) Miscellaneous expenditure 

2. Loss of wages 
3. Capital losses through premature deaths 

V. Methods to meet the costs of illness 

1. Voluntary insurance 
(a) Mutual benefit societies 
(b) Commercial insurance 
(c) Private group clinics with pre-payment plans 
(d) Co-operative health associations 
(e) Group hospitalization (Blue Cross) 
(/) Medical service plans of medical societies 

···(if)· Rural health plans under the Federal Government 
2. Compulsory insurance 

(a) · History, principles, scope 
(b) Groups covered 
( c) Benefits . . 
(d) Cost, premiums; remuneration of physicians 
(e) 'Administration 

3; Public services 
(a) Expansion of public health services 
(b) From Zemstvo to Soviet medicine 

VI. Recent trends in medical organization 

1. Group practice 
2. Health centres 
3. Health districts 
4. Special problems of rural health services 
5. Democratic control of health services 

VII. Critical sumri1ary and outlook 

Most of the topics in this course are represented in many European 
teaching programmes, though not always overtly; the subjects most apt 
to be neglected are those under headings III and VI. 

Occupationalhealth, mental health, and genetics 

The subjects under this heading, though quite dissimilar in scope and 
application, have in common· that they are almost always accorded a 
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place in undergraduate social-medicine teaching programmes, in part 
because only a few schools have special teaching departments devoted to 
thesesubjects, but also because all three have important social aspects. 

Occupational health. Industrial medicine relates to the health and 
welfare of a special group in the community in the special circumstances 
of industry; in highly industrialized countries, this group represents a large 
friction. of the adult population. The aims of an industrial health service 
include the promotion of the mental and physical health of the worker; 
the prevention of disease and accidents in industry; and the making of 
appropriate contributions to the diagnosis and treatment of industrial 
diseases and to rehabilitation. In the factory, the service is a team en
deavour involving industrial medical officers, visiting medical. specialists, 
nurses, · medical auxiliaries, welfare officers, and management. Outside 
the factory its success depends upon a close collaboration with the entire 
range of medical care and welfare services. It requires especially the 
understanding and co-operation of the family doctor. 

As a: subject in teaching programmes, industrial medidne has patholo
gical and clinical aspectst aspects which are primarily legal or in the realm 
of insurance medicine, and aspects falling under headings such as environ
mental hygiene, health education, medical administration, and the orga
nization of medical services. To the extent that it is concerned with specific 
problems in industry-e.g., specific industrial hazards, industrial fatigue, 
job selection-it is a branch of medicine employing distinctive, though not 
exclusive, methods and techniques. 

Broadly, there is a twofold reason for including occupational health and 
industrial medicine in undergraduate teaching programmes: 

l. The family doctor must be able to recognize diseases and disorders 
of industriaLorigin, Understand social problems related to industry, and 
collaborate effectively with the occupational health and industrial medical 
services:· 

.· 2. . In. almost every country some general medical practitioners are 
appointed as part-time medical officers in industrial concerns. 

. . 

The teaching needed to meet the first requirement is similar in all 
industrialized countries. For the second purpose, itis needed to an extent 
which varies from country to country, and is mainly Vocational in nature. 

The etiology, pathology, and clinical features of the commoner occupa
tional diseases are dealt with, as a rule, in general clinical and pathological 
courses, and legal aspects of industrial medicine included in courses on 
forensic medicine. However, a good deal is still left over to be dealt with 
elsewhere. In · a few undergraduate schools separate departments of 
industrial medicine are responsible for this part of undergraduate educa
tion; a few departments of social medicine include an industrial health 
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section; but by far the commonest arrangement is for the department of 
social medicine to include the non-vocational aspects of industrial medicine 
in its general teaching programme. 

The aim of this part of the course is not to make the medical student 
an expert in occupational diseases and industrial medicine, but to furnish 
a background knowledge of industrial medical services and industrial prob
lems sufficient for general medical practice. The theoretical course 
usually includes: · 

(1) a statement of the general problem of industrial health, hygiene, 
and welfare; 

(2) an account of the organization and objects of an industrial medical 
service; 

(3) an account of rehabilitation services and provisions for the disabled 
worker; 

(4) the statistics of occupational mortality and morbidity. 

In most instances, visits of observation are included to illustrate by 
first-hand experience the problems of factory hygiene, methods of dealing 
with specific industrial hazards, welfare arrangements for workers, and the 
operation of industrial medical and rehabilitation services. These non
specialist aspects of occupational health and industrial medicine are every
where regarded as an essential part of the medical student's training. 

Mental health. The principles governing the inclusion of mental health 
in the social medicine curriculum are not very different from those we have 
just been considering. · It was nowhere suggested to us that it is the business 
of the department of social medicine to teach psychology or psychiatry, or 
to deal with the purely legal aspects of lunacy and mental deficiency; 
but the teachers we met were satisfied that it is within the province of this 
department to refer to the organization of mental services, care and after
care provisions, the social implications of mental disorder, and the special 
problems arising out of mental disorder and mental deficiency in the pre
school child and the schoolchild. It is also within the natural province 
of social medicine to include the statistics of mental disease, the significance 
of mental disorder as a cause of ill health, and those aspects of the epidemio
logy of intelligence, mental deficiency, and mental disorders which lend 
themselves to quantitative analysis. In the absence of a department of 
psychiatry, the provision of the whole, or a large part, of the student's 
experience of both clinical and social aspects of mental deficiency also rests 
not uncommonly with the department of social medicine. 

Genetics. Our discussions and observations led us to conclude that 
the genetics taught in the pre-medical and pre-clinical years, though an 
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indispensable foundation for more-advanced studies, usually falls short of 
what is required in social medicine. It tends to be based on experimental 
methods and pedigree studies rather than on the analytical methods used 
in the investigation of human inheritance. It rarely extends to multi
factorial inheritance and continuous variability; and it does not usually 
include a consideration of gene frequencies in the population. These 
gaps in the student's training must, as a rule, be filled in later courses of 
study. 

A great deal of human genetics has obvious affinities with clinical 
medicine-the genetics of hereditable diseases and defects, and genetic 
counselling-but a great deal is clearly a part of social medical theory. 

The programme of the Institute of Human Genetics and Eugenics in 
the Copenhagen faculty of medicine is an example of a comprehensive 
course. It comprises two parts: 

Course A 

Mendelian genetics. The genetics of continuous variability and normal 
characteristics. 

Course B 

Clinical genetics. Genetic counselling. Population genetics. 

In all but a few schools, teaching on these subjects is shared by pre
medical, pre-clinical, and clinical departments and the department of social 
medicine. So far as social medicine is concerned, genetics is a fundamental 
subject of increasing importance which is essential for understanding a great 
many etiological and epidemiological questions. 

Factors which Determine the Content of Curricula 

It was brought home to us in many ways that the social medicine 
curriculum, more than most teaching programmes, must have regard for 
local problems and conditions. The selection of subjects and the emphasis 
given them in different countries are to no small extent accountable to 
geography, standards of living, and the stage which the development of 
medical and social services has reached. Thus, malaria, endemic in some 
countries, is almost unknown in others. Chronic alcoholism, a serious 
problem in some areas of Europe, is negligible elsewhere. The importance 
of port sanitation depends upon commercial and maritime considerations; 
the implementation of eugenic principles, upon their embodiment in legal 
codes. In some countries, social services organized on a national scale 
are provided for everyone. In other countries, there are highly developed 



78 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

but less uniform provisions; and in yet others, provisions are tentative and 
on a relatively meagre scale. Geographical and social factors such as 
these must be largely taken forgranted and need not Claim our further 
attention here. ·. . . 

There are, however, two other factors of a rather different kind: the 
degree of specialization in public health, to which we have already referred 
(page 56); and the time-lag between the introduction of new ideas in medical 
education and their implementation, a factor which merits a special word. 

The existence side by side of curricula in all stages of development in 
Europe is liable to be misinterpreted unless. it is borrie in mind that social 

· medicine is everywhere in an exploratory phase. In many countries 
curricula are being reviewed; and, in others, extensive changes are under 
consideration or have recently been made. The fuH significance of the 

. social-medicine concept and the elaborate analytical and survey techniques 
on which it is largely based is not yet clear; and where modern curricula 
have been introduced, there is no sense of completeness or finality. Indeed, 
it is no overstatement to say that the date of the Nancy conference coincided 
with a turning-point in the development of academicsocial medicine in 

·· .. many European countries; 
To alter a medical curriculum takes time .. · New ideas must become 

acceptable, and the need for reforms clearly seen; and there must, as a 
rule, be deliberations occupying at leasta few years before extensive changes 
can, in fact, be made. 

Even in those countries where the need for reform has been urgent iri 
a social sense and the· existence of a national body for the supervision of 
medical education has favoured speedy and uniform revisions of curricula, 
traditional public-health courses and modernized courses still exist side 
by side. Quite apart from the ordinary slowness of reorganization, 
caution and inertia also can account for fairly long delays. 

The time factor is probably sufficient to explain some of the major 
differences which exist between one country and another on the European 
scene. The implementation of the Swedish proposals (page 66), for instance, 
will alter the face of academic social medicine in ·that· country~if not 
overnight, within a very few years. Far0reaching changes can occur quickly 
when the moment is ripe, and have occurred within .the last few years in 
many European schools and countries. It is well to bear in mind that 
our review is concerned with the situation which happened to exist in the 
year 1952;the.picture ten years hence will almost certainly be less uneven. 



Chapter 5 
PROBLEMS OF DISPOSITION 

AND ORDER 

The duration of undergraduate medical training in European countries 
is usually about 6 years. In a few instances it is as short as 5-5 ½ years, 
or as long as 7-7 ½ years. In almost every country it is now customary 
for the medical graduate to obtain additional experience either in hospital 
or in family practice before practising independently. In several countries 
(e.g., the United Kingdom and Norway), a period of post-graduate experience 
after professionalregistration is a statutory requirement, and in some 
this includes experience in public health practice and social medicine. 
In Norway, for instance, the obligatory period of post-graduate experience 
includes 6 months as a sponsored assistant in district practice; and in 
Amsterdam non-obligatory clerkships are available for 6th- and 7th-year 
students-i.e., after the final degree examination. 

Because of the wide differences which exist between one country and 
another, it is not possible to frame a description of the undergraduate 
curriculum which would hold good for Europe as a whole. To take only 
one instance, in some countries clinical studies begin as early as in the 
second medical year, while they are delayed in others until as late as the 
sixth year. But at all events the medical curriculum is seen to consist 
of three periods: pre~medical, pre-clinical, and clinical. The following 
is a typical sequence : 

1. Pre~niedical (first year): During this period, the subjects studied 
usually include chemistry, physics, and biology, and in a few schools 
additional subjects such as medical history, medical sociology, psychology, 
and philosophy. 

2. Pre-clinical (second and third years): The subjects studied include 
anatomy and physiology, biochemistry, and histology. General pathology 
and pharmacology are also sometimes introduced towards the end of the 
period. 

3. Clinical (fourth year onwards): In addition to formal clinical stu
dies and hospital practice, the subjects introduced during this period usually 
include forensic medicine, pharmacology, pathology, and bacteriology. 

- 79 -
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Introduction of Hygiene and Preventive and Social Medicine 
in the Curriculum 

The disposition and order of various subjects in the lengthy and complex 
curriculum of medical studies is inevitably a compromise between conflicting 
requirements and principles. The teaching of hygiene and preventive and 
social medicine must come to terms both with the medical curriculum as a 
whole and with certain educational principles. There is no perfect order 
in any scheme of training; but, this granted, certain principles governing, 
the moment of choice for introducing a subject can be stated and are pro
bably valid everywhere. 

Several reasons were advanced for not introducing hygiene and preven
tive and social medicine at a late stage. First of all, as many subjects 
cannot be presented until the last year or two of the clinical period (for 
example, the medical and surgical specialities), timetables in the clinical 
period tend to become progressively more congested with every year that 
passes. The final year, especially, must be reserved for subjects which 
cannot be placed earlier. Second, disciplines which help the study or 
comprehension of other subjects should, as far as possible, antedate those 
subjects. In the present context we have particularly in mind statistical 
methods. Third, the less the student is set in his ways of thinking, the 
more receptive he is likely to be to unfamiliar subjects. For this reason, 
many teachers believe that a social and preventive point of view should 
be· presented from the very beginning of the clinical period. Thus, the 
problem of order resolves itself into the question, How soon should each 
part or aspect of hygiene and preventive and social medicine be introduced, 
and how soon can they be introduced in practice ? 

A broad answer to this question was proposed at the Nancy conference 
to the following effect: 

1. The medical curriculum should have a preventive and social orien
tation at an early stage. 

2. The teaching of hygiene and preventive and social medicine should 
be spread over the clinical, and to some extent also over the pre-clinical, 
years of study. 

3. Introductory or orientation courses are desirable at two points: 
a short introduction to medicine in the pre-medical year, and an introduction 
to the preventive and social point of view between the pre-clinical and 
clinical periods of study. 

4. It would be advantageous to deal with statistical methods and 
biometry in the pre-clinical period of study. 

For the most part, these conclusions are substantially the. same as the 
conclusions reached by a number of national committees in recent years. 
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Only the fourth is somewhat unfamiliar; it gives recognition to the growing 
importance of the statistical method in medicine and 'the various sciences 
on which medicine depends. 

We shall now refer generally to the disposition of hygiene and preventive 
· and social medicine in the medical curriculum, reserving for separate 

comment the question of introductory courses. We quote below the 
substance of opinions expressed at the Nancy conference or in the course 
of our discussions with professors of social medicine in various countries. 

The pre-clinical period 

There is general agreement that the burden of teaching during the 
clinical period might be lightened by giving an earlier place to some subjects 
now,. as a rule, located in the main hygiene and social medicine courses. 
Subjects wh1ch have been mentioned as suitable for transfer-and which, 
indeed, are already located in the pre-medical and pre-clinical periods in 
a few schools-are: statistical·theory, .the elements. of sociology, and.some 

. aspects of personal and environmental hygiene. 
. A strnngcase has been stated for placing theoretical statistics quite early. 
It is useful in the study of anatomy, physiology, and pharmacology as 
well as in courses pursued later on in the .curriculum. It is also an advan
tage to cover statistical theory before the student has forgotten the mathe
matics he learned at school. 

However desirable it may be in theory to re-allocate subjects, the 
obstacles which stand in the way are well recognized. The following 
comment of one of our colleagues bears the stamp of experience: 

The pre-medical and pre-clinical years are no less overcrowded than later years, 
and it will not be easy to persuade professors of anatomy, physiology, or biology to 
curtail their existing programmes in order to make room for new subject matter. More
over, it is not every pre-clinicalteacher who is fitted to handle the broader aspects of his 
subject in regard to their socialimplications. There are soine physiologists, for example, 
who are equally at home with nutritional science itself and its social implications, but 
the majority have no interest whatever in the wider issues. 

The clinical period 

· On one major point there is complete accord :the teaching of hygiene 
and social medicine needed today cannot be compressed into a single 
course occupying only a term or even one academic year. It is everywhere 
accepted in principle that the hygiene and socia:1-niedicine cufriculuin should 
be spread over the clinical years, though once again in some countries it 
is not yet practicable to do so. 

The broad order generally favoured is to place organizational subjects 
early in the clinical period and to delay until as late as po,ssible public 
health subjects, epidemiology, and vital statistics. 

In one or two countries where the main hygiene course has been brought 
forward into the earlier clinical years the results have not been satisfactory. 
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A clear distinction is drawn between statistical theory and vital statistics. 
There is everything in favour of introducing .statistical method and theory 
early, whereas vital statistics cannot be effectively expounded until the 
student has a fairly extensive knowledge of clinical and pathological subjects. 

Introductory Course 

It has been suggested on many occasions that one of the main reasons 
for the undergraduate's lack of interest in hygiene and social medicine in 
the past has been the late stage at which these subjects are introduced, by 
which time the student is wholly immersed in clinical pathological studies. 
An introductory course on social medicine at the beginning of the clinical 
period is, to say no more, an opportunity for averting this course of 
events. 

Early impressions count for much in forming the student's attitude 
towards the subjects he will pursue during the clinical years, and for this 
reason it is especially important to be clear about aims at the introductory 
stage. On this question a variety of opinions have been expressed, but 
we think we reflect the general view when we say that, first and foremost, 
any introductory course that is worth while must arouse and hold the 
student's interest and imagination. At the very outset the student must be 
led to see social medicine as a Jive subject in the main stream of medicine, 
and the department of social medicine-whatever its title may be-as one 
concerned with essentially practical issues. He must be led also to get to 
know its staff as personalities playing an active part in the life of the faculty 
and in the community beyond its walls. 

To the senior teacher absorbed in a multitude of committees, surveys, 
investigations, and reports all dealing with problems of a highly practical 
order, the question of what a department of social medicine really does 
may seem a little frivolous. But to the undergraduate the question is a 
very real one. It is necessary to introduce the student deliberately to the 
work of the department in all its aspects, and to explain to him in simple 
terms its research programme, its advisory responsibilities, and the statis
tical or other services it renders in the faculty and to outside .bodies. By this 
means it can be brought home to the student that the professor of social 
medicine, far from being an alien creature emerging from time to time 
from mysterious labours which have little to do with real medicine, is no 
different from the clinical masters met in the intimacy of hospital practice. 
If the student can be convinced that there is no fundamental difference 
between the work of the department of social medicine and the rest of the 
faculty, the first bridge has been crossed. An introductory course so 
devised that it achieves this object is more than justified. 

Next, an outline of the structure of medical care and. welfare services 
should be given at this stage to provide a framework of reference in which 
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the piecemeal experience of ensuing months and years acquires significance 
and order. 

A third objective is to convey a general idea of the scope and viewpoint 
of social medicine, an enterprise which requires particular attention to the 
method of approach. The consensus of opinion favours a matter-of-fact 
approach based on particular instances and clearly related to clinical 
studies. 

Young men and women, at last emancipated-as they see it-from 
pre-clinical studies and eager to acquire skill in caring for the sick, do not 
take kindly to theoretical expositions remote from ordinary clinical practice. 
They have no natural interest in the more elaborate concepts of social 
medicine, and are usually impatient of a set of values which exalts preven
tion and gives pride of place to community aspects of disease. It is impor
tant that they should recognize social factors in disease; it is important 
that they should face up to the immense problems of preventing disease, 
in the individual and in the mass alike; but many teachers think it wise to 
allow the more philosophical aspects of social medicine to impress themselves 
as far as possible by implication. 

Even at this early stage, an introduction to the realities of ordinary 
life-to housing conditions, home nursing services, and the problems 
created by sickness in the home-is thought by some to be useful for arous
ing interest in social problems and enabling the medicine of the hospital 
ward to be seen in a right perspective. It is important to present the social 
concept in tangible form before the student becomes too clinically minded. 

In one particular medical school the introductory course includes a 
visit to a patient's home where a doctor and sick nurse are in attendance. 
Instructions for the student's guidance state the purpose of the visit to be: 

(1) to help him view the patient in the hospital as an individual belongini 
to a family in the community from whence he has come and to which he 
will return; 

(2) to help him visualize the home problems of patients and the need 
for emphasis upon both health and social care as well as the sickness 
needs of the patient; and 

(3) to give him some knowledge regarding the health services for the 
sick individual of all age groups in their homes, and the way this service 
links closely with the general practitioner service and hospital. 

In this school the student is required to prepare a brief report on the 
visit he makes. 

A syllabus in operation in another school illustrates the general pattern 
of a modern introductory course. Using tutorial methods as far as possible, 
this course occupies one half-day a week for a ten-week term. For the first 
six weeks, a short informal lecture is followed by visits and discussions 
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in the department of social medicine itself. Thereafter, visits outside the 
department are arranged and various members of the staffs of public health 
departments are invited to discuss their status and duties in tutorial sessions. 

INTRODUCTORY COURSE TIME-TABLE 

Week Lecture 

1 The scope of medicine; explanation of the teach-
ing methods to be employed 

2 The scope of hygiene and preventive and social 
medicine 

3 The medical profession; professional relations; 
the governance of practitioners 

4 Law and law making; central and local govern-
ment 

5 Organization of medical-care services 

6 Organization of medical-care services 

.7 

8 

9 

10 

Visit, demonstration, discussion, etc. 

Visit to school library 

Demonstration of current 
research activities of de
partment 

Statistical section of depart
ment of social medicine 

Health examinations and 
the university student 
health service 

· Public health laboratory in 
institute of preventive 
medicine 

Discussion on status and 
duties of the health nurse 
and the sanitary inspector 

Public health department of 
a county council 

Public health department of 
a city council 

Offices of central govern
ment department and 
hospital board 

Inspection of a large gener
al hospital and informal 
discussion on the evolu
tion of hospital policy 

The main features of this time-table are self,explanatory, but the library 
visit merits, perhaps, • a · brief comment. · It will not be questioned that 
it is desirable at some point to indicate to the student where he can obtain 
information from text.:books, books of reference, and published papers. 
A visit to the school librnrynot only serves the purpose of showing the 
student how to use the library, but also is an occasion for bringing to his 
notice a selection of text-books and official reports. Books and reports . 
are passed round thedass and discussed, their permanent location indicated, 
and a printed list put in the student's hands for future reference. 
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There is, of course, no particular reason why the department of social 
medicine should be· responsible for introducing the student to the school 
library, or, for that matter, for conducting him round hospitals and clinics. 
It matters little who does it, provided it is done. It can perhaps be regarded 
as one of the many duties which devolve on the department of social medi
cine because it is no one's business in particular. Be that as it may, the 
professor of social medicine who goes out of his way a little to help introduce 
the freshman to a rather bewildering new world is less likely later on to 
have to combat a lack of interest in his department. 

One thing the introductory course should not be-a sketch of subjects 
which will be taught thoroughly later on; it should rather be an occasion 
for presenting a point of view through topics which can be understood at 
this. stage of the curriculum. 

Introduction to Medicine 

A short course designed as a general introduction to medical students has 
also been advocated in many quarters. The average medical student, it 
is argued, is not usually knowledgeable of the world and human affairs. 
Before he enters medicine and during the pre-medical and pre-clinical 
years, he is heavily instructed in basic steps of a scientific order, but at this 
stage often has not the making of an educated man. 

Medical faculties, it is held, should accept as one of their duties the 
instruction of the student not only in the role of medicine, but also in the 
duties of the physician to his profession and the obligations of the profession 
to society. Some think that. the right place for this is in a course at the 
very beginning of medical studies; but others, while not questioning the 
value of a course at some point in the curriculum, are doubtful if it could 
usefully be given as· early· as the pre-medical year. 

Who should give a course of this kind also remains an open question; 
but, whatever its location, the responsibility cannot be assumed to rest 
with the professor of social medicine alone or, indeed, with any particular 
department of the faculty. 

Proposed Sequence 

We are now in a position to suggest how various parts of the hygiene 
and preventive- and social-medicine teaching programme might be 
disposed in the curriculum of medical studies, not with the implication 
that it is in any sense desirable to impose a uniform or rigid order of 
presenting these subjects, but as a basis for considering the problem of 
order according to local circumstance and opportunity. The facts and 
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opinions we have studied appear to lead to some such sequence as the 
following: 

1. Pre-medical: A short introduction to medicine at the commencement 
of undergraduate studies, including, perhaps, medical sociology, medical 
ethics, and the governance of medical practitioners. In schools where 
courses on sociology and philosophy are already established, they would 
presumably include the above subjects, at least in part. 

2. Pre-clinical: Statistical methods and biometry, anthropometry, and 
the elements of medical genetics. In one view, it would be advantageous 
to introduce statistical methods as early as the pre-medical period. 

3. An introductory course on social medicine during the term follow-
ing the pre-clinical period. 

4. Clinical: 

(a) Two or more blocks of instruction on subjects included in hygiene 
and preventive and social medicine, comprising lectures, visits of 
observation, and demonstrations. Environmental hygiene, the control 
of infectious diseases, and vital statistics to be placed in the last year 
or the last year but one of .the curriculum. 

(b) The incorporation of clinical social medicine in clinical instruction 
throughout the period, either by the various clinical departments 
themselves, or. by these departments acting in collaboration with the 
department of social medicine. 

The existence in the medical faculty of Zagreb of courses spread over 
the entire period of undergraduate education and having a disposition 
and sequence closelyresembling those we have proposed is striking. Refer
ence to page 230, where the Zagreb undergraduate curriculum is given in 
detail, will show that in this school a general introduction to medicine 
in the first year is followed in the third year by courses in statistical methods, 
the history of medicine, medical psychology, and the status and duties o
nursing and auxiliary personnel, and that, after a period of field work af 
the end of the third year, courses on different aspects of hygiene and pret 
ventive and social medicine are introduced during the fourth, fifth, and 
sixth years, culminating in this last year in a period of six weeks' practice 
in a health centre. 

Viewed against this actuality, our suggested order does not appear to 
be unrealistic. 



Chapter 6 
TEACHING METHODS 

AND PROCEDURES 

The content of the social-medicine curriculum and the order and timing 
have already been considered. In this section, our concern is with method. 

Both the statements made at the Nancy conference and our personal 
discussions with teachers left us in no doubt that there are no fixed rules 
for imparting the disciplines and practices of social medicine. The choice 
of teaching method for a particular purpose depends on local factors in 
each medical school and teaching department, on national tradition, and 
aiso•in no small degree on the·personal preferences of individual teachers. 

Our object in this monograph is to give an account of the opinions 
and practices in European countries which have been brought to our 
notice, and to draw attention to certain principles which appear to be 
fairly well agreed upon. 

Special difficulties to which teachers have referred include the following: 

1. The diverse subjects comprised in hygiene and preventive and 
social medicine are not easily seen or readily presented as a coherent whole. 

2. Much of the subject-matter is intangible and remote from the 
undergraduate's point of view, and often demands an approach and a 
mode of thinking he is not familiar with. 

(a) Organizational and administrative subjects, for instance, are not 
easy to comprehend without taking part in the actual operation of 
organized services; and this is not practicable at the undergraduate stage. 

(b) A great deal of epidemiology has its basis in relationships dis
closed by analytical techniques and survey methods, and in this instance 
also it is rarely possible to give the student first-hand experience. 

(c) A great deal of the subject-matter of social medicine is related to 
history and sociology rather than to the sciences usually taught in the 
pre-medical and pre-clinical years. 

(d) The clinical teaching the student is accustomed to centres round 
the sick-bed and is mainly informal. In many areas of social medicine, 
formal teaching methods are extensively used. 

- 87 -
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(e) Without wide experience in the field, which cannot be provided 
at this stage of training, the student does not find it easy to make the 
transition needed to think in terms of categories, groups, and com
munities. 

. . 

3. As a rule, teaching departments in the. faculty have control over 
the material they require for teaching purposes. . The clinician is incharge 
of beds, and the non-clinical teacher in charge of the laboratories where · 
the student receives his instruction. This applies in some degree to the · 
department of social medicine also (especially, for instance, in relation to 
laboratory aspects of hygiene); but for many purposes the department is 
dependent on material primarily under the control of others. The labora
tory of social medicine lies outside the teaching department, in the homes 
and workplaces of the people; health and medical-care services are operated 
in the community; clinical social medicine is practised on patients under 
the care of family doctors and medical and surgical specialists. These 
facts raise for the department of social medicine problems of collaboration 
with. other departments of the faculty and with agencies and organizations 
outside the faculty of a kind unusual elsewhere in medical education. 

4. It is· commonly reported that the medical student generally has less 
spontaneous interest in social medicine than in . clinical studies, indeed, 
that not unusually his interest does not extend beyond pathological and 
clinical medicine. This state of affairs is aHributable to. many factors. 
Not only are the problems and techniques ofsocial medicine. relatively 
inaccessible. to students and difficult to demonstrate, butalso there is much 
in social medicine which is inherently difficult for young people. The 
purpose and benefits of medical care in sickness are self~evident and obvious; 
the value of prevention is seen only in the long view, which requires a degree 
of detachment more usual in older persons than in the average under
graduate. It is also partly due to the kind of earlier training the student 
has had, and to his pre-formed concepts of medicine and medical practice. 

The medical student is usually a realist who tends to look upon his 
professional studies with a practical eye and to ask about the instruction 
he receives: " What is the use of this in medical practice ? What is its 
application to the diagnosis and treatment of sickness ? " The disfavour 
with which he views subjects whose relation to clinical practice he does 
not perceive is a factor to be reckoned with in some parts of the social 
medicine curriculum. · · 

From the above considerations flow a number of principles relating 
especially, though not exclusively, to the teaching of hygiene and preventive 
and social medicine at the undergraduate level: 

1. Teaching methods should take into special consideration the factor 
of student interest. As far as possible, topics _should -be unmistakably 
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related to clinical medicine by the teaching method adopted, and where 
this is not appropriate their purposes and applications should be explained~ 
Clinical subjects do not need to be justified to the student nor the method 
of teaching them explained; but there are many parts of the social medical 
curriculum which require that the teacher should explain not only the 
purpose of each part of the curriculum, but also often the teaching method 
itself. 1 

2. There is an obvious advantage in introducing topics by way of 
clinical problems and illustrating them by examples with a clinical bearing 
whenever this is possible. 

3. In general, teaching methods which give the student an active role 
are to be preferred, and practical exercises should be included whenever 
they are appropriate. The main object of formal teaching should be to 

. arouse interest and orientate rather than impart factual information. 

4. To teach social medicine effectively requires extensive coilaboration 
between. the department of social· medicine and other departments of. the 
medical faculty and outside agencies. 

- - : ~ - - -

(a) Since, so far as the student is concerned, the application of social 
medicine begins in the wards and. out-patient departments of teaching 
hospitals, clinical social medicine can be taught partly by traditional 
bedside methods. This involves, as a rule, collaboration with clinical 
departments. 
(b) · Because the teaching which begins at the bedside extends through 
a wide range of services into every aspect of community life, colla
boration outside the faculty is also essential. 

Broadly speaking, the instruments of teaching used by departments of 
hygiene and preventive and social medicine are: lectures and discussions, 
written and practicalexercises, direct observation of the methods of doctors 
and others in the course of their professional work, and participation in 
their activities under supervision. Each has its particular uses and its 
limitations. . . . 

Though for descriptive purposes we shall refer to various methods 
separately, they should not necessarily be regarded as alternatives; The 
tutorial and class discussions, for instance, are complementary to the formal 
lecture, as well as a substitute for it in certain circumstances. In practice, 
the teacher's object is not to select an exclusive method, but to devise the 
best combination of methods for a particular purpose. 

1 It is of interest that this principle finds expression in the medical faculty at Zagreb in the printed pro
grammes of courses issued by the school for the use of staff and students. The following are examples of 
the programme .cotes: 

First-year: Introduction_to medicine. The purpose of this course is to explain basic medical concepts 
and to interpret the tasks and social functions of the physician in the past and at the present time. 

Third year: Statistics in medicine. This course aims to deYelop a critical attitude towards numerical 
data, observations, and methods, and to introduce elementary statistical -methods and the basic 
c~ncepts of vital statistics. The use of statisti~al methods is illustrated by examples from experimen-

-t~. clinical, and social medicine. - " --
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The Formal Lecture 

In general, three facts have emerged from our review of the formal 
lecture as an instrument of undergraduate instruction in Europe: (1) it is 
overworked; (2) there is a widespread awareness of its limitations .and an 
unmistakable tendency to examine it critically; and (3) a variety of tech
niques have been introduced to overcome or mitigate its drawbacks and 
shortcomings. 

We were reminded in the course of our visits to different countries 
that there are many medical schools in Europe where, for term after term, 
most of the student's working day is occupied with systematic lectures; 
and there are few where the formal lecture is not still the backbone of 
instruction in hygiene and preventive and social medicine. The influence 
of teaching traditions is partly responsible for this state of affairs, but a 
far more important reason is the existence of practical obstacles to the 
wider use of alternative teaching methods. Time and again we have been 
told that classes are too large, that there are too many students and too 
few teachers in most schools of medicine. This is a fact which no con
sideration of teaching methods can disregard. In some countries, poor 
library facilities and a shortage of essential text-books add to the teacher's 
difficulties. 

The commonest criticism advanced against the formal lecture is that 
it is used far too much as a vehicle for communicating facts rather than 
for arousing interest, enunciating principles, giving direction and perspec
tive, and distinguishing for the student between that which is important 
and that which is not. A lecture must have factual content; but, if the 
teacher's object is solely or mainly to communicate well-established, syste-' 
matized facts, the obvious thing is to refer the student to a standard text 
or to provide mimeographed notes which can be perused at leisure. 

It is a common experience that, left to their own devices, a proportion 
of students view their medical education largely as a process of memorizing 
the substance of notes they take at lectures. Yet they need guidance on 
the way to approach their studies, on how to use libraries, journals, and 
even the daily press, and, generally, on how to make their education a 
process of self-education. There are many facts the student is better 
left to discover for himself. To give advice on these matters is not, of 
course, the prerogative of the department of social medicine;. but, wherever 
the advice is given,. the sooner it is given, the less misplaced effort there is 
likely to be. 

At a time when the importance of the student's active participation in 
the learning process is being widely canvassed, it is not surprising· that 
the formal lecture has been criticized on other grounds also. · That it 
tends to commit the listener to a passive role and does little to break down 
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barriers between teacher and taught cannot be disputed. However, there 
has perhaps been also a tendency to overstate these limitations and to 
forget that this well-tried teaching method has also its strong points. 

Time and again it was stressed that the good lecture, even when factual, 
communicates to some students a great deal more than the printed word. 
The content of a lecture is immanent, the facts selected. Spontaneous 
elaborations and asides which would not be permissible in print give 
liveliness and colour to the spoken exposition. Above all, when he lectures, 
the teacher is interpreting his subject there and then to the class; and, this 
being so, there is a communion of minds which conveys to the student 
something of the teacher's personality, his habits of thought, and the kind 
of approach he makes to problems. From the student's point of view, 
a good lecture is a creative p~rformance; the student distinguishes between 
a lecture and an address. It should be added also that an orderly presen
tation of facts by an experienced lecturer is not without educational value; 
and good note-taking is a skill worth acquiring. 

A . point emphasized by several of our colleagues is that the proper 
preparation of lectures on the changing and not yet wholly systematized 
subject matter of social medicine often takes a greal deal of time. Many 
senior teachers have told us that, in their experience, to give four or five 
good undergraduate lectures a week, over and above ordinary adminis
trative duties, leaves little time for other things. A fair summary of current 
opinion would be that the formal lecture is for some purposes the teaching 
method of choice; and, when it has to be more extensively used, many of 
its defects can be minimized by appropriate techniques. The main purposes 
for which it is deliberately employed in the teaching of social medicine are: 

1. As an introduction or orientation. The diverse aims of the social 
medicine curriculum require that it should be introduced, as a rule, by 
a short course of lectures. Essential concepts and an outline of organiza
tional subjects can be given by this means. 

2. To ensure continuity of theme. The curriculum frequently consists 
of several blocks of instruction spread over two or three years which it is 
necessary to link together in some way. Formal lectures at suitable 
intervals are a useful means of doing this. 

3. For the presentation of certain mainly factual information. Many 
subjects which are perfectly well presented in post-graduate courses by 
informal methods have to be treated formally at the undergraduate stage 
by force of circumstance. The formal lecture is the most convenient 
method of introducing such subjects as statistical methods, vital statistics, 
and epidemiology, and the method of choice for some aspects of adminis
trative and organizational subjects. Though in the teaching of these 
subjects there should be opportunities for practical work and discussion, 
formal and didactic instruction is generally thought to be essential. 
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4. To collate and interpret information not readily accessible to 
undergraduates.. This applies especially to recent development in the 
administration of services and to the many new and unsolved problems 
of social medicine. In the time at his disposal; the undergraduate cannot 
be expected fo acquire an insight into these. matters without systematic 
instruction. 

Methods of presentation and approaches 

Since the curriculum includes.subjects which have little natural intrinsic 
interest for the average undergraduate, and others which he finds difficult 
to grasp, considerable attention has been given to methods of presentation 
and approach. 

One way of enlivening the formal lecture-referred to by participants 
at the Nancy conference as the "injection method "-is to present salient 
points in the form of questions which the lecturer then proceeds to answer; 
it is becoming increasingly common for teachers to break their discourse 
by addressing questions to individual students, or to allow 10 or 15 minutes 
for questions at the end of a fornial lecture. Another way of lending 
reality to organizational and administrative subjects is to put out in the 
classroom when a related subject is to be discussed official reports and 
forms of certificates the medical practitioner is required by Jaw to complete. 
The student finds it helpful to handle actual documents. In the case of 
lengthy reports, he cannot.read them, but lie can at least be made directly 
aware of their existence/ turn their pages, arid reach some understanding 
of their form a.nd purport. 

Subjects such as the chemistry and bacteriology of water, water engineer
ing, and Sanitary services have been found to attract greater interest if 
their relation to the control of water-borne diseases is made clear to the 
student at the outset. A good way of introducing these topics is to refer 
to the epidemiology of typhoid fever, or better still to a local outbreak 
of the disease. Similar considerations apply to many other topics. Atmos
pheric pollution, for instance, might be introduced by a reference to 

·dramatic episodes such as the Meuse Valley·fog or the London smog of 
1952, or to the relationship between smoke-polluted air and the incidence 
of respiratory disease. Or again, the student's interest in statistics can be 
aroused by making the starting-point of a lecture a published paper which 
is statistical in substance. The. statistical methods employed can be dis~ 
cussed; and, if it is possible to draw attention ·to errors in statistical reason
ing, this has considerable advantages from a teaching point of view. 

Historical methods of approach are also widely used in the teaching 
of social .medicine. The illustrations in the foregoing paragraphs impress 
~pon the student the practical bearing of a subject. The historical approach, 
on the other hand, is particularly suitable for introducing the· conceptual 
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basis of social medicine and the broad principles underlying the provision 
of public health and medical and other services. 

To take an example, an exposition centred on the life of an historical 
personage, or an epidemic episode presented biographically, is an approach 
which provides a background of recorded events in whose context general 
principles and abstract concepts are easier to grasp. It matters little that 
the choice of episode or personage will vary from one country to another 
and according to the individual teacher's preference. So far as teaching 
is concerned, the important fact is the use of a biography as a vehicle for 
drawing attention to history, methods, and fundamental principles. A 
lecture which included an account of the life and work of Johann Peter 
Frank sought to emphasize four principles: 

(l) that there.is a reciprocal relationship between poverty and disease; 

(2) that social and economic circumstances are significant as factors 
in: disease; · 

(3) . that prevention and treatment often lie outside the scope of the 
doctor~patient relationship and require intervention by the State; 

( 4) that organized medical services are needed to meet the health 
requirements of a community. 

Visual aids 

All shades of opinion are held about the usefulness of pictorial aids 
in teaching and the best way of using them, and it is not uncommon to 
find teachers who think the more elaborate aids to be an unnecessary 
distraction which weakens the rapport between teacher and class. These 
teachers prefer to depend entirely on blackboard and chalk for illustrating 
their lectures, helped out, perhaps, by a permanent chart or two. The 
question · :is one of individual preference, and no useful purpose will be 
served by pursuing it further. However, since it is undoubtedly the case 
that projection methods are now widely used by departments of social 
medicine, as they are by most other teaching departments, we refer briefly 
to their uses and to opinions which have been expressed about them .. 

The main purposes for which visual aids are used in departments of 
social medicine are classified somewhat arbitrarily as follows: 

(1) to supplement lectures and visits of observation; 

(2) to depict services and living conditions which do not lend themselves 
well to discussion or direct observation-e.g., problem families, slum 
conditions, home nursing services. 

(3) as a substitute for visits of observation which are impracticable; 
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(4) to demonstrate a technique the student is to employ in practical 
class work; 

(5) as an illustration of one method of educating the public in health 
matters. 

Slides and film strips are especially useful in the teaching of epidemiology, 
which usually involves the presentation of graphs, diagrams, and numerical 
material. Most teachers like to have a set of slides showing, for instance, 
the main features of epidemic episodes, time trends, differential mortality, 
and the geographical distribution of various diseases. Slides which show 
the organization and structure of services are also widely used. There 
are, however, two risks attending the indiscriminate use of projected 
diagrams: the danger of superficiality, and the temptation to cover too 
much ground in a limited time. The risk is particularly great in the teach
ing of statistical and epidemiological subjects. Graphs, diagrams, and 
tables built up on the blackboard as a lecture proceeds are necessarily 
simple and give plenty of time for critical examination and the development 
of a sequential argument, safeguards which do not apply to the projected 
illustration. An observation made by Joseph Garland in Boston 2 suggests 
the need for caution: " Mathematical research has expressed itself in a 
multiplicity of curves, charts and tables with the aid of which the average 
reader at a quick glance can often learn next to nothing." Like the 
lecture it supports, the visual aid is primarily a means of illustrating method 
and principle rather than a vehicle for conveying factual detail. If detail 
has to be presented, it is much better to provide mimeographed notes of 
tabular and other material which the student can refer to at leisure. The 
key-note of the projected diagram should be simplicity. 

The use of the film strip and cinematograph for conveying a general idea 
of services raises somewhat different questions. If a particular visit-to 
a factory or an industrial health service, for example-is impracticable, 
a film can be a good second best. The visual aid can be used to fill gaps 
in a programme of visits of observation. It is useful also to supplement 
these visits. Not only can the use of slides and films achieve a great econ
omy of teaching time in this regard, but it is often the only practicable 
means of enabling. the student to visualize a service as a whole, since he 
can never make more than a few visits of observation. The squalor of the 
problem family, for instance, cannot be conveyed nearly so well by de
scription, or indeed by a single visit of observation, as by a few well-chosen 
pictures. The well-designed film is also an acceptable substitute for cer
tain visits to sanitary, installations-for example, a waterworks or a sewage
disposal plant-in countries where the technical study of sanitary services 

2 GARLAND, J. (1932) New Engl. J. Mid. 246, 801 
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is no longer necessary at the undergraduate stage. Another example of 
the film as a method of choice is for illustrating services and organizations 
which are physically inaccessible to the student. International health 
work and many aspects of the health work of governments can conveniently 
be brought within the student's visual experience by means of the projected 
picture. 

Two obstacles to a fuller use of visual aids in departments of social 
medicine have often been referred to in our discussions with teachers. 
First, the production of moving films is expensive and, as a rule, beyond 
the easy competence of a university department. Second, because of the 
rapidly changing nature of much of the subject-matter of hygiene and preven
tive and social medicine, visual aids usually require frequent revisions. 
The burden of work this occasions is considerable, but it can be kept 
within bounds by a careful selection of the medium employed for different 
purposes. 

Only subjects which do not, as a rule, change rapidly are suitable for 
illustration by expensive film strips. Epidemiological and administrative 
topics, which often change from year to year, are better illustrated by 
means of in,dividual slides and diagrams which are easily kept up 
to date. 

The general opinion seems to be that there is a useful place for national 
and international film libraries which teaching departments could draw on. 

The standing exhibit 

There are few departments of hygiene and preventive and social medicine 
which have not at some time prepared a standing exhibit, comprising in 
its simplest form annotated diagrams and photographs, but often including 
also elaborate models illustrating such subjects as building construction 
and sanitary installations, and display cabinets devoted to matters such as 
the insect vectors of disease. 

They are used particularly for three purposes: 

(1) to help initial orientation; 

(2) for use in connexion with tutorial teaching; 

(3) to provide revision aids for the student's own use. 

It was said to us on more than one occasion that elaborate exhibits 
do not justify the labour they entail since, in practice, they are relatively little 
used. There are exceptions, however: at Zagreb, for instance, a flexible 
array of schematic diagrams, pictorial illustrations, and models is much 
used by undergraduate medical students. 
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Informal Teaching·by Word of Mouth 

Main methods 

Three more or less informal teaching methods were distinguished: the 
• tutorial, the discussion group, and the seminar. 

The tutorialis, in effect, an informal talk given with the object of teaching 
on a specific topic and affording an opportunity for free exchanges between 
class and teacher, often i11 the form of question and answer. 

In the discussion group; the main object is not so much to impart 
information as to provoke the expression of opinions and the statement 
of different points of view. The teacher's main functions are to select and 
introduce the topic, • then to guide the ensuing discussion, and finally to 
help answer·the questions it raises. 

In the seminar, an account of a particular question or problem is pre
pared by a student-:or more usually by a group of students-for presen-

. tation to the remainder of the class. The teacher's part is not unsubstantial, 
but he keeps in the background as far as possible. His special contribution 
is fo help with the preparation of material and to help the discussion into 
useful channels. When a topic is. well prepared, his main duty is to fulfil 
the role of chairman. 

All three methods are designed to secure that the student himself plays 
an active part in the proceedings. In general, they have the common 
requirement that the group should be small-i.e., not exceeding approxi
mately 15. This limitation, which makes informal methods eminently 
suitable for post-graduate teaching, renders them less useful and practi
cable at the undergraduate level. 

Profitable discussion presupposes an understanding of basic principles, 
and rather more knowledge and experience than the undergraduate usually 
possesses, at all events until late on in his studies. The student cannot, 
for instance, be expected to discuss epidemiological topics intelligently 
until he has a grasp of the epidemiological method and a sufficient know
ledge of pathology. and clinical medicine to see when it is· needed and how 
applied. Informal methods are consequently more appropriate to the 
last year or two; of the undergraduate period than to the earlier years. 
This fact exerts considerable influence on the use of these methods, but 
the main stumbling-block to their more general use in most schools is 
understandably the large size of classes. Given smaller classes----:or larger· 

. teaching staffs-'and given also a: liberal allocation of teaching time, informal 
methods would probably replace the formal lecture almost entirely .. Infor
mal methods are especially valuable for arousing interest and stimulating 
critical thinking, and for presenting detail without sacrificing flexibility. 
They also enable the teacher to adjust the pace and manner of presentation 
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to the group's progress as a course unfolds. The tutorial, in particular, 
is a valuable means of reinforcing formal teaching. The frank comment 
of a student at the end of a short tutorial series which followed a course 
of formal lectures probably reflects a common experience: " I now under
stand what the subject is about, and for the first time I can see how it is 
related to clinical medicine and what use it will be to me afterwards. Before 
we had the tutorials I could not get interested in public health and thought 
of it only as something of a nuisance." 

Variants of the main methods 

To a limited extent, all three informal methods are used in a great 
many undergraduate schools. In several schools tutorial and discussion 
methods are used to supplement systematic lectures, and an expedient 
adopted in some is to employ variants of the formal lecture itself. We 
cite the following examples, which we have called the class seminar, the 
briefed discussion, and the liberal discussion. 

Class seminar. Professor Axel Strom (Oslo, Norway) 3 described 
a seminar method which overcomes the obstacle raised by a large class 
(classes in Oslo since the war reach 150-160 students). 

Exercises with a practical bearing are allotted to students at the beginning 
of the course. They relate mainly to situations the physician encounters 
in general practice, social and industrial medicine, public health work, 
and military medicine. 4 

Each exercise embodies a series of graded questions relating to the 
problems a particular exercise is designed to illustrate. In some exercises, 
the questions are detailed and pointed; in others, more general, inviting 
the student, for instance, to describe what he would do in a given situation. 
They are not restricted to the subject matter of hygiene and preventive 
and social medicine. 

At each session, five or six students who sit with the professor in the 
centre of the auditorium constitute the seminar group. The exercise to be 
taken is announced to the class in advance. 

The essence of the method is that the seminar group discusses the ques
tions on the basis of the prepared exercise, the remaining students being 
the audience. The entire class is, however, drawn into the discussion 
from time to time and invited to ask questions or make contributions. 
"Professor Str0m commented: 

My experience is that the students are far more interested by this method of teaching 
than by lectures, and they also seem to profit much more from it. It is a prerequisite, 

3 STR0M, A. (1952) Methods and procedures in teaching of hygiene, preyentive and social medicine 
(Unpublished working document EUR/MTPM/R/3), pp. 5-7 

4 It is to he noted that the purpose of including military medicine is not to teach military hygiene, hut 
to illustrate procedures and methods in general. 
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however, that the leader of the seminar always has the discussion under control and 
does not let it wander. This teaching method involves the danger that some students 
can ask questions about insignificant details which may lead the discussion in the wrong 
direction. In such cases the leader must break in quickly and lead the discussion back 
to the subject. It is usually advisable for the leader to sum up the main points at the 
conclusion of a chapter in a short lecture, in order to bring out the important points 
to be remembered. · 

Briefed discussion. · A variant of the Oslo seminar method which 
has come to our notice is die nomination of four or five students in rota 
to act as a discussion group in front of the main class. The method is 
used principally in connexion with attendances before the class of various 
officers in the health service-e.g., a health officer, a senior nurse, a super
visor of midwives, a chief sanitary. inspector, an administrative officer in 
the health service. After being introduced, the visiting officer talks to the 
class for a short time about his duties and is then questioned by the student 
group selected for the occasion; 

Immediately before the session, the four or five students in the discussion 
group of the day meet the professor, who explains to them the scope of 
the topic to be introduced, indicates the points to be brought out, and gives 
them a list of important. questions to use as· a guide. 

Though the questioning is, in a sense, artificial, the students' partici
pation .has been found to create a live interest. in the proceedings. The brief

ing beforehand keeps the session in a pre~determined channel; and, as a 
rule, question and answer lead to a spontaneous discussion in which every 

. member of the class is at liberty to take part. 

Liberal discussion. An unusual experiment in discussion techniques is 
in use in· Hamburg, Germany. In this school evening study groups are 
arranged at which topics of medical and social interest are discussed. 
About a quarter of the group are medical students and three-quarters 
laymen with a special interest in the topic, who are invited to take part. 
For example, at a discussion on the subject of alcohol and health, repre
sentatives of the temperance movement, school~teachers, and brewers were 
present. The discussions are conducted on free. lines,. and the students 
are said to benefit greatly from. the wide points of view· expressed. 

It should be added that these sessions are not a substitute for other 
informal teaching methods in this school, where seminars for small student 
groups are a regular feature of the courses. .• Their basis is the presentation 
of a short report, by a student, which is then discussed. 



Chapter 7 
PROBLEMS OF COLLABORATION 

It is clear from the statements made by teachers in all the countries 
we visited that one of the most intractable problems of medical education 
today is to secure the fullest possible integration of the programmes of all 
the departments of the medical faculty. To achieve this goal requires 
that the combined mind of teachers with widely different backgrounds 
and affinities should be applied to planning the curriculum as a whole. 
This means, in effect, that departmental heads, professorial and other, 
must get togetherto discuss aims, methods, and timing. For some purposes 
it will be enough for them to consult each other informally in twos and 
threes; but, if a curriculum is to be welded into a coherent, balanced whole, 
they will need on occasion to meet also in formal conference. Sooner 
or later, in any realistic review of the undergraduate curriculum, the ques
tion of apportioning time among different departments has to be faced; 
and delicate issues are raised which can be settled only by all the depart
ments acting in concert. 

The rapid expansion of the curriculum in recent years by the piecemeal 
addition of new subjects-one of which is social medicine-has given a 
new urgency to the need for consultation. 

The medical curriculum is far too complex to be neatly arranged as 
a fully integrated system. There will always be gaps, overlapping, and 
large .areas which cannot be fitted into a logical scheme. But the too 
great isolation of the various teaching departments is a common impedi
ment to the construction of teaching programmes which cohere without 
being needlessly· reduridarit. 

The collaboration needed to fulfil teaching aims is by no means confined 
to actualleaching; Inparticular, it includes also: (1) consultations on the 
content and arrangement of curricula, and (2) collaboration in research. 

The department of social medicine cannot formulate a well-based teach
ing programme without a fairly detailed knowledge of what many other 
departments are doing. 

The diverse subjects comprised in the medical curriculum should be 
so presented that the student sees their interdependence and wider appli
cations; and this is not easy to accomplish. In human nutrition, for 
instance, the gulf between the physiology of nutrition as presented during 

- 99 -
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the pre-clinical years and the elaborate economic and social machinery 
designed to safeguard nutritional standards in the community cannot 
be bridged until the student is familiar with the concepts and methods of 
social medicine. By the time he is introduced to formal social medical 
studies, a good deal of his knowledge of the physiology of nutrition has 
been put aside or forgotten. The dilemma is solved in some places by includ
ing lectures on social aspects of nutrition in the physiology courses, and in 
others by revising the relevant physiology when social medical studies 
are undertaken. Whatever the particular solution to this and similar 
problems, however, it is clear that consultations at the teacher level on the 
content and arrangement of programmes is especially important in relation 
to the teaching of hygiene and preventive and social medicine because of 
the many points of contact between these subjects and other subjects 
introduced from the first year of medical studies onwards. 

The special assistance which the department of social medicine can 
lend to the research programmes of the various departments of the faculty 
is dealt with in a later section (see page 125). Here we recall only that 
the research activities of teaching departments, though not, as a rule, 
a direct contribution to undergraduate instruction, have none the less 
an important bearing on teaching. The active pursuit of a research pro
gramme is a factor which greatly influences the vitality and quality of 
teaching in the long term. Inter-departmental partnerships in research 
are valuable not only for their primary objectives, but also because they 
define common ground and establish reciprocal respect and understanding 
which often encourage the joining of hands in teaching projects. 

Inter-departmental consultations and researches are, however, pro
blems of medical education which are shared by all the departments of the 
faculty. Our particular concern is with collaboration in actual teaching 
practice which involves the department of social medicine. This problem 
merits special attention on two grounds: first, the teaching of social medicine 
often involves a far greater degree of collaboration within the faculty than 
is usual elsewhere in the undergraduate curriculum; and, second, the 
programme of the department of hygiene and preventive and social medicine 
requires extensive collaboration with a variety of organizations and agencies 
operating in the community at large. 

In regard to the latter requirement, the department of hygiene and 
preventive and social medicine occupies a position in the faculty which is 
unique. It is not, of course, the only department whose teaching activities 
extend beyond the confines of the medical school and teaching hospital; 
but, far more than any other department of the faculty, the department 
of hygiene and preventive and social medicine carries the responsibility 
for demonstrating medical-care services as a whole, and the sole respon
sibility for bringing to the student's notice public health services concerned 
with environment and sanitation. 
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Both on practical grounds and for descriptive convenience, it is useful 
to consider separately: (a) collaboration with extra-mural agencies; and 
(b) collaboration with clinical departments of the faculty. 

In a sense, the distinction is somewhat arbitrary. What is collaboration 
with an outside body in one country is intra-mural in another. Aspects 
of teaching which require collaboration in one place do not require it 
elsewhere. In many countries, for instance, every aspect of child welfare 
lies within the province of the paediatrician; and questions of collabora
tion between the department of social medicine and extra-mural agencies 
in this field do not arise. Or again, the treatment of tuberculosis, which 
requires a great deal of extra-mural collaboration in most countries, has 
been brought within the sphere of action of the teaching hospital and its 
associated clinics in a few countries. But, although the line of demar
cation is often blurred and rarely quite the same for any two countries, 
the two forms of collaboration are distinguished by broad differences of 
status, method, and purpose. 

Extra-mural collaboration is firmly established in the great majority 
of schools; it takes the student away from the bedside into the realm of 
everyday life and is largely without immediate bearing on the medical care 
of individual patients. Collaboration with clinical departments, on the 
other hand, is a more recent development, still tentative and exploratory, 
and essentially a bedside activity related to medical care in a manner 
which is both obvious and intimate. 

Collaboration with External Agencies 

The practice of drawing on the resources of outside bodies to fulfil 
undergraduate teaching programmes is as old as the university departments 
of public health. Professor G. Buonomini expressed the general view when 
he stated, at the Nancy conference, "There is no doubt that, in the study 
and teaching of hygiene, there must be continuous contact with the health 
and sanitary problems of the community just as in the study and teaching 
of clinical practice and therapeutics there is continuous contact with 
patients. " 1 

Originally, collaboration with outside bodies had to do almost entirely 
with the sanitary environment and involved only the academic department, 
on the one hand, and public health authorities, on the other. At this 
stage of development its purpose was patently vocational and did not 
extend beyond the sphere of interest of the academic department of public 
health itself. It had very little bearing on medical care and little or no 
interest for the clinical teaching departments. 

1 BUONOMINI, G. (1952) Data on the teaching of hygiene in the Italian universities (Unpublished working 
document EUR/MTPM/17), p. 6 
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In some countries, as we have already seen, the original vocational 
need in the public health field still remains; but in recent years a new 
situation has arisen in many places, and new teaching requirements have 
been added, in some instances virtually replacing the requirements of 
traditional public health. In countries where the present . century has 
witnessed the. development of personal services within the framework of 
public health, the large-scale organization of medical care, the develop
ment of industrial-health services, and the provision · of a multitude of 
social services and insurance schemes, the character of,the student's extra
mural· teaching has been completely altered. Collaboration with outside 
agencies, once confined to sanitary matters, has been enlarged to include 
a wide range of personal and promotive services provided by a variety 
of official and unofficial bodies. To the sanitary purpose has been 

. added the aim of familiarizing the student with a wide range of personal 
preventive and promotive services, and the many agencies concerned. 
These may be grouped together under the comprehensive title " the 
personal health services ". · 

The extent of the new need varies with the. stage of development of 
organized medical care and social services and with· the range of agencies 
whose help can be sought by the practitioner. The particular form it 
assumes depends upon the character of local administrations· and the 
relations between them and the academic department. But whatever the 
detail of the · pattern, in the . modern setting, collaboration outside the 
faculty is wider in scope and broader in intent than formerly and in large 
part related to medical-care services and clinical practice. 

The visit of obsenation 

The visit of observation is employed over the · entire field for which 
departments of hygiene and preventive and social medicine are responsible 
and is by far the commonest teaching procedure involving collaboration 
between the academic department and extra-mural agencies. In greater or 
less degree it has an established place in the teaching programmes of almost 
every school in Europe, and in the few where it is little used the reason 
is to be sought mainly in the practical obstacles which stand in the way 
of its development. . . 

In every school~ traditional public health is still represented in the 
programme of visits by such items as pasteurization plants, dairies, abat
toirs, slum dwellings, housing estates, and sanitary installations, in which 
the key role devolves upon the local public health department. They 
are needed in many countries because· the future practitioner may have 
executive public health duties; but elsewhere, visits in this class are now 
undertaken as a part of the stude:qt's general education, and their value 
for this purpose should not be underrated. The following comment 
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made by a student is indicative of undergraduate opinion: "We like to 
visit schools and clinics, and even waterworks and sewage works, because 
our lectures and reading are far more intelligible when we have seen things 
with our own eyes." An acquaintance with the problems of water supply 
and sewage disposal is a part of the general education of a doctor everywhere. 

A complete catalogue of visits arranged by modern departments of 
social medicine would be formidable. It would include the whole range 
of medical-care and welfare services under the auspices of central depart
ments of State, local authorities, industrial concerns, and voluntary agencies. 

Typically, therefore, the complete modem programme includes visits 
under three headings: 

(1) traditional public health, including sanitary installations; 

(2) · personal health and welfare services; and 

(3) industrial medical and welfare services. 

Jn a programme of 20-24 visits, it is usual for each of these to claim 
roughly equal fractions of the total. 

A brief reference to two familiar instances-the school health service 
and the industrial health service-will be enough to indicate the general 
scope and purpose of the visits. 

The school health service 

The essentially preventive outlook and design of the service and its 
concern with the health care of an age group in which social and economic 
factors are very important combine to make it one of the most useful 
media for illustrating current practices in many fields of environmental 
and personal hygiene and preventive and social medicine-for example: 

(1) the health care of an age group, attending to such factors as heating, 
lighting, ventilation, and sanitation in the school; diet, and feeding arrange
ments; physical training programmes and games; and the bearing of 
psychological and social factors on well-being; 

(2) the techniques of routine examinations and screening procedures; 

(3} the control of infectious diseases in the school population; 

( 4) methods of ascertaining and assessing physical and mental handicaps 
and the special educational and social provisions made for the different 
categories of handicapped child-i.e., the combination of a clinical diagnosis 
and a social diagnosis to define medical care needs and remedial require
ments; 

(5) team-work in social medical care, in which clinicians and adminis
trators, general practitioners and specialists, and a variety of medical 
and social agencies are commonly involved. 



104 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

The school medical service is also especially useful for bringing home 
to the student the important fact that, for the purposes of education and 
training, clinically distinct conditions must often be grouped according to 
social criteria, e.g., children with defective vision often present common 
educational and social problems irrespective of the underlying cause of the 
defect, as do also deaf children as a group, crippled children, and others. 

Visits of observation within the framework of the school health service 
include the ordinary primary school, the nursery school, and special 
schools for handicapped pupils; minor ailment clinics, special clinics, 
and school medical inspections. · 

The school health service is a valuable instrument· of undergraduate 
education not only in areas where it is customary for the general practi
tioner to be engaged in the service, but also where the service is staffed by 
whole-time salaried officers. 

The industrial health service 

It is customary to arrange industrial visits, especially in industrial 
communities where the general practitioner is commonly brought face to 
face with illness of occupational origin, and . where it is not unusual for 
him to hold a part-time factory appointment. The industrial health 
service is also used for the teaching of the basic principle of health pro
motion, disease prevention, and social medicine-for example: 

(1) environmental hygiene in the special circumstances of the work
shop and factory; 

(2) the application of medical science in preventive and welfare 
policies; 

(3) the social implications of injury and disease, and the measures 
available for social help and rehabilitation. 

The programme of visits in this field usually includes inspections of 
plant and working conditions, methods of dealing with specific industrial 
hazards, factory welfare and medical services, medical and industrial 
rehabilitation schemes, and the organizational aspects of industrial insurance. 

In many schools the visit of inspection, in this field and elsewhere, 
becomes in effect a tutorial demonstration-for example, of the routine 
work of the industrial medical officer, the organization of the factory 
consulting-room, and the system of medical records employed. Sessions 
at which the student meets medical specialists such as orthopaedic and 
plastic surgeons and psychiatrists, together with the factory medical officer, 
the rehabilitation officer, the industrial nurse, the social worker, and the 
shop foreman, for case reviews, arc arranged in a few places where the 
industrial medical services are highly developed. 
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The home visit 

In countries where domiciliary sick-nursing and other services in the 
home are general provisions and home visiting by public health nurses is 
done on a large scale, home visiting by the medical student is used as a 
supplementary teaching practice. 

In the course of hospital training the medical student becomes familiar 
with the idea of team-work in medical care and has ample opportunity 
of seeing the hospital nurse at work, and in some countries of getting to 
understand the functions of the hospital social worker (almoner). 

The non-medical personnel most likely to work with the doctor in family 
practice are those whose main spheres of activity are in the homes of the 
people-the domiciliary midwife, the home nurse, and the public health 
nurse-and, since many students are destined to become family doctors, 
it is desirable that they should be familiar with the status and duties of these 
workers. So far as the midwife is concerned, no special steps need be 
taken as a rule by the department of hygiene and preventive and social 
medicine, since the medical student usually has opportunities of working 
with midwives in the course of his obstetric training. But, unless special 
arrangements are made, the medical student may well graduate without 
even meeting a district nurse or a public health nurse. One way of 
bridging the gap is the home visit in which the student accompanies these 
officers on their daily rounds. 

There is no sharp dividing line between this kind of home visit and the 
visit undertaken in social medical case-taking (see page 111). Broadly 
speaking, however, the purpose of the latter is to provide an exercise in 
observing the conditions in the house and home in relation to sickness, 
while the former is designed to enable the student to observe the work of 
sick-nurses and public health nurses in the home. 

It would be unrealistic if we did not add that the home visit is not 
widely used in European countries. There are many- countries where 
home nursing services and public health services are provided only · on 
a meagre scale, and other countries where, although both are well estab
lished, practical difficulties stand in the way of their use for teaching 
purposes. It is never easy to make teaching arrangements of a highly 
personal character for large numbers, and the size of undergraduate classes 
often precludes home visits on a general scale because there are insufficient 
nurses and health visitors to go round. 

Practical exercises 

In a number of schools-for example, in Copenhagen, Hamburg, and 
Oslo-the student is required to make short written reports on his visits 
of observation to provide a basis for discussions in colloquia or seminars. 
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This practice is, however, unusual; and, generally speaking, practical 
exercises based on field-work (such as the formal report, day-book, and 
dissertation, commonly included in post-graduate courses) .are not possible 
at the undergraduate stage of training, both for lack of time and because 
of the student's immaturity. The following examples of the use of the 
dissertation and report based on the undergraduate's extended observations 
in the field are consequently of more than ordinary interest. 

The elective dissertation 

At the University in Amsterdam, as an alternative to the written exami
nation in hygiene and preventive and social medicine, the student may 
present a dissertation on a subject of his own choosing, and some 15 out 
of 100 students each year elect to do so. The dissertations run to about 
10 000-20 000 words; and, particularly in the case of older and more 
experienced students, they reach a surprisingly high standard. An idea 
of the variety of subjects selected is given by the following titles: medical 
services in a factory; the nursery school; the medical services of the Royal 
Dutch Navy; the work of the general practitioner in the Island of Ameland; 
poliomyelitis in the USA and the National Foundation. 

Sanitary, epidemiological, and social report 

Students in the faculty of medicine of Nancy pursuing a continuation 
course for the certificate of hygiene are required to undertake a sanitary 
and social medical inquiry and to submit a written report thereon. The 
inquiry relates to a commune in a region selected for some special feature 
of hygienic interest-e.g., a district in which a disaster has occurred, 
one undergoing re-development, or one which is a centre of industry. 
Alternatively, the student may investigate and report on an approved 
subject in the field of hygiene and preventive and social medicine. 

For the purposes of the sanitary and social medical survey, the student 
is provided with a guide in the form of a booklet setting out survey headings 
in great detail. The principal headings are: 

(1) General information 

(2) Housing 

(3) The building, household and personal hygiene 

( 4) Animals-domestic and farm 

(5) Communal hygiene 

(6) The incidence of diseases of sanitary significance 

(7) Medical care and preventive service 

(8) Vital statistics and. demography 

(9) Conclusions 
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The thoroughness with which these surveys are undertaken, the stand
ard of authorship, and the care taken with illustrations and documentation 
are an indication of their value as practical exercises in the public health 
field and of the interest the student takes in them. From the teacher's 
point of view, the report is also a valuable indication of the student's 
character, general education and attainments, judgement, and maturity. 

Field practice in medical teaching in the People's Republic of Croatia 

An arrangement at the medical faculty of Zagreb claims our attention 
as an example of a development which combines many of the purposes of 
the home visit, the practical exercise, and the report which we have described 
above, as well as of teaching contact with general practice, to which we 
shall refer later. 

Since the introduction of a revised curriculum in 1952, all medical 
students at Zagreb are required to have four weeks' field practice at the 
end of the third year. In essence, this arrangement is designed to improve 
the student's knowledge of the work of a general practitioner and of the 
responsibilities of a family doctor in small towns and villages, and to enable 
the student to become acquainted with patients' living conditions and 
with the socio-economic problems associated with illness. 

The teaching unit for this purpose consists of a team of six students, 
with a junior teacher as leader. The teams are sent out to districts where 
they work with the local physician and the local medical officer of health. 

Before embarking on field practice, the students take part in discussions 
on the general purpose of the procedure and on the problems of particular 
importance in the locality to which they are assigned. Reports prepared 
by student members of the team are discussed later in the year, when the 
opportunity is taken in conferences and seminars held at the faculty for an 
exchange of experience with other teams. 

The procedure is especially noteworthy as a means of bringing teachers 
and students together in the context of the realities of life and general 
practice. 

A period of six weeks' attachment to a health centre in the sixth year 
of studies enables the student to obtain a first-hand acquaintance with the 
scope and routine of these basic units of the health services in Croatia. 

The working basis of collaboration 

As the basis of collaboration between the academic department and 
outside bodies is as varied as the scope and administrative structure of 
medical-care and social services in different places, useful generalizations 
on this subject are hard to come by. One thing, however, is clear. In 
every country the planning of curricula in this field of teaching depends in 
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no small measure on the facility for making arrangements between the 
academic department and outside bodies, and this in turn is frequently 
bound up with the status of the head of the academic department and his 
staff outside the faculty. Consequently, though by so doing we anti
cipate to some extent a later section, we can scarcely leave the subjet 
of external collaboration without a word about this aspect of the 
problem. 

The arrangement existing in Amsterdam merits special note. In this 
city, the professor of social medicine is also director of public health for 
the city; but, as director of public health services, he has advisory and . 
research functions without executive responsibility. The executive respon
sibility for municipal health and welfare services in Amsterdam devolves 
upon a number of sectional heads appointed by the city authority, each 
responsible for a particular service-child welfare, school health, hospitals, 
laboratories. An overriding control of the services by the director is secured 
by a requirement that the sectional heads make approaches to the city 
authority through him. He also acts as an intermediary iti matters involv
ing other corporate bodies and has certain budgetary responsibilities. 
Circumstances more favourable to extra-mural teaching would be hard 
to conceive. 

A common alternative to the arrangement described above is for the 
local public health officer or, in some instances, his senior assistant to be 
appointed as lecturer in an academic department under the direction of a 
whole-time professor. Thus, for instance, the health officer of Frankfurt, 
Cologne, and several other German cities hold appointments as Dozent 
in the university departments of hygiene; and similar appointments are 
made in many medical schools in the United Kingdom and elsewhere. This 
is perhaps the commonest arrangement, but by no means the only one, for 
establishing a good liaison between academic and executive departments. 
At Nancy, for instance, the basis of contact is less formal. For a long 
period of years the head of the academic department in the Nancy school 
has had extensive advisory functions in the circumjacent region, the depart
ment of Meurthe-et-}.foselle, and has been able to ensure the planning 
of health services with due regard for teaching requirements, and to facilitate 
access to them for teaching purposes. Or again, in Spain, the director
general of health for the country is also professor of hygiene in the Univer
sity of Madrid, and collaboration between institutes and organizations 
outside the faculties of medicine is remarkably complete in the Spanish 
universities. 

The least favourable situation is found in the virtually isolated depart
ment whose professor and staff have. no defined status in outside bodies. 
The position is only a little better when their non-academic duties are 
confined to technical services in the field of public health bacteriology and 
chemistry. 
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There are many such· departments on the European mainland. In all 
but a few instances they are working out their own schemes of collaboration 
with local health departments and industrial concerns. But they labour 
under the disadvantage of a precarious dependence on the goodwill of 
individuals and corporate bodies which do not employ personnel in common 
with the academic department. The difficulty is greatest in places where 
a large number of bodies or agencies each provide a single service or a 
narrow range of services. In a few places it has not been possible to 
arrange visits of observation at all, and programmes in many European 
countries are reported to fall short of what is desired on account of extra
neous obstacles. 

Collaboration with Clinical Departments of the Faculty 

There are no two opinions about the necessity of collaboration outside 
the faculty, for it is the only way of enlarging the student's experience 
to include the environment and community services. But in the area 
we are about to consider, though the necessity of demonstrating the applica
tion of social medical principles to the clinical case is not in dispute, colla
borative procedures are not essential. In the main, collaboration between 
the department of social medicine and outside bodies arises out of the 
requirements of the hygiene and preventive and social-medicine curriculum 
itself. The need for the department of social medicine to participate in 
teaching clinical social medicine has arisen only where clinical teachers 
have not themselves given adequate attention in their own teaching to the 
social aspects of sickness and disability. It is, in a sense, accidental. 
It is not surprising, therefore, that in some quarters a view is held which 
favours the teaching of clinical social medicine without the intervention 
of a non-clinical department. On this view, the obligation of the depart
ment of social medicine is to implant a broad social concept and a back
ground knowledge of services and organizational subjects and nothing more. 
This, however, is not the generally accepted view. 

All the evidence points to an increasing awareness among physicians of 
the importance of the social aspects and implications of clinical disease. 
Clinicians of the younger generation, especially, are making references on 
a growing scale to social matters in the ordinary course of clinical teaching. 
This is particularly true in obstetrics, child health, psychiatry, and geriatrics 
-branches of medical practice where social factors are often obvious and 
important. These developments are fully recognized, but few teachers of 
social medicine are satisfied that the time is yet ripe in most schools for 
leaving the teaching of social medicine entirely to clinicians. They think 
that the department of social medicine has an important contribution to 
make in present circumstances, though opinions differ about its ultimate 
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place. Collaboration with clinical departments is seen by some as a tem
porary measure or expedient-a means of rendering assistance in this 
area of teaching until such time as clinicians. everywhere teach clinical social 
medicine themselves-while others accord it apermanent place in medical 
education. 

Turning now to our second point, the eminent suitability of the bedside 
method for teaching clinical social medicine does not imply that itis appro
priate to the whole spectrum of subjects comprised by preventive and social 
medicine. Sociology and the broader aspects of organizational subjects 
do not lend themselves to informal teaching methods. Nothing but good 
can come of references to these subjects in the course of bedside teaching, 
whether by clinical teachers or others. By such references broad principles 
can be exemplified and the student's interest in them reinforced. But 
these are not subjects for the bedside. 

The same applies with even greater force to statistical and epidemiolo
gical subjects whose development has but slender logical bonds with a 
clinical exposition. The sequence of primary record, analysis and report, 
the critical examination of indices, and the transition from thinking about 
individuals to thinking. in terms of groups and aggregates are far removed 
from clinical subjects. They are abstract subjects which cannot be forced . 
into the clinical mould. The presence of a sick person or the recital of 
an individual case-history contributes nothing to these topics. They are 
best dealt . with formally and independently of the clinical teaching 
department. 

The proper teaching scope of clinical social medicine is defined by its 
essentially practical aim. Re-stated, its purpose is to enable the student to 
think and act in relation to the sick individual with due regard for social 
factors and to deal with the social situations arising out of sickness. By 
this form of instruction the student can be taught to diagnose social diffi
culties, to trace the relations between an illness and ways of living, and to 
seek and apply appropriate remedies. In this sense, clinical social medicine 
is an exercise in application, not a foundation for systematic studies. Its 
concern is with the particular. ·If the distinction between vocational and 
educational aims means anything, clinical social medicine is vocational; 
it consists of the application qf general principles to the solution of particu
lar problems presented by an individual patient. 

The teaching methods we shall consider in this connexion are: ( 1) social 
medical case-taking, (2) ·the •Social medical bedside tutorial, (3) situation 
teaching, (4) teaching with the help of the general practitioner, (5) the use 
01 the university or student health service. Collaboration between the 
department of social medicine. and various clinical departments is generally 
a feature of the first and second; " situation teaching " we mention as an 
alternative to the bedside tutorial; the last two subjects we include in this 
section as much for convenience as on logical grounds. 
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We have not thought it necessary to refer to the formal inter-depart
mental conference since, so far as we know, it is little used in the teaching 
of social medicine and is not easy to arrange as a regular feature of under
graduate teaching. It has, perhaps, a useful place on special occasions; 
but, in the view of most teachers, it is better suited to pathological-clinical 
subjects than to the social-clinical conjunction. 

Social medical case-taking 

By far the commonest exercise in clinical social medicine is the case 
study which the student makes for himself and subsequently presents at a 
case conference. Its main purpose is to ensure that the student gets to 
know the social circumstances of the patient at first hand and is practised 
in the technique of .social medical investigation. 

The number of case studies a studentcan undertake is limited by practi
cal considerations, but most people think that every student should present 
at least one comprehensive social clinical case-history which he himself has 
prepared. His experience is shared by other members of the group or 
class at the ensuing case conference. Typically, the conference is attended 
by a clinical teacher, a medical member of the staff of the department of 
social medicine, and a social case-worker (almoner), all of whom contribute 
to the assessment of the case. The small group, where tutorial methods 
have full play, is best suited to conferences of this kind. 

Cases are selected which afford ready illustrations of social aspects of 
disease. The subject is usually, but not necessarily, a patient in the wards 
of a teaching hospital. Clinics and welfare organizations outside the 
hospital are also valuable sources of suitable material for illustrating 
domestic and other social problems which arise in clinical practice. Indus
trial diseases, mental deficiency, tuberculosis, diabetes, chronic sickness, 
crippling and sensory defects, and the disabilities of old age are examples of 
fruitful fields for clinical social studies. 

Wherever the inquiry begins, it extends into the home, the factory, 
college, or school-indeed into every aspect of the patient's domestic and 
social setting which may have a bearing on the clinical condition. At the 
case conference, the social background of the patient is examined in relation 
to his clinical condition. In this way the student is led to see the patient 
against the background of his circumstances and is given a concrete demon
stration of the applications of general social medical principles in a particular 
case. 

In some instances the social case-worker is an officer in the hospital service 
and in others, a member of the staff of the department of social medicine. 
In either event her function is not restricted to a contribution at the case 
conference, but includes also assisting with the selection of cases and 
instructing students on the methods of social inquiry and report. Social 
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case-taking is a valuable exercise from the first clinical year onwards, pro
vided the student can be given adequate guidance and help. 

We quote below, as an example, an extract from notes provided for 
the guidance of students in one particular school. 

. I 

PREPARATION OF A CASE FOR SOCIAL CLINICAL DEMONSTRATION: 

NOTE FOR THE GUIDANCE OF STUDENT~ 

The social history should be closely related to the medical situation with which 
you are dealing. It should aim to assist the understanding of the patient's illness and 
the planning of his treatment and aftercare. 

It is advisable when taking a social history to direct your attention to the following 
points: 

(1) The study of your patient as an individual, and in his family and social rela
tionships. 

(2) The discovery of any social problems which relate to his illness; social diffi
culties may have caused or aggravated the illness; social problems may also grow out 
of the illness. 

(3) The discovery of how treatment and aftercare may best be planned in the 
light of the social background of your patient. 

Various sources of information may have to be tapped besides the patient and the 
medical staff (if the patient is a hospital case), for example, the hospital almoner, and 
the social case-work agencies outside the hospital, officers of public health, industrial 
medical services, etc. The social history should be brief and to the point. 

A method of group reporting employed in Oslo merits special mention. 
In this city, a social-medicine clinic has been established in association with 
the university faculty of medicine and is conducted by a teaching team 
consisting of a doctor and a social worker on the staff of the department 
of social medicine and a third member who is a clinician. The clinic is 
used for teaching purposes in the following manner: Students attached to 
the clinic undertake the preparation of social medical case-reports in groups 
of three. One student discusses the case with the family doctor involved, 
a second reviews the clinical case-papers with the faculty clinician in charge 
of the case, and a third makes home visits with the social worker. The 
prepared case is presented jointly by the three students to a class of about 
30 students, before whom it is discussed and assessed by the teaching team. 

The bedside tutorial 

The social medical tutorial is usually conducted at the bedside, or nearby, 
after the clinical demonstration of a case. Its main purpose is to consider 
the social aspects and . implications of illness and to illustrate how the 
patient's social and medical-care needs can be inet. In effect, it is a spon
sored exercise in applying social medical principles in the particular cir
cumstances of a particular sick individual. It assumes that the student has, 
in addition to clinical skill, a background knowledge of organized medical 
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care and social services gained in thecourse of previous formal instruction 
and visits of observation. 

Social medical teaching on a clinical case is also a powerful means of 
bringing home to the student the practical importance of administrative and 
organizational subjects, and a natural way of fostering a social point of 
view in relation to clinical problems. 

Not every case lends itself to this method of instruction, but most of 
the common conditions admitted to general and special hospital-wards 
have social aspects with an obvious clinical bearing. The follow-up of 
diabetic and peptic ulcer patients, for example, and the provision of after
care according to domestic and industrial circumstances are aspects of 
therapy in the broad sense of the wotd. A discussion centring on the 
wider implications of tuberculous disease---:--the steps required to prevent the 
spread of infection, the monetary assistance available when the wage
earner is under treatment, and provisions for settling patients in sheltered 
employment- is a forceful way of showing how the physician's responsi
bilities extend beyond the exercise of clinical skills. Similarly, a surgical 
case can often be made the starting-point of a discussion on rehabilitation, 
the parturient woman used to focus attention on domestic problems arising 
out of confinement, or the sick child to illustrnte the importance of assessing 
home circumstances before deciding when discharge from hospital is 
opportune. 

An idea of the diversity of arrangements which exist in different schools 
for social clinical teaching at the bedside is given by the following examples. 
There are four distinct types of arrangement. 

I. The clinical professor himself, or a whole-time member of his staff, 
undertakes the teaching. 

For example, in the medical faculty at Nancy, the professors of paedia
trics, obstetrics, and phthisiology teach extensively on social aspects of 
their subjects, including both systematic teaching and bedside instruction. 
The professor of paediatrics, for instance, includes in his programme of 
lectures topics such as demography, the statistics of natality and infant 
mortality, and the provisions made for infants and older children who 
are handicapped or in need of social assistance-e.g., the illegitimate child, 
the neglected child, the orphan. All three professors have clinical respon
sibilities and advisory duties in the clinics of the department of Meurtheset
Moselle in addition to their hospital duties. They are thus able to teach 
on a wider range of clinical problems than the hospital usually provides. 
Though this is not, at first sight, an instance of collaboration, the situation 
is the final result of a long process of joint thinking and planning in which 
the clinician has been led to assimilate into his clinical teaching the social 
aspects of his subject. It is an example of a past collaboration attended 
with such success that day-to-day collaboration is no longer needed. 
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At the medical school in Helsinki, the clinical professors expound 
social subjects throughout the clinical courses. Special lecturers have been 
appointed to the departments of paediatrics and internal medicine to teach 
social medicine. They have responsibility for social clinical teaching at 
the bedside. 

In Copenhagen, although the care of the infant is a part of the duty 
of the family doctor, it has been found necessary to develop infant welfare 
centres to meet teaching and research needs. The medical student attends 
these centres as a part· of his training and accompanies .the social worker 
attached to the clinic on home visits. When a domestic problem exists 
the paediatrician invites the social worker, a psychologist, and a psychia
trist to collaborate; the findings of these workers are discussed at a 
case conference at which students are present. 

2. The professor of social medicine has clinical responsibilities or access 
to clinical material for teaching purposes. 

For example, in Amsterdam, the professor of social medicine who, 
as already mentioned, is the director of public health for the city, has also 
a field of work in the wards of the teaching hospitals. Though he has 
no responsibilities for the medical care of patients, he has free access to 
beds for investigating social aspects of hospital patients and for bedside 
teaching. The professor, in this instance, has both the hospital and the 
community for a laboratory and a teaching field. 

Advantage has been taken of the situation by "conducting clinical 
demonstrations which are followed by social artd environmental reviews. 
Cases are taken at random, with the proviso that obscure conditions are 
avoided. Home visits are made by social workers attached to the depart
ment of social medicine, who report to the clinician in charge of the case 
and to their own professor. Their reports are used both in connexion with 
bedside teaching and at departmental case conferences. Case demonstra
tions by the clinical professor and the professor of social medicine jointly 
are also given. 

A somewhat similar arrangement exists in a few other schools. 

3. The teaching is undertaken jointly by a clinical teacher and a member 
of the· staff of the department of social medicine who also holds an 
appointment in the clinical teaching department. 

The person appointed under this kind of arrangement is usually a young 
man with special experience in one or more clinical fields and. with expe
rience of community medicine and public health as well. 

Collaboration in this case amounts to an agreement between the two 
departments about the initial appointment and its scope. Thereafter little 
more than continuing goodwill is required. 

This arrangement has the advantage of avoiding any suggestion of an 
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artificial division between clinical and social aspects. It is relatively 
economical of the teacher's time, and the joint appointment enables the 
teacher to draw on the resources of the department of social medicine 
to which he is attached and at the same time to keep in touch with clinical 
practice. 

4. Ad hoe collaboration exists between the clinical department and the 
department of social medicine. 

The essence of this arrangement is that a whole-time member of the 
staff of the department of social medicine teaches at the bedside in conjunc
tion with the clinical teacher. It is said to be less advantageous than the 
third arrangement for the following reasons: 

(a) The prior selection and preparation of clinical cases jointly by the 
clinician and the teacher of social medicine is not always easy. 

(b) The dual presentation tends to suggest a demarcation between 
social and clinical aspects of the case. 

(c) Social medical aspects tend to be relegated to the last few minutes 
of the teaching session when less than justice can be done to them. 

Neither of the two last-mentioned arrangements is likely to be common 
at professorial level because of practical difficulties of timing. 

Situation teaching 

An alternative to the bedside tutorial which is referred to as " situation 
teaching " has been described in the USA and introduced tentatively in 
a few places in Europe. It has much to recommend it. 

In situation teaching the exposition of a real or hypothetical case
history is the starting-point of a discussion to exemplify the application 
of social medical and preventive principles in a particular situation. As 
an alternative to the joint bedside tutorial it has obvious advantages. It is 
easy to arrange, since it does not require the collaboration of clinical 
departments at the time the teaching is given. Suitable situations chosen 
with the help of clinical departments beforehand can be modified or elabo
rated at will to illustrate particular social medical problems and to afford, 
in addition, opportunities of illustrating the dependence of social and 
medical planning on accurate statistics relating to large groups and commu
nities. Another outstanding advantage of the method is that it enables a 
programme of situations to be devised which covers the application of social 
medical principles systematically and in a pre-determined order. With 
the bedside tutorial this is virtually impossible. 

Situation teaching is well suited to the needs of the final-year student who 
is already familiar with clinical medicine and the general principles of social 
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medicine. It is especially valuable at this stage for teaching the control 
of infectious diseases as this affects the family doctor, since often it is not 
until late in the curriculum-i.e., soine time after the main block of instruc
tion in hygiene and preventive and social medicine has been given-that 
the student has any clinical experience in communicable-disease practice. 

Teaching with the help of the general practitioner 

Opinions vary as to whether, in addition to the teaching practices which 
we have just described, experience of .family medical-care services and 
domiciliary medicine should be included in the instruction of the under
graduate student. Some teachers do not think this necessary for meeting 
the requirements of undergraduate training; or, at all events, they believe 
that the social medical training already described represents the limit 
of what can reasonably be included in an already over-full curriculum. 
In this view, the conduct of family medical practice is a vocational pursuit 
inappropriate to the undergraduate period of training. It is argued, 
moreover, that the application of social medical concepts in the clinical 
situation, the deployment of available social and welfare services for the 
benefit of patients, and practitioner collaboration with health nurses and 
other. auxiliaries can be acquired speedily and naturally in actual medical 
prnctice after qualification-indeed, that the problem is mainly one of 
becoming familiar with the services available in the locality and using them 
thereupon with ordinary clinical and social insight. 

Yet, an undergraduate training which makes no provision for experience 
of domiciliary. care and family care is clearly deficient in · some respects. 
It rarely provides opportunities for witnessing or taking part in the medical 
supervision of patients and families continuously over a period of time; 
and inasmuch as it is based on hospitals and clinics, it is perforce concerned 
with selected clinical material and tends, unless corrected, to convey a 
somewhat distorted idea of medical practice. 

Arrangements which link undergraduate teaching with family practice 
and medical care in the homes of patients have been less developed in 
Europe than in the USA, but this section would be incomplete without 
a brief reference to certain arrangements which have been made in a few 
countries. In Croatia, for example, provision is made for students to have 
a period of health practice in the sixth year of studies (see page 107); in 
Copenhagen, two or three weeks' experience in general practice in the 
final clinical year has recently been introduced experimentally; .and in the 
United Kingdom, in particular, there are now few undergraduate schools 
wh1.ch do not make arrangements for students to be attached for short 
periods to a general medical practitioner. 

The arrangements vary greatly in detail. In some instances, the student 
sits with the practitioner in his consulting room and accompanies him on 
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home visits for one or two days only. In other instances, there is a period 
of as long as three weeks in residence with the practitioner. The provisions 
are thought by most teachers and students to be of real value, but should 
be regarded as visits of observation in a particular field rather than as an 
instrument of social clinical exercises. Attachments of this kind enable 
the undergraduate to see conditions in general practice for himself; and, 
even if he is with the host practitioner for only a day or two, the experience 
can do a great deal to correct distorted impressions based on hospital 
medicine. 

An alternative arrangement which brings a general practice to the 
student is well established in one teaching centre only, Edinburgh, though 
similar schemes are in process of being developed in a few other places. 2 

Although it is, in a sense, unique, we think it worth while to describe the 
Edinburgh unit. 

The Edinburgh University general practice teaching unit 

The teaching unit was created in 1952, and owes its existence, in part at 
least, to a pre-existing dispensary teaching tradition and to the opportunities 
afforded by the introduction in the United Kingdom of the now familiar 
National Health Service. Its pattern is not one which can be copied 
elsewhere, but it affords a good example of teaching general practice under 
the aegis of a medical faculty. 

The unit, initially under the supervision of the department of social 
medicine but now an independent department in the faculty, is guided in 
matters of policy by a small professorial committee (professors of medicine, 
clinical medicine, public health and social medicine, therapeutics, and 
obstetrics). It comprises two family-doctor teams, each consisting of 
two doctors, a health nurse, a medico-social worker, and a secretary, and 
each responsible for some 2 000 patients. All these officers are full-time, 
salaried members of the University teaching staff. The doctors comply 
with the requirements of the National Health Service and transfer the fees 
they receive from this service to the credit of the University. In addition to 
the family-doctor team, the services of a chiropodist, dentist, and pharma
cist are available. Instruction is given by each team to a limited number 
of students who elect to avail themselves of the facilities offered. 

It should be stressed that the family-doctor team is neither a model 
general practice nor a typical practice, but has been constituted with teaching 
functions in mind. The practices are small-i.e., one doctor per thousand 
patients-particularly in respect of the nursing and other assistance pro
vided. In consequence, patients using the unit enjoy a very high standard 
of medical care. It is also accepted as a principle that a patient is 
referred to a hospital or other agency only when he requires a service 

2 In Manchester, England, for example, four independent general practitioners have recently been 
launched into a group practice which is to serve as a teaching health centre. 
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which is beyond the resources of the family-doctor team, and in certain 
respects the unit offers. services of a more comprehensive nature than is 
usual in family practice. Social case-work, for example, is usually under
taken by the team; and, when it is necessary to refer a patient to a statutory 
or voluntary social agency, the team keeps in touch with the patient and 
tries to co-ordinate the various services employed on his behalf. 

Consultations are held thrice daily, and antenatal care and infant 
supervision given at weekly sessions. In addition to the usual duties of 
a clinic nurse, the health nurse has educational and advisory functions. 
Home visits, by day and by night, are made by a doctor as they are in 
ordinary family practice. 

A point of special interest in one of the practices (Livingstone Dispen
sary) is the establishment in the dispensary buildings of a child welfare 
clinic, staffed by the local health authority, which may be attended by 
anyone in the neighbourhood-i.e., not necessarily patients on the lists 
of the unit family doctors. Infants tended by the two family doctors in 
the unit are referred freely to this centre, and the centre is available for 
undergraduate teaching purposes. The arrangement is a practical demon
stration of collaboration between the general practitioner and the health 
officer. under ideal circumstances, useful not only for teaching purposes, 
but also as a means of bringing together the local general practitioner, the 
teaching unit, and the local health authority. 

A feature of the practice routine is a daily conference attended by the 
doctors, the health nurse, and the social medical worker. On these occa
sions, contacts with patients are reviewed, the role of individual members 
of the team decided, and policy in relation to patients and families defined 
with a practical· thoroughness that is impressive. Representatives of local 
authorities and other agencies attend these conferences by invitation. 

Approximately 15 students at a time are accepted by the unit. They 
are attached to the unit for a term (10 weeks), and during this period 
attend a weekly seminar as a group and observe the routine work of special 
sessions. In addition, each student attends one consulting session per 
week, when he and the doctor present see patients together. The underly
ing aim is to encourage the student to take clinical responsibility for a 
family, which, in effect, he does as an apprenticed member of the team, 
caring for a number of patients himself, both in the consulting room and 
in the patient's home. 

At a later stage the student is taught the technique of the case con
ference and is given an insight into medical and social agencies which are 
called upon for the benefit of particular patients-e.g., National Assistance, 
old people's welfare organizations, the district nurse, and the Home Help 
Service. 

The method of teaching pre-supposes that the students are in the final 
stages of undergraduate training, reasonably competent and knowledgeable 
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clinically, and already familiar with the general organization of medical 
and social services. The student is, in fact, given practice in applying 
what he has learned in theoretical courses in public health and social 
medicine, with a clinical problem as the starting-point. 

The student's successive reactions to this form of teaching have been 
described by Dr Richard Scott, Director of the unit. Dr Scott's impression 
is that the student at first feels cheated and frustrated because of the transition 
he must make from a familiar pathological clinical approach to patients. 

The student ... is obviously sceptical, because in the course of the first two weeks 
he may have seen twenty or more patients with digestive disorders, without seeing a 
single case of proven carcinoma of the stomach or even peptic ulcer. He is disturbed 
to find that many febrile illnesses, particularly in children, never reach a satisfactory 
final diagnosis. 3 

A state of preoccupation with psychosomatic aspects of general practice 
-a tendency when the student makes his first home visits to equate economic 
circumstances· to. social circumstance-and a stage of " therapeutic nihil
ism " which follows are seen as steps towards a balanced point of view and 
a breadth of vision in dealing with specific clinical problems. 

Another alternative 

It is probably too early to make a final assessment of the Edinburgh 
experiment, or to decide how it might be adapted elsewhere; but, on any 
evaluation, the general practitioner teaching unit is one means of taking 
social medicine into the lives of the people, of enabling the student to get 
a view of medicine in the setting of family practice and of giving him an 
opportunity to participate in the professional team-work he heard about 
in lectures. 

The impression we formed of the pioneering effort in Edinburgh is that 
it cannot fail to set before the student a standard and an ideal of general 
practice and to encourage the right outlook for good medical team-work. 
The unit will, moreover, become increasingly a centre of research activities 
in the field of family medicine, to the indirect gain of undergraduate training. 
If the undergraduate is to be given an opportunity of becoming familiar 
with general practice and family medicine, there are obvious advantages in 
a unit staffed by the medical faculty, in intimate relation with teaching 
departments and deliberately conceived to meet the exacting requirements 
of a teaching instrument. There is, however, an alternative which carries 
advantages of its own. 

In Norway, an obligatory pre-registration period of six months as 
assistant to a district medical officer has recently been introduced. Under 
this arrangement, the young graduate lives with the district medical officer, 
who provides board and lodgings, and is paid a salary half of which comes 

B Scarr, R. (1953) J. ray. sanit. Inst. 73, 315 
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from the State and half from the district medical officer himself. Some 
50 places a year are needed to meet the present demand, and some 65 
district medical officers have expressed their willingness to participate. 
The arrangement is especially valuable because the combination of public. 
health work and family practice affords an unusually wide range of 
experience. 

Though it would not, of course, be desirable to copy the Norwegian 
scheme exactly elsewhere, it. is permissible to ask if the potential value of 
pre0 registration experience in general practice has been given the attention 
it deserves in other European countries. In certain respects, arrangements 
of this kind would be inferior to the planned teaching unit; but, on the other 
hand, for teaching and research purposes alike, they would avoid the very 
real danger of becoming in some ways unrepresentative of family medical 
care in the ordinary circumstances of general practice. They would, 
moreover, enable large numbers of young doctors to be introduced to non
hospital medicine under conditions which could be regulated. 

The university or student health service as an instrument of teaching 

Student health services, first introduced in Europe between the two 
wars at Nancy and Strasbourg, have been widely developed since .1946. 
They are now a feature of universities in a great many European countries 
and afford valuable, if limited, opportunities for teaching some aspects 
of hygiene and preventive and social medicine. 

The scope of these services varies a great deal from one country to another 
and in different universities. Exceptionally, comprehensive medical-care 
services are provided, though usually nothing is done in this direction 
beyond ensuring that the university student has access to the medical 
care he needs. It is customary for the services to make provision for 
routine medical examinations, for the assessment of physical and mental 
health, for the discovery of defects and ailments, for counselling individual 
students as members of the university community about problems affecting 
their health and well-being, and to include also, as a rule, special screening 
procedures such as mass miniature radiography and tuberculin testing, 
and specific prophylaxis such as vaccination with BCG. Additional 
duties commonly undertaken are the supervision of the general hygiene of 
college premises, lodgings, refectories, and various aspects of student 
activity, and health education of the student body. To use the words of 
Rene Sand, the · university health service has responsibilities both for 
"the teaching of hygiene and the hygiene ofteaching ". ·. ·. 

The special status of the student health service as a teaching instrument 
derives from the. following facts: 

1. Whatever its scope and detailed arrangement may be, the service is 
essentially preventive and promotive in outlook. Its objectives in relation 
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to the student group are broadly identifiable with the objectives of preven
tive and social medicine. 

2. It is often the agency through which the medical undergraduate, 
in common with other undergraduates, is first introduced to these objectives. 

3. The student uses the service himself as a subject or patient. The 
occasions when he uses the service are often the student's only experience 
of preventive medical examinations and procedures for assessing physical 
and mental health. 

To ensure that the informal educational opportunities afforded the 
medical student by the service are used to the full, its aims and purposes 
need to be explained to the student as early and as fully as possible and more 
time allowed for the medical student's consultations than is ordinarily 
allowed for other students. There should be time enough for explaining 
to him the techniques of the consultation and its purposes, and for demon
strating the form of records which are kept. 

If these conditions are complied with, the medical student can learn a 
great deal from his own use of the service. He is enabled to interpret 
examination procedures of general application in the light of his own 
experience as a patient, and can also learn a great deal about the importance 
of environmental factors in health problems from the inquiries the student 
health officer may make in the course of a personal interview about living 
conditions and difficulties. The formal health-teaching programmes spon
sored by the service can be used also as practical demonstrations of the 
methods and media of health education. 

By providing a convenient social medical survey field and a system 
of records which can be drawn on (with due regard for anonymity), the 
student health service provides material for research as well as for teaching. 
References in the course·of teaching to such subjects as morbidity surveys 
or the assessment of physique and mental calibre in the student population 
have more than ordinary value as illustrations of social medical investi
gations. The student attaches special significance, for. example, to statis
tical exercises based on inquiries in which he himself has taken part. 

In Europe, it bas not been the practice to use student services for clinical 
teaching purposes, and they are generally regarded as unsuitable for demon
strating health-centre practice. University students are a highly selected 
group with special health problems; and, so far as routine examinations 
are concerned, the student's own experience of the service as a patient is 
probably sufficient. The opinion expressed by most teachers is that the 
facts obtained from the consolidated records of the service are teaching 
material of special value; and these facts can perfectly well be presented 
in the course of formal teaching against the background of the student's 
personal experience of the service. Finally, it has usually been felt that 
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there is objection to the presence of a medical student at the medical exam
inations of fellow students with whom he is often in close social contact. 
This applies especially in · cases where intimate personal problems are 
raised which the examinee would be reluctant to discuss before a third 
party who is a contemporary. 

The main uses to which the services in Europe are being put for teaching 
purposes are: to draw attention to the methods and aims of the health 
service; to illustrate a system of health .examinations and records; and 
to provide teaching material drawn from sources familiar to the student. 

The services in different countries are administered under a variety of 
arrangements. In a few instances they are under the direct supervision 
of the department of hygiene and in some cases under the wing of a clinical 
teaching department; but, more often than not, the service is an independent 
organization, though usually maintaining contact with medical teaching 
departments. The use of the service for teaching purposes consequently 
involves, as a rule, a measure of intra-mural collaboration. 

The · European Scene as a Whole 

Although the information at our disposal leaves many gaps to be 
filled, it is complete enough for us to give an outline of the general situatio;n 
which exists in contemporary Europe. It is well to do this before further' 
complicating our review by a consideration of the staffing and organiza
tional problems of academic departments. 

The difficulties of generalizing are great. No two schools in any 
country are quite the same and no two countries strictly comparable. 
There is, moreover, no simple index of the status of hygiene and preventive 
and social medicine in the medical curriculum. The average number of 
hours now allotted specifically to direct instruction in these subjects in the 
schools of Europe is 80, the range, 17 to 225, the upper limit of the range 
being Norway. These figures show that wide differences exist and that 
many curricula have been generously conceived, but beyond that their 
significance is somewhat problematical. 

Almost without exception, the countries of Europe have moved some 
way from the traditional public health syllabus; and, in many, radical 
revisions of the curriculum have recently been made or are in process of 
being made at the present moment. The almost universal desire to break 
away from formal didactic instruction is striking and is already reflected 
in many schools by a liberalization of teaching methods-sometimes in. the 
face of great practical difficulties. The important place given to statistics 
and demography in half the countries surveyed is also a noteworthy de
velopment. It has already led in some schools to a broad interpretation of 
epidemiology and a greater interestin social investigations based on number. 
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In the area of clinical social medicine, the social concept has been 
applied in the teaching practice of only a few schools; in the majority 
it is little more than an ideal. In the schools where it has found expression 
it has been introduced with varying degrees of completeness, and the common 
goal is being approached by ways and means which are rarely identical in 
any two. The contrasts in this field of teaching are indeed remarkable. 
Medicine in a great many countries is still in the strait jacket of sick-bed 
practice, and clinical teachers are indifferent or hostile to broadening the 
curriculum to embrace community and social medicine. Few schools 
have been emancipated from this restrictive influence. Here and there, 
on the other hand, it is refreshing to find professors of social medicine 
installed in hospitals, either in charge of beds or with access to them for 
research and teaching purposes. And it was a little astonishing to us 
to see professors of paediatrics, obstetrics, tuberculosis, and other clinical 
subjects incorporating demography, statistics, and administration in their 
teaching. 

The development of a comprehensive curriculum involving collaboration 
both with clinicians and agencies outside the school has proved to be 
difficult in some instances in places where the medical faculty is composed 
of virtually independent institutes and, especially, where hygiene is still 
dominated by bacteriology. But elsewhere, a pre-existing combination 
of bacteriology and hygiene in a single professorial department has 
provided the stimulus for organizing entirely new departments of social 
medicine. 

A factor which accounts for many of the really big differences among 
teaching programmes in different countries is the inclusion in some places 
of technical hygiene or laboratory practice, or both, in undergraduate 
courses. They are subjects included only in post-graduate public health 
courses for specialists in some countries, or even matters of which the health 
officer is no longer expected to have a detailed knowledge. 

Teachers with whom we have discussed the problem of collaboration 
in the social clinical field · have all stressed the wisdom of a gradual and 
evolutionary approach. Collaboration in teaching cannot be successful 
without the whole-hearted co-operation and goodwill of everyone concerned. 
Many outstanding recent developments have had their beginnings in depart
ments most willing to co~operate. Not uncommonly, significant steps 
forward have been made by seizing an opportunity as it arose, or from the 
right concordance of personalities. Many teachers with whom we have 
spoken have referred to clinical professors coming forward spontaneously 
with offers to collaborate in those parts of the medical curriculum 
falling within their province, or with invitations to the department of social 
medicine to take part in joint teaching. The first move, in some instances, 
has been the appointment to the staff of the clinical teaching department 
of an assistant with public health experience. 
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Against a background of general progress, however, serious practical 
obstacles have still to be overcome in some parts of Europe. There are 
European countries still without adequate supplies of text-books and teach
ing material, and countries where it is unrealistic to talk of equipping 
doctors to practise social medicine. There are countries with little in• the 
way of organized medical-care services-countries where there is only one 
health nurse for every 100 000 inhabitants. 

There are also countries where great practical difficulties stand in the 
way of introducing modern teaching procedures. Reporting on Turkey, 
for instance, Professor Muhiddin Erel wrote, 

... The main difficulty standing in the way of the effective achievement of this aim 
[collaboration with clinics] is the number of students (600 per semester). In these 
circumstances, neither the " hygiene " teaching staff nor that of the " clinics " has time 
enough to hold " case discussions " on particular problems as is the practice in Anglo
Saxon medical schools. The same difficulty prevents the introduction of" field exercises " 
in urban health establishments and other suitable industrial health organizations and 
institutions and industries ... ' 

Again and again teachers have referred to the impediment of over
large classes in the medical schools of almost every European country. 
They tend to impose a too theoretical training and to make field visits on 
a useful scale extremely difficult to arrange'. Indeed, class size emerges as 
one of the principal obstacles to the liberalization of teaching methods and 
the full implementation of social medicine teaching programmes. 

4 EREL, M. (1952)" Data on teaching in the medical faculties In Turkey (Unpublished working docu• 
ment EUR/MTPM/10), p. 8 



Chapter 8 
ORGANIZATION OF THE DEPARTMENT 

OF SOCIAL MEDICINE 

The emergence of social medicine as an independent discipline is far 
too recent for its place in medical education to be taken wholly for granted. 
Not everyone is convinced of the need to include social medicine as a 
separate subject in the undergraduate curriculum, and iti some places 
where this is accepted there is still opposition to the establishment of a full 
professorial department. The opposition has come, for the most part, 
from clinicians, but, rnther surprisingly, in a few instances also . from 
established Chairs of hygiene·and bacteriology. 

While, therefore, it w6uldgo beyond the present purpose to consider one 
by one the grounds on which a professorial department of social medicine 
can be justified,· it will not be amiss to state a broad case, referring both 
to teaching obligations and to the research functions which are inseparable, 
in the long run, from instruction at the university level. 

We have already considered curricula and teaching methods in earlier 
sections, and little need be added on this score beyond recording the excep
tional character of the teaching demands that departments of social medicine 
have to meet. The scope of the courses they offer is tremendously wide, 
embracing not one or two subjects but half a dozen. Much of the subject
matter is hardly systematized, and a great deal of it is highly fluid, often 
changing rapidly with the introduction of new techniques and the extension 
or amendment of administrative and legislative provisions. Much that is 
currently included in the social medicine teaching programme cannot 
conveniently be taught elsewhere inthe faculty, and a large part of the teach
ing field is extra-mural and dependent on securing the collaboration of 
many different agencies. The co-ordination of this aspect of teaching, which 
has become one of the most important duties of the department of social 
medicine, is an intricate and time-consuming business which requires a 
special background of experience. A strong case can be made in these 
terms alone for establishing a department of social medicine in every 
medical school. 

In research, the field of inquiry to which the department of social medi
cine lays claim is extremely wide. Some of the subjects it includes, such 
as the extent and distribution of sickness in the community and numerical 
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aspects of epidemiology, are in the nature of basic studies in social medi
cine. Others, such as the ascertainment of medical-care needs and the 
evaluation of existing services, are obviously of a more practical character. 
The field includes subjects as different as the social problems of old age, 
morbidity in childhood, genetic surveys in the population, the state of 
hospital waiting-lists, the circumstances of general medical practice, . the 
characteristics of social problem families, and purely statistical studies 
relating to such matters as birth-weights, stillbirths, and prematurity; 
Some social medical investigations are essentially statistical in nature, 
whereas others depend primarily on case studies and surveys embracing 
facts which do not lend themselves to codification. However, as a rule, 
notwithstanding their diversity, social medical investigations have the 
following feature in common: almost without exception they are concerned 
with some aspect of health and disease involving the assembly and analysis 
of a large number of records'. They are, that is to say, wholly or in part 
statistical. Many social medical investigations are initiated by clinicians. 
Not uncommonly they are. undertaken in collaboration with clini
cians; and rarely are they without considerable significance for clinical 
practitioners and administrators alike. Because of their statistical require
ments, social medical investigations, wherever begun or undertaken, must, 
as a rule, employ resources of a highly specialized character at some point 
in their prosecution. 

No one familiar with the growing volume of such researches is likely 
to dispute the claim of the department of social medicine to a research field 
of its own at a growing point of medicine, or to question the need for highly 
specialized techniques in their pursuit. 

A paediatrician has recently stated our case from the point of view of 
child health: 

Most universities have departments of preventive or social medicine or both. I 
will not· presume to distinguish between their differing aspects of work, but broadly 
I would define their position in relation to child health as somewhere between the preven
tive work of the local authority and the curative work of the hospital. It is to these 
departments that we look for research and guidance into statistical and logistic problems 
and for the teaching of the principles of public health in its broad aspect to medical 
students, social workers, post-graduates, etc. Such departments are interested not 
only in local problems but in national and global ones, and they temper the clinician's 
enthusiasms with hard facts and figures. They also teach the practical applications 
of hospital research and help to keep it in its right perspective. 1 

Again, a professor of medicine, speaking on cardiology at about the 
same time, referred to the significance of methods used in social medicine: 

No other field of medical science illustrates so well the fundamental contribution 
of that academic discipline known as " social medicine ", with its technique of the group 
inquiry, its searching examination of the validity of evidence, and its secure foundation 
on the mathematically disciplined philosophy of probability. . . The application to 

1 WATKINS, A. G. (1954) J. ray. sanit. Inst., 74, 468 
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diseases in general of the epidemiological techniques which have yielded such a rich 
harvest in the infectious diseases is the most exciting feature of current medical science. 8 

Finally, a professor in the USA stated the case for a separate department 
of " preventive medicine " in the following forthright terms: 

Surely we have been placing too much emphasis upon the possession of a "special 
body of skills " as a primary reason for the development of separate departments of 
preventive medicine in many of our medical schools. Many of the basic science depart
ments such as physiology, biochemistry and pharmacology, in a large measure share the 
same basic skills. I would go farther and say that many of our clinical departments 
are not to be differentiated on this basis, and contend that medicine, pediatrics and 
neurology all employ the same skills. This emphasis upon special skills may have 
been justified in an earlier day, but as medicine has become more complex, other values 
have determined the existence of special departments within a medical school. 

As the complex mosaic of modern medicine develops, certain groups with special 
interests, developing naturally with the division of labor in an increasingly expanding 
field, came to possess special knowledge-and knowledge surely transcends skills. Know
ledge through experience, that is the application of knowledge to the day's work, leads 
to understanding, and understanding is certainly the end of all education. Jt is, then, 
the acquisition of a fund of special knowledge and the understanding of the usefulness 
of this knowledge which, in my opinion, determines the right of a department to stand 
as a separate entity within the organization of a medical school. 

If this be true, then preventive medicine is certainly justified in claiming depart
mental status. You have a special knowledge which is not shared by your colleagues 
in the medical faculty-you understand the significance of that knowledge, and both 
the knowledge and your understanding are essential to the education of a medical student. 3 

Internal Organization and Personnel 

Qualifications of the professor 

The extremely varied background of professors of social medicine in 
Europe reflects both the exploratory phase of the subject as an academic 
discipline and the impracticability of stating in any but general terms the 
kind of experience to be looked for in candidates for these posts. The 
men now in office include among their number medical administrators, 
bacteriologists, physiologists, social psychiatrists, geneticists, specialists in 
various branches of clinical medicine, general practitioners, and a few who 
have. been reared almost entirely in the academic field. There is hardly 
a branch of medicine which is not represented. 

It is not possible to specify an ideal curriculum vitae for a professor 
of social medicine, but it will be useful to mention certain general qualifi
cations which have been suggested from time to time. They are: 

1. A wide experience including, ideally, public health practice, medical 
administration, and at least a short experience of one or more branches 
of clinical medicine. 

2 ARNOTT, W. M. (1954), Brit. med. J., 2, 887 
~ DORST, S. E. (1953) J. med. Ed., 28, No. 10, Part 2, pp. 86-7 
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2. Organizing ability: he should be a good organizer. 

3. A humanistic as well as a scientific attitude of mind: he should be 
able to apply both scientific and humanistic methods to social medical 
problems. 

4. A specialized knowledge in some particular field: he should prefera
bly be an acknowledged expert in some particular field. It matters little 
whether this field be administration or epidemiology, applied physiology 
or bacteriology, social science or law, statistics, industrial health, child 
health, or psychiatry. The important requirement is that he should be a 
specialist who is able to collaborate with clinical and scientific colleagues 
and to attract their professional esteem. 

5. Teaching ability: it is essential that he should be also a good teacher. 

Looking ahead, it is rather important to ask what opportunities exist 
for the future professor to acquire the breadth of experience these qualifi
cations imply. For, although the academic and scientific aspects of his 
early training could probably be left to take care of themselves, facilities 
for a wide enough acj.ministrative and clinical experience may prove difficult 
to ensure. 

As medicine becomes more specialized, there is a risk that opportunities 
for young doctors to move about freely frorri one clinical post to another 
will contract; and, at the same time, posts offering comprehensive adminis
trative experience are likely to become fewer. Experience available in 
these ways is exactly what is needed to enable medicine to be seen as a 
whole in the setting of social affairs. A good example of what is happening 
is provided by the United Kingdom, where between the two wars the public 
health services afforded an unrivalled breadth of experience. Until quite 
recently, it was not uncommon for the young doctor embarking on a public 
health or administrative career to spend the first four or five years after 
qualifying in extending his clinical experience in general and special fields
e.g., clinical aspects of communicable diseases, obstetrics, child health, 
mental deficiency, tuberculosis, ophthalmology, in addition to general 
medicine and surgery and general medical practice. Thereafter, before 
applying for a senior post, he usually served in a subordinate capacity in 
a number of public health departments, where his experience was remarkably 
broad. Since 1948, it has become extremely difficult to obtain experience 
as varied and as comprehensive. 

We may have to Tace the fact that the range of experience open to men 
from whom top-level administrators and professors of social medicine can 
be drawn will be narrowed unless deliberate steps are taken to counteract 
the current trend. There is no simple remedy; but we suggest that, in addi
tion to retaining great flexibility in making junior appointments, it may be 
found desirable to extend the practice of seconding selected men to posts with 
the deliberate intention of giving them a wide administrative experience of 
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medical care and welfare services. In addition to fellowships for the 
study of teaching methods and field practice abroad, it might be well worth 
while to consider making provision for a training akin to the roving commis
sion in the senior business world. 

Our concern in the present review has, of course, been mainly with 
teaching; but it is perhaps important to bear in mind that the standing of 
a university department is currently determined not only by its efficiency 
as a teaching unit, but also by the contribution it makes to scientific pro
gress and human affairs. The status held by a department of social medi
cine will depend largely on the reputations gained by its personnel in 
research. 

Staff 

It is inevitable that there should be great variety in the internal organi
zation of departments of social medicine in the different schoqls and coun
tries of Europe. The stage of development of the social medicine curricu
lum, the research programmes to which the department of social medicine 
is committed, the teaching scope of other departments of the faculty, and the 
annual intake of students are obvious factors which affect the issue. In 
some schools, the department's teaching responsibilities are limited to 
undergraduate courses; in others, they include post-graduate training for 
doctors in public health subjects; and, in a few, they include also the 
training of public health nurses and courses for social science students. 

These are a few of the differences which must be taken into account; 
but, in spite of diversity in matters of detail, the broad problem of staffing 
a department of hygiene and preventive and social medicine is largely 
dominated by factors inherent in its teaching and research functions which 
are much the same everywhere. We would call attention, in particular, 
to the following requirements: 

1. The breadth of the teaching field is too great for it to be covered in 
its entirety by one professor, or even two, with the assistance of whole
time teaching staff. 

2. For both teaching and research purposes, the department must have 
access to a wide range of medical care, welfare, and public health services 
outside the faculty. 

To meet these requirements involves, on the one hand, the use of part
time lecturers on a scale unusual in other departments, and, on the other, 
as we have already shown, the appointment of professors, or senior lectu
rers, who hold administrative, clinical, or laboratory posts as well as the 
academic post. 

Typically, the medically qualified staff consists of the professor assisted 
by one or more whole-time lecturers and a varying number of part-time 
lecturers drawn from different fields. In some circumstances a senior 
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assistant is appointed whose background is mainly clinical, whereas in 
others a man whose background is mainly scientific or administrative 
is most suited to the department's needs. Notuncommonly, the whole
time staff includes also public health nurses or social workers who 
take part in both teaching and research. In schools with extensive 
practical programmes, a director of practical work (Chef de travaux) is 
sometimes appointed. In a few schools, research scholars or assistants, 
who are usually accommodated for periods of two or three years while 
pursuing specific research projects, are attached to the department of social 
medicine. 

In allocating teaching responsibilities, it is an almost universal practice 
for the professor and whole-time assistants to retain the enunciation of 
broad principles and lectures designed. to· give continuity of theme to the 
courses as a whole, and for parHime lecturers to deal with one or two 
topics within their particular expert province and experience. 

An arrangement of unusual interest has been made in Sweden, where 
members of the staff of the State institute of public health at Stockholm 
act as visiting lecturers on public health and social medicine in the Swedish 
undergraduate schools. A parallel arrangement exists also, on a modest 
scale, in London. Here, undergraduate teaching in two schools is underta
ken by lecturers who hold appointments in the London School of Hygiene 
and Tropical Medicine, an exclusively post-graduate institution. 

Statistical section 

A corollary to the increasing importance of statistics in medical educa
tion and the growing volume of investigations which depend at some point 
on statistical methods. is the provision · of a specialist· statistical section 
somewhere in the medical faculty. 

In one or two schools, separate professorial departments of medical 
statistics exist (e.g., at Birmingham, United Kingdom); and in others, 
statistics has found a natural linkage with medical genetics and demography 
(e.g., at Copenhagen, Denmark, and Uppsala, Sweden); but, in most places 
where deliberate arrangements have been made, a section devoted to statis
tics has been developed within the department. of social medicine. 

Statistics, as we. have seen, is an essential ingredient of the social 
·. medicine teaching programme, and· much sodal medical research has an 

essential basis of statistics. As a consequence, the department of social 
medicine must either include, or have access to, a unit able to handle statis
tical problems; and, as a. rule, it is both economical and convenient to 
incorporate the necessary provisions in th.e structure of the department of 
social medicine itself. Such an arrangement, though by no means universal 
in European medical schools, is already fairly common in schools with 
extensive social medical research programmes.· Typically,in these schools 
the statistical section of the department of social medicine is in the charge 
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of a whole-time statistician of senior-lecturer grade (not usually medically 
qualified), and the section's responsibilities include teaching, advisory 
functions, and often, in addition, duties of an executive nature. The section 
acts as a statistical service department for the faculty of medicine and in 
some instances also undertakes statistical work for medical-care and related 
services in the locality. Its advisory functions likewise extend, as a rule, 
beyond the faculty itself to persons needing help in planning records sys
tems and research. 

A section involving this range of obligations employs a computing and 
clerical staff on a scale commensurate with its commitments and maintains 
the machines required for mechanical counting and sorting. 

The very limited facilities in almost every country for obtaining a first
rate training in medical statistisc should also be borne in mind. Though 
the demand for medical statisticians will never be great, there is every 
indication that they will be needed in the years which lie ahead in greater 
numbers than at present. One of the wider duties of the department of 
social medicine is to play a part in providing facilities for training specialists 
in this field. This, too, is a powerful reason for the establishment of a 
specialized section within the department. 

Separation of Hygiene and Social Medicine in Some Countries 

During the last few years Chairs of social medicine have come to exist 
alongside Chairs of hygiene in a number of undergraduate schools-nota
bly in Amsterdam, Brussels, Copenhagen, Oslo, and Utrecht-and a similar 
arrangement is also proposed in Sweden. This is a development of consi
derable significance; for, although the particular moment chosen for 
creating a second Chair and the particular line it has followed have, to some 
extent, been determined by local circumstances, the broad course of events 
has been dictated by decisions . worthy of attention. 

The sequence of events in Amsterdam is fairly typical. In the university 
at Amsterdam, where a Chair of hygiene and legal medicine had existed 
since 1880, the professor of bacteriology, wheri reviewing the situation in 
1940, became convinced of the need for teaching of a new kind, outside the 
scope of the existing department of hygiene. A proposal to create a Chair 
of social medicine followed in due course; and the choice of professor 
fell on the director of public health for the city, whose special experience 
lay in the field of administration and social psychiatry. The result is the 
existence side by side of two Chairs, a Chair of social medicine and a Chair 
of hygiene; and the unusual background of the professor of social medicine 
has laid the foundations of a noteworthy teaching experiment. 

To take another instance, events in Oslo, though in one respect the 
converse of Amsterdam, have had a similar outcome. In Oslo, a Chair 
of hygiene, created in 1890 or thereabouts, was exclusively concerned with 
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public health and hygiene until around 1930. Then, with a change 
of professorial head, the curriculum was extended and. liberalized; and, 
when Professor Axel Str0m was appointed to the Chair' in 1940, he saw 
clearly that the teaching syllabus was much too wide and heterogeneous 
for a single academic department to cover. A Go.vernment committee, 
reporting since the war, recommended the establishment of two Chairs: 
a Chair of hygiene to assume responsibility for technical hygiene, the 
control of infectious disease, sanitary engineering, and industrial medicine; 
and a Chair of social medicine to cover vital statistics and demography, 
statistical epidemiology and social etiology, organizational and adminis
trative subjects, and generally for sociological aspects of health and medicine. 

Events leading to a dichotomy of the kind described have followed much 
the same course in all the countries concerned. In every instance there 
came first an awareness of the need to develop social medicine as a discipline 
of university status and a recognition that new backgrounds and affinities 
were needed to do this. The new need was enunciated in the first place 
by incumbent professors of hygiene or bacteriology, who saw clearly that 
the teaching and research involved in social medicine lay in expert provinces 
other than their own; and for different reasons, in all the countries concer
ned, the appointment of an assistant professor or reader in an existing 
department was rejected as inadequate, and the establishment of two Chairs 
accepted as the right solution. 

There is much to be learned from the Swedish approach to this question, 
and it is fitting that we should quote at some length proposals made by 
His Royal Majesty the King of Sweden to the Swedish Diet. The pro
posals are based on the recommendations of the Swedish committee on 
medical education considered previously (see page 66). 

The Minister of Education 

In modem medicine prevention becomes increasingly important. . . Medical educa
tion must aim at imparting to the future doctors a better understanding of the aims and 
methods of preventive work, and in this connexion particular emphasis ought to be laid 
on the study of public measures in regard to social care and health legislation. 

From the points of view of teaching· and research the committee has divided up the 
large field of preventive medicine into two main sections which, entitled, respectively, 
hygiene and social medicine, should each become an. independent subject in the curri
culum. Hygiene, already represented by a Chair in this country, with its subdivisions 
domestic hygiene, food hygiene, etc., is for its methods and the assessment of its facts 
intimately dependent on such theoretical sciences as chemistry, physiology, and bacte
riology. Social medicine, by contrast, will become attached to clinical medicine and 
the emphasis with regard to teaching as well as research laid on the application of the 
results of clinical research in its social repercussions. At the same time an intimate 
contact should be maintained with " social care " and other institutions for social welfare 
policy. I accept the committee's proposal that the discipline of preventive medicine should 
be divided into the two subjects hygiene and social medicine, and I consider that the defi
nitions and the exemplifications marshalled by the committee constitute an adequate 
guidance for the planning of the courses. 
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I concur with the opinion expressed by the Chancellor in accepting the committee's 
suggestions about the teaching of hygiene. In principle, the committee recommends 
the creation of a Chair in hygiene at each of the medical schools. Considering the need 
for teaching and research in the fields of occupational and alimentary hygiene, respectively, 
the committee suggests that these important subsections should be guaranteed properly 
qualified teachers by a differentiation of the future Chairs in hygiene. The university 
authorities, however, object to the proposed differentiation because they consider that 
its operation would entail recruiting difficulties. They also refer to the academic tradition 
according to which the scientific quality of an applicant's production is decisive irres
pective of in what particular subsection of the subject he might have conducted his 
investigations. In the light of these hesitations I do not propose the acceptance of the 
suggested differentiation, although I fully agree with the committee's pronouncement 
regarding the desirability of an intensification of research as well as teaching in the fields 
of alimentary and occupational hygiene. 

Considering the building difficulties etc., I propose that only one Chair in hygiene 
should be created at the present time, and that it be in Lund. 4 [ Trans.] 

We reserve for later comment the question of the more general adoption 
of the " two-Chair " pattern in Europe. In the meantime, we venture our 
personal opinion that too much should not be read into the emphasis placed 
on clinical social medicine in some instances. The creation and early 
development of new departments in a medical faculty are not governed 
entirely by academic and technical considerations. Departments of social 
medicine in co-existence with departments of hygiene are young, and in the 
first definition of their functions it has perhaps been necessary to accommo
date many shades of opinion. 

4 His Royal Majesty's Proposition to the Diet. Pages 313-317. \Ve are indebted to Dr Rolf Hallgren, 
of Gotehorg, for the translation. (Note: The italics are ours.) 



Chapter 9 
FUTURE PROSPECTS 

Hitherto we have been concerned with facts and their current inter
pretation. It has not always been easy to present a proportioned account 
of what people are doing and thinking in an area as diversified as Europe, 
but it is vastly more difficult to foretell even in general terms where present 
trends will lead. Extrapolation is a notoriously hazardous process. We 
shall therefore restrict our main comments to a few broad questions. 

Existing Departments of Social Medicine 

The first question we shall consider is the future of the departments 
of social medicine. which are already in existence. It seems reasonable to 
supposethat within a decade or two a separate department of social medi
cine will everywhere be regarded as a necessary provision in undergraduate 
medical schools. We think this can be assumed; but, even so, it is legiti
mate to inquire whet.her the department should be regarded as an expedient 
for meeting a passing need or as a more permanent requirement. 

One thing seems fairly certain: a steady contraction of the area of 
responsibility of departments of social medicine in the teaching field can 
be expected. Departments of bacteriology are veering away from the 
botanical and technical and towards an ecological approach in their non
specialist teaching programmes, and to that extent are relieving the depart
ments of hygiene and preventive and social medicine of one of the burdens 
they carried until quite recently. A more general provision of courses on 
statistical methods in the pre-clinical period would transfer another 
teaching obligation. The establishment of more Chairs of psychiatry and 
the further growth of an interest in: Social subjects by existing departments 
would alter the allegiance of yet another group of topics now taught mainly 
by departments of social medicine in many places; and for reasons we shall 
shortly give, technical hygiene will sooner or later. occupy a place of lesser 
importance in many countries than it does now. These and other similar 
changes can be expected to bring about a substantial diminution of the 
present de facto teaching field of most departments of social medicine. Of 
greater significance still will be·. the transfer to clinical departments of 
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responsibility for teaching clinical social medicine, which the future seems 
virtually certain to produce. 

The evidence that clinical teachers generally are able and willing to give 
adequate teaching on social aspects of medicine at present is not convin
cing, but the trend of clinical teaching practice is obvious. We have seen 
that paediatricians, psychiatrists, obstetricians, and chest physicians, and to 
a lesser degree clinical teachers in other branches of medicine and surgery, 
are teaching clinical social medicine at the bedside on an ever-increasing 
scale. There is every reason to suppose that they will continue to do so, 
with the ultimate result that clinical social medicine promises in due course 
to permeate the entire clinical teaching field in the medical faculties of 
every country. 

The· broader. outlook implied and a widespread awareness of the issues 
involved cannot, of course, come overnight. Time will be required for 
their full development, but the process is well under way. On this pro
blem, Sigeristhas stated an opinion from which few teachers of social 
medicine will dissent: 

The average clinical teacher is a brilliant scientist who when facing the patient will 
use all his scientific knowledge to make as correct a diagnosis as possible, which in turn 
determines the therapy... Today we wish to know more and wish to be fully informed 
not only about the man's heredity, but about his entire social environment, his living 
and working conditions, his family relationships, and possible conflicts. We have not 
this kind of clinical teacher today, but we must make an effort to train him; and we need 
also a different kind of text-book which will pay full attention to social and economic 
conditions in the genesis and course of disease. 

Once we reach that point, medicine will have become social medicine and there 
will be no need for special courses, except on some special subjects, such as industrial 
hygiene, etc. But it will take a long time to prepare a body of teachers with this broader 
outlook, and in the meantime something must be done to give the student the training 
in social medicine which today's and tomorrow's society do and will require. 1 

Though it is not a question which affects the immediate future, it is 
by no means pointless to inquire if the load-shedding processes which have 
begun - processes in which departments of social medicine themselves are 
active partners - might ultimately result in the demise of these departments 
as teaching units. Nor is it pointless to ask more modestly if the 
need for professorial departments of social medicine is likely to be as 
great a generation hence as it is today. 

There is no means of answering this question with finality; but a consi
deration of the scope of teaching responsibilities which, on any computation, 
will remain with the department of social medicine affords, in our view, 
a sufficiently practical answer. The need for teaching the medical student 
about the organization and personnel of medical and social services will 
grow in importance rather than diminish. Somewhere in the undergraduate 

1 SIGERIST, H.E. (1952) Remarks on social medicine in medical education (Unpublished working docu
ment WHO/Educ/65), p. 4 
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curriculum the student must be given a broad picture of medicine and 
society and the mass phenomenon of disease. These subjects and the 
principles of social medicine will always be more than sufficient to extend 
the teaching resources of a special department. 

One of the difficulties faced by departments of social medicine at the 
present time-at a stage when the territory of social medicine is relatively 
unexplored and ill defined-is that far too commonly they are compelled 
to draw· the boundaries of their province much too wide, and by force of 
circumstance to make excursions into marginal . terrain. Half-charted 
territories are not consolidated by frequent wanderings beyond their 
frontiers. The contraction we can expect to occur should give depart
ments of social medicine a chance to concentrate their attention on a nucleus 
of subjects within their de jure province. 

The academic future of social medicine will not, however, be decided 
wholly or even mainly in terms of teaching functions. We have already 
referred to the increasing scope of social medical investigations whose 
prosecution, though of interest to clinical departments, lies outside their 
customary range; We have also described the department of social medicine 
as a convenient instrument for providing services of an advisory and 
technical nature in the statistical field. If these non-teaching functions are 
borne in mind, it is hard to conceive a medical faculty of the foreseeable 
future which will not require at least one professorial department devoted 
to social medicine. 

Whatever its title may be, the department of social medicine will include 
within its special province: 

(a) teaching-organizational subjects, epidemiology in all its aspects, 
and the arrangement of institutional visits outside the school; 

(b) research on its own account, and in collaboration with clinical and 
other departments; 

(c) advisory functions both within the faculty and outside; 
(d) responsibility for defining the boundaries of social medicine as an 

academic discipline and for adapting teaching programmes continuously to 
meet contemporary needs; and, finally, 

(e) at least an advisory interest in student health and welfare and the 
university health service. 

Together, these functions, in our view, place the permanence of the need 
for departments of social medicine in medicalfaculties beyond all question. 

Hygiene and the Growing Weight of Medical Education 

The burden created by the progressive overcrowding and lengthening 
of the medical curriculum is a theme which recurs throughout our mono
graph, as it so often does in discussions on the broader aspects of medical 
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education. We referred to it in earlier pages of this part of our mono
graph, and we shall return to it in the following part. We make no excuse 
for introducing it here also. 

The duration of medical education has reached or passed the limit of 
reasonableness. The requirements of general education, the length of 
medical studies proper, and the period of military service which is now 
prescribed in most countries make it almost impossible for the average man 
to begin practising medicine on his own account before the age of 27 or 
28 years, even assuming that he does not wish to specialize. From many 
points of view this is too late, and it would be later still were not the under
graduate curriculum far too tightly packed. In many countries today the 
medical undergraduate is pressed to the point of strain. Everyone is agreed 
that he is far too often so occupied with detailed technical studies that 
little time is left him to widen his horizon. Indeed, unless he is a man of 
more than ordinary ability and energy, for long periods at a time he is not 
allowed the leisure to exercise his body or to share as he ought in the life 
of school arid university. We have, perhaps, overpainted the picture; but 
the situation has certainly become serious enough for attempts to be made 
in many parts of the world to shorten or prune the medical curriculum
usually with the unfortunate result that new subject-matter has been added 
and existing courses extended. 

On any estimate, the process of adding to the undergraduate curriculum 
cannot be allowed to go much further; and, in general, the amount of time 
which can be allotted to new subjects depends, in part at least, on a saving 
of time elsewhere. 

Social medicine is no exception. The teaching programmes which will 
remain permanently within its province (i.e., excluding particularly clinical 
social medicine) must, as a rule, be developed at the expense of other 
subjects in the existing hygiene and preventive-and social-medicine curri
culum. Both on this ground and also as part of a wider duty to ease the 
undergraduate's burden wherever possible, it is useful to identify subject
matter now included in the hygiene and social-medicine teaching pro
grammes which is~ or can be made, redundant. The most obvious way 
of effecting economies is to transfer subjects now included in undergraduate 
courses to the post-graduate period. This is a problem which concerns the 
following part of our monograph as much as the present part; but, whether 
we start by considering the principles of post-graduate training or the 
requirements of undergraduate education, the conclusions reached are much 
the same. Given the soundness of relegating specialist subjects to post
graduate courses as far as possible, the fairly obvious aim should be to 
reduce technical hygiene and laboratory practice in public health bacte
riology and chemistry to a minimum in the undergraduate curriculum. 

The importance of technical hygiene in all countries is not in question, 
for nowhere are the principles of sanitation fully applied. There is no country 
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in which a piped water-supply and water-carried sewage-disposal have been 
provided for the entire population; and, in large industrial areas of Europe, 
incidents such as the Meuse Valley fog and the London: smog of 1952 
remind us that we are not yet able to control the quality of the. air we 
breathe. The magnitude and nature of problems such as these should be 
brought to the notice of every medical student; but, unless he will have 
public health responsibilities, he does not need to be familiar with the 
technicalities of their control. These should be matters for the specialist. 

There can be few countries where it would not be possible for public 
health laboratory work to be concentrated in specialist hands within a 
relatively short time. The main requirements are the training of laboratory 
personnel and the provision and equipment of laboratories where at 
present facilities are inadequate or non-existent. · In many European coun
tries this step alone would effect a great release of undergraduate teaching 
time for other purposes. 

The elimination of technical hygiene fromthe undergraduate curriculum, 
which presupposes a public health service staffed by whole-time specialists, 
is likely to be a more gradual process. In this area, the problem is not 
simply one of training specialists in sufficient numbers for a new or expan
ding service. It usually implies also the modification of existing admi
nistrative arrangements, particularly the establishment, by combination or 
otherwise, of local sanitary areas big enough to require the whole-time 
services of a specialist public health officer. Not uncommonly it will also 
have to wait upon the training of enough sanitary officers (non-medical) to 
work at their side in areas of every kind. The case for the ultimate removal 
of technical hygiene from the u11dergraduate curriculum is, however, no 
less strong than the case for the removal of laboratory practices, and in 
the long run no less within the realm of the practical. 

Technical hygiene properly belongs to the post-graduate field; it has to 
be included in the training of public health specialists everywhere; and, 
unlike social medicine, which is· part of the fabric of the training needed 
for every branch of medical practice, it can be deleted from the under
graduate curriculum without impairing the general structure of medical 
education. Technical hygiene is, indeed, a subject which has already 
been successfully removed from the undergraduate curriculum in some 
places. 

The relief to undergraduate studies we envisage cannot be accomplished 
in every Eurbpean country for many years to come-a period of 25-50 years 
has been mentioned in the .course of our discussions with colleagues-but 
it is worth while to re-state the steps required to attain the final goal. They 
are: 

(1) the general provision of public health laboratory facilities and a 
consultant epidemiological service; 
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(2) post-graduate training of medical specialists in public health in 
numbers sufficient to meet the needs of every area; 

(3) the development everywhere of a system of public health administra
tion employing whole-time public-health officers, and the enlargement of 
areas where necessary to make this system economically practicable; 

(4) the training of sanitary inspectors and other non-medical personnel 
on a suitable scale. 

Until these things have been done, it will not be easy for social medicine 
to be given the place in undergraduate training throughout Europe which 
it now holds in a few countries. 

The Separation of Hygiene from Social Medicine 

The question we shall next consider is how the very interesting dicho
tomy ofChairs, actual or proposed, in Norway, Sweden, and the Nether
lands should be regarded. The rightness of the arrangements in the 
countries concerned is not, of course, in question. The question we ask 
is whether the pattern is likely to be copied in other countries or, indeed, 
whether two separate Chairs to cover the subject-matter of hygiene and 
preventive and social medicine will prove to be needed permanently for 
undergraduate teaching anywhere. 

We have already drawn attention to the circumstances in which separate 
Chairs of social medicine have been established to exist side by side with 
Chairs of hygiene; and it is noteworthy that the countries concerned are 
among the smaller countries of Europe. They are countries where a high 
social sense has been attained and highly developed social services exist. 
They are also countries where, for historical or geographical reasons, 
many non-specialist medical practitioners have sanitary duties. In a word, 
they are countries where a comprehensive social-medicine teaching pro
gramme is· necessary for practical reasons, but where the absence of fully 
developed post-graduate schools and a universal whole-time public-health 
service prevent a substantial reduction of public health subjects in the under
graduate curriculum. 

Whether separate Chairs of hygiene and social medicine will . be consi
dered necessary in years to come in these countries is a question on which 
we shall not presume to offer an opinion. We think it is unlikely, however, 
that the two-Chair pattern will be followed, at all events in countries posses
sing adequate facilities for post-graduate training in public health. 

The creation of a new Chair imposes heavy financial burdens. The 
reduced teaching field of departments of social medicine which we foresee 
will leave with them teaching programmes of manageable dimensions. A 
separate Chair of hygiene in these countries would probably be superfluous 
for undergraduate teaching purposes, though it might not be hard to justify 
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on other grounds. Anything which might imply an acceptance of technical 
hygiene as a permanent feature of undergraduate education would, in our 
view, be unfortunate. 

Measures for Furthering Academic Social Medicine 

. Methods by. which individual countries can be helped in the develop
ment of health and teaching programmes through international agencies 
have been referred to at some length in a number of recent official reports. 
But we cannot end this part of our monograph without mentioning one 
aspect of the problem, namely, the measures which might accelerate the 
establishment of departments of social medicine in places where they do 
not at present exist or which might assist their maturation everywhere. 

Developments of a stable character usually occur gradually; and, 
generally speaking, social medicine, in common with other aspects of 
medical education, is best left to grow naturally in the medical faculty in 
its own way and in its own time. There can certainly be no question of 
abolishing one course of instruction in order to replace it. by another, or 
of introducing a curriculum in any school which is not in full accord with 
the established order and tradition. The problem of influencing the 
course of events from the outside is almost entirely one of steering 
academic and executive opinion towards the adoption of an appropriate 
point of view. 

From a utilitarian standpoint, the inclusion of social medicine in the 
undergraduate curriculum can be justified on alternative grounds. In 
countries where well-developed medical-care and social services already 
exist, it is needed because it is indispensable in medical practice. In coun
tries less advanced in this respect, social medicine has a limited immediate 
application but is necessary as a basis for ascertaining medical-care needs 
and for the formulation of national policies in the social medical field. 
Generally, the more primitive the services in a country, the greater the need 
for the methods and techniques of social medicine. As one of our colleagues 
put it: The poorer the country, the biggerits health problems and the greater 
the physician's responsibility to assess needs and influence public opinion. 
The doctor who is indifferent to the broad health problems of his country, 
while non-medical groups interest themselves in sanitary and welfare 
requirements, humiliates the profession he belongs to. 

In highly developed countries, government and people are of a mind 
about the provision of services on a scale which is limited only by the level 
of national resources. In these countries, the ascertainment of needs and 
the evaluation of the quality of the services provided-largely the concern 
of the central authority:-are relatively independent of the promptings of 
the medical profession. In countries where services are rudimentary, 
social medical investigation and advocacy are public duties of every doctor. 
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In these countries, the ordinary run of medical practitioners has a duty not 
only to care for patients, but also to assist society towards health and 
medical-care objectives. 

If we were invited to identify a single conclusion of outstanding impor
tance to be drawn from our European survey, we would revert to the open
ing phrase of our introductory chapter to this part of the monograph: 
social medicine is not taught in a vacuum; it was not conceived as an abstract
ion; and it is not practised in isolation from the ordinary problems of 
life. It is, and always must be, an aspect of medical and social services 
in their entirety. 

The furtherance of social medicine as a group of subjects in the under
graduate curriculum is as likely to result, in the long run, as much from 
consolidating public health services, enlarging social provisions, and 
expanding the training of auxiliary personnel as from actions in the academic 
sphere. 

A dispassionate assessment of the facts entitles us, we think, to look 
forward with confidence to the inclusion in the undergraduate curriculum 
of a social medicine securely based on biometry, epidemiology, organi
zational subjects, and field survey methods, and ultimately also to the 
establishment in every medical school of a department of undisputed 
standing in the faculty. For reasons we have given, the maturation of 
social medicine as an academic discipline will be slower in some places 
than in others; but we are satisfied that it will come, whether by the compul
sion of practical requirements or the demands of orderly progress. 
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Chapter JO 
PRINCIPLES 

OF POST-GRADUATE TEACHING 

We have already considered the essential difference between the aims 
of undergraduate and post-graduate teaching and expressed our belief that 
the first isjntended to construct a broad foundation for any career in medi
cine, and the second to provide the framework for a specific vocation. 
The more specialized post-graduate course in public health should ideally 
presuppose sound undergraduate teaching in preventive and social medicine 
and offer, within narrower limits, a course of instruction in preventive 
medicine as applied to the community and its environment. At the present 
:time; however, comparatively few teaching schools offer an undergraduate 
course which could be regarded as a stable foundation for. post-graduate 
teaching. Many of these courses, as we have noted, give instruction which 
is virtually a miniature of the curriculum for the post-graduate student. 
The. post-graduate teacher is therefore obliged to introduce at the begin
ning of his course a number of subjects which are more appropriate for the 
undergraduate period and often at the same time to deal correctively, so 
to speak, with the results of premature labour during the undergraduate 
course. 

As we have seen, the post-graduate course is primarily vocational. 
In dealing with the construction of a syllabus we ought to be able to assume 
that a " comprehensive social " curriculum has already been introduced, 
or at least that the students have been brought into contact with a modern 
course in preventive and social medicine. We may thus concentrate on the 
more specialized subjects appropriate for a course in public health. 

Post-graduate Curriculum 

The main purpose of the post-graduate course in public health is to 
give the student a thorough working knowledge of the public health services 
in his country and to bring him into close touch with the practical pro
blems of health administration with which he would have to deal as a 
health officer. Theoretical teaching plays only a small part in a course of 
this kind, yet it is necessary in order to direct the student's attention to 
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certain fundamental subjects in which practical applications might be very 
limited in any one period. Lectures are indispensable in such subjects as 
public health law, the duties and the powers of a health officer, and the 
legal basis of such everyday matters as housing and environmental health 
services. The greater part of a teaching course must be closely related to 
subsequent practice; it should therefore include visits with practising 
health officers 1 to sanitary installations, such as water supplies, sewage
disposal schemes, and other public works as well as to< some " personal 
health services ", such as ante-natal and infant welfare clinics, school 
health services, hospitals, homes for handicapped children, and other insti
tutions. 

It is essential that the student should do much of his own teaching; 
it is for him and not for the teacher to make critical notes of the visits made 
and of other work undertaken in the field. It is for the student to make 
his day-to-day observations on the practical work which he sees or which is 
demonstrated to him. All public health instruction should be directed 
towards making the student more and more self-sufficient and less and less 
dependent on either instructors or prepared notes. 

In the school of hygiene at Athens the professor of public health adminis
tration has developed this method of self-instruction in a most interesting 
way. Under. his guidance the students make surveys in a wide variety of 
subjects. Their written reports, often illustrated by photographs, dia
grams, etc., are presented to the class and discussed at seminar meetings. 
A similar method was adopted in recent years under the Rules of the General 
Medical Council in the United Kingdom. Students for the diploma in 
public health are required to -keep "journals " or daybooks in which they 
make critical observations on matters which interest them in their studies. 
These notes may include visits to institutions, public health services, housing 
schemes, etc.; notes of lectures, laboratory work, or demonstrations within 
the school are not permitted. In addition, the students are encouraged to 
enter critical notes on health subjects from newspaper cuttings or from other 
sources. 

In a number of countries, the students are actually sent out singly or 
in small groups to study and report on certain local health services-e.g., 
services in rural areas, or special programmes of development, such as 
housing, in larger areas. In this way they take part in the critical appraise
ment of health services while they are still in the student capacity and can 
have their work supervised by teachers. 

One of the most important functions of post-graduate teaching is to 
make the student rely on his own powers of observation and criticism. If 
this goal is generally accepted in post-graduate schools, it is clear that -
arrangements must be made for a great variety of practical demonstrations . 

. 1 The expression "practising health officers " includes engineers, sanitarians, health ·nurses, and others 
who contribute to public bealth in the field. 
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No two countries are alike, and even within the same country areas differ 
markedly according to the type-whether urban or rural-and according 
to the density, or industrialization. In these circumstances one of the best 
methods of teaching is a system of " intern " training in which the student 
spends periods of time under the direction of a practising health officer, 
This method, desirable as it is, is not always easy to apply. The essence 
of its success is that students should be sent out either singly or in very 
small numbers; if they work as a class the value of intern training is largely 
lost because so much depends on a personal relationship between the 
health officer and the trainee. This is merely another application of the 
important principle that the post-graduate student must learn to do things 
for himself and to take personal responsibility for his own work. 

An extension of the system of practical training during the post-graduate 
course is to arrange for students to carry out individual surveys, either of 
the whole of the health services of a small area or of a limited service in 
a more populous district. By this means the student learns how to under
take surveys himself while still under tuition, and can be taught to apply 
critical methods to his work. The system also enables him to apply 
techniques in which he is receiving instruction, such as. vital statistics and 
epidemiology. A method of this kind has been successfully employed in 
Yugoslavia and to some extent in the Scandinavian countries. The main 
point is that the student acquires practical experience during his course of 
training and so adds application to knowledge. 

Another method of post-graduate education in public health is to arrange 
for each candidate to benefit by in-service training. This is sometimes 
achieved by organizing a part-time post-graduate course to cover a period 
of not less than two years, during which the candidate holds a part-time 
"in-service" appointment under a local authority. In other cases a full
time course of one year may be followed by a period of full-time in-service 
training-say, of six months-during which the candidate is still in statu 
pupillari. Whichever method is used is a matter of convenience, but under 
the conditions of in-service training the student is primarily a learner and 
should have no administrative responsibility. In other words, his studies 
must take the first place, and his service is that of a pupil and not of an 
officer. 

In-service training, as above outlined, must be sharply distinguished 
from a part-time or fall-time paid appointment. In these circumstances 
the student inevitably regards himself, and is regarded, as the servant of 
the appointing authority. There is a valid contract of service between him 
and the authority; and obviously, in any conflict of loyalties the contractual 
relationship must take priority. This is, at best, apprenticeship and not 
university education. 

So far we have considered certain limited aspects of post-graduate 
training in public health: its vocational requirements and the importance 
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of giving the student ample opportunity for teaching himself and for doing 
the things he learns. Details of a curriculum will be set out later; in the 
meantime we must establish the essential principles. 

Hitherto· we have emphasized. the vocational aspects of post-graduate 
training in public health, and this has been necessary in order to bring out 
the principles of teaching students who are relatively mature. Stress has 
been laid on the value of self0instruction and of practice in field work. 
Nevertheless, post-graduate teaching in public health is, and must continue 

.· to be, a universfry discipline. It is a broad, general, humane study. inti
mately associated with inan in his environment. Its primary object is to 
inculcate an attitude of mind and to teach by way of pertinent illustration 
rather than by the accumulation of facts. William Stokes (senior), of 
Dublin, Ireland, one of the great pioneers in the teaching of preventive 
medicine, used to urge that we should emancipate the student from the 
fetters of mass collection of facts so as to give him time for the cultivation 
of his mind. " Let us ever foster the general education," he wrote, " in 
preference to the special training, not ignoring the latter, but seeing that 
it be not thrust upon a mind uncultivated." 2 

There are two features about· public health which· have a profound 
effect upon the principles underlying our post-graduate teaching. · The first 
is that the subject, like medicine itself, covers a vast corpus of factual 
knowledge. •. It would be impossible, even· if it were desirable, for the 
medical graduate to become personally expert in more than a small parcel 
of its territory. It is therefore necessary for the teachers to select matters 
which best illustrate principles and are of wide application. It is vital also 
that the teachers should stimulate the distribution of knowledge and expe
rience among the several members of the public health team, so that each 
will be able to perform his own proper part to the best advantage. 

The second feature to be noted is that public health, unlike anaesthesio
logy or radiology or bacteriology, is not a training in a special subject, but a 
special training for a subject of general application. Its teaching should 
aim at offering a liberal education, using the medium of public health as 
a practical illustration of the almost boundless realm of preventive and 
social medicine. It must never be thought that, while undergraduate training 
in hygiene and preventive and social medicine is an academic discipline, 
the post-graduate course· in public health is merely a technical training for 
a job. The mere fact that universities, in the main, are responsible for 
post-graduate training implies that the courses are not regarded as a form 
of special instruction needed for the conduct of a profession or trade, but 
that they have as their primary aim the expansion and enrichment of the 
mind to make it a more . perfect instrument of knowledge, understanding, 
and inquiry, whatever their vocational application may be. 

i STOKFS, William. Quoted by Newman, Sir George ·(1923) Recent advances in medical education 
in England (Memorandum addressed to the Minister of Educatic,n), London, p. 162 



Chapter 11 
FUNCTIONS OF A MEDICAL OFFICER 

OF HEALTH 

Before discussing in any detail a syllabus for a post-graduate course in 
public health leading to a recognized qualification we should give some 
attention to the practical question: What are the principal functions of a 
health officer ? As the course is vocational to a considerable degree, although 
in an academic. setting, it is evident that teaching and practical work in 
an institute or school should be closely related to current practice. It 
has been well said that the title of medical officer of health " should connote 
a physician of some experience in many directions, capable of teaching, as 
well as an epidemiologist skilled in the intimate history of disease, a social 
student with some initiative in devising methods, as well as an adminis
trator and capable executive officer ".1 

Practical Functions 

The health officer deals with man in his environment. He is primarily 
concerned with the health and well-being of the individual, the family, and 
the community in the environmental setting in which they live and work. 
It is obvious that preventive and curative medicine cannot be separated; 
the family doctor is concerned with prevention when he is called in to care 
for the sick, and . the health officer is concerned with sickness when he 
traces the pattern of an epidemic:. Neither of them can be effective in 
isolation; in team-work the family doctor's allies are the hospital and its 
consultantand specialist staff, and, at the intimate level of daily practice, 
the nurse and the midwife. In a similar setting the team of which the 
health officer is leader includes among its principal members the public 
health nurse, the engineer, and the sanitarian. Team-work has become 
accepted practice in many of the health services, such as infant welfare, 
school health work, or environmental control. 

This matter was discussed fully at the Goteborg conference, where it 
was accepted that public health practice was largely team-work among the 

1 DAVIES, D.S. Quoted by Newman, Sir George (1923) Recent adrancu in medical education in 
England (Memorandum addressed to the Minister of Education), London, p. 154 
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various members of the health professions, the officers of the government, 
and the population in· general. This concept, it was urged, should be 
emphasized from the earliest days of post-graduate training. The con-
ference report stated: · 

It was advisable, therefore, to bring the future health officer into early and close 
contact with those who were to be his co-workers in the field. In those institutions 
which already practised this method of training, members of the several professions 
concerned with · public health-physicians, dentists, engineers, nurses, statisticians, 
health educators, and others-should attend classes together during that part of training 
in which the subjects were relatively elementary; and field work should be so arranged 
that they might attend together and become thoroughly familiar with one another's 
attitudes and techniques. 2 

In connexion with this stimulation of team-work among the various 
participants in a public health programme, the conference participants felt 
it to be important to instil ideals of leadership, especially in students who 
were likely to become medical officers of health. Each society and culture 
would, naturally, have to apply its own appropriate method for securing 
both leadership and a trained capacity for co-ordiaation. 

In this section we will consider specifically the functions of the medical 
officer, with special reference to the need for medical training and for 
supplementing it by a. thorough and practical course in public health. 
What are the principal functions of the health officer ? These have been 
set out in a number of important documents for well over a century. As 
an early example may be taken the note issued · by the English General 
Board of Health in December 1855, which is of great historical interest: 

Election and Duties of Medical Officers of Health 

The following instructions explanatory of the duties of Officers of Health have 
just been issued by the General Board of Health:-

The officer of health is appointed in order that through him the local sanitary autho
rity may be duly informed of such influences as are acting against the healthiness of the 
population of his district, and of such steps as medical science can advise for their removal; 
secondly, to execute such special functions as may devolve upon him by the statute 
under which he is appointed; and, thirdly, to contribute to that general stock of knowledge 
with regard to the sanitary condition of the people and to the preventible causes of sick
ness and mortality which, when collected, methodized, and reported to Parliament by 
the General Board of Health, may guide the Legislature in the extension and amendment 
of sanitary law. 

The duties of the officer of health will be to the following effect:--,---

1. He will make himself familiar with the natural and acquired features of the place, 
with the social and previous sanitary state of its population, and with all its existing 
provisions for health-namely, with the levels, inclinations, soil, wells, and watersprings 
of the district; with its meteorological peculiarities; with the distribution of· its buildings 
and open spaces, paved or unpaved, of its burial-grounds and lay-stalls; with the plan 

· • See page 242. 
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of its drains, sewers, and water supply; with the nature of its manufacturing and other 
industrial establishments; with the house accommodation of the poorer classes, and their 
opportunities for bathing and washing; with the arrangements for burial of the dead, 
and with the regulations in force for lodginghouses and slaughtering-places, for the 
cleansing of public ways and markets, and for the removal of domestic refuse. 

2. He will invite communications relating to the sanitary wants of the district 
from the resident clergy, the medical practitioners, registrars, relieving officers, and 
other persons or societies engaged in the visitation of the poor. 

3. He will take the best means in his power to become acquainted from week to 
week, and in times of severe disease from day to day, with the deaths and sicknesses 
in his district; and he will inquire to what extent they have depended on removeable 
causes. 

4. With the assistance of such subordinate officers as the local board may empower 
him to direct and superintend, he will watch his district, taking care to bring its several 
parts · under examination as often as their sanitary circumstances shall require, and 
especially observing those places which have previously given occasion of complaint, 
or been subject to sickness. He will inquire as to the cleanly, wholesome, and weather
proof condition of houses; as to their due ventilation and not overcrowded condition; 
as to the efficiency of their drainage and water-supply; and as to the absence ofdampness 
and offensive effluvia in and about them. He will examine from time to time the drinking 
waters of the place, and will observe whether provisions are offered for sale in any damaged 
or adulterated state that is hurtful or illegal. He will occasionally visit all burial-places, 
and see whether they give any ground for complaint, and he will habitually observe the 
slaughtering-houses of the district and other industrial establishments which are liable 
to emit offensive (especially animal) effluvia. 

5. He will report to the local board weekly, annually, and at such intervening 
times as may require it:-

J 
Weekly, on all deaths (classified according to age, cause, and locality), and, so far 

as may be practicable, on all important sickness of the district; on such newly-observed 
unwholesome conditions as the local board can remove; and on the completion, progress, 
or neglect of improvement in matters previously reported on. 

Annually, on the sanitary transactions of the year (especially as to the removal 
of former evils, or the creation of new establishments for sanitary purposes), on whatever 
incidental changes have been wrought in the physical state of the district, and on the 
sickness, mortality, and atmospheric conditions of the period-using for these reports, 
as far as convenient, tabular forms and other compendious arrangements; and, in every 
case where he refers to an existing evil, stating what sanitary rule, measure, or appliance 
he deems best for its mitigation. 

6. He will attend the local board when required, will be present at some convenient 
appointed place as often as may be needful for the receiving of complaints, and in what
ever is to be done for the abatement of unwholesome conditions, will give all fitting 
instructions, superintendence, and aid . 

. . . The duties of an officer of health will not usually be inconsistent with his devoting 
a portion of his time to certain other professional engagements. But, where possible, 
it will be well to debar him from the private practice of his profession, -1, because the 
claims of such practice would be constantly adverse to those of his public appointment, 
the duties of which (especially at times of epidemic disease, when his official activity 
would be most needed) private practice could scarcely fail to interrupt and embarrass; 
2, because the personal relations of private practice might render it difficult for him 
to fulfil his frequent functions of complaint; and 3, because, with a view to the cordial 
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goodwill and co-operation of his medical_ brethren, it is of paramount importance that 
the officer of health should not be their rival in practice, and that his opportunities of 
admonitory intercourse with sick families should- not even be liable to abuse for the pur
poses of professional competition. 

· Objections of this nature will not generally hold against the officer of health being 
professionally connected· with the medical school or hospital of -his town. Provided_ 
such engagements are not of too engrossing an amount, it will conduce to the efficiency 
and public estimation of an officer of health that he be thus kept conversant with the 
practical aspects of his profession, and have given some security for keeping pace with 
its scientific progress. 

It may happen that the extent of duty to be required from the officer of health in 
a particular district would not justify the local board in allotting such a salary to the office 
as would enable its holder to dispense with the income derivable from private practice. 
But in cases of this description, the object would be equally fulfilled if the local boards 
of neighbouring towns or districts would combine in engaging and remunerating a pro
perly qualified person, on the understanding that he should be precluded from private 
practice, and should act as officer of health for the two or more boards concurring in 
the appointments. 

Dec. 20, 1855 W. COWPER, President. 3 

This is a far-sighted statement of functions, duties, and terms of appoint
ment. Three-quarters of a century later the Ministry of Health of England 
and Wales issued a memorandum on the duties of medical officers of health: 

The chief function of the Medical Officer of Health is to safeguard the health of the 
area for which he acts by such means as are at his disposal, and to advise his Authority 
how knowledge of public health and preventive medicine can be made available and 
utilised for the benefit of the community. He should endeavour to acquire an accurate 
knowledge of the influences, social, environmental and industrial, which may operate 
prejudicially to health in the area, and of the agencies, official or unofficial, whose help 
can be invoked in amelioration of such influences. While he has special duties for the 
prevention of infectious diseases, all morbid condiifons contributing to a high sickness 
rate or mortality in the area from these or other causes should be studied with a view 
to their prevention or control. .. 4 

The late Professor Gunnar Fischer pointed out that health officers cannot 
be, and should not be, expected to be specialists in all branches of public 
health knowledge: "We must be satisfied if they have a knowledge of 
fundamentals reinforced, as occasion demands, with a more comprehen
sive knowledge of problems of immediate importance and of problems 
which may become important in the future." 5 

Today the functions of the health officer are fundamentally similar in 
the various countries in Europe; Differences lie mainly in the amount of 
executive responsibility which he possesses, and in the methods of admi
nistration _ through which the· functions are carried out. At -one end of 

• See Lancet, 18_55 0 2; 636-637. 
4 England and Wales, Ministry of Health (1925) Memorandum on the duties of medical officers of health 

In England and Wales, London, p. I 
5 FISCHER, G. (1953) Post-graduate curriculum in preventive and social medicine, content of teaching: 

summary of Introduction (Unpublished workirig document EUR/PTPM/R/1), p. 3 
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the spectrum; as in France, the principal characteristic of the health service 
is decentralization, with medical officers in an advisory relationship to the 
lay prefet, who is responsible for the sanitary administration of his area. 
In recent years, however, great emphasis has been laid on the establishment 
of a corps of medical officers who serve the central department on a whole
time basis and have received special practical training over and above the 
post-graduate course in public health. At the other end of the spectrum 
was pre-war Germany with its highly centralized State administration. 
The local medical officer of health was an official appointed by the State, and 
often had other public duties (e.g., as police surgeon). Between these two 
extremes lies every variety of arrangement. A particularly interesting and 
successful combination of central supervision and local initiative is to be 
found in Yugoslavia. The English system is made notable by the fact that 
the central department-the Ministry of Health-employs its professional 
staff (physicians, engineers, architects, etc.) in an advisory capacity only, 
whereas the corresponding professional officers of local authorities have 
wide executive functions. 

At the present time the health officer is the chief administrative and 
professional adviser to his authority on all matters relating to health but 
with special emphasis on community care and on the protection of people 
as a group against hazards of accident and sickness. He is the chief 
executive officer on all matters of prevention, subject to (a) the direction 
of his authority on policy, and (b) the supervision of legal officers on 
matters of law. 

The Health Officer as Interpreter 

In addition to these practical issues, the health officer has another 
function of vital importance in relation to the public and more particularly 
to the lay members of his own authority: he has a duty to interpret medical 
and technical policies and terms. To take a simple example: it is not 
essential, and indeed it is becoming less and less necessary, that the health 
officer should be able himself to carry out laboratory analyses of water or 
milk; but he must have enough background of knowledge to enable him 
to interpret the meaning of such analyses to a non-professional body which 
has to carry out policy. It follows that he must be trained by the demon
stration of a large number of laboratory methods although he will not put 
this training into practice in a laboratory. 

Empiric Functions 

There is another aspect in which the duties of the health officer differ 
from those of the medical scientist. He must in practice be empirical: 
he cannot wait, for example, for scientific proof about the cause of 
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rheumatism before regarding a damp house as a danger to health; nor may 
he postpone advising the isolation of persons suffering from a dangerous 
infectious disease until he knows the precise method of its spread. Fu,rther, 
it is his privilege and duty to urge that the public shall receive clean, whole
some food in advance of laboratory reports on intestinal infections or 
scientific evidence about vitamins. In other words, the health officer 
must often act in consonance with the popular opinion and traditional 
beliefs of his day, so far as is compatible with public safety, and win support 
gradually by methods of education and guidance. In the long run, he 
gains far more if he can carry the people with him. 

The Health Officer as Epidemiologist 

In one respect it is essential that the health officer should be conti
nuously up to date, that is, in infectious diseases and epidemiology. It is 
not enough for him merely to juggle with figures about disease and its 
progress; it is not enough simply to call in a clinical consultant or a bacterio
logist when an epidemic is in being. He must be able to handle an epidemic 
situation in advance. The health officer should be the leading field epi
demiologist, the man who knits up the sleave of specialities and makes a 
pattern of good sense that ordinary folk can see and understaud. Here 
again his public functions must be to some extent empirical. 

In the case of infectious diseases the clinician can afford to study all 
the niceties of differential diagnosis. The health officer, on the other hand, 
must regard the protection of the public as his foremost duty; for that 
reason he cannot always afford to wait for an exact diagnosis. He must 
take action on the merest suspicion of danger and undertake the full 
range of protective functions. He may be in error, but he must always 
err on the right side. 

Educative . Function 

A further duty of the health officer is to educate the public in health. As 
the late Professor G. Fischer said at the Goteborg conference, many of 
the procedures in public health involve great expense to the nation, although 
it is low compared with the loss of earnings due to sickness and the cost 
of medical attendance. 

But there is an essential part of preventive work; within the pattern of public health 
which is both effective and inexpensive. It is education and enlightenment. If the 
public at large realizes how the. infectious diseases, including tuberculosis, are spread; 
how, by taking suitable measures, the risk of rheumatic diseases can be diminished; 
how adequate nourishment builds up the body and lessens the possibility of infection, 



POST-GRADUATE EDUCATION 155 

while inferior foods break down the resistance of the body, the public health would be 
very appreciably enhanced, on easy terms. Moreover, a great number of the very costly 
preventive measures could be worked out less expensively and be much more effective 
if the experts fully realized the purpose in view. 

The issue which Professor Fischer raises has been focused sharply in 
relation to tuberculosis in a commentary by Spence and his colleagues: 

In 8 of our 15 infants the source of the children's infection was known to the parents 
before the child was infected ... We were disturbed to find that only 20 parents in the 
62 families expressed any anxiety or took any action suggesting that they knew the danger 
of exposing an infant to the risk of infection with tuberculosis. Two out of every three 
parents neither expressed concern nor sought to prevent their children from coming 
into contact with the disease. This is a measure of the amount of education among 
the public which is waiting to be done. 6 

Public education in health is not a simple matter. It is often assumed 
that people who are trained for a profession are by that token able to teach 
the public about their work and its effects, but this is not so. Teaching is 
a special art which has to be learned and practised, and in that respect the 
services of the trained health educator will become of increasing value. 
In the co-ordination of effort in which the medical officer of health exercises 
his leadership it is of the utmost importance that the people themselves 
should be in the confidence of the health staff and regard themselves as 
active participants in the promotion of health. This can be done only by 
effective teaching at all ages. Systematic instruction for medical officers 
should therefore include an account of the methods of educating the public 
in the promotion and maintenance of health. This does not imply that 
the health officer should himself be a trained teacher, but it does demand of 
him an understanding of method and scope without which he would be 
unable to direct teaching or to co-ordinate the various services in which 
it is required. From his point of view, health teaching resolves itself into 
four principal phases: instruction of expectant mothers, of mothers of 
young children, of school-age children, and of adolescents and adults. 

Expectant mothers 

Under this heading must be included three separate approaches: 

(a) The clinical teaching in which the obstetrician explains the normal 
course of pregnancy and helps to gain the co-operative understanding of 
the patient. This comprises also simple details about diet in pregnancy, 
care of the breasts, the necessary balance of rest and exercise, and other 
particulars of immediate importance in avoiding complications in preg
nancy and childbirth. 

& SPENCE, I. et al, (19S4) A thousand families in Newcastl~ upon Tyne, London, pp. 67-68 
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(b) Individual instruction in the practice of motherhood; care of the 
young infant; problems of feeding; exercise and sleep; elementary know
ledge about the physiological growth of an infant and the greater develop
ment of faculties as time goes by. 

(c) Instruction of expectant mothers in the group so as to help to bring 
them together .. Subjects appropriate for group instruction include bathing· 
and general care of babies, the making of baby clothes, and all the details 
of general health of mother and baby which can be explained and d.emon
strated to a " class " rather than repeated to each individual. This includes 
the encouragement of group discussions and the system of question and 
answer about the innumerable problems of infant care. 

Individual and group instruction of mothers of young children 

In this period, which runs from the first attendance of the mother at 
the infant health centre to the beginning of the child's school life, a great 
deal of health education can be carried out by group teaching under the 
public health nurse and by individual teaching through the attendance of 
medical officers at clinics. To be really effective these educational lessons 
must be repeated again and again, with changing illustration and demons
tration. Monotony must be avoided, and yet the teaching must be more 
or less continuous. · This is the time when the educator should look forward 
and deal in advance with many of the problems of the schoolchild. The 
important matter in health education is to be ahead of the problems that 
arise, and not to have to deal with them when harm has been done or under 
its immediate threat. Much of this educational work can be carried out 
by the public health nurse in the homes of the people; and, in this way, 
such work exercises its influence on the family as a whole. But the most 
effective teaching is carried out with the group at the clinic and it is there 
that skilled teaching methods can be most readily made available, including 
the use of films, radio and television, pictorial demonstrations, and other 
modern forms of illustration, in addition to practical class teaching. 

A school health service 
Long before children. enter school they can and should be trained in 

simple hygienic habits. During school life such habits should become part 
of "second nature", and the reasons for them should. be systematically 
taught. It is in school life especially that the child is the father of the man, 
because he can carry home many of the social lessons which he learns day 
by day as part of his normal education. 

Health education in school should be governed by a team consisting 
of teacher, school medical officer, and school nurse-under the general 
guidance of the medical officer of health. Demonstration and example are 
of far more value than formal teaching. Illustrations through ordinary 
lessons in history and geography, together with physical exercise, trainiug 
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in home crafts, and, for girls, in cookery, and, above all, daily application 
of the team spirit in games and in work are all useful. 

Health education of adolescents and adults 

Health education for the general population has now become a special
ized technique. According to the background of the people, its exponents 
make use of many methods, including film and radio, posters and press 
articles, and also special exhibitions. Speaking generally, the less formal 
and self-conscious the teaching, the better it is. The week-by-week colla
boration of the local press through popular articles on health is invaluable. 

In the course of our. visits to various countries we have been much 
impressed by the imaginative way in which the health education of adults 
is handled. In Finland, for example, delightfully simple bo.oklets and 
posters drive the lesson home through the appeal of colour and directness. 
In the Scandinavian countries generally, the health education of adults is 
well founded on skilful practical teaching in the schools. 

The Health Officer as Co-ordinator 

The health officer is not a director of medical services, nor does he 
initiate or issue instructions on medical matters except where the safety of 
the public is immediately concerned. It is no part of his functions to say 
how medical care shall be carried out, but he must play an important role 
in assessing the public need for a service or for the extension of a service, 
and in urging the appropriate authority to meet that need. In many aspects 
of medicine the health officer is the co-ordinator of services, and he has a 
duty to see that these services are properly balanced in the best interests 
of the people. It is always possible-to take a simple illustration-that a 
public demand may be raised to an outcry in favour of a service that is 
considered for the time being to be vital. A special form of treatment for 
cancer or tuberculosis might welLlead to ill-considered and perhaps extra
vagantly expensive action. The urge for hospital beds for one disease 
might give rise to an unjustifiable scarcity in another direction. The 
public, and the profession, might be the victims of a craze for a drug adver
tised as a panacea. In all such matters the health officer has to hold the 
balance and to advise his authority according to the best of his judgement. 

The health officer may have to take part in the co-ordination of services 
which are primarily environmental, rather than medical. This includes co
operation in the provision of water supplies, sewage-disposal schemes, 
housing and town planning, etc., in which his collaborators are architects 
and engineers. On the other hand, the activities of the health officers more 
frequently relate to advice on the establishment of priorities in the various 
services of local authorities. The selection of a scheme very commonly 
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depends on its major contribution to health or on its· effectiveness in the 
prevention of ill-health. In many countries matters of major importance 
in which there is a conflict of views are rightly referred to the central autho
rity such as a ministry of health. By. this means, technical advice can be 
secured from professional officers who are able to view the country or 
district as a whole, and who may be able to suggest a wiqer collaboration 
among authorities, making the original proposals both more effective and 
more economical. 

It is of great advantage to a health officer in a region or local area to 
have contact with the central department. It enables him to keep himself 
and his area in touch with national policy, and to derive benefit from the 
store of knowledge and experience which is accumulated by the central 
department in the course of its duties. It also gives confidence to his 
authority through the recognition that their proposals are in line with, 
and likely to be approved by, the central departments. Modifications 
and valuable suggestions on economy. and efficiency may be agreed upon 
informally before any approach is made officially for public grants to a 
scheme of water supply, housing, etc. 

This aspect of the functions of a health officer lies at the very core of 
his duty to his authority; it is therefore essential that it should be taught 
to the student in his post-graduate course. The relationship between the 
health officer and the central department can make or mar a career in public 
health. 

The Health . Officer and Research 

As the health officer is concerned with safeguarding the health of the 
community, it is his duty to keep himself abreast of current research and 
its application to his work. But this is not enough: he often finds himself 
in a position to conduct research on his own account. He possesses most 
valuable tools of investigation and should be trained in their use. This 
applies to the records compiled in his office for statistical and other pur
poses, to investigations by health visitors, sanitary officers, social workers, 
and others into environmental and personal problems in his area. Many 
important researches in epidemiology today cannot be effectively carried 
out without the collaboration of the health officer, as a colleague in the 
team. 

Not only the research itself, but also dissemination of its results, espe
cially among the medical profession, is an important function of the health 
officer. 



Chapter 12 
CONTENT, METHODS, AND FUNCTIONS 

OF POST-GRADUATE INSTRUCTION 

The previous sections were devoted to a discussion of the broad general 
principles of post-graduate teaching in public health and the functions of 
a health officer today. We are now in a position to enter into a more 
detailed consideration of a syllabus and to discuss the balancing of 
theoretical and practical instruction. 

The Syllabus 

The essentials of a syllabus are related to the application of teaching 
to the everyday practice of the health officer. Let us examine first a simple 
scheme of training which we have assembled from the existing programmes 
of a number of European schools or institutes of post-graduate training. 

The essential subjects may be set out as follows, in a simple plan which 
makes no claim to be all-inclusive. 

Sciences fundamental to public health 

Certain sciences fundamental to public health (e.g., bacteriology, 
chemistry, and physiology) were, until recently, given a prominent place 
in post-graduate teaching; and great emphasis was laid on detailed labora
tory techniques. · In the course of time, however, these sciences themselves 
became so highly specialized and increased so much in sheer bulk and 
accumulated knowledge that they could no longer be contained effectively 
in a course designed for the administrative health officer. They have 
become independent specialities in their own right, and in practice the 
health officer has to leave the major scientific subjects to the experts. · He 
himself becomes involved in a different working medium-the arts of inter
pretation and administration. 

Among the sciences mentioned above, we refer to physiology because of 
its relationship to the normal functioning of the body and its special applica
tion to human nutrition on the one hand, and its close association with 
occupational health on the other. Chemistry as such has a limited part to 
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take in the analysis of water, milk, and other chemical substances of imme
diate importance to health. Bacteriology is fundamental to all epidemio
logical investigations and to the clinical aspects of infectious disease. With 
biochemistry it holds a key position in the foundations of public health. 

In most European countries bacteriology no longer plays a direct part 
in the practice of the health officer; it has become a speciality, and labora
tory work in gen:eralis not part of the personal service rendered by the 
department ofthe medicalofficerof health. fo some areas, however, the 
health officer is still his own bacteriologist, and the basic sciences flourish·. 
in his department as well as iri the institute Which .offers post-graduate 

. teaching. More properly the stated purpose of the course in bacteriology 
is to make the student familiar with the kn:own general principles of the 
causation and spread of infective disease, dealing particularly with the 
bacteriological, immunological, and epidemiological aspects of those 
infective diseases of man with which .workers in all branches of the public 
health service should be familiar. The aim of the course is to enable 
students to co-operate intelligently with the bacteriologist in the applica
tion of his knowledge. ·· 

In a recent report on the American schools of public health, Brotherston 1 . 

remarks that the only pattern common to all schools is the requirement 
of epidemiology, public health> administration, biostatistics; and environ
mental sanitation for the degree of Master of Public Health. These basic, · 
compulsory courses take up differing proportions of. the minimum time 
which a student must fulfil in order to.meet the attendance requirements at 
the various schools. 

Medical statistics and epidemiology 

Whether these subjects are taken together or regarded separately, it is 
clear that a working knowledge of statistical methods and their application 
to the study of disease are the life-blood of public health practice. The 
student who is to become a health officer must be grounded in statistical 
techniques and their application-on epidemiological principles-to the 
investigation of infective and non-infective· disease with a view to their 
prevention and control. The emphasis should lie on a close linkage 
between clinical, bacteriological, and statistical methods to create a rational 
technique of investigation. 

The c.ourse of instruction in medical statistics for public health students 
should not aim at making specialists. The teaching course should give an 
outline of systems already in use, such as censuses, registration of births 
and deaths, and· the. notification of " community " diseases. In this way 
the student becomes familiar with current methods of measuring the public 

1 BROTHERSTON, J. H. F. (1950) Observations on. public health training in the American schools of public 
health, Baltimore (Ihesis, Johns Hopkins University, School of Hygiene and Public Health), p. 37 
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health in terms of mortality and morbidity, and with the influence of social 
and occupational factors in the incidence of disease. He thus becomes 
competent in recording and interpreting the records of health and sickness 
of the community. 

In broad terms, the study of epidemiology is aimed at giving the student 
a greater understanding of the mass concept of disease as distinguished from 
the individual approach of the general practitioner. One of the special 
features of modern instruction is to give the student an insight into what 
might be described as the diagnosis of community problems. Here, as 
in other subjects, the aims and content of the teaching must be in accordance 
with the characteristics of the community which is served. This is not to 
imply that consideration should be given only to local problems, for nation
wide elements enter into the picture as well; but it does suggest that the 
most vivid and best-remembered illustrations are those which relate to 
problems which can be seen and followed in the local setting. At the 
Goteborg conference it was agreed that, as one of the fundamental aims 
of training was to produce an understanding of epidemiological principles, 
the teaching of biostatistics and epidemiology should pervade the course. 
While in some schools this required an expansion of epidemiological 
teaching in infectious diseases, it indicated more commonly the need for 
covering a wider range of morbid conditions, including cancer, cardio
vascular diseases, and major digestive disorders. 

Applied physiology 

While physiology may be regarded as a science basic to public health, 
we are especially concerned with its application to the promotion of health 
and the prevention of sickness. Courses in applied physiology should 
be designed to enable those who intend to take up appointments in preven
tive medicine to recognize problems which call for the application of 
physiological principles and methods. This subject introduces students to 
collaboration with engineers and architects, industrial experts and designers, 
school teachers, and hospital administrators. The applications of physio
logy in the field of health are wide, including the relationship and adjust
ment of man to his physical environment, his requirements for comfort 
and working efficiency, and his resistance to fatigue under industrial condi
tions. The attention of students should be drawn to the methods of 
research in applied physiology, and to the practical applications of its 
findings, especially in the industrial field. 

Applied psychology 

An elementary knowledge of the principles of psychology is of great 
value to the post-graduate student in public health. In his daily round of 
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duties as a medical officer in a health service he has to apply these principles 
constantly, especially in such matters as sch.ool health services, public educa
tion in health, and occupational health. In the past there has been a 
tendency in some schools to treat psychology as incidental to such studies; 
but in our view · it is as fundamental as physiology and should be dealt 
with in teaching programmes on similar lines. 

Psychology has many applications in the field of preventive medicine. 
This includes the administration of general health services, and the special 
problems of hospitals and other institutions. It is significant in its appli
cation to all phases of childhood, adolescence, and old age. In its most 
practical aspects it is closely related to occupational health, covering such 
matters as vocational selection, maintenance and analysis of records of 
sickness among workers, the study of labour turnover, accidents, and 
occupational neuroses. Applied psychology is also intimately concerned 
with the study of the relation of hours of work, fatigue, and monotony to 
industrial health and efficiency. 

Nutrition 

This subject should be regarded, on the one hand, as a practical appli
cation of the science of biochemistry and, on the other, · as an essential 
component of preventive medicine in relation to dietary requirements, food 
supplies both local and on a world-wide basis, and socio-e.conomic factors 
in the production and supply of food. The study would include practical 
issues in the storage and transport of food and the effects of processing, 
preservation, and cooking on nutritive values. The student should acquire 
experience in the evaluation of dietary records and in the prescription of 
adequate diets for differing. circumstances. On the more strictly medical 
side the teaching should include the organization of nutrition work in 
communities and education of the public in food values. Detailed bioche
mical studies would not be appropriate, but it would be essential to examine 
problems of undernutrition and malnutrition and of the results in man of 
defects in the supply of nutrients. A brief demonstration of dietary defi
ciency diseases and of the assessment of nutritional status. would form an 
essential part of the course .. · 

Genetics 

Instruction should be given· on· the basic principles of medical genetics 
and illustrated by their application to human problems, such as the occur
rence of hereditary diseases and malformations, and the inheritance of the 

· blood groups. This should be followed by discussion of the wider appli
. cations of heredity in relation to health and disease. 
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:Public health administration and practice 

The courses of instruction given in the sciences fundamental to public 
health, while stressing especially theory and principles, make a substantial 
contribution to the application of these principles. In this section we are 
concerned primarily with the practical application of studies to the work of 
the medical officer of health. Under the comprehensive title given above 
the vocational aspect of training is well expressed as giving the candidate 
"what he needs in order to do his job better". With so many subjects to 
be taught, it is necessary to pay particular regard to their synthesis, so 
that students should get the right orientation. They should learn to appre
ciate the integration of both theoretical and practical teaching into a single 
subject-the protection · of the community's health. The achievement of 
synthesis through the course in administration and practice prevents the 
curriculum from becoming static, as is likely to happen when departments 
arrange their teaching programmes independently. The teaching methods 
thus remain experimental, with change in emphasis from time to time, 
and with the addition of new subjects as occasion requires. 

From the practical point of view systematic instruction in public health 
administration must cover environmental sanitation, including water 
supplies, sewerage, and sewage disposal, the supervision of waterways, food 
control, and the vast subjects of housing and town planning. 

The practice of public health is, at its best, team-work in which the 
specially trained physician, the engineer, the sanitarian, and other members 
of the service work together for the well-being of the community. It 
seems logical that in public health administration and practice these offi
cers should be trained together, at least in part, so that they can under
stand one another's problems and points of view from the very beginning. 
If this is done, they will never lose the team spirit. The aim is to have as 
many trained " understandings " as possible in public health. 

If, then, we accept as a major principle of training in public health 
administration that we should bring together as students the future workers 
in the. environmental field, we must adapt our vocational training accord
ingly and develop a group system. Field work should be planned, as far 
as possible, to harmonize with the background against which the teams 
will have to carry out their daily tasks. 

Professor A. Stampar, writing of the school of public health in Zagreb 
in a paper prepared for the Goteborg conference, summarized the position 
as follows: 

Its main task was to organize the co-operation of physicians and other professional 
workers in the study and solution of public health problems. In this connexion its 
department for rural health studies and the health education of peasants was particularly 
active and resourceful. The importance of this was obvious in a country where more 
than three-quarters of the inhabitants were peasants at the time. It was clear that their 
health problems could not be solved by a few physicians and technicians merely holding 
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learned discussions in the conference room. The interest of the population had to be 
aroused; the people had to be made health conscious; their standard of life had to be 
raised; and, in short, their active co-operation mobilized. 2 

Professor Stampar went on to describe how these requirements were 
met with simplicity and imagination. His illustration showed the need for 
team-work on the part of the staff at all levels of education and experience. 
Stampar's teaching has also demonstrated that all the practical issues of 
public health training must pass through, and be refined by, the mill of 
local experience. 

In some cases, on the other hand, there is a risk of laying too much 
stress on the local background, to the neglect of the outside world. Public 
health is not merely a matter of local practice. The teacher's function is 
to select those principles of public health which are universal and to illus
trate them vividly from the store of national and international experience. 
He should also enrich his demonstrations by encouraging his students, in 
small groups and seminars, to contribute from their own. experience. 

With a full appreciation that the teaching of public health administration 
and practice is a synthesis, we may now discuss briefly some of the main 
elements. 

Evolution of the health and social services 

The teaching of this subject is best achieved in an historical setting, 
beginning with a general introduction to the scope and character of the 
health and social welfare services of the country concerned. The principal 
feature of the course would be a broad survey of trends in medical and 
social legislation. This would be followed by an account of the machinery 
of government, both central and local, and of the relation between official 
and voluntary services. At this stage a brief comparative study would 
enable the candidates to see their own services in a world perspective. The 
students should then be introduced to current ideas for the planning of 
medical care and the concepts of social and preventive medicine. Lectures 
on historical subjects and their present-day developments should be streng
thened by open discussion in small groups. 

Current public health services 

It is essential that the post-graduate student should become thoroughly 
familiar with the services to which he intends to devote .his professional 
career. At first sight it might seem that instruction of this kind ought to be 
given solely by practice, on an apprenticeship system, in one or more health 
districts. It is true that the main purpose of this part of the course is to 
bring the student into close touch with the practical problems of routine 
public health administration. Nevertheless, it is important that certain 

2 STAMPAR, A. (1953) Post-graduate training in hygiene, preventive medicine and social medicine in Yugo
slavia (Unpublished working document EUR/PTPM/4); p. 2 
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subjects should be dealt with in the first instance through formal teaching 
and illustration in order to give the student a firm grasp of underlying 
principles. One of the dangers of early apprenticeship is that the student 
may take too local and narrow a view of his functions. 

It has been said that administration cannot be taught, that it is a gift 
-like musical talent-which must be improved by constant practice. No 
doubt the capacity for administration depends to a large extent on such 
qualities as character and tact, the ability to get on with people and to use 
authority with grace. Yet experience has shown that there is a world of 
difference between the qualified and the untrained administrator and that 
skilled administration is not merely a matter of practice but rather of the 
application of idea:s, of thought and skill in reasoning, and of a sense of 
perspective to problems new and old. 

A prime necessity for good administration is that the student should 
learn to view the services of his area against the background of the wider 
administration of region and state, and in its relationships with other 
countries. 

The world as background 

It is appropriate to broaden the student's concept of preventive medicine 
by brief comparative studies. The health problems of his own country, 
including administration, should be contrasted with those of other parts of 
the world. Modern transport has brought every area into close health 
relationship with the rest of the ,vorld, and the problems of one country are 
the problems of all. 

An understanding of the work of the World Health Organization is of 
fundamental importance. The student should be shown in what ways he can 
look to this international organization-through its regional offices, in some 
instances-for assistance in solving certain problems of his own area. He 
should be made aware of the epidemiological services of WHO, from which 
he may draw. information of value to him in his work and to which he 
may contribute by supplying accurate statistical data in notifying cases of 
diseases and registering deaths; He should be given instruction in the appli
cation of the Manual of the International Statistical Classification of Diseases, 
Injuries, and Causes of Death, and in the proper use of the International 
Form of Medical Certificate of Cause of Death, both of which must be 
understood and employed if vital and health statistics are to be inter
nationally comparable. 

Further, the student's attention should be drawn to the WHO publi
cations as a source of authoritative technical information on all aspects of 
public health: the Technical Report Series, in which the views of expert 
groups convened by the Organization appear; the Bulletin of the World 
Health Organization, which is devoted to scientific articles of lasting value 
and international significance; the Monograph Series, which consists of 
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individual books, on a wide variety of subjects, written by authors of repute; 
the Chronicle of the World Health Organization, which records what is done 
internationally in public health and brings to the knowledge of its reader 
details of the Organization's technical publications which may be of direct 
interest to him; and the annual reports of the. Director0 General, published 
in the Official Records of the World Health Organization. which "can be 
used to point out ... what medicine is doing and what it should be doing " 3 

in many respects. 

Environmental control 

A few simple illustrations of this essential subject will serve to show the 
status of the medical officer in practice and his approach to team-work. 

Water supply. This may be regarded as a subject eminently suitable 
for practical instruction, in the laboratory and in the field. The safety 
of the public supplies, chemically and bacteriologically, their purity and 
potability are capable of scientific demonstration, and the health officer 
must be made familiar with the techniques in general terms, but not in 
their detailed application. The selec:tion of sites for water supplies, and the 
construction of reservoirs and other works are of course engineering pro
jects; yet it is vital tliat the.health officer should be familiar with the prin
ciples of construction and, in general terms, with the technical problems 
that are met and overcome. He is a member of the health team. Over and 
above these matters there are problems of water supply which affect prima
rily the health physician, and on which he should be able to offer a wise; 
independent opinion to his authority. In the choosing of a site, for example, 
there are frequently purely health considerations which do not lie within 
the immediate purview of the engineer. Are any special risks to health 
involved in this particular site or method of construction, e.g., malaria, or 
contamination of some other source of supply ? Is the risk of frequent 
pollution of the supply considerable after the works have been completed ? 
Is the proposed supply adequate in quality and in quantity, having regard 
to the trend of the population and the occupations of the inhabitants ? 
Has due consideration been given to other areas in the neighbourhood 
whose need is perhaps even more urgent ? 

Housing and town planning. Another subject of obvious practical value 
is the planning of town and country .and the supervision of housing and 
avoidance of overcrowding. Here the team consists of a number of active 
members, including the architect, the health physician, the engineer, and 
the sanatarian. Joint training gives them a keen sense ofjointresponsibility. 
In some ways the theoretical aspect is the most important, because the 
;mccess or failure ofa scheme depends on an appreciation of comparative 

3 Proceedings of the First World Conference on Medical Education, London 1953, London, 1954, p. 796 
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values. It is only too easy to design an estate which is mechanically, so to 
speak, perfect and yet neglect the factor of human happiness. 

In this situation the physician is leader of the team, because the necessary 
interpretation is primarily medical and psychological. It is man in the 
environment and not the environment alone that matters. 

Law and administration 

The relationship between law and administration varies from state to 
state, and it would be impossible to lay down detailed rules of teaching. 
There is, however, a uniformity of view that two aspects of law should be 
taught systematically: first, the basis of law as it applies to all citizens, and 
secondly, the application of law to the specific field of public health. On 
the first point the concepts ofthe liberty of the subject and of equality before 
the law lie at the root of democratic· government; and on the· second, the 
function.ofthe law in the preservation of health and the protection of the 
citizen from harmful influences is essential to the good life. The health 
officer should learn the limits of his rights and liabilities and also be provided 
with sufficient background of legal knowledge to advise on the protection 
of the community without encroaching on the more strictly )egal respon
sibilities of his authority. 

In a similar way the functions of central and local authorities, the powers 
and duties of health officers, and many other subjects of the kind should 
be taught academically, before they can be really understood and acted upon 
in everyday practice. An appreciation of the scope of the preventive 
services, such as the health of the schoolchild, and the care and protection 
of persons under mental or physical handicap, have to be seen in the right 
perspective before administrative measures can be effectively carried out. 
This does not mean that teaching should be exclusively, or even mainly, 
in the form of lectures; seminars, group discussions, and class exercises are 
indispensable adjuncts to the lecture method. 

Special subjects 

In dealing with systematic instruction it is impossible to be all-inclusive. 
Each country, and every school within that country, has to adjust its own 
emphasis, because matters differ in their national and local significance. 
It is becoming more and more generally recognized, however, that two 
special services should come under the aegis of the health department, 
namely, mental health and occupational health. In some countries 
the teaching schools have been slow to appreciate the need for close inte
gration in mental and physical well-being. There is no line of demarcation 
between them, and the person is the same whether he is at work in 
a factory or at home in his family circle. Recent pioneer work in the 
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Netherlands, linking the psychiatric service with the broad aims of 
public health and occupational health, has been of outstanding value. 

Finally, students should receive a certain amount of systematic prepa
ration for their practical study of the personal· health services which have 
grown so rapidly during recent years in most countries. Much of tlie 
clinical work is very properly relegated to the specialists in the various 
branches of medicine, e.g., paediatrics and the care of the aged sick. But 
this recognition strengthens the case for retaining the health physician and 
for enlarging his sphere of influence in these personal health services. 
This applies not only to the administration of schemes for antenatal care, 
infant welfare, and school medicine; the aim should be to create a greater 
community of understanding of the scope and the essential unity of the 
services designed for the promotion of health and the development of 
sound educative influences. 

We have referred in this monograph to the "personal health service", 
and by that we mean the services for the people in an area which are ren
dered under the executive authority of the health officer. These include 
child health, mental health, occupational .heahh, and a large group of 
services of this kind. These are essentially services rendered by the health 
officer and therefore taught vocationally in the post-graduate course. In the 
first part of this monograph, on the other hand, a great deal of stress was 
laid on social medicine-the study of man in health and sickness in relation 
to his broad social environment. If this aspect of medicine is fully under
stood by the student in the undergraduate period, it is a much easier and 
more profitable task for the post-graduate teacher to deal with the personal 
health services. The foundations are already laid and the structure of 
post-graduate teaching all the more readily understood. 

As a matter of convenience we include occupational health among the 
special subjects, because in a number of areas it is dealt with in an institute 
built for the purpose. In our view, however, occupational health is an 
integral part of the public health and should be included in the general 
teaching programme. As we have indicated, the social aspects of occu
pation should be considered in the undergraduate curriculum; but occupa
tional health as a vocational subject is_ essentially post-graduate and closely 
linked with the personal health services. In so far as occupational health 
is a part of the personal health services, then it should be regarded as 
within the boundaries of a general qualification in public health; that is 
to say, the object of a school of public health, in co-operation. with its 
industrial institute or department, should be to make its health officers 
good general practitioners in occupational health. 

Over and above this general qualification to which we have attached 
the name occupational health, there is undoubtedly a speciality in occupa
tional medicine. In every industrial country medical meti with high 
clinical qualifications should be trained in toxicology and in the clinical 
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diagnosis and treatment of occupational disease. It is not invariably 
necessary to set aside a special hospital or even a ward in a general hospital 
for occupational diseases, although in many instances it may be convenient; 
but it is necessary to have a number of consultants with special qualifi.
cations and experience of occupational medicine. These consultants should 
serve both in a general clinical capacity for the purposes of treatment and 
in a special capacity as consultants in the prevention of occupational 
hazards. This speciality, however, belongs to clinical medicine, not public 
health. 

We must now return to vocational training in occupational health. 
For this purpose the post-graduate student in public health requires train
ing in a number of subjects which bear a close relationship to public health 
in general, and in others which are specific to occupations. In the former 
group are included occupational psychology and physiology and such 
matters of broad importance as the prevention of accidents. In the latter 
we include the more specific studies of personnel management, the orga
nization of the work of the industrial medical officer, and the prevention 
of general industrial hazards. We also include health education in industry 
and the promotion of good working conditions. On the clinical side are 
generally prescribed special courses in ophthalmology, dermatology and 
the emergency treatment of accidents. It will in most cases be found neces
sary for the medical officer who ,vishes to devote his attention more 
intensively to occupational health to obtain practical experience under 
supervision in a factory before undertaking an appointment in this field. 

As we have seen, there are many variations in emphasis in one country 
and another, in accordance with the background and structure of the central 
and local health services. In the Netherlands, for example, the strength 
of the voluntary movement in the health field has led to close co-operation 
between the State and the specially organized services for housing, maternal 
and child welfare, and the care ofthe tuberculous. Denmark has taken the 
lead in many social services, and its housing programme has held a special 
place in governmental activity. Yet from the point of view of health 
officers the developments have not been extensive; and there is no central 
body, such as a ministry of health, to co-ordinate all the health services. 
Again, the growth of teaching and practice in industrial health has been as 
large a feature of progress of the present generation in Finland as child 
health and the prevention of tuberculosis were a decade ago. The industrial 
health institute in Helsinki is a model worthy of the highest ideals in both 
teaching and research. The health institute in Stockholm has contributed 
in a most practical way to the industrial health activities, and Sweden has 
done pioneer work in housing design, from town planning on a large scale 
to the shape of a teaspoon. In the Scandinavian countries as a whole the 
tendency seems to be in the direction of developing both teaching and 
practice towards a fully integrated national health service. 



170 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

Teaching Methods for the Post-graduate Course 

In teaching it is necessary to experiment constantly with methods; and 
in post-graduate work this is part of the instructional programme for the 
benefit of students. They should be encouraged to study and evaluate 
teaching methods. The principal methods employed at the present time 
are the following: . · 

Lecture to the whole class 

· The lecture as a medium of teaching is mainly applied for the following 
purposes: 

(1) illustrations of material not found in textbooks, e.g., recently 
published statutes, regulations and memoranda, articles in the press, etc.; 

(2) systematic correlation of theoretical and practical work, e.g., with 
regard to housing, control of water supplies, etc.; 

(3) interpretation of difficult points of law and practice; 

(4) comparative studies from different countries illustrating principles 
of preventive medicine rather than their local applications. 

Practical work 

This consists of demonstrations in the laboratory for the chemistry of 
water and milk, for example, and visits specially organized by the depart
ment to institutions, industrial· plants, housing schemes, etc. The latter 
are an essential adjunct to the lecture and enable students to raise their 
problems individually and in small groups and to come to grips with the 
task of self-instruction. These visits are, in addition to the regular field 
studies, under the supervision of medical officers of health. 

Seminars 

In most institutes, the seminar consists of a group of a half a dozen to 
twenty students under the chairmanship of a member of· the department 
staff, sometimes in the presence of two or three visitors with special expe
rience. A topic for discussion is chosen, and two students are invited to 
open the subject with a prepared talk of 10 to 15 minutes. The chairman 
accepts the responsibility of encouraging contributions from as many 
students as possible and of bringing visitors into ·the. discussion. 

Seminar discussions may not throw . much light on public health 
problems, but they are often interesting, informative, and valuable as 
part of the general task of sharing knowledge among the students. They 
give the students an opportunity of seeing each other in an atmosphere of 
informal discussion and are often the starting-point of working partnerships 
between individuals. They also give the staff chairman an opportunity 
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of meeting the students away from the class-room, and this may well be 
the earliest contact between the staff and the student. 

Tutorial work 

This may be carried out by direct teaching or through the formation of 
small study groups. With post-graduate classes these have a special value; 
The study group consists of a small number of students, say six to ten, 
under the general guidance of a staff tutor. The groups engage in discussion 
under the guidance of a tutor, or in some practical project which carries 
them throughout the year. Examples of this method have been demonstrated 
in the schools at Athens, Madrid, and in the London School of Hygiene and 
Tropical Medicine, as well as in a number of schools in the United States 
of America and in Canada. The project chosen may take the form of 
surveys or studies of some public health matter of current interest, e.g., 
housing, water supply, or a social service. At the end of the session the 
study groupis given an opportunity to present its findings to the class as a 
whole in· any form it· chooses. 

Elective subjects 

The system of elective subjects has won widespread approval. It enables 
the student to follow a theme of his own choice and, at the same time, to 
undertake a limited specialization. From the point of view of a choice of 
career the value of the elective subject may be considerable. This applies 
perhaps especially to occupational health for those who wish to enter the 
industrial health service, to tropical hygiene for those who wish to go to 
overseas appointments, and statistics and epidemiology or environmental 
control for those who wish to follow the career of health officer in central 
or local government. 

Typical examples of elective subjects are occupational health, tropical 
hygiene, hospital administration, mental health, and child health. 

Seminars, tutorial groups, and elective subjects, which form a method of 
tutorial teaching, are replacing lectures and detailed laboratory work to an 
increasing extent. They have the advantage of bringing students and staff 
into closer contact with one another and are thus more intimate and more 
effective than the formal lecture. 

In a number of countries there is an additional requirement that each 
student shall prepare a dissertation on some subject of importance to
preventive medicine. The dissertation is presented to the examiners as 
part of the student's work for the year. The dissertation is not expected 
to be as full and detailed as a thesis. It is intended as a preliminary study 
of a subject in which the student has special interest or special knowledge. 
In practice, most of the students select subjects related to their own special 
experience. In some schools the dissertation takes the form of a survey 
report on a limited health area, an institution, or a health department. 
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Research 

Research is obviously an essential function of a public health institution 
or department teaching the fundamental sciences. It is an equally vital 
function of a department of public health, but its charac:ter is different. 
Health services and methods are constantly changing, and those who teach 
must maintain an active investigational contact with the problems involved 
by both the study of new services .and the frequent scrutiny of more
traditional methods. 

In some countries a great deal of field research has gone into the 
establishment of special districts for study. The object of concentrating 
investigation on one administrative area is to develop something equivalent 
to a laboratory in the field through contact with all the health services. This 
system of field investigation by the adoption of a special area of study was 
introduced effectively at the Johns Hopkins University School of Hygiene 
and Public Health, in Baltimore, and the scheme has been followed in 
Lisbon and in some universities of the United Kingdom. This type of 
field research must be distinguished from the field studies of students; the 
investigational area is designed for original work by members of the staff 
in order to enable them to take part in individual and group research. 

Advisory Functions 

A post-graduate school of public health, in addition to its teaching and 
research activities, has a duty to its students. In several European coun
tries, students come considerable distances to follow the courses. In such 
cases it is of great benefit for them to be interviewed personally by members 
of the staff, especially by a staff member who has been trained in psychology 
and personnel methods. These interviews are intended to serve as a 
welcome, especially to foreign students. It is possible to discover from 
them something of the experience brought by individuals to the course 
and of the special interests that they hope to develop through their year of 
study. Students' preferences in the matter of elective subjects and tutorial 
work are noted at the first interview, and efforts are made to find out any 
personal problems or difficulties. 

When, as at the School of Public Health in Zagreb, the school is able to 
provide residential accommodation within its walls for the post-graduate 
students, the physical, social, and academic advantages are great. 



Chapter 13 
TYPES OF 

PUBLIC HEALTH PRACTICE 

In chapter 15 of this monograph, a brief description is given of the 
organization of post-graduate training in public health in a number of 
European countries. In the present section we propose to examine the 
relationship of teaching to the types of actual practice, and to find and 
interpret any underlying principles that might affect the future. 

We have seen that the length of training required after qualification may 
well depend on the extent and quality of the undergraduate teaching. This 
in its turn is often related to the extent of public health practice required 
of the general physician. In some countries a long undergraduate course 
in general medicine and, in particular, a comprehensive curriculum in 
hygiene and preventive and social medicine have offered a reasonable basis 
for combined practice in family and community health. In such circum
stances it is not surprising that post-graduate teaching for the part-time 
health officer has been limited to a voluntary course of some two months. 
In other countries, post-graduate teaching has been limited in time and 
scope by different considerations. 

The constitution and traditions of each country are bound to have a 
great influence in determining the pattern of its public health practice. We 
have already referred to the interesting rural developments in Yugoslavia; 
and, in the highlands of Scotland and in parts of rural Norway, Sweden, 
and Finland, a type of combined service has been developed to meet the 
special problems of remote and scattered areas. 

In principle, the types of combined general and public health practice 
have much in common. Each physician is assigned a certain area and is 
paid to a greater or lesser extent for his service - for example, for 
his attendance on the poor and on certain members of the rural com
munity. In addition to this he is permitted to engage in private medical 
practice within his area, in some cases with a limitation of fees; and he 
undertakes the essential public health work under the supervision of more 
fully trained regional health officers or inspectors. This combination of 
State service with private practice has proved particularly effective where 
long and difficult distances have to be covered and where it is not possible 
to provide within easy reach any considerable range of specialities. The 
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doctors in these practices undertake many health duties, including the 
supervision of tuberculosis, maternal and child health, and the essential 
epidemiological work of the area. In some cases sanitary officers are 
responsible to them for environmental work; and they in turn · have a 
responsibility to the chief medical officer of the district or region. 

It has not, as a rule, been considered necessary for medical men under
taking this type of practice to have a complete training for a diploma or 
other post-graduate qualification in public health. To an increasing extent, 
however, short post-graduate courses are held, partly with the object of 
discussing problems common to these areas, and partly in order to 
strengthen knowledge of public health problems. 

This type of practice, at any rate - provided it is limited to more rural 
and scattered areas - in no way conflicts with the maintenance of a fully 
established public health service in the more populous parts of the same 
country or region. Indeed, a regional service with full-time officers and 
consultants at headquarters and close supervisory links with the part-time 
district officers is probably the ideal solution. 

When we come to populous areas · and industrial towns, the type of 
practice of public health changes sharply. There are two main reasons 
for this, as was pointed out by a number of teachers at the Goteborg con
ference: firstly, that the sheer bulk of health work required in such an area 
is enough to demand the services of a full-time team of skilled health workers 
headed by a qualified medical practitioner specially trained in public health 
and, secondly, that public health duties tend much more to come into 
conflict with private practice. The health officer and his staff in a populous 
area have not infrequently to adopt critical attitudes on such matters as 
housing, cleanliness and protection against infectious disease, and to 
threaten legal action against citizens. From time to time they have to make 
adverse reports on personal action or .environment, and it may be necessary 
for measures to be taken by legal officers for infringement of statutes or 
regulations. In these circumstances it is very difficult for the health officer 
to maintain the doctor-patient relationship and at the same time take 
administrative action which may demand the imposition of penalties. 

These considerations hold good a fortiori in a large city, with the 
additional requirement of a much larger health team for both administrative 
and consultant services, such as epidemiology. . 

To a considerable degree the type of health service determines the 
extent to which teaching provision must be made. In small countries it 
might be argued that the need for trained health officers could be met by 
sending suitable candidates to one or another of the large schools of public 
health in Great Britain or the United States of America. Up to a point 
this has much to be said for it; butthefonction of tlie international schools 
is not primarily to train health officers in their early post-graduate years, 
but rather to provide for senior officers with a considerable public health 
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experience in their own country an opportunity to study the principles and 
practice of public health of another area. The object of this is to increase 
their administrative knowledge and to enable them to undertake teaching 
functions in their own country. 

For recent graduates it seems that a better solution is to be found in 
joint proposals such as those put forward for the Scandinavian countries
the creation of a single institution for post-graduate teaching and research 
in preventive medicine. 

Even in small countries, the ideal of a national institute of hygiene ought 
not to be lightly set aside. This point was clearly expressed in the Welch
Rose Report, to which reference has already been made: 

The benefits to be expected from the establishment of such an institute as that pro
posed are notto be measured solely by the number of students trained within its walls. 
The institute can supply only a: relatively small number of those who desire to enter 
the public health service. The fat-reaching influence of the institute should be felt in 
the advancement of the science and the improvement of the practice of public health 
in establishing higher standards and better methods of professional education in this 
field ... in supplying teachers, and in co-operating with schools of a simpler character 
designed for briefer technical training ... 1 

It is not always realized that one of the essential purposes of an institute 
or school of public health is the advancement of science. Contributions to 
scientific knowledge in any country often shed a brilliant light on its own 
problems of health and well-being and at the same time add to the sum of 
human understanding. Side by side with a constant effort to improve the 
standard of teaching and practice, and to widen the scope of research, 
the contacts of an institute with all parts of the world and with an ever
broadening activity in the setting of its own pattern are the engines of pro
gress. Further, the institute acts as a central focus for teaching which goes 
far beyond the field of medicine. It is there that team-work is constituted 
through co-operation at the educational stage among all the forces in public 
health-including the nurse and the engineer. It is in the institute that the 
study of man in his environment becomes a reality and not merely an 
· abstract idea. 

There is an unmistakable tendency in a number of countries towards 
centralization by moving towards a full-time public health service with 
supervisory functions. In other words, the older pattern of a local, part
time service undertaken by general practitioners is being retained; but a 
kind of civil service is being superimposed. This consists of a corps of 
highly trained, full-time officers serving a central department, and some
times regional departments as well. The function of these officers is usually 
both supervisory and executive. They help to co-ordinate public health on 
a national and a regional basis; and at the same time they are ready to take 

1 WELCH, \V. H. & RosE, W. (1915) The institute of hygiene (Unpublished report presented to the General 
Education Board, 27 May 1915, and to the Rockefeller Foundation, 12 January 1916) 
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action as leaders in an emergency and to advise as required on the imple
mentation of national policy. In some instances the distribution of grants 
from the national exchequer is guided by their reports. At the extreme 
end of this range lies a full-time national health service which offers the 
doubtful advantage of uniformity. Its supreme disadvantage is that it 
diminishes local spirit. 

Probably the most satisfactory type of service in most areas is one which 
combines the benefits of central guidance and supervision with the careful 
preservation and stimulation of local interest. In the second report of the 
WHO Expert Committee on Public Health Administration 2 reference is 
made to the outstanding value of the active participation in local areas of 
the people benefiting from the health service. There is an ever-recurring 
danger that the expert may lose patience with the slow movement of local 
government and forget that his greatest ally is the citizen who acts with 
understanding and not just because he is told to do something. 

In analysing present-day public health practice in Europe one cannot 
avoid being struck by the fact that the considerable changes which have 
occurred in the last decade or so have not been fully represented in teaching, 
at least in a number of schools. There is a time-lag between the demands 
of day-to-day practice and its realization in teaching methods; and the 
school is often reluctant to change its subject-matter until long after its 
application to the world of affairs is obsolete. In this context we are not 
dealing merely with the scientific techniques, to which reference has been 
made already. We are regarding advances in. social relationships associated, 
for example, with improvements in communications, housing and town 
planning, the formation of neighbourhoods, the care of the aged, and the 
numerous extensions of the concept of welfare. It is of the utmost impor
tance that the health officer should be able to interpret these social changes 
to the people and their representatives. He does not acquire the necessary 
knowledge or understand its significance without training and practical 
demonstration. 

In both town and country at the present time the medical officer of 
health must learn to become an epidemiologist in a deeper sense than has 
been hitherto understood. We have seen how the modern concept of 
epidemiology covers the detection, study, and the provision of services for 
dealing with any sickness which threatens or falls upon the people, whether 
it is regarded as infectious or not .. The health officer has also a clear duty, 
by virtue of his appointment, to prevent sickness of body or mind by pro
moting the social and environmental conditions-so far as is humanly 
possible-that will help to attain that object. In . this respect the health 
officer is an administrator rather than a clinician or medical scientist. 
His duty is to secure the public safety and well-being-to recognize a hazard 

2 Wld Hlth Org. techn. Rep. Ser., 1954, 83, 17, 37, 43 
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:rather than to diagnose a disease, unless it.be one of the body politic: IIe 
· must kriow how andwhere to get help from social and other welfare agencies 
as well as from laboratory and hospital. . . ·. . · · .· 

The relegation of the laboratory sciences to specialists has doubtiess left 
a gap in the teaching programme of some institutes of preventive medicine; 
but there has been no vacuum in the responsibilities of the practising health 
officer and his department. Long before the sciences had received recog
nition in their own right, a significant alteration had taken place in the 
practice of public health; and it spread rapidly through Europe. 

The new social developments had been appreciated fully by the great 
leader in public health, Dr W. H. Welch, of the Johns Hopkins University 
School of Medicine, as early as 1916. This is a point of special interest, 
because Welch himself had been trainedin the German institutes of basic 
science and had. carried the teaching of these d_isciplines to. the United 
States: .·. In: opening the new post-graduate schooUn Blllti01oxe, he said, 
" I am tryi:rrgto stress the humanistic aspect of medicirre because in the past 
the wlfole emphasis was, in my case, and Lthink the times demanded that. 
emphasis, upon the purely scientific side." 3 These words express in terms 
of teacliinf methods a fat-sighted understanding of the need for foUowing 
dose Oh the heels of practice, in the community as well as. within the walls . 
of the institute. 

Let us take a simple, practical example to show the nature and· extent 
of the social change. The health officer of the nineteenth century was 
obliged to devote his skill largely to housing and environmental sanitation, 
but dudng the last quarter of that century a conspicuous reformation took 
place in the sphere of social investigation, w-hich became much more exact 
and scientific .. The early reports on these inquiries were so grave as to stir 
the public conscience, and voluntary societies began to form with the object 
of pressing for legislation to deal with the more personal causes of sickness. 
One of the first of these to. be attacked was the high death rate among 
mothers and infants. Jt was obvious that a large number of the infant 
deaths were due to JauJty and often filthy production and. distribution of 
milk; aria fo gross ignorance among nfotl:iers of how to feed and care for 
babies. Jn the begi11ni11g 9fthe present century, the. spearhead ofthe public. 
h.ealth attack was• directed towards elementary teaching ofthe mothers and . 

· the protection of milk and other foods intended for children. In· addition, 
· great efforts were made by legislation and instruction to raise the standard 

of midwifery and to protect mothers against the infections of childbirth. 
A few years later it was found that a high proportion of children enter~ 

ing school were not able to receive the full benefit of their education 
largely on account of physical defects and disabilities which could have 

3 WELCH, W. H. (1916) Inaugural address to the new Johru Hopkins School of Public Health, 
Baltimore 
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been remedied at an earlier period, or even prevented altogether. The care 
of children thus extended to the school-life of the child and, at a much later 
date, to the pre-school period. In all this development of preventive and 
educational work the health officer and his staff-and especially the public 
health nurse-were in the forefront of activity. Here lay the supreme 
opportunities for the practice of preventive. medicine in the field. The 
environment retained its importance; but a new, intense value was given, 
in that environment, to the family and its members. 

In a similar manner, the great campaign against tuberculosis was started, 
under the powerful leadership of Koch, at the close of the nineteenth 
century. Although its progress was delayed by certain misunderstandings 
among the experts, and in some countries by the sluggish development of 
legislative powers, the fight against tuberculosis was a triumph for the 
public health service. So it fell out with many other social causes of 
sickness and defect, to which one need not refer in detail. The main point 
is that, in the past fifty years or so, the practice of preventive medicine 
has been extending into the field of personal health to a degree undreamt 
of in an earlier generation. In recent times it has also penetrated far into 
the hospital services, with challenging epidemiological and statistical inqui
ries; and it has brought into the open air the closeted problems of the care 
of the aged. 

In the post-graduate teaching schools the personal health services were 
late in receiving recognition; in many instances they were ignored as teach
ing material or obtained at best a grudging reference under the heading 
of "practical work". In many European countries a few perfunctory 
visits to a school, an infant welfare centre, or an institution for mental 
defectives were not long ago accepted as a sufficient contribution to practice. 
But they were not so. They failed to give a broad view of the personal 
health services. as they present themselves throughout Europe today. 



Chapter 14 
TEACHING AND PRACTICE 

OF PUBLIC HEALTH IN THE FUTURE 

Team-Work in Public Heath 

It ought to be universally recognized by now that public health is a 
speciality in its own right. To the practice of this branch of medicine a 
number of professional men and · women, with varying backgrounds of 
training, make their contribution to the work of a team. The members 
of the public health team in any area include specially trained physicians, 
engineers, nurses, sanitarians (health inspectors), health educators, and 
others. 

This type of organization is not new. In fact, team-work involving the 
co-ordination of different kinds of skill dedicated to a single service is one 
of the striking characteristics of professional life today. In the practice 
of medicine there are many well-recognized examples. Modern surgery 
has now become a service in which a number of trained workers integrate 
their contributions on behalf of the patient-surgeon, anaesthetist, surgical 
nurse, radiologist, and physiotherapist. So it is with the mental health 
services, such as child guidance. The team principle now applies to many 
other fields of human activities. David Lilienthal, in his study of the creation 
and organization of the Tennessee Valley Authority (TVA), says: 

The unification of the various technical skills was a central part of our task in the 
TV A, as indeed it is a central problem in modem life. The skills are not self-co-ordinat
ing. In the selection of TVA's technical staff the importance of the expert's need for 
a broad view was seen. The breadth of the TVA's undertaking itself made. it imperative 
that we seek out the kind of experts who preferred to work as a part of a unified program. 
But even at best it is not easy for each specialist to appraise the relative importance of 
his own task as part of the whole picture, or its importance as compared with the tasks 
in some other technical branch. In fact, the desperate part of the problem, as many 
people have observed, is the realization of how rarely these different groups of specialists 
seem to care about anything beyond their own specialties. 

This is not to say that specialists are narrow human beings. It is understandable that 
concentration and preoccupation with a particular phase of a problem breeds impatience 
with anything not directly in the line of vision. The more conscientious and excited 
the specialist is about soil chemistry, metallurgy, fish and wild life, or statistical methods, 
the more likely is he to see all else as an adjunct.1 

1 LIUENTHAL, D. E. (1944) TVA., New York, p. 66 
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There has been, in the past half century, a growing tendency to split up 
medicine into specialities, with the result that it lias become increasingly 
difficult for the physician to see marr as a whole and to realize that his func
tions, mental, .· physical, and .. ewotional, .are . \\'oven together. Jn . some 

.. countries. this profess of ·specialization in the practice of medicine has gone. · 
SQ far that children ate -considered apart froi:n therr parents; and. there fa -
no true family physician. ••• In European countries. tl:ie family physician still··•· 
has his place~ britthemer~fact thathis positfonisbei11g frequently deferidecl 
suggests that he is fal:-from. secure: .. > - i . >' . - ·.. . . --. 

-The position in public health today 1s in some ways parallet Just as the 
.. doctor in general practice should be an adviser on health and sickness to the 
-• family as a whole, so the health officer should be a general adviser on health 

to the community. Since the health services came into existence he has 
been the recognized leader of a team of workers responsible to governmental 
authorities, both central and local, for the health of the people. Of recent 

. years, however, there ha.ve been sighs of a desire on the part of some 
members of this team to detach themsdves and go their own way. Some
times veterinary<officers, sanitarians; and others hav~felt that their subject 
was so important that it ought fo receive froiri their authorities independent 
recognition,yetitwas never: more vitalth:anit-is<today to maintain the -
team spiiitjn pul:>lic health. • The ouilding bf<separate sub-departmehts, 

- each -with it$ own head, is fraughfwith danger. -The integtation C>f • the 
· ·. service~ fileans as much io the he:a,lth and welfare of the people . as the• 

contributions<of the individual professfonal members. -. • . · .. -
The medical officer of health should not be regarded as a speciaffst 

himself, inthesense"that he is either an adininistrafor,•or.anepidemiologist; . 
. or that he undeffakes some othei relatively riartow · functi6n; Inso far -as •-

--·•• he-i_s aspecialiitin training and. expirienterliis realm is.preventive medicine 
> as a whole, and above all the protecti.on ofthe health ofthe people through 
- health education ~nd the practice of epidemiology in its broadest sense. __ · 

The essence of his work is to organize preventive medicine; and for this -
purpose he must be the leader of his team as well as adviser to his 
government authority. . _ _ - .·. 

Unless the control of a health.programineis in the hands ofa physician 
as the general administrator, itis bound to fack unity in both purpose and · 
action; and the health officer himself wt:11 lose much botli in experience and 

- in the capacity to ·plan effectively . and· to- assess results; The physieia11 
- alone ~an relate the value of a.ny particular pllase or development of a -

health programme to his authority's services asa whole, .and it is he who 
- can de~fae new measures. to . meet anticipated health needs and redirect 
. public efforts as cond.itfons Change: Thos~ who are not n1ed.fcally trained .·· 
may be most valuable members of the team beca.iise of their knowledge of 

-organization and ·. niethods, engineering, or nursing services; as_· the ca.se 
may be; but they have not had the same opportunities to evaluate a 
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programme as a whole or to forecast the changing needs ofthepeople. In 
other words, unless the doctor is in charge of the health department-'-subject 
of course to political decisions and allocations of funds-he cannot hope 
to design effectively. Nor would he have sufficient standing as an 
epidemiologist or as an officer to secure co-operation from his medical 
colleagues and the public. The work of a department, or of several 
departments, in which the medical officer of health, the industrial health 
officer, the heaith inspector, the engineer and the public-health nurse are 
all doing their jobs independently has no cohesion at all. The team method 
is now generally regarded as the foundation of success in the health service 
both in European countries and elsewhere; but even the smallestteam must 
have a leader. -

- -

Another disquieting feature about public health_ work in recent -years 
has been an assumption that for practical purposes it is possible to separate 
man from his environment: Ryle; in discussing the future in. Changing 
disciplines, pointed out that the science of medicine, like the practice of 
medicine, evolved along individualist lines. He said, significantly~ 

Whatever the several countries may do with regard to the modification of their 
systems of practice and of service, it seems to me that the scientific side of health and 
disease in man-the most complex of social animals-must henceforward concern itself 
to an ever-increasing degree with the interactions and correlations of disease and health 
with changing social circumstances. Socially, industrially, politically, we are creating 
a new age. With it, inevitably, we alter the whole character and distribution of diseases 
and set ourselves new problems for solution in the fields of medical science, practice, 
and administration. 1 

Socially, industrially, and politically, we are indeed creating a new age; 
and it is a matter of urgency that v.re should see the teaching and practice of 
public health against the background of social change. The health of the 
mother, the child, the industrial worker, and the retired worker are all 
suctessive phases in• the same problem. It is the function -of the public 
health se.rvice to have regard for the community as a whole, at home and at 
work",- ill the time_ sequence of the entire journey through life. 

_ Moreover, as Forssman & Malan have Pointed -out, the worker's day 
has 24 hours~ and " he is not just the man who checks in and out at the 
factory entrance but a member of the community whose personal health 
is closely related to the health of the population ". 3 It is thus evident that 
occupational health is an aspect of public health which must follow the 
worker not only during his eight hours in industry, but also for the whole 
24 hours of the day. This means that the benefits of health services should 
not be confined only to the working hours of the individual, but should be 
extended also to his home life. A dissociation into separate services of 

i RYLE, J. A. (1948) Changing discip/in.,, London, p. 19 
• FoRSSMAN, S. & MALAN, R. (1952) Information on occupational Ma/th in wme European coU11tries 

(Unpublished working document MH/110.52), p, 3 
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health for the worker at home and in his occupation can only lead to 
confusion, overlapping of personnel, and waste of money and effort. 

Combined Training 

In admitting the value of the team method in the practice of public 
health, we do not accept as a necessary deduction that the teaching of all 
members of the team should be combined. Nevertheless, experiment has 
shown that combined teaching in certain fields of study is of great value in 
itself and should be an encouragement to subsequent co-operation. In 
Europe, the schools of public health have generally begun their careers by 
offering post-graduate courses to physicians alone; but a number of them 
have later expanded their teaching to include public health engineers, 
statisticians, health educators, hospital administrators and, in some cases, 
public health nurses. One or two schools have also provided comprehensive 
courses for sanitarians. 

There are arguments in favour of training all categories of public health 
workers in the same institution, and this is the extreme expression of the 
idea of team-work. We have already observed that a public health pro
gramme can best be carried out by a group, and this naturally raises ques
tions of how .the .members of the group can best be taught to work together. 
Part of the answer is clear enough. It is evident that members of the 
group have entirely different backgrounds of education and basic training: 
one is primarily an engineer, another a· nurse, and a third trained in 
educational methods. If they were all trained together throughout the 
whole of their post-graduate course, it is obvious that the student with a 
background of medicine would be wasting his time while certain aspects of 
bacteriology were being taught to nurses, and would be totally out of his 
depth while qualified engineers were taught the techniques of construction. 
In such matters each teaching school must follow its own bent and recognize 
its own limitations, but the principle is clear: since the preliminary qualifica
tions and professional needs of the several members of the groups vary, 
there must necessarily be many differences in the kind of subject offered to 
each and in the intricacy of its presentation. It follows that we must draw 
some line of demarcation between basic training and the selection of 
appropriate. subjects at the post-graduate level. It is highly undesirable 
that a single school should undertake the whole of the basic training even 
within its own sphere, that is, preventive and social medicine; but it is of 
the greatest importance that students with one kind of basic training, such 
as engineering or nursing, should attend an institute of hygiene for part 
of their post-graduate course, where instruction and demonstration deal 
with matters of interest to all health workers. Probably the best method 
of meeting this situation is the introduction, in the post-graduate course 
in public health, of elective subjects. 
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We have already set out in detail the subjects fundamental to a public 
health course for the physician. A number of these subjects, with certain 
modifications, are appropriate for the post-graduate teaching of engineers, 
nurses, and sanitarians. These can be dealt with either by a modified course 
or by the attendance of these students at a selected number of lectures. 
There is a great deal to be said in favour of elective courses to supplement 
the fundamental group. By this means short courses taken at the choice of 
the student, with the approval of the dean or director of the school, can be 
organized to provide instruction designed for team-work. Elective subjects 
in post-graduate teaching have been introduced into many schools and are 
now a recognized feature of these courses. The only risk attached to the 
system is that the course in public health may lack cohesion unless these 
subjects are carefully grouped together and adapted to the main study 
programme of each student. A. series of disconnected elective courses is 
a disruptive influence on organized study and a discouragement to 
subsequent co-operation. 

To sum up: It would be quite impracticable for any school of hygiene 
to take over responsibility for the entire course of training for public health 
engineers or nurses. On the other hand, it is of great value to them and 
to the future co-operation of the team that specialized training and practical 
work for public health personnel should be co-ordinated so that they will 
learn to understand one another's problems. This means, in effect, that 
in an academic institution the school of hygiene should co-operate with 
other institutes (engineering, nursing, etc.) and provide some part of the 
joint training which will ultimately weld the health workers into a team 
whose members understand one another's difficulties and appreciate the 
value of their co-operation. 

Lilienthal gave an excellent illustration of this point. He showed how, 
when the TV A had decided to impound water by building a dam for hydro
electric works, there was an immediate conflict of experts. The agricul
turists urged that no marginal land should be taken, so as to reserve as 
much as possible for crops. The expert on amenities, on the other hand, 
put forward a strong plea for the purchase of a wide protective strip along 
the shore-line to be preserved for its scenic beauty and for recreation. A 
different opinion came forward from the physicians interested in malaria 
control, who wished to introduce special measures for limiting the breeding 
of mosquitos. In their own spheres, the directors of electric power, the 
financiers, the engineers concerned with navigation, and many others had 
conflicting views to put forward. Lilienthal sums up the situation as 
follows: 

It was apparent to us, in the case I have described, that, at first look, at least one 
or more of the interests were in conflict. Differences of this kind could not be intelli
gently settled merely by compromise between the various technicians' views, a variation 
of the trader's "splitting the difference". But they had to be settled; a decision had 
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to be made; Relative dollar cost was only one factor to be considered. The final 
question was always this: looking auhe situation as a wholei and not merely at the 
professional or technical standards of any one .of several of the specialized interests, what · 
course of action would yield the best results as Judged by the common purpose; the goal 
of the whole undertaking-the weU~being i::>fthe people of the region ? The TVA experts . 
and the Board of Directors on these occasions came together to learn from one another 

· and 111erge the various special judgments into decisions of broad public purpose, . The 
decisions made in many such reservoir cases are certainly not beyond qilesti6n for their 
wisdom>but this atleastis dear: they are products of a new kind of thinking. The 
problem was studted as a single problem;' . . . 

· ·. Co-ordination of Teaching within an Institute 

We now come to the question of co-ordination of teaching within the 
• post-graduate school. If the training course for a diploma or other qualifica
tion in public health is to bring together so many men and women of different 
backgrounds, it is vitaUhat its teaching services should be co-ordinated. 

· A curriculum is not just a: series of unrelated subjects; it is an educational 
plan, a structure which must hold together and withstand strains from 
without and within. The edllca,tionalinstitution should definejts goals 
and·analysethe public health: problem.s fofthesolution of which it has to 
provide teaching. Through this analysis it sh.ould determine the kinds ()f 

· professional workers for whom it •• can provide instruction, either on a 
whole-time basis or for selected periods; it should be able to define their 
duties and so· determine the knowledge and practical experience thatthey .· 
must have in order to perfonn thesetasks~ . . .• . .·. ..· • .· · ·• 

It is obvious thatthere must be certain minimum standards which would 
be applicable to any school of public health, iri Europe or elsewhere. There 
are other standards whieh should make a: creditable minimum of post
graduate instruction in. individual countries, but there is no sense in estab
lishing a European curriculum in which each country is expected to copy 
religiously its neighbour's programme. Each country must in fact reflect 
the special conditions of the society which it serves. The programme must 
be realistic, not laying too much stress on the . basic. sciences and yet not 
falling into the weakness of dealing with vocational aspects alone. There 
is a philosophy of public health teaching which any school will neglect at 
its peril. .· · · 

. As regards internaLco~oidination, Troupin makes this commentary; 
- - - - -

. One of the problems in edu~~tinnal institutions is the establishment of relationships 
among the several subjects taught, and their comt>inatfori into a· purposeful whole. Tne 
organization of a school of public health into departments of instruction, while it brings· 
with it the benefits attrioutable to specialization and its more advanced knowledge 
in each field, raises the dangerofcompartmentalization. If not recognized and prevented 
through co0ordinative efforts, the student is likely to acquire his training in unrelated 

• LILIBNTHAL, op. cit., p. 69 
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. pieces. In other words, the Dean and his faculty must be responsible for correlating · 
·the. several subjects into a unified curriculum. · 

Often, too, certain subject-matter is presented by two or more departments, though 
with. different emphasis. It is necessary to provide adequate channels of communication 
so that unintentional duplications or gaps may be avoided. This should result in a 
wiser use of the hours available for classroom instruction, laboratory work, and field 
visiting. 5 

Teaching Schools and Extra-mural Senices 

Some schools and institutes of public health devote many of their 
activities to rendering external services of. great importance, such as the 
preparation and standardization of sera and vaccines, the analysis of 
chemicals, arid the assay of drugs or biological preparations. There is a 
danger that such services; valuable as they are to the community, may 
overwhelm the more fundamental functions of a school, namely, teaching 
and research .. · .It is doubtful whether ariy school of public health, attached 
as it should be to a university, ought to undertake services· of this kind, 
whether for payment or as part of the State organization. There is every 
reason to urge co-operation between the university and the State services; 
but it is in general unwise to have them under the same management. 
The teaching and research should be primarily a university function. The 
public services such as standardization and preparation of protective 
substances on a large scale (including, of course, the appropriate research 
activities) should preferably be the function of a government department. 

Welfare of Post-graduate Students 

It is sometimes forgotten that the course of instruction, senior and 
vocational though it be, is designed for students-that is, men and women 
of varying backgrounds of experience, belief, emotion, home situation, 
and general outlook on life. One cannot lay too much stress on the claims 
and the needs of students at any level ofinstruction from the point of view 
of their welfare and, in this immediatejssue, the fairness arid balance of 
theircurriculum. lii many schools in Europe the post-graduate curriculum 
in public health has a baneful likeness to the undergraduate course in being 
overcrowded with detail, badly integrated through lack of co-ordination 
between departments, and unshapely in its proportions. It is not enough 
to meet these difficulties simply by a reduction in the quantity of facts 
poured into the student from all sides without reference to his health, 
welfare, recreational and other needs. 

It is our duty, in a planned curriculum, to show how and when the 
mature student has time for his home and family life, for rest and recreation, 

o TROUPIN, J. L. (1952) Report of a survey of the Institute of Hygi,ne, Lahore, and the field training area, 
Pattoki, Pakistan (Unpublished workin11 document MH/AS/203/52), pp. 10-11 
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for reading and writing, and, above all, for thinking. It would be nonsense 
to expect a rigorous timetable, especially when much of the work consists 
of outside visits to institutions, health departments, etc.; but the onus of 
showing space in a curriculum for other things rests upon teachers who 
propose a timetable of lectures and practical exercises. Yet it is pathetic 
to see how many schools demand from their candidates the very qualities 
which they are industriously stifling by an overcrowded curriculum~the 
qualities which raise a vocational course to university status. We must 
show, for example, when the students have time for reading in the library. 
At present most of them have very little time to spare; even their evenings 
are cluttered with revisions and preparation of dissertations. The educa
tional value of leisure does not seem to be sufficiently appreciated. 

Discussion on matters of general interest, thinking and talking about 
politics and plays, writing for the fun of it, making music and enjoying it 
-these and numberless other free activities are the best ingredients to 
make post-graduate instruction digestible. 
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Chapter 15 
OBSERVATIONS ON CURRICULA 

IN INDIVIDUAL COUNTRIES. 

The study of post-graduate training in Europe for health officers who 
ate medically qualified would be incomplete, and indeed misleading, 
without a brief reference to actual teaching methods and practice today. 
It is not atways p6ssfble; however, lo make direct comparisons of teaching 
cqurse~ and methods between ol'ie country. and another: their traditions, 
social con.ditfons, and: environment vary so gre;rtly~ Some points of 
differentiation deserve specialiilention: . . . . .. 

L The content of undergraduate education differs considerabl)' itUhe 
. amount of timedevoted to preventive and social medicine. It is necessary 
to discover~ for example, whether in a particular school the undergraduates 
are given detailed instruction at the bench in such subjects as bacteriology 
and parasitology. If so, then the post-graduate course must concentrate 
on the practical applications. A greater difficulty arises if the medical 
student is taught little about the social aspects of man in his environment; 
in that case the post-graduate school must try to make good the deficiency 
before proceeding to develop its curriculum in public health. It was for 
this reason that in England a preliminary course (see page 228) had to be 
introduced into the syllabus for the diploma in public health. 

2. . The scope of the undergraduate course depends to a considerable 
extent oh historical circumstances. In one country, for example, an 
industrial revolution may have occurred at . an early phase in social 
Qevelopmei}t, causing triU:c;li>dafu~ge:in respect of bad housing and lack of 
enviroiunental sanitation. :The harm was dorie before the evolution of 
effectfre legislative control{ Tlr6\practice of public health thus became, 

••. in co11siderabie measure)a salvage>O:peratfon requiring technfques differing. 
raclically from the promotion of health in a country· which had. developed . 

· .· measures of control in time to avert the more serious health and social 
problems of industrialization. 

3. · In countries which had achieved a high standard of living or acquired 
an effective code of sanitary laws much positive harm was avoided, and there 
was for the time being less need for a fully developed public-health service. 
In such circumstances the health officers, even when serving on a full-time 

- 189 -
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basis, were given comparatively short periods of training because the scope 
of their work was less. This applied, for example, to Denmark and 
Sweden. 

4. In some countries, again, a relatively simple economy and the 
absence of dense industrial aggregation made it possible to create and 
maintain a health service on uncomplicated lines. The problems were 
fewer and more straightforward, and there seemed less need for offering 
a long and elaborate curriculum, or indeed for providing a full-time 
public health service. Switzerland may fairly be regarded as a case in point. 

We are now in a position to make a comparative examination of curricula 
and to see where the similarities and the differences lie. As we have seen, 
the content of undergraduate education varies a great deal between one 
country and another, and post-graduate teaching must be adjusted 
accordingly. If this were a matter of a simple equation, the post-graduate 
course would offer few difficulties; but we have already indicated in the 
second part and emphasized in the third part of this study our view that 
there is a fundamental difference in quality and therefore in content between 
undergraduate and post-graduate teaching. Examination of the subject 
matter of a post-graduate curriculum in public health ought to reveal that 
the students are offered courses, in addition to the . basic public health 
subjects, which are best suited to the roles they expect to play in their 
professional careers. As post-graduates they are presumably men and 
women of some experience and should have an opportunity, within limits, 
for choice. For this reason we must proceed now upwards from the 
fundamental sciences, which we have already considered, and study the 
main structure of a curriculum which offers some variety of election. In 
this context, to recapitulate briefly, certain subjects may be described as 
universal-that is, they are essential in any country. The only modification 
required from area to area and from one school to another is in the use of 
local background illustration. For our present purpose, the universal post
graduate subjects are: statistics; epidemiology applied to the mass aspects of 
disease; environmental hygiene; and applied physiology, including nutrition. 

The next group of subjects comes also within the universal category, 
but in their application they require substantial modification in detail 
against the background and traditions of the countries offering the training. 
These subjects include, as applied to public health, administration and 
practice, law, the study of man in his environment-that is, the technique 
and organization of the medico-social services. Under this last sub
heading one would include as essential subjects maternal and child health, 
mental health, occupational hygiene, health education, and the study of 
preventable disease and accidents. 

In the next group we may include public health techniques many of 
which are applicable only in certain areas, for example, vaccination and 
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immunization, antimalarial control measures; and specific protection against 
certain epidemic diseases. · 

Finally, the subjects which offer the greatest scope for election include 
occupational health, tropical hygiene, the co-ordination of psychiatry and 
public health, government organization, both central and local, and certain 
other subjects specially associated with the traditional and industrial back
ground of the country concerned, such as the intimate problems of the 
child in very cold and very hot climates. 

When we come to consider existing curricula against the simple back
ground given above, the immediate impression is of a bewildering variety 
of subjects. It is difficult to believe that the teaching for a diploma in 
public health must involve an elaborate study of detailed bacteriology and 
serology and an intimate knowledge of sanitary engineering and bio
chemistry. In one school, for example, students who are to become health 
officers in towns and country districts are obliged to study at the bench the 
minutiae of good analysis, including the determination of quantities of 
carbohydrates, fats, and nitrogen compounds. 

The first question which must be asked and answered is essentially 
vocational: What is the health officer expected to do when he receives his 
diploma ? Training for a comparatively short course of this kind-lasting 
for at most a year-must bear a really close and objective relation to the 
needs of practice. Most health officers, though not all, are dealing with the 
problems of simple people. It is true that these people may suffer from 
malnutrition or tropical diseases, or infections which require for their 
diagnosis a highly specialized knowledge of bacteriology; but the primary 
function of the health officer is not to do these things himself but to 
know when and how to get specialist advice. We know, of course, that in 
a considerable number of countries health officers may have to serve remote 
areas, but constantly improving communications, especially by air and 
radio, make it feasible to obtain help and guidance from central labora
tories, etc., far more accurately and in a much shorter time than by trying 
to do elaborate investigations on the spot. The needs of the people are 
for the simpler things of community and family life: general health educa
tion and instruction about specific local hazards, the care of mothers and 
babies and of young children, the organization of a service which will bring 
together prevention and home care and, where necessary, make the hospital 
accessible to the sick. This does not require profound instruction in 
laboratory or field techniques but an understanding of communities, 
families, and individuals. 

Reviewing post-graduate teaching needs in Sweden, for example, the 
late Professor Gunnar Fischer set out the objectives of a post-graduate 
curriculum as following a two-fold aim: 

(1) to equip health officers for the actual practice of public health; 
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(2) to providethem with enough scientific background and historical 
and social insighUo give them what might be described as a philosophy of 
preventive medicine; ••• •••· · ·.· ••· · . . ·.. • ·. · •• . .· . . . · ·. . 

This is to help J)iem to anticipate. trends in public health as well as to 
deal with existing prol>lerns;. to enable them to Jake the 1:nitiative in health.· . 
. matters; and tQ equip. them fo act as leaders of a health team and take 

.. responsibility for its w]iole. orga.nizati611 .. The syllabus must stimulate the, 
.·· students tcf study \vorldliter_attmi.of public health and,where feasible, to 
. 3:clapt new krt:owleclg~ • a11d advances• in practice to the particular needs of 
their OWtl country~ . . .· . .· •.. ·.. ·.· ·. .· .· . ·.. . . · .. ·· •·. · .. ·.· ·.. ... . 

Itis of interest to note the changes which have taken place in the time 
devoted to various subjectsin post-graduate teaching. From this point of 
view, the relevant portion of a prescribed syllabus of 1932 may be compared · 
with one of 1952 in the same institute of public health. 

Bacteriology . . ... 
Medical zoology, etc. 

· · ·. . Chemistry . . : , . 
A,pplied physiology . 

. · :Appliecl psychologf {general• co1frse) 
Medical. statistics and epidemiology .. 

Hours 
1932 

118 
50 · 

102 ·.·. 

.. >}2 
. 8 .•.. • 

. .. 60 

1952 

42 
24 
7 

44 
20 
so·· 

. A comparison of ~his·kindis not of much vafohn relatiolltoabsolute 
: hours ofsfudy; but it is. of in forest in showing tlie trends ofteachir1g and . 

. _ tfie red.uctio11 in thf time devoted to the ba~ic subjects. > Oiltfie syllabus< . 
shown above, the ·tirne devotecLt~ tlie applied sciences, physiology and .. · 
.psychology, ha~ beeh greatly H1cr-easecl; even more of ari.iricreasehas been 

·. noted.with regard tci what.might be called.the "·personal• hea1th·subjects ". 
•· This is difficult to demotistra:te · by figures>b6cause most oL the increase is · 
· ~epresented by seminart. stu<ly groups, and. electiye subjects, which cannot 

.be.defineclinexictliours of work.• It has bee:0: estimated,.however, that in 
this syllabus the amount bfteaGhirig on personal health has been multi
plied three times. In addition, a new feature of the course is the introduc~ 
tion of the social sciences, inchiding anthropology and comparative studies 
of health and social welfare. ·••·· · ·... ···••. · · . ·· . 

The essential need of post-graduate teaching in public health is always 
to achieve the right balance between the sciences which are fundamental 

. toits practice and the socialand peisohalliealth Services wllich have become·• 
such a prominent feature of social chingein tlie presifofc~ntU:ry; .· · .. 
. . . The summaries which follow relate toihe i9 co'.mitriei of the western 

.· European regioh with a C()ll1bine~f population of some 327 millions with 
·. 129 undergraduate medical schools--ji:e.~ on an average, orie school for • 
> every 2.5 million inhabifants .. The statistics quoted in the;subjoined table. 

afford a geneialitrdication of the widernngeof conditions arid population 
size• in . the· area: 
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TABLE I. VITAL STATISTICS FOR THE COUNTRIES OF WESTERN EUROPE, 1953 

Austria 
Belgium 
Denmark 
Finland 

Country 

I 
I Population 
' (in I thousands) 

6 959 
8 778 
4369 
4141 

~:rr;;:~y (F~de;a1· R
0

epublic of) ! 
42 860 
48 983 
7 821 

151 
2 942 

47142 
10493 
3 359 

Greece . 
Iceland* . 
Ireland 
Italy .... 
Netherlands 
Norway • 
Portug11I . 
Spain .- . 
_Sweden 
Switzerland 
Turkey ..•. 
United Kingdom 
Y_ugoslavia . . 

* Preliminary data 

8621 
28 528 

7171 
4 877 

22 461 
50611 
16 989 

j Crude 
i death rate 

per 1000 
J population 

12.0 
12.1 

9.0 
9.6 

13.0 
11.0 

7.4 
11.8 
10.0 

7.7 
8.5 

11.3 
9.7 
9.7 

10.2 

11.4 
12.4 

i Infant 
1 mortality rate 
j per 1000 
j live births 

50 
42 
27 
34 
42 
46 

17 
39 
58 
22 
22 
96 
59 
19 
30 

28 
116 

Birth rate 
per 1000 

population 

14.8 
16.6 
17.9 
21.9 
18.8 
15.0 

28.7 
21.3 
17.8 
21.8 
18.7 
23.4 
20.6 
15.4 
17.0 

15.9 
28.4 

In the summaries which follow, we have attempted only to draw atten
tion to some of the outstanding features of teaching programmes in different 
countries. The information at our disposal is more complete for some 
countries than for others, but it is nowhere sufficient to enable a detailed 
comparison of individual schools to be made. In reading the summaries, 
these facts should be borne in mind. Countries are referred to in alpha
betical order. 

Undergraduate-•training 
- - -

AUSTRIA 

(Population 6 959 000) 

Undergraduate schools: Graz, Innsbruck, Vienna 

At the medical schools the professor of hygiene gives instruction in 
hygiene, preventive medicine, and epidemiology. During the sixth semester, 
five hours of lectures each week are devoted to these subjects, with one 
hour each week for practical work. During the seventh semester, four 
hours each week are assigned to the compulsory courses in hygiene. 
Lectures on industrial medicine and occupational diseases are also given. 

A course in medical bacteriology, lasting two hours each week in the 
fifth semester and three in the sixth and seventh semesters, is also in 
the undergraduate curriculum. 

Field visits supplement the training. 
There are no Chairs of social medicine in any of the Austrian universities. 
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Post-graduate training 

At the medical schools instruction in social medicine is given in the 
so-called " Physicat " courses, lasting one year. Twenty-five hours each 
week are allotted to this course. . Candidates finish the course by passing 
the. "Physicat" examination .. Since the year 1874, health officers have 
been obliged to pass this examination. 

In addition, there are established post-graduate courses for health 
officers sponsored by the Federal Ministry of Social Administration twice 
a year, each lasting one week. Lectures and field trips regarding all branches 
of social medicine are part of the course. 

Post-graduate training is also provided in short courses or lectures by 
the medical boards and by the medical societies on a number of subjects, 
including hygiene, sanitation, public health, and prevention of communic
able diseases, covering most aspects of social medicine. 

Plans have been made to establish an Academy for Social Medicine in 
Vienna, which would afford more extensive training for future health 
officers; but up to now, no great progress has been made in this respect. 

Undergraduate training 

BELGIUM 

(Population 8 778 000) 

Undergraduate schools: Brussels, Ghent, Liege, and Louvain 

The universities of Ghent and Liege are State universities; those of 
Louvain and Brussels are private. Each has a medical faculty which 
includes Chairs in hygiene and public health, forensic medicine, occupational 
health, and medical ethics. These departments provide instruction of the 
traditional type and work in close association with the departments of 
bacteriology and parasitology, which are responsible for the teaching of 
epidemiology and specific prophylaxis. At the University of Brussels there 
is, in addition, a Chair in social medicine. All the departments are equipped 
with laboratories, statistical services, and research facilities. 

Attention is given to preventive and social medical subjects by clinical 
teaching departments in all four Belgian schools, but only at the University 
of Brussels is social medicine taught systematically. The programme of this 
university includes a course in social medicine in the sixth year. It com
prises 30 hours of instruction, independent of the hygiene courses, which 
occupy 45-60 hours, forensic medicine and occupational physio-pathology, 
which require 45 hours of theory and 15 hours of practical exercises, 
and medical ethics, which takes 15 hours. The student is also required to 
present a written socio-medi~al report on a clinical case. 
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The social-medicine curriculum of the University of Brussels is one of 
the few in Europe which present medical sociology as a formal study, 
including, in addition to the more usual subjects, social.medical demography, 
ethnology, and psycho-social problems. 

In some schools elective courses are offered-e.g., mental health, colo
nial health, industrial health, vocational rehabilitation; in one school the 
student is required to pursue an elective course of his choice. 

The tenor of Belgian thought is indicated in a report prepared in 1951 
by a commission on medical education established by the Belgian Royal 
Academy of Medicine. The following extract relates to preventive and 
social medicine: 

The evolution of medical science and practice, like that of legislation and institutions, 
is conducive to the reservation of a more and more important place in the training of 
physicians and auxiliary personnel for preventive and social aspects of their work which 
can be brought to the students' attention in most lectures and practical training periods ... 1 

This development was inspired by the late Professor Rene Sand. 

Post-graduate training 

The degree of medecin hygieniste is official but is open only to holders 
of a legal qualification in medicine. At least one year of further study is 
required, and training comprises both theoretical and practical instruction. 
This arrangement has existed since 1932, and the subjects taught are set out 
in a Royal decree of 1939. A certain number of general courses are given 
on housing, environmental conditions, nutrition, school health, medical 
statistics, and legislation. In addition, the student may choose as an 
elective subject one of the following specialities: 

1. Public health-an intensive course including tropical medicine and 
hygiene and toxicology; 

2. Social hygiene-a course which includes social medicine, child 
health, mental health, occupational guidance, and the legal protection of the 
worker; 

3. Occupational health-including industrial technology, the study 
of occupational diseases, and the whole range of legal medicine and legis
lation in relation to industry; 

4. School health and physical education-an intensive course giving 
the school health programme in detail and including a substantial amount 
of instruction in physical medicine, biometry, the selection of pupils for 
games, etc. 

1 Quoted by BRUYNOGHE, G. (1952) Th, teaching of hygiene in Belgian faculties of medicine (Unpublished 
working document EUR/MTPM/9), p. 2 
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In the four Belgian universities, the degree in medical hygiene is awarded 
subject to passing a single examination which can be taken not less than a 
year after graduation in medicine. There appears to be no legal require
ment for the qualification in health officers, but preference is given to 
" medical hygienists '' for appointments to official posts in Belgium and the 
Belgian Congo. 

Undergraduate training 

DENMARK 

(Population 4 369 000) 

Undergraduate schools: Aarhus and Copenhagen 

In both schools systematic courses of lectures on hygiene and social 
medicine extending over about 50 hours are given in the final year. This, 
however, is only a small part ofthe total instruction in this subject because 
of a deliberate policy. of encouraging clinical• and other departments of the 
faculty to include social and legal aspects of medicine in their teaching, 
leaving to the Department• of Social Medicine· the task of consolidating 
and reviewing the preventive and social points of view in the final year. 
For example, problems of nutrition are dealt with as a part of biochemistry 
and therefore occupy little time in the formal hygiene course; and every 
aspect of tlie medical cate of women during pregnancy and of infants and 
schoolchildren is included in the courses of instruction on obstetrics and 
paediatrics. The Department of Psychiatry also stresses social aspects 
of medicine, and the organization of health services and social security 

· are included in a course styled.Forensic and Social Medicine, which lasts 
for two terms. 

Combined teaching by the professor of social medicine and the professors 
of internal medicine is a regular feature of the undergraduate programme. 
During the final year of studies, most students have two to three weeks' 
experience in general medical practice; and, as far as practicable, visits 
of observation undertaken by students are made the subject of reports and 
subsequent discussions in seminars or. conferences. 

Two features of the undergraduate curriculum in Denmark are especially 
noteworthy. First, there is a century-old tradition of an introductory 
coursejn psychology, scientific method, and the history ofscience during the 
first year of studies which the medical student pursues in common with all 
undergraduates, whether in the arts or science faculties. Second, statistical 
methods and biometrics are taught by the Department of Human Genetics 
and Eugenics during the pre-clinical years. 

It is reported that the Danish medical student is social-minded~ and 
· that the heads of departments of the medical faculty are generally willing · 
to do all they can· to foster the integration of the social and preventive 
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aspects of medicine into clinical teaching. Both in systematic lectures 
and in the course of social medical case studies, the preventive and educa
tional responsibilities of the medical profession are stressed; and throughout 
the clinical years there is an explicit intention to show the student that 
clinical practice is only a part of comprehensive health and medical care. 

Post-graduate training 

The post-graduate training of medical officers is regulated by Royal 
Ordinance of 1913 amended in 1954. A certificate of public health is 
issued by the University of Copenhagen. It is administered by a special 
commission consisting of the professors of hygiene, forensic medicine, 
microbiology, psychiatry, and venereology; the DirectorsGeneral of the 
National Health Service and the Director of the Statehs Seruminstitut; 
and members appointed by the Ministry of Education; these are lecturers 
in medicalad.tninisfration, medical legislation and socio-medical legislation. 
The candidates for the certificate must prove (after graduation and the 
ordinary one-year internship necessary for obtaining authorization as a 
practising physician), to have performed at least: 

3 months' internship in an approved department of contagious diseases; 
3 months' internship in an approved department of psychiatry; 
3 months' general practice in a smaller town or a rural district; 

and to have followed a term (4 months) of special courses in: 

public health and medical statistics; 
microbiology and epidemiology; 
medical administration and legislation; 
socio-medical legislation; 
forensic medicine; 
forensic psychiatry; 
venereology. 

This education is given every other spring term to a class' limited to 
15 physicians, selected according to merit ·(many are authorized.specialists 
or have been residents for 5-10 years). 

There are final oral examinations in the six first-mentioned> subjects, a 
written paper on hygiene, and a practical examination in forensic medicine. 
The examinations are held by the teacher and two censors, especially 
appointed by the Ministry for each subject. 

In addition to the above, Denmark is participating in the public health 
training courses which, during recent years, have been organized jointly by 
the Nordic countries (Denmark, Finland, Iceland, Norway, and Sweden). 
Development of these courses opens possibilities for full-time post
graduate training for the health of these countries. 
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Undergraduate training 

FINLAND 

(Population 4141 000) 

Undergraduate schools: Helsinki and Turku 

In Finland medical studies normally take 6 ½ years, divided into 5 
pre-clinical and 7 clinical terms. Courses of instruction in hygiene and 
social medicine are disposed as follows: 

Clinical term Course 

1st Propaedeutic course in social medicine 
3rd Occupational hygiene 
5th Complementary course in social medicine 
7th General hygiene 

The instruction in hygiene and social medicine is given by the professor 
of hygiene. The curriculum includes field work and visits of observation. 
The students are required to prepare reports on the subjects of study, and 
these reports are discussed in seminars, which are also attended by faculty 
members and members of the health department. Social medical aspects 
get special attention. 

There is no separate Chair of social medicine. During all the clinical 
courses, lectures and practical demonstrations on social medical subjects 
are given; speciallecturers, attached to clinical departments, are responsible 

· for this teaching. Thus the integration of social medicine with clinical 
medicine for teaching purposes is well advanced. This applies parti
cularly in internal medicine and paediatrics. 

A feature of special note is the inclusion in the medical curriculum 
of specific instruction in writing various medical certificates, in military 
medicine, and in therapeutic sterilization and abortion. 

Post-graduate training 

There is no special institute or teaching organization for post-graduate 
training in public health. However, efforts are being made to give com
munal rural physicians-who are part-time health officers-additional 
practical training· in public health and hygiene, school health work, and 
the work of infant welfare centres. The plans which have been brought 
forward provide for special training of senior medical students who intend 
to become communal physicians as well as for those already in service, who 
number about four hundred. For the young doctors who are graduating, 
a three months' half-day course is planned to include medical care and 
public health in communal practice. For the physicians already in service, 
short courses of a fortnight's duration are being organized to take place 
in various parts of the country. When this preliminary training has been 
completed, refresher courses are to be developed. 
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Several of the health officers holding senior responsible posts in the 
service have pursued studies in public health abroad. A considerable 
number of fellowships for this purpose have been awarded to Finnish 
doctors since the war. Up to 1953, thirteen medical men and women had 
taken a public health degree in the United States, and eleven of these had 
returned at the end of their training to work in Finland. Other holders 
of fellowships have attended short courses of training abroad, paying 
particular attention to the social and preventive aspects of medicine, either 
in general medicine or within their own speciality. 

Finland is participating in the public health training courses which, 
during recent years, have been organized jointly by the Nordic countries 
(Denmark, Finland, Iceland, Norway, and Sweden). Development of these 
courses opens possibilities for full-time post-graduate training of health 
officers of these countries. 

FRANCE 
(Population 42 860 000) 

Instruction in hygiene and preventive and social medicine is given at 
both undergraduate and post-graduate level. The former is under the 
direction of the Ministry of National Education, and the latter under the 
direction of the Ministry of Public Health and Population. 

Undergraduate training 

Undergraduate schools: The faculties of medicine at Algiers, Bordeaux, 
Clermont-Ferrand, Lille, Lyons, Montpellier, Marseilles, Nancy, Paris, 
Strasbourg, and Toulouse, and the medical schools at Nantes and Rennes, 
each of which has a Chair of hygiene and preventive medicine 

The courses include: (a) ordinary instruction in hygiene and preventive 
medicine, given to all medical students, (b) special training for the Certi
ficat de Medecine du Travail et d'Hygiene industrielle. 

1. Ordinary training 

The ordinary course is part of the programme of the fifth year of medical 
studies and comprises lectures, visits· of observation, and demonstrations, 
which take, on an average, 100 hours (Nancy, 112 hours, and Algiers, 
70 hours, being the two extremes). About half of the time in the typical 
syllabus is devoted to epidemiology and prophylaxis, and the other half to 
organizational subjects, environmental sanitation, personal hygiene, and 
public health. The inclusion of trachoma, leprosy, plague, yellow fever, 
malaria, and amoebic dysentery as subjects of study recalls the need to 
prepare students for practice in French overseas territories. 

Practical work includes demonstrations of laboratory techniques relative 
to hygiene, visits to sanitary installations, and visits and periods of super-
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vised practice in sociaLhygiene dispensaries, social security :administrations, 
cancer-control centres, and blood transfusion centres. 

At the Paris faculty of medicine, the basic courses are supplemented 
for students in the fifth and sixth years by optional lectures on the follow
ing subjects: medical examinations (40 hours), school and university health 
services (40 hours), health and sport (16 hours), mental health (20 hours), 
and• differential anthropology (18 hours). 

2. Continuation courses 

The medical faculties arrange studies for spedal certificates, in parti
cular, for the certificate in hygiene and health welfare work (Certificat 
d'Hygiene et d'Action sanitaire et sociale) and the certificate in occupa
tional health and industrial hygiene (Certificat de Medecine du Travail et 
d 'Hygiene industrielle ). 

(a) Certificate in hygiene and health welfare work. This is intended for 
students who have finished their academic studies or for doctors who plan 
to concentrate on medico-social· activities and wish to· devote themselves 
full or part time to preventive and social medicine. Obtaining this certi
ficate is obligatory for future medecins-inspecteurs de la sante, who must 
have it beforeenrolling for the competitive examination forrecruitment. 

The syllabus for this certificate has been so arranged that, coming 
between basic training and the specialized training given to public health 
officers by the Ecole nationale de la Sante publique, it is part of a co
ordinated step-by-step procedure which gives a desirable homogeneity to 
the whole. The syllabus comprises mainly: instruction in epidemiology 
and prophylaxis; instruction in hygiene and preventive and social medicine; . 
laboratory work as apQlied to the practice of hygiene; visits and demons
trations, with effective• participation in the day-to-day work of medico
social organizations; and a personal project consisting of a health and 
medico-social survey of a specially chosen district. 

(b) Certificate in occupational health and industrial hygiene. This is 
intended for future industrial physicians, and includes as principal subjects 
of study the following: organization and aims of occupational health; 
physiology and a rational organization of work; occupational diseases; 
industrial hygiene and toxicology; and vocational guidance; 

Post-graduate training 

Post-graduate training is offer~d by the Ecole nationale de la Sante 
publique and is reserved for the officials of the public health administration 
who constitute the .corps ofthe health services. The course is of one year's 
duration and is given to candidates who have been admitted to a competi~ 
tive examination organized by the Ministry of Health and covering the 
material studied for the certificate in hygiene and health welfare work. 
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The course is largely practical in nature, designed to develop technical 
training to the fullest and to give the studies an essentially pragmatic 
character. It deals particularly with the following: legal and administrative 
aspects of health and welfare action; the scientific and technical bases of 
health and welfare action (microbiology, virology, immunology and 
serology, parasitology, haematology, biochemistry, biophysics, and physio
pathology); statistics and biometry, epidemiology; sanitation techniques 
and environmental hygiene; nutrition and dietetics; organization and oper
ation ofpublic health services (e.g., public health, social medicine, hospitals 
and health institutions, occupational health, social security, and thermal 
springs and similar health centres); international health organization. 

Besides this course for those at the beginning of their career, the School 
offers refresher and advanced courses for doctors already in the health 
services, reviewing the development of trends and techniques in. the protec
tion of the.public health. 

In addition, the Ecole nationale de la Sante publique organizes post
graduate courses for medical advisers to the social security administration, 
physician-biologists who are directors of laboratories, doctors associated 
with psychiatric hospitals and with sanatoria, pharmacy inspectors, hospital 
directors, and sanitarians. 

GE~'Y, FEDERAL REPUBLIC 
(Population 48 983 000) 

Undergraduate training 

Undergraduate schools: Berlin Free University, Bonn, Diisseldorf, Erlangen, 
Frankfurt-am-Main, Frei burg, Giessen, Gottingen, Hamburg, Heidelberg, 
Kiel, Cologne, Mainz, Marburg, Munich, Munster, Tiibingen, Wiirzburg 

With the single exception of the Free University of Berlin, where a 
Chair of social hygiene exists, teaching in the fields of hygiene and preven
tive and social medicine is undertaken by university departments of hygiene. 
(Social hygiene in the German universities corresponds to preventive and 
social medicine as we have defined them; social medicine, to insurance 
medicine.) Formal compulsory instruction in hygiene in the German 
schools occupies between 150 to 200 hours, supplemented, as a rule, by 
non-obligatory visits of inspection. Problems of disablement, old age, and 
accident insurance are mostly included in the teaching programme of 
institutes of legal (social) medicine, and personal preventive problems are 
dealt with at special clinics. 

One lecture on public health care and one lecture on occupational 
medicine are compulsory. 

It is customary for state and local public health services to place their 
resources at the disposal of academic departments of hygiene for teaching 
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purposes. A favoured arrangement is the appointment of the health officer 
of the university town as lecturer in the academic department. 

The curricula tend to include a good deal of applied bacteriology and 
sanitary science; and considerable emphasis is given to industrial health 
and occupational medicine in most schools. 

Post-graduate training 

Many of the leading health officers in Germany have had specialist 
training in fields related to hygiene and preventive medicine, e.g., bacterio
logy and epidemiology, paediatrics, tuberculosis. 

To be eligible for a position as local health officer the candidate must 
have had special experience in internal medicine, with emphasis on infectious 
diseases, especially tuberculosis; he must have taken special courses in 
pathological anatomy, hygiene and bacteriology, and forensic medicine and 
psychiatry; he must have worked for a period of.at least three months in 
a mental hospital; he must have had at least five months' practice in a 
public health service. 
· Besides these requirements he must have taken a course of post-graduate 
training occupying approximately four to five months at a recognized 
public health institute. There are at the present time four Akademiee.n 
fur Staatsmedizin which provide this training: at Hamburg, Dtisseldorf, 
Mainz, and Mtinchen. The courses consist primarily of lectures with little 
laboratory, field, or practical training. They tend to emphasize the legal
istic aspects of public health and do not provide training in modern public 
health practice. 

Practical instruction in public health care is given before and after the 
training course at. a local health office. 

After having attended the training course, the candidate has to submit 
two scientific papers on themes assigned to him by the competent ministry 
of the respective Land. After these papers have been accepted, he has to 
pass an examination, whereupon he receives a testimonial as to his quali
fication as a public health officer. 

Plans exist, and are already being put into practice, to extend and 
improve the training of future health officers; and these plans may lead to 
the establishment of one or two schools of public health. 

Undergraduate training 

GREECE 
(Population 7 821 000) 

Undergraduate schools: Athens and Salonica 

Until recently hygiene was regarded as applied bacteriology and bio
chemistry. There is a combined Chair of hygiene and bacteriology at 
Salonica, but a separate Chair of hygiene exists at the University of Athens. 
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This Chair, created in 1933, was allowed to lapse in 1936 and was re
established two years later. 

In the Athens faculty, there is a comprehensive syllabus in hygiene. 
Formal teaching occupies 64-70 hours, and another 90 hours are devoted 
to practical work in the fourth year of medical studies. Practical work 
has to deal with ventilation, air conditioning, and the measurement of 
effective temperature and of dust particles; the physical, chemical, and 
bacteriological examination of water; and the chemical, bacteriological, 
and sanitary examination of milk and other foodstuffs. In addition, a 
special course in demography, with laboratory exercises, is given to all 
medical students (12 hours). 

Under an arrangement with the Ministry of Social Welfare, student 
groups visit a dispensary ( Kentron Hygeias) and follow the operation of 
its services. 

The associate professor teaches school health (5 hours) and gives 
demonstrations (e.g., relative to classrooms, auditoriums, sanitary installa
tions, gymnasiums, etc.). Practical work (in groups) is done. at the experi
mental school of the University, where the associate professor of hygiene 
of the latter serves, at the same time, as full-time professor of hygiene. 

The students make visits of observation to a vaccination centre, an 
antirabies centre, and a disinfection centre. Group visiting of a milk 
pasteurization plant is obligatory; visits to factories and to the water 
purification plant (the artificial Lake Marathon) are optional. 

At the medical faculty of Salonica there is a combined Chair in hygiene 
and bacteriology; but the two courses are actually given separately: bacte~ 
riology in the third year of medical studies, and hygiene in the fourth year. 

With regard to instruction in hygiene, students, in addition to doing the 
same practical work as at Athens and taking theoretical instruction, are 
obliged to make a large-scale epidemiological survey of a rural district, 
including therein questions of hygiene, epidemiology, demography, and 
social medicine. Without having made this survey, no one can take the 
examination in hygiene. 

Post-graduate training 

The School of Hygiene in Athens was established in 1931. It owes its 
origin to recommendations in the report of a mission set up by the Health 
Organisation of the League of Nations. 

The Rockefeller Foundation assisted the School in creating two special 
sections, one for malariology, and the other for environmental sanitation. 
These sections were supported by the Foundation until the outbreak of 
the Second World War. During this period, a limited but very systematic 
malaria-control campaign was carried out in selected regions of the country. 
This served as a model not only for the students of the School, but also 
for those seeking to specialize in this subject, which is of vital importance 
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in Greece. In addition, a small0 scale programme in environmental sanita
tion was undertaken which included the development of water supplies and 
the. diversion of water-courses. · · · · . · 

Because of its preoccupation with these experimental programmes, the 
School was unable to assume full administrative functions or to take respon
sibility fot a full range of practical work. It was obliged to confine itself 
almost entirely to teachingand to a certain number of spedal laboratory 

· functions, such as the control of quinine, the chemical and bacteriological 
examination of water, .and certain bacteriological investigations. 

· The legislation provides that medical officers holding posts as hygienists 
in the Ministry of Social Welfare and in the provinces must hold the diploma 
of the Athens School of Hygiene. Candidates for adinission are required 
to have held a medical qualification for at least two years and to be under 
45 years of age. The law also requires that candidates who do not already 
hold posts as medical officers shall undergo an entrance examination. 

The training provided in the School of Hygiene comprises six sections, 
and the course lasts for one whole year (12 months). All the courses are 
compulsory. 

The teaching staff of the School consists of six professors-in statistics 
and epidemiology, bacteriology and immunology,. malariology and tropical 
diseases, social medicine, environmental sanitation, and food chemistry .. 
The. professor of environmental sanitation is a sanitary engineer, and the · 
teachers of epidemiology and statistics and of chemistry· are also profes
sors in the faculty of medicine and the faculty of science, respectively. 
Recently two sections have been added:-one in parasifology,and the other 
in dietetics and food hygiene. . . . . . 

The curriculum for post-graduate teaching in the Athens School has 
retained detailed courses in bacteriology, malariology, medical zoology, and 
biochemistry; and, in addition, it provides teaching on other subjects 
such as dietetics and meteorology. The inevitable result of retaining so 
much factual instruction and detailed laboratory study is that other subjects, 
notably epidemiology and statistics and social medicine, must to some 
extent be crowded out. 

ICELAND 

. (Population 151 000) 

Undergraduate training 

Undergraduate school: Reykjavik 

. The medical curriculum occupies seven years, followed by a year's 
hospital practice and.· six months as an assistant to a district. physician 
before the jus practicandi is conferred. 

There is a systematic course of instruction in hygiene and preventive 
medicine, designed primarily to meet the needs of future district physicians 
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who will have public health duties. Formal teaching occupies some 100 
hours spread over two years; in addition, the course of instruction includes 
demonstrations and laboratory practice. Social medical subjects are to 
some extent taught by the departments of forensic medicine and psychiatry; 
and prevention is stressed by clinical teachers, especially in relation to 
medical subjects. 

Post-graduate training 

There is no formal post-graduate training. 
Iceland has sent many of its doctors abroad, to European countries 

and to the United States, for studies in public health and related subjects. 
It is now participating in the public health training courses which, during 
the past few years, have been organized jointly by the Nordic countries 
(Denmark, Finland, Iceland, Norway, and Sweden). Development of 
these courses opens possibilities for full-time post0 graduate training for 
health officers of these .countries. 

Undergraduate training 

IREL.AJ."ID 

(Population 2 942 000) 

There are five medical schools: the University Colleges of Dublin, Cork, 
and Galway (which are constituent Colleges of the National University of 
Ireland), Dublin University (Trinity College), and the Royal College of 
Surgeons in Ireland (Dublin) 

The courses of instruction in hygiene and in social and preventive medi
cine consist of 40-50 lectures given during the third, fourth, or fifth medical 
year.. Departments of social and preventive medicine, under the direction 
of whole-time professors, have recently been established at University 
College, Dublin, and at Trinity College (the Moyne Institute). In the other 
medical schools courses. are conducted by part-time professors or lecturers. 
In Cork artd Galway the city medical officers of health are professor and 
lecturer, respectively. 

Post-graduate training 

Facilities for post-graduate study and for research are provided at all the 
medical schools. In recent years the only courses for the certificate in 
public health (CPH), and the diploma in public health (DPH) have been 
given at University College, Dublin. The certificate and the diploma may 
be granted to registered medical practitioners of two years' standing who 
have completed the courses of study approved for the purpose and have 
passed the prescribed examinations. The courses are run in accordance 
with the rules of the General Medical Council governing the certificate and 
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diploma in public health. The CPH courses and examinations are intended 
for general practitioners, the DPH for specialists in public health. 

Systematic instruction is given in the college, and practical instruction 
is arranged outside, under the direction of the Chief Medical Officer of 
Health of Dublin City, who works in close co-operation with the professor 
in the University. Lectures in special subjects are also given by medical • 
officers of the Department of Health and by officers of other government 
departments. Clinical instruction in infectious disease is given in the 
infectious disease hospitals of the city. 

The course for' the CPH covers an academic term of not less than 10 
weeks of whole-time study or an equivalent period of not less than 300 
hours of part-time study. The course for the DPH covers a period of 5 
calendar months of whole-time study or an equivalent period of not less 
than 550 hours of part-time study. A candidate cannot be admitted to the 
final course (for the DPH) until he has the certificate in public health. 

ITALY 

(Population 47 142 000) 

Undergraduate training 

Undergraduate schools: Bari, Bologna, Cagliari, Catania, Ferrara, Florence, 
Genoa, Messina, Milan, Modena, Naples, Padua, Palermo, Parma, Pavia, 
Perugia, Pisa, Rome, Sassari, Siena, and Turin 

In all the Italian schools there is an obligatory basic course in hygiene 
and preventive and social medicine, which includes the elements of social 
medicine and public health. 

The courses occupy 120-130 hours in the fifth year of medical studies. 
Three hours a week are devoted to theoretical instruction and about the 
same length of time to practical work, demonstrations, and visits of obser
vation. In addition to traditional hygiene and public health, the courses 
embrace epidemiology, vital statistics, and organizational subjects. They 

. also include the organization of campaigns against important social diseases 
-e.g., malaria and trachoma. Hygiene, as it is taught in Italy, has a 
fundamentally biological approach. 

Practical work and demonstrations include: the chemical and bacte
riological analysis of water, the study and control of liquid sewage, the use 
of measuring instruments to check ventilation, and the performance of 
tuberculin and Schick tests. The visits of observation include: hospitals 
and sanatoria, serum and vaccine producing institutes, milk distribution 
centres, and sanitary installations. 

The hygiene departments engage not only in teaching, but also in scien
tific research; and a number of their professorial heads are chosen in their 
capacity of " experts in hygiene " as statutory members of the Advisory 
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Health Council of the Alto Commissariato per l'Igiene e la Sanita pubblica 
(ACIS), the central public-health authority. They also have extensive 
advisory duties in connexion with hospital, health, and laboratory services. 
The relations between the hygiene institutes and central and local public 
health authorities are therefore close. 

Academic departments of hygiene are also responsible for providing 
post-graduate courses for public health personnel and clinical practitioners. 

Collaboration between the hygiene department and other departments 
of the faculty of medicine is, in practice, confined to that needed for specific 
research purposes. 

Post-graduate training 

There is a great variety of facilities for post-graduate training. 

Specialized schools provide courses which last from a minimum of two, 
to a maximum of five, years. To obtain the specialist diploma, the candi
date must pass an examination and produce a satisfactory thesis. The 
specialist subjects include hygiene, phthisiology, radiology, paediatrics, 
dermatology and venereal diseases, ophthalmology, otorhinolaryngology, 
obstetrics, occupational health, forensic medicine, and neuropsychiatry, in 
addition to medicine and surgery. Courses at the schools of hygiene, which 
number seven, last two years. 

For physicians who are anxious to improve their training in public health 
practice and intend to take up a career in the public health service, there 
are certain other teaching facilities. These amount to supplementary 
practical courses in public health which are given in schools specially 
equipped for such training. The provision includes periods of residence 
in public health institutes or in other institutes concerned with matters 
relating to public health; this possibility, however, is limited to a restricted 
number of post-graduate students. 

Practical refresher courses in public health, which were started in 
1898, are carried out at the institutes of hygiene of the universities; they 
consist of intensive programmes of two months' duration, engaging the 
students on a part-time basis for at least four hours a day. These courses 
may be attended by physicians, veterinary officers, and pharmacists. The 
local public health staff take part in teaching, and the directors of provin
cial bacteriological and chemical laboratories offer facilities for practical 
demonstrations. The programme also includes visits to plants and institu
tions concerned with public health. A diploma is given after an exami
nation, but these courses are mainly useful for the general practitioner 
whose practice includes public health. 

In addition, some of the universities offer short courses on special 
subjects such as school hygiene, hospital administration, malariology, 
nutrition, etc.; the time taken varies with the extent of the subject. 
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To be eligible for a position as provincial health officer, it is required 
to have followed the course for provincial health officers in Rome. This 
course lasts three to four months, and is under the aegis of the High Commi
sariat for Public Health. 
· . Recently, suggestions for the reform of public health training ~ave 

been made by. State · commissions composed of university professors. 
These include recommendations to establish a better balance between 
theoretical and practical training than at present. . For . example, the 
recommendation has been put forward that the probationary period of 
practical work be extended from six months to one year. Courses in 
biochemistry and microbiology have been made compulsory; in view of 
present trends towards a greater emphasis on the personal health services, 
it seems unfortunate that recommendations should have been made for 
compulsory courses in the basic sciences, unless these are relieved consi
derably of the mass of detail which has characterized post-graduate teaching 
in these subjects during the past half-century. 

Consideration has also . been given in recent years to plans for . the 
extension of the courses for provincial health officers, held in Rome, and 
for their development into a regular academic year's training, as is usual 
for· schools of public health. · · 

Undergraduate training 

· NETHERLANDS 

(Population .10 493 000) 

Undergraduate schools; Amsterdam, Gioningen, Leyden; · Nijmegen, 
Utrecht. Also a clinical school in Rotterdam 

Undergraduate teaching programmes in social medicine have been 
extensively developed in the Dutch schools during the last few years. The 
present situation in the University of Utrecht, which we describe, is fairly 
typical. 

At Utrecht a separate Chair of social medicine exists alongside the 
Chair of hygiene. The events leading up to the establishment of the new 
Chair or social medicine bear a close resemblance to parallel events in 
other schools, to which reference has already been made. There is also 
a Chair of bacteriology in the University of Utrecht. 

The curriculum includes two courses of study: (1) hygiene, associated 
with bacteriology; and (2) social medicine. 

The courses of study in hygiene and bacteriology consist of one lecture 
weekly in the third year, in a facultative introductory course, and two 
lectures . weekly in the fourth and fifth years.· Practical work in the 
laboratory occupies 24 half-days; a number of field excursions are made; 
and each student is required to present a thesis on some topic in the field 
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of hygiene. (The last-mentioned provision does not operate in the other 
Dutch schools, though in Amsterdam a thesis is facultative.) 

The social medicine courses occupy one hour weekly in the second and 
fifth years and comprise: 

(1) Introductory course (second year) 
(a) Objectives, and the elements of organizational subjects; 
(b) Statistical methods-styled elementary, but embracing de
scriptive methods, correlation, regression, and tests of significance. 

(2) The main course (fifth year), when topics illustrating the social 
and ethical aspects of medicine are discussed. 

(3) In addition to formal teaching, social medical case-taking in the 
sixth year is in its preparatory phase. 

The two courses, for which the professors of hygiene and social medicine 
are respectively responsible, overlap to some extent; but a distinctive social 
medical viewpoint and method are emerging. The objective of the Utrecht 
school is to develop a medical sociology based on scientific methods and to 
establish the subjects as a discipline of university status. The importance 
of having social medical case-taking under the direction of clinical teachers 
is stressed in this school. 

The content of teaching on medical sociology is of more than ordinary 
interest. It includes: 

(1) relations between medicine and society, with reference to different 
aspects of social work, economics, law, ethics, religion, and politics; 

(2) the significance of sociological groups such as the family and the 
school, factory, village and city groups; 

(3) social pathology and social prevention in the community and its 
component groups. 

Post-graduate training 

Course on public health and preventive medicine 

After having offered a number of preparatory courses on. a part-time 
basis, the Public Health School at Leyden, under the supervision of the 
Netherlands Institute for Preventive Medicine, was able to start in 
October 1952 a full-time course with 14 participants. Part of this course 
was also attended by 16 physicians who were already studying tropical 
hygiene and medicine. In succeeding years, the course has been repeated 
periodically, with about the same number of students. 

The objects of the training are: 

(1) to give additional training in hygiene and preventive medicine to 
all physicians who intend to take up a career in preventive work and social 
medicine; 
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(2) to give training in special branches, e.g., public health, industrial 
hygiene, maternal and child care, and tropical hygiene and medicine; 

(3) to give courses. in· special subjects for general practitioners .. 

The primary training occupies fourcmonths; in which the fundamentals 
of public health afld preventive medicine are covered: · public health arid 
international health care, epidemiology, statistics, environmental hygiene, 
human nutrition, anthropogenetics, and mental health. After this part of 
the course, special studies are. offered in four subjects: (a) general public 
health, (b) industrial hygiene, (c) maternal and child care, (d) tropical 
hygiene and tropical medicine. These special studies. occupy five months. 

For groups (a), (b), and (c), the theoretical lessons are given two days 
a week. The·othefdays the students are enabled to workurrder supervision. 
in appropriate services and institutes. The students of group (d) follow 
the course at one of the institutes of tropical hygiene and medicine, at 
Leyden or at Amsterdam. 

· Undergraduate training 

NORWAY 
(Population 3 359 000) 

. Undergraduate school: Oslo. Also a clinical schoolat Beigei1 · 
The duration of undergraduate studies in Norway is six years, followed 

bY: a period of 18 months' medical practice before final registration: Six 
months of this compulsory p~riod or practical experience are spent as 
assistant. to a district medical officer; who usually conibines the duties of 
a faniily practitioner and a public health officer. .· 

The teaching of hygiene and preventive and social medicine (including 
public health) inOslo is divided between two independent Chairs: (1) a Chair 
of hygiene and preventive medicine, established in 1890, and (2) a Chair of 

. social medicine, established in· 195f on the recommendation of a government 
com:rnittee. The exact line of demarcation between the teaching respon• 
sibilities of these Chairs has not yet been drawn, but their respective 
provinces are broadly defined as follows. The department of hygiene is 
responsible for technical hygiene, including the control of infectious diseases, 
by which is meant hygiene based on bacteriology and sanitary.engineering. 
It is concerned also with health control of the different age groups, nutrition, 
and school and industrial hygiene. The department of social medicine, 
011. the other hand, lias for its province health and society0demography 
and vital statistics, social etiology, organizational subjects;3.rid the health 
and medical care of special groups in the community .. · · .· . . . .· 

·. The combined curriculum:. of these departments comprises the. following 
courses: . .· .·· ·.· ·.. . . . . . .·.•· .·.. . . . . .. · .•.... ·. .... ·. 

· 1. ·. ·First term, clinical period: A propaedeutic course in social medicine 
(lR hours). This is given by the professor of social medicine and is designed 
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. fo awaken the student's interest in socio-medical problems. Medical 
psychology and practical bacteriology are also taken during this term. 

2. During the second term, clinical instruction on contagious diseases 
is introduced. 

3. Fourth term, clinical period: A propaedeutic course in preventive 
medicine and general epidemiology (26 hours). This course includes 
discussions. 

4. Fifth year: Social medicine, especially social medical clinics, 
demonstrations and visits (34 hours). 

5. Final year: (a) Social medicine lectures, seminars, demonstrations, 
and visits (87hours); (b) hygiene and preventive medicine (60 hours): 
lectures; seminars, demonstrations, a:hd visits. . . 

The total number of hours allotted.specifically to ~hese studies at the 
University of Oslo is approximately 225. . _ . . 

. Clinical sodal medicine is taught at social medical clinics specially 
designed with teaching needs in mind. The teaching team consists of a 
medical officer and a social worker attached to the department of social 
medicine, and a clinician. Students undertake social medical case studies 
in groups of three: one student discusses the case with the family doctor, 
a second. reviews the clinical case papers. with the clinician, and the third 
makes home visits with the social workers. The prepared case is presented 
by the three students before a class of about thirty members, where it is 
discussed by the teaching team. 

The content of the pre:..clinical period of studies is unusual. In addition 
. to the customary sciences, it includes statistical methods, psychology, 
philosophy, and Latin. 

Post-graduate training 

The present post-graduate course in preventive medicine for public 
health· officers is. a focent development_·· Beginning in 1948, • it was based 
on:. a pre-"war •course· which · was concerned latgely \Vith the local • llack~ 
ground. The new course has· been greatly expanded arid modified; taking 
the American schools of public health as the pattern. The course i.s 
supervised by the Director-General of Health assisted by a board nominated 
by the Ministry of Social Affairs. This board is educational and is primarily .. 
concerned with the plan of instruction and the choice of lecturers: There 
is, in fact, no full-time teaching staff; and lectures and demonstrations 
are given by a number of specialists who are engaged in the administration ·. 
and practice of public health. · 

The course is designed for public health officers, and not more than 
twenty candidates are admitted. It should be noted that this is essentially 
a refresher course for existing officers; its duration is 15 weeks, from the 
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beginning of September to the middle of December, with six hours' daily 
instruction and four on Saturdays. It is financed by the Directorate of 
Health. The sum provided covers travelling expenses for the participants 
to and from Oslo, fees for the lecturers, and secretarial and other 
administrative expenses. During the period of the course the participants 
are paid their salary (full if married and half if unmarried), and a substitute 
is provided free of cost for them. 

Candidates may apply for admission on their own initiative. In the 
selection no preference is given to any special age group within the obvious 
limits of a few years from graduation up to the age of fifty, nor is there 
any bias in favour of those with extensive practical experience. The aim 
is rather to provide as wide a range as possible of age and experience. 
The course is given partly by formal lectures, partly by practical demonstra
tions, and partly by the solution of public health problems through group 
discussions and other means. 

This type of course provides valuable post-graduate training for those 
who intend to practise in loc.al areas. It does not offer, however, an 
adequate course for those who are destined to teach or. to take up public 
health administration as a full-time career. For officers of this class it has 
been the custom in Norway to send a number for special training to the 
United States or Great Britain. 

Norway is now participating in the public health training courses which, 
during the past few years, have been organized jointly by the Nordic 
countries (Denmark, Finland, Iceland, Norway, and Sweden). Devel
opment of these courses opens possibilities for full-time post-graduate 
training for health officers of these countries. 

Undergraduate training 

PORTUGAL 
(Population 8 621 000) 

Undergraduate schools: Coimbra, Lisbon, and Oporto 

Undergraduate medical training was standardized throughout Portugal 
by a decree in 1948. 

The hygiene syllabus includes: environmental and personal hygiene, the 
organization of public health services, the prevention and control of conta
gious diseases, and the applications of hygiene in therapeutics (with special 
reference to climatology). 

Hygiene courses were given until recently in the fifth and sixth years 
of medical studies and comprised two periods of theoretical and two periods 
ofpractical instruction per week. The reorganized curriculum imposed in 
1948 advanced the hygiene course to an earlier period in the clinical years, 
but this is reported to have proved unsatisfactory. 
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It is recognized that a single course of instruction in hygiene and preven
tive and social medicine is no longer adequate to meet all the requirements 
of the modern physician, and, particularly, that it will be necessary to 
enlarge the scope of visits to include dispensaries, creches and nursery 
schools, maternity and child welfare clinics, etc., to carry out family surveys, 
and to introduce practical training in local public health and medical
care services. 

Post-graduate training 

Until the passing of the Public Assistance and Public Health Services 
Act of 1899, no special training was given to medical men in these services. 
The regulations under the Act came into effect, however, in 1901, making 
provision for the appointment in each area of a chief medical officer, with 
one or more assistants according to the size of the area, and of an assistant 
medical officer to take charge of public health services in each commune. 
In order to train officers for these positions and to take charge of port 
health organizations, a central health institute was founded on the pattern 
of the existing German schools. 

The course in public health thus inaugurated consisted of six months' 
theoretical and practical training under the direction of the Inspector
General of Health and the professor of hygiene at the Lisbon School of 
Medicine and Surgery. Similar courses were started at Coimbra and 
Oporto under professors of public health, with the assistance of local 
health services. In 1911 the Central Health Institute was attached to the 
new Lisbon University, and the courses at Coimbra and Oporto were 
placed under the medical faculties of those cities. The teaching at that time 
was limited to undergraduates in the last year of their medical course, and 
its effectiveness gradually decreased owing to the pressure of other studies. 

In 1946, post-graduate training was modified by decree in such a way 
as to leave only one course, entitled " Curso de Medicina Sanitaria ". 
This is a course in public health taught at the Instituto Superior de Higiene 
Doutor Ricardo Jorge, in Lisbon, and, from 1955, at its branch in Oporto. 

The course is intended only for those with a doctor's degree. The 
teachers are professional staff, doctors and others, of the General Directo
rate of Health and of the aforementioned Institute, as well as of the social 
services. 

The subjects taught at present are: organization of social assistance, 
social medicine and health administration, techniques in sanitation (urban 
and rural), general hygiene, hygiene of food and water, analysis of foodstuffs, 
epidemiology and prophylactic techniques, bacteriology, occupational health 
and occupational diseases, techniques in environmental sanitation, and 
demography and health statistics. 

Instruction is both theoretical and practical; there are demonstra
tions, practical exercises, and visits of observation. Among the exercises 
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performed by the students are medical " topographies " of several districts 
of the country, and reports on epidemiology, public assistance, and social 
medicine. . ·•· ·. ·• .·• .· · . ·· • · · ··•· .... 

Classes total 210 hoµrs, including visits, practical exercises, and labo
ratory demonstrations; The classes normally begin in November and 
finish at the end of June. · · 

At Lisbon and Oporto there are institutions sufficient in number for 
· the students in the course in " Medicina Sanitaria " ( whichis a professional 

training course fot. public health personnel) to be given practical training 
in techniques in social medicine_...,,_e.g., at maternal and child health centres, 
and centres for the c:ontt'ol of tuberculosis or venereal diseases. · 

The diploma for this post-graduate course is obligatory for all candidates 
for a post in the public health services, including the post of municipal 
doctor. 

•SPAIN· 

(Population. 28 528 000) 

Undergraduate training 
- - -- - -

Undergrad11ate schools: Barcelona,.Cadiz~ Granada, Madrid, Salamanca, 
Santiago, Seville, Valencia, Valladolid, Zaragoza 

- - _- -

Instruction in hygiene and preventive and social medicine is given in 
all ten of the Spanish universities, and each has a Chair of hygiene. The 
hygiene course, embracing theoreticaLand practical instruction, extends over 

.the whole of the final year of academic studies .. ·· · 
The following features of the comprehensive . syllabus in operation 

.. in Spain are of special interest : 

1. The courses of instruction include a good deal of sanitary science 
and public health laboratory work. This is because the majority of students 
will have to combine the posts of visiting physician and municipal health 
inspector in the public health service, often in a rural environment. 

2. An unusualiy extensive programme of visits is arranged. It includes, 
for instance, malaria control centres, labour settlements, disinfection and 
cleansing centres, and a complete range ofvisits in the public health field. 
Students are also required to spend ten days at the Malaria Control Centre 
of Navalmoral de la· Mata, where they study the etiology and prophylaxis 
ofthis disease. 

3. The Direct~r-General of Health for Spain is also the professor of 
hygiene at the University of Madrid. Collaboration with institutes and 

. organizations outside the faculty of medicine is therefore remarkably com
plete; The departments of hygiene in the Spanish universities are able to 
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make use of official health services for teaching purposes as completely as 
if they were attached to the university department. 

4. Although no special reference is made to medical sociology, various 
aspects of this subject are introduced under such headings as social health 
policy, development of social security, social insurance, the evolution of 
medical-care and welfare services, and the methods of social medicine in 
relation to the social sciences and the humanities. 

5. Attention by clinical and other departments to a social point of 
view in the course of their teaching has proved valuable in preparing the 
way for the department of hygiene to present an integrated account of 
medical problems, as well as subjects within its exclusive province. 

. . 

. Post~graduate training 
- " -_- - -

Post-graduate training in Spain · is entrusted to a national school · of 
health, which developed from the national institute of hygiene, set up in 
1899 under the direction of Ramon y Cajal. This institute was first con
cerned exclusively with epidemiology and applied bacteriology and with the 
production of sera and vaccines for the State, but its scope steadily expanded. 
By 1931 it was providing training of doctors for administrative and technical 
careers in the national medical corps. The optional courses given were 
attended by 30 to 40 students a year. 

In 1931 the National School of Health came into being, and its public 
health course, lasting eleven months, was made compulsory for candidates 

. for official appointments. The course included practical work for three 
· months in rural centres, towns, etc. as part of the regular teaching. 

The School is under the aegis of the Ministry of the Interior. However, 
it is part of the University of Madrid and works essentially on an academic 
basis. The Government interest is primarily that of sponsor, and the School 
is directed by a Board whose president is the Minister of the Interior. It 
jncludes, in addition, the Ministerof Public Education, the Director
Genera}of Health, and the Rector of the University of Madrid. The 
professors ofthe School are selected from among physicians of the national 
medical corps; some of these occupy, in addition, a university Chair in a 
special subject. 

The School of Health is not only a training centre, but also an institute 
for scientific research, under the direction of a scientific research council 
approved by legislation. The School acts as a general epidemiological insti
tute for the country and provides also teaching and laboratory studies. At 
the present time the activities of the School are, unfortunately, restricted 
to its epidemiological function, and teaching has not yet been greatly devel
oped. There are, however, refresher and specialized courses organized in 
collaboration with the universities and the council of professional colleges, 
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by agreement with the Director-General of Health. A number of special
ized institutes are linked with the National School of Health and depend 
on it for certain educational matters. These include instruction relative to 
tuberculosis and malaria, as well as subjects such as child health and social 
work. 

In addition, a number of regional· schools are established in cities where 
there is a medical faculty or an important medical centre already in existence. 
These schools are to some extent dependent on the National School, but 
their teachers work mainly with the departmental health centres and their 
staffs. Their post-graduate courses run parallel with those of the National 
School. 

Post-graduate training leads to two academic qualifications: the diploma 
in hygiene, and the diploma for health officials. This is similar to the 
qualification in France at the present time, but the organization of special 
courses is different. It amounts to a kind of civil service training and 
examination for a special corps of health officers. 

The hygiene diploma can be obtained after four months' theoretical 
and practical study of subjects related to preventive medicine-e.g., statistics, 
hygiene, bacteriology, parasitology, and epidemiology. In order to obtain 
this diploma, students may register either in the National School or in one 
of the regional institutes. The final examinations, however, are supervised 
by the National School. 

The diploma for health officials is a more practical and vocational one, 
with the course lasting one year. The course is given exclusively at the 
National School of Health, and priority of admission is accorded physicians 
who already hold the diploma in hygiene. The subjects are similar to those 
taught for the hygiene diploma but are developed more intensively. The 
practical work lasts over a period of several months, during which students 
are expected to make surveys, epidemiological studies, etc., on their own 
initiative. The National School holds an examination at the end of the 
course. 

It should be noted here that there is a growing tendency to organize 
together theoretical and practical teaching of social work and health work. 

Undergraduate training 

SWEDEN 

(Population 7 171 000) 

Undergraduate schools: Goteborg, · Lund, Stockholm, Uppsala 

The undergraduate curriculum has been very fully developed, and in 
recent years great attention has been paid to the teaching, both theoretical 
and practical, of preventive and social medicine. 
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On the basis of conclusions reached by a national committee on 
reorganization of medical education (see page 66), a programme of studies 
in hygiene and preventive and social medicine was drawn up which comprises 
the following courses: 

1. Preparatory course 
(a) Preventive medicine and public health 
(b) Social medicine 

2. Final co,1irse 
(a) Public health and environmental hygiene 
(b) Social medicine 

3. Social medicine integrated with clinical specialities 

Hours 

12 
24 

40 
48 
40 

Total 164 

A note on the detailed content and arrangement of these courses is 
given below. 

1. PUBLIC HEALTH AND ENVIRONMENTAL HYGIENE 

(a) Preparatory course 

Comprises lectures on the scope of public health, principles of health control, per
sonal hygiene and physical training, nutrition, work and leisure, milieu, education, 
immunization and prevention of infection. Practical demonstrations of student health 
service, immunization, public dental clinics, and child health centres. 

(b) Final course 

Includes field epidemiology and ecology, sanitary hygiene, housing and health, 
school hygiene, industrial hygiene, nutrition and food, public health law and adminis
tration. 

2. SOCIAL MEDICINE 

(a) Preparatory course 

This course follows immediately upon the preparatory course in preventive medicine. 
It aims to teach the student to enlarge bis conception of diagnosis to include his patient's 
environmental background. Lectures and demonstrations cover the following subjects: 

1. General introduction to the structure of society 

2. Administration of the health and medical services 

3. Social medicine: definitions and functions 

4. Socio-medical field- and case-work methods-investigations, case-work, home 
visits, social histories 

5. Vital statistics-methods 

6. Population problems 

7. Morbidity and mortality-main causes 

8. Social etiology-how the morbidity and mortality of certain diseases are influ
enced by the social background, economic situation, housing, occupation, unemployment, 
etc. 

9. The development of individuals as members of society; youth problems, family 
problems, old age problems; changes in family structure, etc. 

10. Demonstrations iri connexion with the above topics 
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(b) Social medicine integrated with clinical speci;tlities 

This part of the course is spread over the clinical years. n is arranged· by the pro
fessor of social medicine, often in close collaboration With clinical professors. On the 
professor of social medicine rests the task of co-ordinating and giving general direction 
to this part of the teaching programme. The aim is to encourage the student to assess 
the social factor in the medical situation and to give him practice in taking this factor into· 
account in diagnosis and therapy. The course includes clinical conferences, case demon-
strations, and visits to social institutions. · 

It is stressed that professors of clinical subjects are able to give more-detailedinsfruc~ 
tion in social medicine in their own speciality than the professors of social medicine could · 
hope to do. · · · · · · 

(c) Final course 

This course consists partly of lectures and partly of demonstrations. The professor 
of social medicine is to have the help of specialists in various fields. Subjects include: 

1. The fight against tuberculosis, rheumatic fever, venereal disease, cancer, heart 
disease, and other ailments of importance in public health 

2. Occupational hygiene: modern industrial society surveyed, occupational diseases, 
accidents, etc.; industrial health services; rehabilitation; the private practitioner and 
industrial health · 

3. Social problems of unemployment: alcoholism, criminality, prostitution, 
· vagrancy, etc. 

4. Heredity, constitution and envirnnment; · abortion and sterilization 

5. Detailed study of• the organization and administration of health and medical 
services; central and local government; personal problems, etc. 

6. Social (welfare) administration and agencies 

7. Social prevention 

8. Rehabilitation and convalescent care 
. . . 

9. lnsuranc~ problems, health (sickness)insurance; accident, unemployment, and 
old age insurance; children's, mother's, and family allowances, etc. 

10. Medical certificates on social indications 

11. · Duties of social service physicians 

The Minister (Council, Department) and later on the Parliament followed 
the principles of the committee regarding medical education and thus 
accepted the two lines: hygiene and social medicine. The resolution was 
passed that there should be professorships in the two subjects at all the 
four medical faculties of Uppsala, Stockholm, Lund, and Goteborg. With 
regard to the budget of the next few years, the development should proceed 
gradually. In accordance with the resolution passed by the Parliament 
in 1955, one professorship in hygiene and two in sociaLmedicine are to 
be· created; the rest of the instruction should be in the ·hands of specially 
appointed teachers. In the beginning there · will thus be: · 

Uppsala: one specially appointed teacher of hygiene and one of social 
medicine; 

Stockholm: one professor of hygiene and . two specially appointed 
teachers of social medicine; · 
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Lund: one professor of hygiene and one of social medicine; and 
Goteborg: one specially appointed teacher of hygiene and one pro

fessor of social medicine. 

In addition, a few subordinate posts were created (assistants, etc.), and 
State grants were voted for arranging rooms and for teaching materials. 

Post-graduate training 

In Sweden two different categories of physicians are working in the 
public health services: (a) district health officers (provinsiallakare, stads
lakare), and (b) county health officers (forste provinsialltikare) and, in the 
largest cities, city health officers (forste stads/akare). 

(a) District health officers 
- - - -

A clistricthea-lth officer is a physician who gives part-time service in 
public health and is responsible for an areawhh a population of5000-10000; 
his public responsibility also includes socio-medical service for his district. 
In addition, he has a limited private practice. 

At present no special training in hygiene or social medicine is required 
for a post as district health officer; on the other hand, courses of 7-8 weeks' 
duration are given in these subjects. The content of the course, which is 
full-time, but on a voluntary basis, includes social medicine, law and 
administration, biostatistics, and the elements of hygiene. Its objective is 
strictly vocational, with the simple aim of equipping district officers more 
fully for their public health duties. 

The course for district health officers deals comprehensively with the 
following subjects: 

Medical and health legislation 
Population policy and social welfare 
Maternal and child welfare, school health dispensary treatment 
General hygiene and epidemiology 
The hygiene of housing, etc; 
Industrial· health 
Nutrition 
Mental health 

The total course occupies approximately 150 hours, with an additional 25 
for demonstrations. 

The national committee for the reorganization of medical education 
also took the training of district health officers into consideration. Basing 
itself on the principle that all the Swedish physicians should have the same 
basic education ending in the academic degree medicine /icentiat (licentiate 
in medicine), and that the post-graduate training should mainly be practical, 
bearing in mind the future activity of the students, the committee proposed 
for district health officers three years' service as assistant physicians in 
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certain specified hospital clinics and, in addition, a compulsory course which 
should be more comprehensive than the present voluntary one. The 
programme of the course has not yet been set up. 

(b) County health officers, city health officers 

To be considered for a post as county health officer, it is at present 
stipulated that the physician should have been holding a post as district 
health officer, or equivalent thereto, for three years, and that he should 
have passed a compulsory course in public health. This course has now a 
duration of about 8 weeks and includes a wide range of subjects of a practical 
nature. The curriculum for this course is more comprehensive than that 
for district health officers and includes a larger number of discussions and 
practical instruction. One of the most interesting features of the course 
is the arrangement of surveys or test inspections'in health districts under the 
supervision of officers of the Stockholm Board of Health. It is a sound and 
practical course designed for officers who are taking a large part in the health 
services. It is generally felt, however, among experienced teachers in 
Sweden, that the teaching is too compressed and that it should be replaced 
by a full post-graduate curriculum. This training is also unde.r deliberation, 
but there is no curriculum settled up to now. 

The late Professor Gunnar Fischer (Stockholm) felt that an extended 
course to cover a period of approximately 12 months was desirable, and he 
offered the following observations: 

L Health officers must be trained to cope with special problems in 
different countries. Thus, for example, whereas entomology occupies a 

· position of prime importance in some countries, problems of industrial 
hygiene are more pressing in others. 

2. The syllabus adopted in any particular country must be flexible and 
should be revised at frequent intervals to conform with the social and 
economic conditions of the day. 

3. Periodic revisions can with advantage be undertaken by the central 
health authority and universities and colleges acting together. In this way 
the teaching syllabus is .kept in harmony with practical life and can be kept 
uniform throughout the country. 

4. The sub-joined list of subjects for inclusion in the curriculum is 
intended as a basis for discussion. 

(a) Administration and law (public· health administration, hospital 
administration) 

(b) Field epidemiology 

(c) Biostatistics 



THE TEACHING OF PUBLIC HEALTH 221 

(d) Environmental hygiene (drinking-water, sewage and sewage disposal, 
decontamination, garbage disposal, transport; bathing, swimming
pools, sauna; sea and lake bathing, etc.) 

(e) Physiological hygiene, i.e., applied physiology (housing, schools and 
places of work) 

(J) Industrial hygiene 

(g) Food sanitation 

(h) Mental hygiene 

(i) Social medicine: 

(1) Social etiology of disease; preponderance of ill-health in certain 
occupations, industrial hazards and accidents, occupational 
diseases, social maladjustment, unemployment 

(2) Social prevention and therapy; maternal welfare, infant and 
child care, care of the aged; care of the destitute, and relief 
boards; care of children and adolescents, child welfare boards; 
control of alcoholism, temperance boards and the temperance 
movement; job placement and labour exchanges; social 
domestic aid, housing management and the allocation of 
dwellings; abortion, sterilization, prevention 

(3) Control of prevalent mass diseases: tuberculosis, venereal 
diseases, rheumatic disorders, cancer, cardiovascular disease. 
Early mass diagnosis and group treatment 

( 4) Rehabilitation: convalescent care, training of the partially 
disabled, almoners' duties 

(5) Health control 

( 6) Insurance medicine: health insurance, accident insurance, 
unemployment insurance; pensions, child allowances; certifica
tion of accidents, disability, disease 

(j) Statistical methods and procedures needed by the health officer in , 
relation to the foregoing subjects 

Professor Fischer believed that it is widely felt both in Sweden 
and in neighbouring countries that, for post-graduate education, a 
separate school of hygiene is desirable. In Sweden, for example, as in 
Norway and Denmark, voluntary courses for doctors have been held 
for many years; but an expansion of both instruction and practical 
research has now become of immediate importance. Ideally a school 
or institute on lines similar to those already established by the Rockefeller 
Foundation would be of immense value in Scandinavia, including, for 
this purpose, Denmark, Finland, Iceland, Norway, and Sweden. A 
school of this kind set up to give service to a much wider area than a 
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single country would undoubtedly repay the money and· co-operative 
effort required for its organization because it would be able to devote 
its activities whole-heartedly to the promotion of teaching and research 
for students coining from tna:riy parts of.the old world and the new .. ·· 

Sweden is participating in the public healthfraining courses which have· 
been organized in the past few years jointly by the Nordic countries 
(Denmark; Finland, Iceland, Norway, and Sweden}; Development of. 
these courses opens possibilities for full~time post-graduate training of health 
officers in these countries. . . 

SWITZERLAND 
(Population 4 877 000) 

Undergraduate training 

Undergraduate schools: Baste, Berne, Geneva, Lausanne, and Zurich 
(medical faculties); pre-clinical· courses only at the universities of Fribourg 
(premier et deuxieme examen propedeutique) and Neuchatel (premier 
examen propedeutique) · · · · · · 

In Switzerland, higher .education is organized on a federal basis, and · 
federal law and regulations combine. to encourage a uniform medical 
training in all five universities, which .are cantonal institutions. . 

The faculties of medicine in the Swiss universities are all professional 
. training schools arid research institutes .. An arrangement whereby in some 
instances the cantonal health. department and the university department 
of hygiene are combined is of special interest. The Institute of Hygiene 
in Zurich, for>example, acts> both as a cantonal public health laboratory 
and as an academic department of bacteriology and hygiene;and in Geneva 
the professor·of hygiene is responsible for the cantonalhealth department 
and the school health programme, in addition to his academic duties . 

. · Typically, the faculty of medicine includes an institute of hygiene under the 
· . control of a director who is also professor of hygiene. In Geneva the 

institute combines the functions of a university department and a cantonal 
public health service. · 

There are no Chairs in preventive and social medicine; there is a Chair 
in occupational health and industrial medicine at the federal polytechnical 
school. · 

The hygiene course usually occupies two t6 three hours a week f oi two 
terms (48-72 hours) ind includes the epidemiology of infectious diseases, . 
public health organization, and preventive medicine, Legislation relating· •. 

· fo medical care arid social welfare and certain topics of a social nature are 
covered to some . extent by depaitJ11ents of legaFinediciile, and instruction ·.· 
in: industrial and ·. occupationaL health is given under the heading . 

· " medecine des accidents ", which includes insurance medicine. Formal 
teaching in hygiene is supplemented by visits of observation to health and 
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· industrial establishments and by demonstrations relating to sanitary 
control. 

Teaching on the social aspects of diseases is given by some clinical 
professors, and in one or two schools home visiting by medical students 
is arranged through the polyclinics. For the time being, it has been agreed 
that social aspects of medicine should be dealt with as far as practicable by 
existing teaching departments, but there is a general awareness of the need 
for revising the curriculum of medical studies and, particularly, for an 
enlarged curriculum in the field of social medicine and industrial hygiene. 

Post-graduate training 

There· are no. public health schools in Switzerland and consequently no 
facilities for systematic trnining for the post of health officer. No special 
degree or exaininatfonis required of candidates, but the following conditions 
must<be satisfied: . 

---- -- - -__ -_ -- _-

(1} possession of the federal medical diploma; 

(2) post-graduate training in the clinical field most closely connected 
with th.e type of work which the officer has to undertake, e.g., paediatrics 
fot school medical officers; 

(3) in general, several years of practical experience after graduation. 

A large number of medical officers carry on health work as a subsidiary 
activity. This is the case with most of the "cantonal doctors", who 
supervise public health and are advisers to the cantonal governments. It 
applies. also to . district physicians who combine private medical practice 
with public health duties. School medical officers are also part-time officers, 
except in the larger towns. In the few cities with over 100 000 inhabitants, 
there are some public health officers working on a full-time basis. 

The Swiss Society of Medical Officers fills a gap in training by organizing 
professional refresher courses for its members. 

Some years agoan attempt was made to found a public health school in 
Switzerland, but it was not successful. It was felt that only a very few 
students would be enrolled and that thlS would not justify the capital 

investment. Candidates for public health posts mustgo abroad for 
specialized public health training. 

Undergraduate · training 

TURKEY 
(Population 22 461 000) 

Undergraduate schools: Ankara and Istanbul 

In both faculties of medicine there is a Chair of hygiene. In Ankara 
there are, in addition, three independent Chairs directly concerned with 
public health and preventive medicine-i.e., microbiology, parasitology, 



224 THE TEACHING OF HYGIENE AND PUBLIC HEALTH IN EUROPE 

and infectious diseases. In Istanbul, microbiology, parasitology, and 
epidemiology are combined in one Chair; and instruction in infectious 
diseases is given by the department of internal medicine. 

At the Istanbul faculty tne. hygiene courses occupy some 180 hours of 
teaching time and are given during the sixth, seventh, and eighth terms. 
They include 30 hours oflaboratory work and 16 hours of practical statistics. 
The staff of the department of hygiene and preventive medicine includes a 
statistician. 

Instruction in microbiology, parasitology, and epidemiology is also 
given during the sixth, seventh, and eighth semesters. The theoretical part 
of the course occupies 132 hours-60 during the sixth semester, 48 during 
the seventh, and 24 during the eighth. Also included in the eighth semester 
are 24 hours of laboratory work on diagnoses of infectious diseases and 
identification of bacteria and parasites. 

At the medical faculty of the University of Ankara, courses in hygiene 
are given during the seventh and eighth semesters. These courses comprise 
25 hours of theoretical instruction in public hygiene and environmental 
sanitation; 22 hours in industrial hygiene, control of social diseases, and 
applied statistics; 20 hours in general epidemiology and the bases of pro
phylaxis, individual and collective. These courses also include 52-54 hours 
of laboratory and practical work, the students working in groups. Courses 
in infectious diseases, bacteriology, and parasitology are given by the 
respective Chairs during different semesters. 

The laboratory practice required of students in the field of public 
health chemistry and bacteriology is extensive. The reason given is that 
health officers in Turkey are recruited from the ranks of general prac
titioners; and, in spite of the existence of a school of hygiene in Ankara, it 
will be many years before. public health laboratories and public health 
services will be able to be staffed by specialists. 

The collaboration of special clinics--e.g., tuberculosis, dermatology, 
venereal diseases, paediatrics-is being actively sought by the department 
of hygiene in connexion with teaching social medicine. 

Post-graduate training 

The School of Hygiene in Ankara, which is part of the Institute of 
Hygiene, opened its doors just at the beginning of the Second World War. 
The war interrupted the teaching activities. 

In the past few years, endeavours have been made to re0establish post
graduate training in public health. Courses of three months/ duration have 
been given by the School of Hygiene. They were attended by provincial 
health officers and district physicians. The teaching staff was partly 
composed of foreign lecturers. 

The Government intends to continue and extend these courses, with the 
ultimate aim of giving a full academic year's training for health officers. 
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UNITED KINGDOM 

(Population 50 611 000) 

Undergraduate training 

Undergraduate schools: 

225 

Provincial- Birmingham, Bristol, Cambridge, Cardiff, Leeds, Liverpool, 
Manchester, Newcastle, Oxford, Sheffield 

London (Schools of Medicine within the University of London)
Charing Cross, Guy's, King's College, The London, Middlesex, The Royal 
Free, St Bartholomew's, St George's, St Mary's, St Thomas's, University 
College, Westminster. 

Scotland-Aberdeen, Edinburgh, Glasgow, St Andrews. 
Northern Ireland-Queen's University (Belfast) 

The teaching of social medicine has developed in much the same way in 
Scotland and Northern Ireland as in England and Wales, but the devel
opment in the London medical schools has proceeded along different lines. 

1. Schools outside London 

In every provincial school the undergraduate curriculum in social 
medicine has become, or is speedily becoming, a comprehensive social type. 
The time devoted to environmental hygiene and sanitation is now, in most 
cases, small. In many schools most of the time is occupied by 
administrative and organizational subjects and epidemiology. With the 
exception of the University of Edinburgh, medical sociology is not as 
prominent as in some schools on the mainland of Europe. There is also 
a tendency to curtail teaching in occupational health and personal hygiene 
for lack of time, though their importance is recognized. 

The pattern of training in the various aspects of social and preventive 
medicine now emerging in the provincial schools bears a close resemblance 
to that now proposed by the Swedish committee for the reorganization 
of medical education (see page 217). 

Typically, an introductory course immediately after the pre-clinical 
period of study is followed throughout the clinical years by systematic 
instruction, visits of observation, and practical exercises, for which the 
department of social medicine is responsible. Under a variety of arrange
ments, the principles of social medicine are applied to clinical cases in 
bedside tutorials and joint case conferences. Practice in social medical 
case-taking and contact with the work of general practitioners now feature 
in the programmes of most schools. 

The flexibility of teaching arrangements has made possible a variety of 
experimental provisions. The general practitioner teaching unit in Edin
burgh (see page 117) is a case in point. 
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2. The London schools 

There is no separate department of social and preventive medicine in 
any of the London schools. In every school, however, there is provision 
for the teaching of public health, usually in the form of a course of systematic 
lectures given during the fourth or fifth year by one or more specialist 
public health officers. · 

The general policy in the Lori.don schools has been to integrate the 
teaching of social and preventive medicine with clinical subjects and patho
logy. Indeed, some schools go so far as to say that " social medicine 
cannot and should not be taught to the undergraduate student as a special 
subject ". The social aspects of medicine are therefore stressed throughout 
the clinical course. In addition, special experience in various schools 
takes the following forms: social case-taking, attachment to the almoners' 
department (medical-social worker) for teaching purposes, visits of observ
ation to clinics and in the field, and opportunities for the student to become 
acquainted with the work of a general practitioner. 

Post-graduate training . . . 

A course of training for·the diploma in public health is offered at the 
following university departments, schools, or institutes: . . 

Provincial-Bristol,. Cardiff, Newcastle (University of Durham),· Leeds, 
Liverpool, Manchester 

London-The London School of Hygiene and Tropical Medicine 
(University of London), The Royal Institute of Hygiene and Public Health 

Scotland-Aberdeen, Edinburgh, Glasgow, Dundee (St Andrews Uni
versity) 

Northern Ireland-Queen's University (Belfast) . 
A full-time course, lasting for nine months, is offered by some of the 

universities. In order to meet the need of students who are already engaged 
in the public health services or who are otherwise unable to attend whole
time courses, arrangements have been made for part-time instruction in 
the following institutions: Durham University, five terms of three months 
each; Welsh National School of Medicine, Cardiff (University of Wales), 
six terms of three months each; Leeds University, five terms of three months 
each; and the Royal Institute of Public Health and Hygiene, whole-time or 
part-time. . 

J:n organizing these courses, the universities concerned make arrange
ments to offer part-time paid appointments to candidates during their period 
of study. Academically the parMime courses cover the same ground as the 
whole-time, and the standards of examination are identical. The followiJ:!g 
account therefore applies to all teaching courses offered in the United 
Kingdom. 

The courses are governed by rules adopted from time to time by the 
General Medical Council, the most recent at the time of writing this 
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study having come into operation in January 1946.2 The Council pre
scribes the rules, investigates the methods of teaching and inspects the 
examinations. 

The present rules were adopted with the object of bringing the teaching 
of public health into closer alignment with the practice of today. They 
were based on an appreciation of the vocational character of the course 
and the fact that such subjects as chemistry, physics, and bacteriology have 
become so specialized that they are no longer part of the practice of the 
health officer. The Council was aware, on the other hand, that subjects 
such as the personal and family health services, public assistance, social 
security, and the promotion of social welfare had become of supreme 
importance to modern health practice. It recognized, too, that health 

.· education, the mental health services, and occupational health had become 
increasingly prominent in the life of the community and in the practice of 
preventive medicine. 

The rules prescribe a preliminary course in preventive and social medicine 
covering an academic term of not less than ten weeks' whole-time study. 
The course is designed to meet the primary needs of all medical practitioners 
in public health work and to form a general introduction to the scope and 
character of the public health and social welfare services. 

The rules go on to prescribe a final course in preventive and social 
medicine covering a period of not less than five months of whole-time 
study. This course is intended to provide more-advanced instruction with 
some opportunity for specialization. It is designed to meet the needs of 
medical practitioners who intend to qualify themselves for appointments in 
which they are required by law to hold registered diplomas in public health. 

The curriculum of the preliminary course contains the history of public 
health, public assistance and social security, environmental medicine, 
health education, statistics, and other subjects. It includes practical 
documentation and field visits (see details on page 228). 

The final course includes chemistry, sanitation, administration, mental 
health, occupational health, physiology, food and nutrition, bacteriology, 
parasitology, medical entomology, statistics. Furthermore, clinical instruc
tion in infectious diseases is also included (see details on page 229). 

Much of the work done during the final six monthsis in the form of 
practical. instruction entailing independent study through the preparation 
of a dissertation and the compilation of a journal. In addition to this, all 
students join in one or another of the study groups in which they them
selves plan and execute some appropriate social research or an investigation 
into some matter allied with public health. 

Special attention is given to field study and experience under practising 
health officers in the course of their routine duties. Regular field visits are 

2 New rules came into operation in·October 1956 (see page 228). 
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made to see practical work in towns, rural areas, ports, special schools and 
a number of other institutions, factories, and social welfare departments. 

This present arrangement of a preliminary and a final course has not 
proved to be altogether satisfactory. In the first place, the preliminary 
course tends to be too general and theoretical; later on students find it dif
ficult to relate the introductory teaching to their practical work. Secondly, 
the preliminary course is apt to be rather elementary and therefore diffuse in 
the handling of such a large subject. Thirdly, it is too short a course to be 
really effective and rather seems an interruption of studies than a continua
tion. New regulations, which were issued in November 1955 and took 
effect in October 1956, are expected to provide greater continuity in both 
teaching and practice throughout the post-graduate course, lasting for an 
academic year. 

The Essential Features of the Curriculum Provided for the Post-graduate Diploma 
in Public Health in the Universities and Teaching Schools of the United Kingdom 

I. PIUlLIMINARY CoURSE 

1. The history of public health 

2. (a) The history of public assistance 

(b) Social security and the agencies for the relief of poverty and the promotion 
of social welfare 

3. (a) The evolution of central and local authorities in relation to public health, 
etc. 

(b) The evolution of the law in relation to health, public assistance, and social 
security 

4. The influence on physical and mental health of environment, including house 
and occupation, economic circumstances, and nutrition and personal hygiene 

5. International health organizations 

6. Physical education 

7. Health education 

8. The influence of heredity on health 

9. The nature and sources of information bearing on the health of the people, and 
its numerical presentation. The preparation of memoranda and scientific articles 
containing statistical data 

10. The causal agents of infection, their sources and control 

1 L Practical instruction: 

(a) Demonstrations of historical material, reports to central and local 
authorities 

(b) Visits to public health departments, child health centres, schools, factories, 
etc. 

(c) Demonstrations on the use of the library, preparation of papers, etc. 

(d) Exercises in the solution of epidemiological problems and in the prepa
ration of memoranda containing statistical data 
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II. FINAL COURSE (for the whole class) 

I. Chemistry in relation to public health 

2. Mass aspects of disease 
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3. Sanitation of water supplies, housing, town and country planning; interpre
tation of plans 

4. Administration: organization and management of medical departments and 
institutions 

5. The law relating to public health 

6. Mental health 

7. Occupational health: (a) physiology, (b) psychology, (c) miscellaneous subjects 

8. Physiology 

9. Food and nutrition 

10. Bacteriology 

11. Parasitology 

12. Medical entomology 

13. Statistical data and methods 

14. Clinical instruction: The regulations require that every candidate shall ... "have 
attended satisfactorily and regularly and received instruction (in a Hospital for Infectious 
Diseases) for three months-in the late Autumn, Winter or Spring". 

15. Practical instruction: The regulations require that every candidate, during a 
period of not less than five months, shall attend at the health department of a local 
authority and personally observe and study the daily work of each section of the department 
under the guidance of administrative, technical, and executive officers of the authority. 
This important regulation is met by the attendance of students at least one half-day 
a week at the health department of a local authority. Practical instruction should be 
organized and overlapping avoided by means of regular meetings of the staff of the 
university department with the medical officers of health who conduct the practical 
instruction. 

Undergraduate training · 

YUGOSLAVIA 

(Population 16 989 000) 

Undergraduate schools: Belgrade, Zagreb, Ljubljana, Sarajevo, and Skoplje 

Throughout Yugoslavia extensive revisions of the medical curricula 
have been made in recent years. The duration of medical studies has been 
increased from five to six years and the general plan of tuition and teaching 
methods revised. Although there is no complete uniformity in the syllabus 
of all faculties, they are very similar. The medical faculty in Zagreb has 
established a tradition by the excellence of its programme of lectures and 
of its teaching methods in hygiene and social medicine, and the plan and 
programme of this school now serve as a pattern for teaching methods in 
other faculties. 
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Hygiene and social medicine is being taught to the students of the 
medical faculty in Zagreb by the staff of the School of Public Health. 
Elementary hygiene and social medicine is taught during the seventh, ninth, 
and tenth terms; it includes lectures as well as practical work in field health 
centres. Practical work continues thr<;rnghout all three terms, but lectures 
are held only during the seventh and ninth terms, 64 hours being devoted 
to lectures and 92 hours to practical work and exercises. In addition, 
practical work is provided, for students of hygiene and social medicine 
during the sixth year of their studies. 

The new syllabus at the medical faculty in Zagreb has introduced into 
the early years of study subjects intended to prepare the student for instruc
tion in hygiene and social medicine during the fourth, fifth, and sixth years. 
During the first year a course entitled " Introduction to medicine " is 
taught, which introduces the medical students to fundamentals of medicine. 
From the start of their studies, they are thus able to view in correct per
spective the duties and social functions of the physicians of the past and the 
present. The students are also made aware of the development of public 
health services. " Statistics in medicine " is taught duririg the first term 
of the third year and is intended to develop a critical attitude in the student 
towards statistics and to introduce him to. the manipulation of data. It is · 
designed also to assist him in the interpretation of vital statistics and to make 
him appreciate their importance in public health studies. Throughout the 
two terms of this third year a course on auxiliary staff and the care of the 
patient is given in order that students may become familiar with the duties 
of auxiliary staff and the role they play in solving health problems. 
Seventy-eight hours are devoted to these three subjects (48 hours to lectures 
and 30 hours to exercises). Since the staff of the School of Public Health 
undertakes the teaching of these subjects, continuity in t.he teaching of 
hygiene, social medicine, and public health service, on a practical basis, is 
assured from the very beginning of medical studies. 

The history of medicine is taught during the first term of the third year. 
Instruction in foreign languages is given during the third and fourth years. 

Post-graduate training 

Post-graduate training is carried out at the School of Public Health, 
Zagreb, the Institute oLHygiene, Belgrade, and, to some extent,· at the 
institutes of hygiene in Ljubljana, Sarajevo, and Skoplje. 

The School of Public Health was founded in 1927 with the assistance of 
the. Rockefeller Foundation. The Zagreb School differed somewhat from 
similar schools in other European countries. Its main task was to prepare 
physicians for public health service, to work on health problems, and to 
disseminate knowledge among all classes, particularly among peasants, 
in order to improve rural health conditions. The School became very 
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active in· the field, both in providing a background of general knowledge 
and in developing drainage works for the improvement of sanitation; The 
School organized six-month courses for physicians in the public health 
service; in addition, it made arrangements for courses for health visitors 
and instruction in house-keeping for peasant women. Practical teaching 
in hygiene for medical students in Zagreb was also provided. Further, 
the School took part in the production of sera and vaccines and of 
arsenobenzene preparations. 

The Institute of Hygiene in Belgrade also performed many of the same 
functions. 

At the end of the Second World War, after the liberation, the School 
reopened, after having been used by the occupation forces for military 
purposes, and began to restore its staff and equipment. In 1947 the 
School was attached: to the Medical Faculty of the Zagreb University, 
as a semi-autonbm~us institution, and was given the task of organizing 
post-graduate studies for physicians and other professional workers who 

· proposed to specialize in public health. The Institute of Hygiene and 
Social Medicine was incorporated into the School of Public Health, and 
thus the teaching of hygiene and social medicine ,vas included in the work 
of the School. The School also co-operated with other faculties of the 
Zagreb University and became an acknowledged centre for health studies 
covering a wide field. 

The School has a hostel with 50 beds. There are 12 lecturers, professors, 
associate professors, and assistant professors with permanent appointments. 

Since the war the School has taken a particular interest in problems of 
industrial hygiene, with special reference to training of health workers in 
social paediatrics, and in the training of directors of public health centres 
and of physicians in the public health service. For this purpose post
graduate courses have been organized regularly (a) for physicians in the 
public health service (6 months), (b) for nurses (3 terms), (c) for engineers 
(with diplomas), in sanitary techniques (2 terms), (d) in social paediatrics 
(3 months, twice each year), and (e) in anaesthesia (6 months). In addition, 
special courses in industrial hygiene, of two terms' duration, are organized 
for physicians. 

The Belgrade Institute of Hygiene has, since the war, given special 
attention to the post-graduate training of teams for public health service. 
During the period from 1945 to 1954, the following completed courses 
at the Institute of Hygiene: 336 physicians, 17 sanitary engineers, 25 sanitary 
technicians, 26 sanitary technicians (building), 51 sanitary technicians for 
industrial hygiene, 12 laboratory technicians, and 241 health statisticians. 

Courses of three months' duration in social paediatrics and social 
obstetrics are organized each year by the Institute of Youth Protection in 
Belgrade. 
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EUROPEAN STUDY CONFERENCE 
ON UNDERGRADUATE TRAINING IN HYGIENE 

AND PREVENTIVE AND SOCIAL MEDICINE 

The European Study Conference on Undergraduate Training in Hygiene 
and Preventive and Social Medicine * was held in Nancy, France, from 
8 to 13 December 1952, under the auspices of the World Health Organiza
tion; Following discussion; in the light of the experience of the participants, 
of the papers submitted by the Rapporteurs, taking into account the fact 
that developments in health problems require a continuing adaptation of · 
medical teaching, and considering the part the physician has to play in 
modern society, both with respect to individuals and their families and to 
the community as a whole, the conference participants reached certain 
conclusions, which are summarized below. 

Most future physicians will be general practitioners, which requires that 
they shall have had a well-balanced training. The conference participants 
were convinced that the medical curriculum should have a preventive and 
social orientation at an early stage. It should provide future physicians 

· with the knowledge and skills needed not only for the diagnosis and treat
ment of disease, but also for the promotion, maintenance, and protection 
of health through application of the methods of hygiene and preventive 
and social medicine. 

To this end, the conference participants agreed on the following points 
with respect to the teaching of hygiene and preventive and social medicine: 

· 1. It is desirable to :provide a short introduction to medicine in the 
first year of the medical curriculum, in order to give students a general 
idea of medicine as a whole (both curative and preventive), to refer to the 
needs of society, to awaken their interest in prevention, and to point to 
the moral satisfactions and material advantages of efforts made in preven
tive medicine, as well as in curative medicine. 

2. Subjects included in the curriculum of studies in hygiene and pre
ventive and social medicine can be introduced progressively during the 

• Early in the discussion it became apparent that it would not be easy to formulate definitions which 
would command general acceptance. In this report the expression " hygiene and preventive and social 
medicine " is used to refer to the subject-matter usually included in teaching practice under the headings of 
public health, preventive medicine, social medicine, hygiene, and epidemiology. 
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following years. It would be particularly advantageous to deal with 
statistical methods and biometry in the pre-clinical period of study, and to 
ensure that preventive and social viewpoints are adequately represented in 
an orientation course at the. beginning of the clinical years. 

3. The content of curricula will vary in matter of detail according to 
local conditions, but it is desirable that every curriculum should be com
prehensive enough to enable the future physician to become acquainted 
with essential objectives and methods and to give him a preventive and 
social point of view. The course of studies in hygiene, preventive medicine, 
and social medicine should take into account physical, biological, psycho
logical, sociological, and economic factors which influence health and· 
well-being. 

4. Professors in other disciplines should be invited to undertake or to 
collaborate in teaching on aspects of preventive and social medicine related 
to their special fields. Responsibility for the general arrangement of 
teaching programmes in. hygiene and preventive and social medicine, and 
for the presentation of a comprehensive point of view, should be retained 
by the professor of this discipline. To cover the field of hygiene and pre
ventive and social medicine, the collaboration of many individuals, working 
as a team, is invariably required. 

5. Bacteriology, including in a broader sense microbiology and immu
nology, is a well-established science which requires presentation by a full
time teacher. In certain circumstances, it .is expedient that, for the time 
being, instruction in the epidemiology of the transmissible diseases should be 
undertaken in combination with bacteriology. Hygiene and preventive and 
social medicine, however, cover a wide terrain, and to have these subjects 
taught under the direction of a department of bacteriology is to the dis
advantage of both. 

6. It is important that the faculty of medicine, and. especially the 
department of hygiene and preventive and social medicine, should colla
borate with the health services of the community for the purposes of prac
tical teaching. The academic department can also act in an advisory 
capacity in relation to community services. 

7. It is advantageous to employ various methods in the teaching of 
hygiene and preventive and social medicine. Such methods include 
seminars, visits to institutions, surveys, and, particularly, periods of attach
ment to health centres and domiciliary health services. It is necessary to 
relate teaching to concrete situations and current clinical cases. The 
future physician should also have an opportunity. to work as a member 
of a team which includes public health nurses, social workers, and other 
health personnel. A student. health service can also be valuable in the 
teaching of preventive medicine. 
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8. Research work in the field of hygiene and preventive and social 
medicine is necessary to sustain the vigour of a teaching department. 
This implies a properly housed and adequately staffed department, under the 
direction of an experienced and competent head, having at its disposal 
the necessary equipment and material means. The solution of the problems 
raised by these requirements must have regard to the limited resources of 
the universities and will often need the assistance of non-university agencies 
and organizations. 

In the opinion of the conference participants, the faculty of medicine 
should periodically examine the curriculum of medical studies in order to 
make adjustments, to fill gaps, to avoid overlapping, to avoid overburden
ing the curriculum, and to prepare future physicians to fulfil their tasks 
in a changing society. 

The importance of continuing and. developing international collabo
ration was stressed as a means of strengthening the position of preventive 
and social aspects in medical training. The conference participants were 
convinced that the progress already made in the orientation of medical 
studies towards prevention will be further developed and more widely 
implemented. New concepts and methods might be very useful in other 
countries once they are adapted to the curriculum appropriate to the condi
tions in a specific country. An exchange of opinion at an international 
level helps to make known to all countries the progress realized in each 
country. 

LIST OF PARTICIPANTS 

Dr G. P. Alivisatos (Vice-Chairman), Professor of Hygiene, Faculty of Medicine 
University of Athens, Greece 

Dr R. F. L. Bieling, Professor of Hygiene, University of Vienna, Austria 
Dr P. Bonnevie, Professor of Hygiene and Social Medicine, University of Copenhagen, 

Denmark 
Dr G. Bruynoghe, Professeur d'Hygiene a l'Universite de Louvain, Belgium 
Dr G. Buonomini, Professor of Hygiene an:d Microbiology, Faculty of Medicine and 

Surgery, University of Pisa, Italy 
Dr G. A. Canaperia, Director, International Relations Service, Office of the High 

Commissioner for Hygiene and Public Health, Rome, Italy 
Sir John Charles, Chief Medical Officer, Ministry of Health, London, England 
Dr A. Djordjevic, Professor of Bacteriology, Faculty of Medicine, University of Belgrade, 

Yugoslavia 
Dr M. Ere!, Professor of Hygiene, Faculty of Medicine, University of Istanbul, Turkey 
Dr G. Fischer, Professor of Hygiene and Preventive Medicine, Karolinska Institutet, 

Stockholm, Sweden 
Dr F. Grundy, Professor of Preventive Medicine, The Welsh National School of Medicine, 

Cardiff, Wales 
Dr W. Hagen, Adviser to the Federal Ministry of the Interior, Bonn, Germany 
Dr R. Hornstra, Professor of Soda! Medicine, University of Utrecht, Netherlands 
Dr H. W. Julius, Professor of Hygiene, University of Utrecht, Netherlands 
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Dr F. Klose, Professor of Hygiene; Director, Institute of Hygiene, University of Kiel, 
Germany 

Dr M. de Laet, Secretaire generaldu Ministere de la Sante publique et de la Farnille; 
Professeur, Universite libre de Bruxelles, Belgium 

Dr A. Melico Silvestre, Professor of Hygiene, University of Coimbra, Portugal 
Dr H. Natvig, Professor of Hygiene, University of Oslo, Norway 
Dr J. Parisot (Chairman), Doyen de la Faculte de Medecine, Universite de Nancy, 

France 
Dr 0. Pinerua, Professor of Hygiene, Faculty of Medicine, University of Madrid, Spain 
Dr J. C. Saunders, Professor of Hygiene, University College, Cork; City Medical 

Officer, Cork, Ireland 
Dr J. Sigurj6nsso:n, Professor of Hygiene, University of Iceland, Reykjavik, Iceland 
Dr R. Sohier, Professeur d'Hygiene a la Faculte de Medecine, Universite de Lyon, 

France 
Dr A. Stampar, Professor of Public Health and Social Medicine, University of Zagreb, 

Yugoslavia 
Dr A. Str111m, Professor of Social Medicine, University of Oslo, Norway 
Dr J. Tomcsik, Professor of Hygiene and Bacteriology, University of Basel, Switzerland 
Dr P. Vollenweider, Directeur du Service federal de !'Hygiene publique, Berne, Swit-

zerland 
Dr T. W. Wartiovaara, City Health Officer, Helsinki, Finland 
Dr A. H. Ylppo, Professor of Paediatrics, Helsinki University, Finland 

WHO Secretariat 

Dr N. D. Begg, Director, Regional Office for Europe 
Dr E. Grzegorzewski, Director, Division of Education and Training Services 
Dr D. A. Messinezy, Chief, Fellowships Section 
Dr D. K. Rijkels, Health Officer, Regional Office for Europe 

Rockefeller Foundation 

Dr J. Maier, The Rockefeller Foundation, New York, N.Y., USA 
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EUROPEAN STUDY CONFERENCE ON POST-GRADUATE 
TRAINING IN HYGIENE AND PREVENTIVE AND 

SOCIAL MEDICINE 

The European Study Conference on Post-graduate Training in Hygiene 
and Preventive a.nd Social Medicine was held in Goteborg, Sweden, from 
6 to 10 July 1953, under the auspices of the World Health Organization. 

The participants in the conference-22 professors of hygiene and public 
health and other experts from countries in the European Region-devoted 
their attention to post-graduate training in public health. Many aspects 
of the subject were dealt with, including the aims of training, the special 
requirements of medical officers, and the content and method of teaching. 
In the course of the discussions, the participants were aware that on many 
subjects there was complete agreement; nevertheless, it was not the intention 
of the conference to try to secure unanimity or to reach any definite conclu
sions. The main objective, which was amply fulfilled, was to achieve a 
free exchange of ideas. Each of the participants had a helpful contribution 
to make from his personal knowledge and experience. 

Shortly before the opening of the conference at Goteborg, five docu
ments were prepared by certain members to form a basis for discussion by 
the group as a whole. In addition, each country transmitted in advance a 
descriptive account of its facilities for post-graduate teaching in public 
health and an estimate of its requirements and objectives. Most of these 
preliminary accounts were prepared by teachers who were taking part in 
the. conference. In the course of the discussions, the authors of the five 
documents· referred to above made use of their own material to serve as 
introductions to each of the sessions. It was found that a division of the 
subject-matter was convenient, although it had no logical basis. The short 
report which follows retains a broad division of subjects but does not 
present the discussions in any chronological arrangement. 

Objectives and aims of post-graduate training 

The conference participants agreed that the responsibilities of govern
ments-whether local, provincial, national, or otherwise-towards their 
people could best be undertaken in the field of health under the supervision 
and stimulation of full-time public-health officers. The actual executive 
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work depended on many factors, including population, nature of the 
country, and general organization of the services. In some areas general 
practitioners combined their public health duties with clinical functions 
in relation to individual .patients, and it was in this type of organization 
especially that the encouragement and supervision of a number of full-time 
officers was desirable. 

In France a triple scheme of training had been built up through the years. 
In the first period, the undergraduate phase of teaching, the faculties of 
medicine of the university prepared the students in elementary hygiene and 
in the social aspect of medicine. In the second stage, a certain number of 
medical faculties trained post-graduate candidates especially for a diploma 
in hygiene. These candidates received a Certificat d' Hygiene et d' Action 
sanitaire et sociale. This group included a number who had no intention 
of making a career in public health but who benefited from the certificate 
in the exercise of their particular profession-for example, those occupying 
posts as public medical officers for vaccination, etc., in child health and in 
school medical inspection. This certificate had proved to be very valuable 
for those who undertook public health work on a part-time basis. For 
the third stage of training the candidates had already been selected as 
members of the national public health service and were paid a salary during 
the training period. The training in this case was undertaken by the 
national school of public health, a school which was under the direction of a 
professor of the university and which was designed to give a thorough 
practical training in the administrative and other techniques of officers of 
public health. It was essentially a practical school and had been created 
for the purpose through the Ministry of Public Health; the role of the 
school was complementary to . undergraduate and post-graduate training 
in public health, and its graduates automatically became a part of the 
government service. 

Where district medical officers were employed on a part-time basis, 
combining their health functions with clinical duties, they should receive a 
limited course of training in public health. But the main problem before 
the conference was the question of post-graduate training for the full-time 
health officer. It was recognized that even in a country where combined 
functions existed there would always be need for a number of full-time 
medical officers in charge of units such as counties or other areas with 
supervisory and co-ordinating functions. 

The main objective in training the full-time officer was expressed as 
"giving him what he needs to help him to do his job better". This 
emphasized the practical aspects of training and the need for work in the 
field under supervision. A good deal of discussion ranged round the 
duration of training of this kind; it was felt that in order to prepare a 
candidate for the functions of the full-time officer, training of at least one 
academic year was necessary. Indeed, the view was expressed that a' 
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I further period of practical experience and field work should follow the 
academic training. One of the difficulties in a programme of this kind was 
that a medical graduate, after having followed an extensive and lengthy .· 
course of education during his undergraduate period, was often unwilling 
to undergo another year of preparation in order to qualify for a full-time 
position in public health. He might well feel that the rewards of sucha 
career compared unfavourably with those of other forms of medical practice. 
The opinionwas widely expressed that a government, in attempting to 

. discharge its responsibilities towards its people, should accept some part at 
least· of the burden of preparing professional workers to carry out their 
functions, and that subsidies should· be available for this purpose, with 
appropi:iate safeguards. . 

On the question of the organizational position of the school of public 
.· he~11th, tllree patterns were outlined: ..... . • . . . ·. . .-. .· .. - ..••• 

(l)- .~. school ~f public heaftlr within a hniversityfrnmework:, either. as 
part ofthe medical faculty.or closely associated\vith it;< ·. 

- --. - - - _--"-
. . 

-(2). a completely autonomous unit; and 

(3) an institution within the national health service and under the 
direction of the national ministry of health. 

The administrative structure, the educational traditions, and the social 
and political opinions within a. country.would determine which of these 

- patterns should be followed. Whichever c>f these was to predomi11ate, 
a school of public health must be free to pursue its educational fonctionS: 
iri a spirit of inquiry and . experiment. . _ 

. Subject to these general requirements governing the ultimate authority 
for teaching there should be a full-time staff in the principal teaching 
institution, headed by an experienced specialist in hygiene and public health. 
It was desirable to have independent professors of the several main subjects, _ 
such·• as_ epidemiology, bipstatistics, -public health administration; and. 
sanitary science; and. to oftJr .adequate oppotfonities in each department -
for research and piactica}field-work as weltas academic leaching. The 
students of public health shouldregardthecommunityas tlreir''labora
tory ", and with this object in view the school should .he affiliated to _ 
public health units at the several levels of government. The faculty might 
be further strengthened in its teaching duties by utilizing the part-time 
services of qualified persons engaged in active practice of the many branches 
of public health, medicine, and the social sciences. 

Although the main discussion referred to the training of medically 
qualified health officers, it was agreed that schools of public health should 
admit to their student body other categories of health workers;· for public 
health was n()torily a medical function, but required the services of nurses, 
engineers, veterinarians~ . and others. 
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Training of medical officers 

In the discussion on the post-graduate training of medical officers, 
there was some divergence of view about its relation to undergraduate 
teaching of preventive and social medicine. On the one hand, it was argued 
that post-graduate training was a natural extension of the education given 
during undergraduate studies; for example, an extensive undergraduate 
education in preventive and social medicine could be balanced against a 
shorter post-graduate training, and vice versa. It was pointed out, however, 
that the content and purpose of undergraduate teaching in these subjects 
and of training in public health during the post-graduate period were dif
ferent because the objectives were different. A medical officer of health had 
many legal, environmental, and community functions which were not shared 
by the general practitioner and required highly specialized academic and 
practical training for this purpose. It was generally agreed that a health 
officer would find his tasks much easier if he were supported in his commu
nity by a corps of physicians who practised preventive and social medicine 
in every phase of their daily work; but, even with such ideal conditions, he 
still had specific public-health tasks. to perform. One of these tasks would 
be to offer opportunities for general practitioners in his community for the 
study and practice of social medicine in their everyday work. 

It was accepted that public health work consisted mainly of team-work 
among the various members of the health professions, the representatives 
of government, and the population at large. This concept ought to be 
emphasized from the earliest days of post-graduate training. It was 
advisable, therefore, to bring the future health officer into early and close 
contact with those who were to be his co-workers in the field. In those 
institutions which already practised this method of training, members of 
the several professions concerned with public health-physicians, dentists, 
engineers, nurses, statisticians, health educators, and others-should attend 
classes together during that part of training in which the subjects were 
relatively elementary; and field work should be so arranged that they might 
attend together and become thoroughly familiar with one another's atti
tudes and techniques. More important than this in the encouragement of 
team-work among public health staff was the inculcation of ideas of leader
ship, especially in candidates who were likely to become health officers and 
so leaders of a team. It was impossible to formulate any plan of teaching 
because the qualities of leadership were largely inherent; and, in any case, 
the idea of leadership took on varying forms under different societies and 
cultures; and, therefore, each country would have to formulate its own 
method of developing this important quality. 

In addition to leadership, one of the chief functions of the public health 
officer would be to co-ordinate all the health efforts within his community. 
These functions of co-ordination were closely related to the qualities of 
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initiative and leadership, and it followed that a school of public health must 
accept responsibility for preparing its students in this respect as well as in 
the technical aspects of public health. 

Content of teaching 

The content of teaching in the school of public health, as in every 
educational institution, ought to be in accordance with the characteristics 
of the community served. The school of public health must therefore 
adjust its curriculum so that some of its teaching bears on the problems 
of its own society. This does not imply that consideration should be 
given only to local problems; on the contrary, elements of world-wide 
significance would fill a considerable part of the picture. Some participants 
suggested that the close affiliation between a school of public health and 
the problems of the locality meant that there ought to be a school in each 
region which covered similar problems. Others felt that the needs of a 
broader education could be met by sending senior students abroad on 
fellowship grants. The conference participants as a whole came to the 
conclusion that a balance between the two views was desirable. 

The opinion was also expressed that one of the chief functions of a 
graduate school of public health was to re-orient the students from an 
individual clinical approach to medicine to one in which social and com
munity considerations received a larger share of attention. To achieve this an 
introductory period of study would be necessary to demonstrate the position 
of preventive and social medicine in general, this to be followed by the 
main period of specific teaching. A full discussion of the content of 
teaching in post-graduate schools led to the recognition that it must vary 
continually with the evolution of cognate sciences, on the one hand, and of 
social development, on the other. It was of the utmost importance that 
regular adjustments to the course be made to meet these developments. As 
one of the fundamental aims of training was to produce full understanding 
of modem epidemiology, the teaching in this subject, with biostatistics as 
one of its essential components, should pervade the whole training. This, 
of course, explicitly required an expansion of bacteriology into the epidemio
logy of infection, but it meant also, even more strongly, an extension to 
cover the whole range of disease to which epidemiological methods could 
be applied. It should cover all departures from health, mild as well as 
severe, and studies of the social factors upon which health and deviations 
from health depended. Side by side with epidemiology and biostatistics 
must be placed teaching in environmental hygiene, occupational health, and 
social hygiene, as well as the elements of the social sciences. Great em
phasis was laid upon the expanding scope of the social aspects of health 
and sickness which lay at the very heart of preventive medicine. 

A significant part of this new approach to public health was the appre
ciation of the place of psychology and mental health. The functions of a 
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health officer and his co-workers were now directed more strcmgly towards 
the education of the public in health matters ... It was considered that long
range improvements depended on the understanding and. co-operation of 
the public and their representatives in government. For this reason the 

. public health worker• must be trained. to an understanding of the aims and 
techniques of the>psychologist; such teaching was also necessary in order 
to provide a basis for a tnenfalh)'gfon.e programme in public health services. 

With so many different subjecls to be taught, the conference participants 
• considered if necessary .to fay special stress on sy11thesis of training so tha.t 

students should gain an understanding of the. balance and the proper 
relationshiI> of orie subject to another and, above all, that they should appre-
ciate that.the essential function of the teaching is to provide training in 
the protection of the community's health. It was of great importance that 
a curriculum should not become static. An educational process was 
experimental, and the subject-matter of teaching should undergo change 
from time to time. The object of these changes should be to stimulate 
thought and initiative· and to anticipate, so far as possible, developments 
in the health and social services. ·· · · · 

._ : - > -

·.• Methods of teaching .· 

In their discussfo~ on the content of tea:cliing, the conferen~e participants• 
· gave attention to the type and quality of the health officer, and they faid 

special stress on leadership and ability tQ co-operate with others following 
the same general lines of thought arid practice: · A health officer should 
be primarily a teacher able to convince others of the significance of health 

. and to interpret frs sdentific. applications iri simple and unequivoc:al terms. 
•.•To .• these~~sential qualities one>must • add the acquisition.· of .1earning~n0t, 

of course, a detailed knowledge of the scienc~s associated with · health, but 
·. the knowledge sufficient to COsordinate these scienc:es. and lo. interpret them 

to gover:nn:font and pebple in simple terms. In post-graduate teaching it 
· was important that too much stress should not be laid on the didactic .. 

The comparative maturity of students in a post-graduate school enabled 
teachers to guide them to apply their knowledge by methods of self-educa~ · 
tion such as tutorial discussions in groups, seminars, study groups, and, 
above all, personal observation and practical work in the field. · 

In addition to academic methods of study, it wasimPortant that students .· 
should take a personalpartin practical worksuch as school health service; . 

. th~ adrriinistration of the office ofa healthofficet, the study on the spot of 
• rural health problems, and detailed' observations of occupational health. 
services .•. Similarly, students should be. encouraged to undertake investi- . 
gations through the medium of those who actually perform specialized 

Junctions, such as architects, sanitarians, hospital· administrators, and wel~ 
fare officers. Practical laboratory work in special subjects was still an 
important feature. of teaching, but the time available was becoming pro:. 
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gressively limited; and, in many institutions, instruction in subjects such as 
bacteriology, parasitology, and chemistry had to be concentrated on giving 
the student sufficient knowledge to be able to interpret scientific findings 
rather than perform the actual tests and examinations, which had become 
highly complicated. In biostatistics, however, the practical applications 
of theory remained of great importance in illuminating the subject for the 
student. Finally, health education gained much through students' handling 
the actual material of teaching, e.g., broadcasting, films, and other illustra- · 
tive matter. 

In the course of discussion, the contributions ranged round the diffi
culties of selection of subjects in order to avoid the overloading of the 
curriculum. The balance between .formal teaching by lectures and self
education by such methods as personal observations, daybooks, and disserta~ 
tions w~s fully discussed, No one series of answers could be given, as 
methods must necessarily vary with the quality of the students and tlie 
extent of their undergraduate education. . ff was felt that post-graduate 
education in public health had many elements in common with all post~ 
graduate teaching, and wasintended to develop a critical sense and a know
ledge of principles. Lectures should always be followed by free discussion; 
and, as it was not possible to cover the vast sphere of post-graduate know
ledge, much of. the teaching had to be in the nature of illustration. 
Teaching by seminars and study groups had the great advantage of encou
raging each student• to play his part· and also . made it possible for nurses, 
engineers, and auxiliary health workers to make their contributions to the 
study as a whole. 

It was recognized as essential that all physicians should have a good 
education in health; the health officer, however, should, in addition, be a 
teacher and an interpreter of health practices to the community, both as a 
whole and as families and individuals. In other words, health officers had 
to be trained in teaching as well as in practice. 

LIST OF PARTICIPANTS 
- . . . -- -- - -·- - . __ -· - - _: -

Dr G. P. Alivisatos, Professor of Hygiene, Faculty of. M~dicine, University of Athens, 
Greece · · 

Dr A. de Almeida Garrett, Professor of Paediatrics and Dean, Faculty of · Medicine, 
University of Oporto, Portugal 

Dr Manuel Bermudez, Professor, Escuela Nacional de Sanidad, Madrid, Spain 
Dr R. F. L. Bieling, Professor of Hygiene, University of Vienna, Austria 
Dr P. Bonnevie, Professor of Hygiene and Social Medicine, University of Copenhagen, 

Denmark 
Dr Fraser Brockington; Professor of Social and Preventive Medicine, University of 

Manchester, England 
Dr G. Bruynoghe, Professeur d'Hygiene a l'Universite de Louvain, Belgium 
Dr S. Cramarossa, Director-General of Medical Services, Office of the High Commis

sioner for Hygiene and Public Health; Rome, Italy 
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Dr G. Fischer, Professor of Hygiene and Preventive Medicine, Karolinska Institutet, 
Stockholm, Sweden 

Dr T. Gjestland, Department of Epidemiology and Hygiene, University of Bergen, 
Norway 

Dr R. Hallgren, Chief Medical Officer, County of Goteborg and Bohus, Goteborg, 
Sweden 

Dr F. Klose, Professor of Hygiene; Director, Institute of Hygiene, University of Kiel, 
Germany 

Dr M. de Laet, Secretaire general du Ministere de la Sante publique et de la Famille; 
Professeur, Universite libre de Bruxelles, Belgium 

Dr J.M. Mackintosh (Chairman), Professor of Public Health, London School of Hygiene 
and Tropical Medicine, London, England 

Dr A. Mali, Medical Councillor; Chief, General Department, State Medical Board, 
Helsinki, Finland 

Dr W. D. O'Kelly, Professor of Public Health and Bacteriology, University College, 
Dublin, Ireland 

Dr J. Parisot, Doyen de la Faculte de Medecine, Universite de Nancy, France 
Dr M. Petit-Maire (Vice-Chairman), Secretaire general de !'Ecole nationale de Sante 

publique, Paris, France 
Dr R. Remmelts, Professor of Preventive Medicine; Director, Nederlands lnstituut 

voor Praeventieve Geneeskunde, · Leyden, Netherlands 
Dr B. Roos, Chief Medical Officer, City of Goteborg, Sweden 
Dr A. Sauter, Vice-Directeur du Service federal de l'Hygiene publique, Berne, Swit

zerland 
Dr J. Sigurj6nsson, Professor of Hygiene, University of Iceland, Reykjavik, Iceland 
Dr A. Stampar, Professor of Public Health and Social Medicine, University of Zagreb, 

Yugoslavia 
Dr M. Uzan, Directeur du Laboratoire de Physiologie, lnstitut des Hautes Etudes de 

Tunis; Conseiller technique de la Sante publique, Tunis, Tunisia 

WHO Secretariat 

Dr E. Grzegorzewski, Director, Division of Education and Training Services 
Dr D. K. Rijkels, Health Officer, Regional Office for Europe 
Dr J. L. Troupin, Chief, Assistance to Educational Institutions Section 
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