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Historical comment

The British Journal of Social Medicine: what was

in a name?

Shaun Murphy, George Davey Smith

This Journal was founded as the British J7urnal
ofSocial Medicine in 1947. It became the British
J7urnal of Preventive and Social Medicine in
1953, and took on its current title, the Journal
ofEpidemiology and Community Health, in 1978.
The founding of the Journal reflected the grow-
ing interest in social medicine seen during the
middle decades of this century. The failure to
sustain this enthusiasm beyond its initial peak
might be viewed as either indicative of a lack
of substance in the discipline, or of its strategic
incorporation within a broader view of the
public health function. A re-examination of this
could be helpful at a time when there is the
potential to renew interest in the social origins
and social prophylaxis of illness.
While George Rosen' and Dorothy Porter2,

among others, have discussed the ideas of the
pioneers of social medicine, little attention has
been paid to the actual content of their early
work. This paper looks back at the vision of
the early practitioners of social medicine in
this country, and contrasts the ideas with the
practice as evidenced by the papers appearing
in this Journal in its first five years. The reasons
for the subsequent fall from favour of the term
social medicine are discussed and finally the
content of some of the Journal's recent papers
is considered.

Department of Social
Medicine, Canynge
Hall, Whiteladies
Road, Bristol BS8 2PR
S Murphy
G Davey Smith

Correspondence to:
Dr S Murphy.

Accepted for publication
October 1996

The emergence of social medicine
British reformers were at the forefront of en-

quiries into the health and living conditions of
workers in industrial towns in the 19th century,
and it is perhaps surprising that the formal
discipline of social medicine was late to develop
in Britain in comparison to other European
countries. George Rosen surveyed the de-
velopment of social medicine in the latter part
of the 19th century and the first half of this
century,' and described activities in Belgium,
Germany, the Scandinavian countries, the So-
viet Union, Italy, France, Switzerland, Holland,
Yugoslavia, and Czechoslovakia.
A great deal ofwork was done in the German-

speaking countries in the period leading up
to the First World War,3 but the intellectual
advances of this time have tended to be over-

shadowed because many (but not all) of the
leading figures combined ideas of social medi-
cine, as discussed in this paper, with theories of
racial hygiene or eugenics.4 This rather startling

combination of ideas by the standards of con-
temporary ideological compartmentalisation
also occurred in some other European coun-
tries, and the United States.

Interest in the social aspects of health and
disease gathered momentum in Britain in the
1920s and 1930s. The Peckham Health Centre
was opened in London in 1926 by G Scott
Williamson and Innes Pearse, and a number
of publications appeared, including G C M
M'Gonigle and J Kirby, Poverty and Public
Health, (1937); John Boyd Orr, Food, Health
and Income (1936); and Richard Titmuss, Pov-
erty and Population (1938).
But the 1940s was the time at which interest

in, and support for, social medicine reached a
high point in Britain. As well as the creation
of this Journal, four chairs in social medicine
were established and these were taken by John
Ryle at Oxford, Francis Crew in Edinburgh,
Thomas McKeown at Birmingham, and William
Hobson at Sheffield. In addition, the Medical
Research Council created a Social Medicine
Research Unit at the Central Middlesex Hos-
pital and appointed Jerry Morris as its director,
and Richard Titmuss as deputy director. In the
five years from 1947 to 1951, Francis Crew
and Lancelot Hogben were editors ofthe British
Journal of Social Medicine and they were joined
by Thomas McKeown in 1950.
John Ryle, one of the most eminent phys-

icians in London in the early 1930s, came into
social medicine with an international re-
putation for the development of certain diag-
nostic aids.2 He became the Regius Professor
of Physic at Cambridge in 1935, and moved
to the first Chair in Social Medicine at Oxford
in 1943. Dorothy Porter has pointed out5 that
it was rather remarkable that a clinician of such
stature should

c.... interest himself in afield which, in Britain
since the mid-nineteenth century, was considered
the province of the public health officer."

Francis Crew, a distinguished doctor and
geneticist, became Army Director of Medical
Research (holding the rank of brigadier) from
1942-46. Jerry Morris also became a senior
officer in the Royal Army Medical Corps, and
had been a physician to Nottingham City
Council before that.

Remarkably, for someone who was to be-
come a professor at the London School of
Economics, Richard Titmuss was not a grad-
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uate, having worked for over 10 years in the
insurance business. He began studying social
issues and related statistical data in his own
time, and published a series of increasingly
influential works on population, poverty, and
wealth.6
Thomas McKeown, still at a relatively early

stage in his career when he took the chair
at Birmingham, soon established himself as
a prolific contributor to demography, nascent
health services research, and epidemiology.

William Hobson, a specialist in occupational
medicine, had rather less influence on the de-
velopment of the discipline than the other
founding professors, but his appointment re-
flected the perceived importance of oc-
cupational influences on health in this period
of social medicine.7
The establishment of an Institute of Social

Medicine at Oxford under so eminent a clini-
cian as John Ryle attracted considerable con-
temporary interest. The Regius Professor of
Medicine at the University ofOxford, Farquhar
Buzzard believed that, as with remedial medi-
cine, there should be research centres devoted
entirely to the subject with close links to both
university medical schools and hospitals.8 He
considered that there should be a long term aim
to institutionalise social medicine and added,

c.c.. and I entertain no doubt that we shall see
this development in several centres of this country
in the next few years... ".

In just a few years social medicine had gone
from being unrepresented in British medical
schools to being a self confident discipline with
institutions and a joumal of its own.

The vision of social medicine
John Ryle set out his view of social medicine
in his paper in the BMJ in 1943, "Social Medi-
cine: Its Meaning and Scope".9 In a section
headed "The Third Epoch of Preventive Medi-
cine", he wrote,

the first epoch was occupied with the
disclosure of the appalling conditions in which the
working classes then lived, of the prevailing lack
of sanitary provisions, of the hovel-like homes, of
the defective and contaminated water supplies, of
the high death rates; and with the earlier en-
deavours to limit the ravages of the acute infectious
diseases - typhus, typhoid, smallpox, cholera, and
the malignant scarlet fever of those days.

The second epoch has continued and extended
the work of the first, but it has also witnessed the
attack on the chronic infective diseases - tuber-
culosis, venereal disease, and now (we may hope),
with an improved understanding of its intimate
connections with poverty and crowding and strep-
tococcal throat infections, on rheumatic fever.
And in conclusion he said,
"The idea that many non-infective diseases can

also be considered as preventable and so may even-
tually be brought within thejurisdiction ofa nation 's
health authority has sunk more slowly into the
consciousness both of the profession and of the
laity. "

In a paper to the New York Institute on
Social Medicine in 1947,10 he came back again
to definition,

"Social medicine and social pathology should,
as their names suggest, be considered respectively
as the medicine and pathology offamilies, groups,
societies, or larger populations. "
And in the same paper he made one of his

many comments on how little the social aspects
of disease were part of the medical curriculum.

"In general, the newly qualified doctor embarks
upon his career steeped in the ideas of individual
pathology, moderately well versed in therapeutic
techniques, and with a smattering of psychology,
but almost ignorant of social pathology, knowing
little ofthe incidence ofdiseases and their mortalities
and secular trends or of the social factors which
are, in part or whole, responsible for their inception
or continuance. "
The first issue of the British Journal of Social

Medicine, which appeared in January 1947,
contained a notice to contributors (to be found
on the back of the journal cover and un-
fortunately generally missing from bound vol-
umes) which defined social medicine as,

"That branch ofscience which is concerned with:
(a) biological needs, interactions, disabilities, and
potentialities of human beings living in social ag-
gregates; (b) numerical, structural, andfunctional
changes of human populations in their biological
and medical aspects. To a large extent its methods
must necessarily be statistical, involving the use of
numerical data obtained eitherffrom official sources
orfrom special field investigations, and interpreted
in the light of establishedfindings of the laboratory
and of the clinic. Social medicine takes within its
province the study of all environmental agencies,
living and non-living, relevant to health and effi-
ciency, also fertility and population genetics, norms
and ranges of variation with respect to individual
differences and, finally, investigations directed to
the assessment of a regimen ofpositive health. "
One wonders what aspiring contributors to

the Journal made ofthis rather long-winded and
opaque attempt to describe social medicine. It
can be inferred that Lancelot Hogben was the
main author of this text since Francis Crew
had given a rather clearer answer to the question
of what is social medicine three years earlier,"
in which he gave prominence to the study of
the social causes of ill health and the use of
sociological methods.

"Social medicine rooted both in medicine and in
sociology includes preventive medicine in this sense
as well as industrial medicine, which is surely more
than a variant of toxicology, but it differs from
these in that it is not merely or mainly concerned
with the prevention and elimination of sickness,
but is concerned also and especially with the study
of all social agencies which promote or impair
the fullest realisation of biologically and socially
valuable human capacities. It includes the ap-
plication to problems of health and disease of so-
ciological concepts and methods. "

Jerry Morris and Richard Titmuss, in their
celebrated paper on rheumatic heart disease,'2
asserted that the relationship between health
and social circumstances had been dem-
onstrated, but that further work on the dynamic
relationship between the two was needed.

"In general it may now be said that the de-
pendence of good health on favourable social cir-
cumstances has been amply demonstrated. The
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1 Broad definition of social
medicine

Clinical and laboratory work Health studies of populations
applied to individuals or small
groups

2 Ryle's emphasis

Aetiology and treatment of the Aetiology and treatment of the
acute and chronic infectious non-infectious diseases. The
diseases study of health itself

Quantitative research 3 Qualitative research 4

Primarily epidemiological and Primarily qualitative methods
statistical methods

Figure I First classification method

reverse is seen to be equally true as our knowledge
of the true meaning of a favourable environment
continues to expand. This process of interpreting
levels of living with states of health has, however,
been mainly built up from observations upon the
nature of 'static' relationships.

There is no question that, in studying a specific
disease, the more searching test of the principles of
social medicine is not the observance of a 'static'
relationship but a dynamic one - the proof that
health changes as social conditions change. "

It is striking that those who developed social
medicine in continental Europe do not appear
to have had a major influence on these British
views of social medicine. John Ryle did refer
to Alfred Grotjahn and Rene Sand in his New
York lecture'0 but the British view of social
medicine appears to have been formed prim-
arily from British circumstances.

This then was the British vision of social
medicine. What was the practice?

The practice of social medicine
Dorothy Porter has noted that the British
J7urnal of Social Medicine was dominated by
epidemiological studies in its early years, and
that interdisciplinary and sociological research
was not well represented.2 This observation has
now been explored by analysing the 77 papers
which appeared during the five year period
from 1947 to 1951. Unsurprisingly, many of
the papers deal with population groups within
the armed forces including two on sickness,
stress, and fatigue among RAF pilots. There is
a sprinkling of studies of other occupational
categories; one considers the incidence of dis-
ease on whaling expeditions. And there are
many papers concerned with infant and child-

Table 1 First classification ofpapers appearing in the British Journal of Social
Medicine in the period 1947-51

Category Number
of papers

1 Clinical and laboratory work applied to individuals or small groups 1
2 Aetiology and trcatment of the acute and chronic infectious diseases 12
3 Studies of the aetiology and treatment of the non-infectious diseases 64

using primarily epidemiological and statistical methods
4 Studies of the aetiology and treatment of the non-infectious diseases 0

using primarily qualitative methods

hood morbidity and mortality. The selection
of papers in the box below gives a flavour of
the range of material.

All the papers are now classified in order to

analyse what kinds of studies took place. Two
methods of classification have been used.

FIRST CLASSIFICATION
First a classification system is applied which is
illustrated in figure 1. A division is initially
made between clinical and laboratory work
applied to individuals, and studies of popu-

lations. The latter could be considered a broad
definition of social medicine, and this is sep-

arated into the aetiology and treatment of the
infectious and non-infectious diseases. Ryle
emphasised the importance of the study of the
non-infectious diseases together with the study
of health itself. These studies can use either
quantitative or qualitative methods, and this is
the basis of the final division. The results of
the first classification are shown in table 1. All
but one consider the health of populations,
and therefore can be included in the broadest
definition of social medicine. Twelve are con-

cerned with infectious diseases, and 64 with
non-infectious diseases. (A small number of
papers dealt with both infectious and non-

infectious diseases and these have been in-
cluded in the non-infectious category.)
A large majority of these papers therefore are

within Ryle's definition of social medicine as

being centrally concerned with population
studies of the non-infectious diseases. However
all of these studies use quantitative techniques.
None use qualitative methods.

George Rosen,' observed in 1947,
"It still remains to be seen to what extent the

British workers will actually utilise sociological con-
cepts and methods for the exploration of specific
problems; and whether they will endeavour to see

how the available knowledge of the social sciences

can be put to use to improve health. For the present

Selection of papers from the British
Journal of Social Medicine, 1947-51
Epidemiology of infective hepatitis among
Allied Troops in Italy. McKinley PL, True-
love SC January 1947)
Variations in occupational mortality between
and within the social classes. Sutherland I
(April 1947)
A study of the incidence of disease in a
whaling expedition to the Antarctic Pelagic
whaling grounds 1946-47. Case RAM Jan-
uary 1948)
Sickness and stress in operational flying.
Reid DD (Oct 1948)
Mortality from rheumatic heart disease in
children and young adults in England and
Wales. Knowelden J January 1949)
Milk-borne infections in Great Britain. Sav-
age W (April 1949)
Spread of tuberculosis from house to house.
Webb J, Stewart A. With a statistical ap-
pendix by Sutherland I (January 1951)
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Table 2 Second classification ofpapers appearing in the British Journal of Social
Medicine in the period 1947-51

Category Number
ofpapers

1 Studies of the social aetiology or treatment of ill health 26
2 Other work 51

it is significant, however, that in 1945 the Institute
of Social Medicine at Oxford had a medical social
worker on its staff, but no social scientist (so-
ciologist, anthropologist or economist). "

Sociological techniques include both qual-
itative and quantitative methods, but the ab-
sence of qualitative methods indicates that the
optimistic picture of research innovation
painted by some of the pioneers in the mid
1940s did not initially become a reality.

SECOND CLASSIFICATION
The second method of classification divides the
papers between those concerned with the social
causes or social treatment of disease and all
others. Included in the social category are
papers about social factors (including oc-

cupational) or social contributions which can
not be reduced simply to the biological. The
result of this simple division is shown in table
2. The results are striking as only one third of
the papers can be considered as dealing directly
with social medicine, and are disappointing in
light of the ambitions for the subject.

Why did the term social medicine fail
from favour?
In the early 1950s a series of conferences on
social medicine sponsored by the Nuffield
Foundation took place, at which the deans of
many of the British faculties of medicine and
medical schools met with others directly and
indirectly involved in the teaching of social
medicine. Here it was recognised'3 that,

the existence has been established of a

sphere of medicine which is not to be exhaustively
described in terms of any of the hitherto recognised
fields, and its generally accepted name is social
medicine . . . "

The future tasks for social medicine were
seen to include the investigation ofthe aetiology
of new epidemics; dealing with demographic
changes which had happened and were ex-
pected, and contributing to the establishment
of new types of health centres. At these con-
ferences it was universally recognised, however,
that for such purposes the subject was still in
its infancy.

In the event, however, the label "Social Medi-
cine" gradually became less commonly used
through the remainder of the 1950s and the
1960s. This was reflected in the change in title
of this journal in 1953 to the British Journal of
Preventive and Social Medicine. Why was this
flourish of activity so short lived? In part this
could be seen to reflect the death or change in
interest of some of the leading protagonists.
John Ryle died in 1950 and in the same year

Richard Titmuss took the chair of social ad-
ministration at the London School of Eco-

nomics, which led to a change in his interests.
The output of the Medical Research Council
Social Medicine Research Unit changed from
reports describing the social origins of disease
to reports of potential mechanisms, such as
how behaviours contributed to the apparently
rising epidemic of coronary heart disease,'4
the potential contribution of genetics to the
aetiology of hypertension,'5 and the con-
tribution of water hardness to cardiovascular
disease risk.'6
Thomas McKeown's work turned in-

creasingly to historical demography, which,
while contributing greatly to the demonstration
of the essentially social nature of mortality risk,
did not have any obvious direct implications
for the current practice of medicine or the
organisation of health services. 1
The achievements of the much-heralded In-

stitute of Social Medicine at Oxford were con-
sidered to be disappointing by several
observers.'3 In 1951 the BMJ editorialised'8
that,

"It is too early to attempt an objective assessment
of what has been achieved, and the thoughtful
observer may still be in two minds about whether
discussion of recent advances in social medicine is
to be regarded as encouraging evidence ofprogress
or as an example of whistling to keep up one
spirits".

Writing in the same year Iago Galdston'9
summarised the opinions of some com-
mentators on social medicine as

"'much ado about little' - and the sport of
those who love to pour old wine into new bottles."
The authoritative voice of Lord Horder ex-

pressed the conviction that the notion which
underlay this new branch of medicine had not
justified itself. Horder90 considered that the
Oxford Institute had not survived the pressure
of the financial stringency of the early 1950s
because others besides him did not regard,

the segregation of 'social, genetic and
environmental factors in the incidence of human
disease and disability' - to quote its governing
phrase - as helpful in the general advance of
medicine".
More fundamentally, the broader en-

vironment in which social medicine was reborn
had changed. As the Second World War pro-
gressed great hopes for the future developed.
In his Harveian oration to the Royal College of
Physicians of London in 1942, William Wilson
Jameson2' observed,

"Most of us who served in the period 1914-18
can recall how we lookedforward to the time when
we should return to the kind of life we had been
leading before enlistment, to the practices or the
appointments we had left, eager to get back to
things as we knew them before the war clouds burst.
Not so in this war. There is everywhere a conviction
that great changes lie ahead of us and a desire so
to plan the measures designed to meet the national
emergency that some permanent good may be de-
rived firom them when the world is once again at
peace. "

This hope for better and fairer times, re-
flected in Labour's landslide victory in the 1945
general election and the establishment in 1948
of the National Health Service, was short lived.
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Table 3 First classification ofpapers appearing in the Journal of Epidemiology and
Community Health in 1995

Category Number
of papers

A Clinical and laboratory work applied to individuals or small groups 0
2 Aetiology and treatment of the acute and chronic infectious diseases 5
3 Studies of the aetiology and treatment of the non-infectious diseases 66

using primarily epidemiological and statistical methods
4 Studies of the aetiology and treatment of the non-infectious diseases 0

using primarily qualitative methods
5 Health services research and method papers 23

By 1953 Lord Horder20 could hang his dis-
approval of social medicine on the fact that
Ryle,

". . . got this thing mixed up with his political
views, which were markedly socialistic ".
The lack of concentration on the social

causes and treatment of ill health, the focus
on quantitative methods, and the difficulty of
creating and maintaining balanced inter-
disciplinary teams, all made it easier for critics
to say that social medicine was nothing new.
An example of this is an editorial in the Medical
Officer in 1948.22 This supported the removal
of responsibility for local authority hospitals
from medical officers of health (MOsH). The
view was expressed that this responsibility had
taken up a considerable amount of the time of
MOsH and that consequently they did not
have enough time for preventive medicine. The
editorial went on:

"That it did so, we suspect, else we should never
have heard of the 'discovery' of social medicine
which had been for a century the chief everyday
work of the medical officer. "

Indeed there was little support for social
medicine from the MOsH. Jane Lewis's dis-
cussion ofthe alienation between the academics
of social medicine and the practitioners of pub-
lic health is illuminating.23. The MOsHs - rep-
resented through their society on the editorial
board of the British 70urnal of Social Medicine
- retained a somewhat cynical view of their
colleagues in social medicine, who were seen
to be excessively academic and dogmatic. At
times there was outright hostility. One example
was the Medical Officer's caustic review of the
report of the Oxford Institute of Social Medi-
cine for the period 1943-50.24 The report had
made some criticisms of the work of infant
welfare centres, and the Medical Officer re-
sponded:

"Here the medical personnel concerned sincerely
believe themselves to be doing 'social medicine' but
apparently it is not so - they may see the mothers
regularly, they may visit the homes, they may be
entrusted with many intimate confidences bearing
on the environmental conditions all of which affect
their care of the infant and its development, but
this is not enough because 'no note is made of the
social class of babies'! Too bad."

Finally social medicine had little impact on
the medical schools. William Wilson Jameson
led an attempt to reform medical education so
that new doctors would be capable of practising
social medicine. Firm proposals were made
before the end of the Second World War but
were not successfully implemented.25

From social medicine to community
health: the Journal today
The practice of social medicine, as reflected in
the pages of the early volumes of the Journal,
could be said to fail to live up to the excited and
expansionist rhetoric of its main proponents. In
the succeeding half-century, medically qualified
public health practitioners have traded under
different names - "specialists in community
medicine" from 1974 and now "consultants in
public health medicine" - and the grand visions
of pioneers such as Ryle, Hogben, and Crew
seem almost quaint. Some appear to want
to celebrate the desocialisation and paro-
chialisation of public health brought about by
its contraction into an advisory group for health
service purchasers.26 The Journal has changed
with the times, its name tailing the speciality
of community medicine after its establishment
by changing its name to the J7urnal of Epi-
demiology and Community Health. How, how-
ever, has the content of the Journal changed
over this period?
The 1995 volume was examined and the 94

full articles classified in the same way as was
done for the first five years of the British J7ournal
of Social Medicine. The results are shown in
tables 3 and 4. Papers on health services re-
search and methodology now appear (there was
only one such paper in the first five years of
the Journal) and as these do not easily fit into
the classification schemes a separate category
has been created for them. Again some feel for
the types of studies is given by the selection of
titles presented in the box below.

Selection of papers from theJournal of
Epidemiology and Community Health
1995
Childhood socioeconomic status and risk of
cardiovascular disease in middle aged US
women: a prospective study. Gliksman MD,
Kawachi I, Hunter D et al (February 1995)
Mammography screening: an incremental
cost effectiveness analysis of two view versus
one view procedures in London. Bryan S,
Brown J, Warren R (February 1995)
Prevalence of hepatitis B virus (HBV) in-
fection in Singapore men with sexually trans-
mitted diseases and HIV infection: role of
sexual transmission in a city state with inter-
mediate HBV endemicity. Heng BH, Goh
KT, Chan R et al (June 1995)
Alcohol consumption, diet, coronary risk
factors, and prevalent coronary heart disease
in men and women in the Scottish heart
health study. Woodward M, Tunstall-Pedoe
H (August 1995)
Venous ulcer healing: effect of socio-
economic factors in London. Franks J, Bos-
anquet N, Connolly M et al (August 1995)
Socioeconomic factors and mortality in
urban settings: the case of Barcelona, Spain.
Borrell C, Arias A (October 1995)
Sample sizes for studies using the short form
36 (SF-36). Julious SA, George S, Campbell
MJ (December 1995)
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Table 4 Second classification ofpapers appearing in the Journal of Epidemiology and
Community Health in 1995

Category Number of
papers

1 Studies of the social aetiology or treatment of ill health 46
2 Other work 25
3 Health services research and method papers 23

Table 5 Comparison ofperiods 1947-51 and 1995 using the second classification method
Category Period

1947-51 1995

Studies of the social aetiology or treatment of ill health 26 46
All other work (including health services research and methodology) 51 48

If tables 1 and 3 are compared, apart from
the presence now of papers on health services
research and methodology, the distribution of
papers between the categories is similar. In
both periods the majority of papers are studies
of the aetiology and treatment of the non-
infectious diseases using primarily epidem-
iological and statistical methods. There are no
papers mainly using qualitative methods.
However, comparison of tables 2 and 4

shows, perhaps surprisingly, that there is now
a greater proportion of papers which report
studies of the social aetiology or treatment of
ill health. This comparison is summarised in
table 5.

Despite the fall from favour of the term
social medicine, the importance of the social
environment continues to be recognised and
this is reflected in current research. Thus the
Department of Health's 1995 report on vari-
ations in health27 states,

"It is likely that cumulative differential exposure
to health damaging or health promoting physical
and social environments is the main explanation
for observed variations in health and life ex-
pectancy, with health related social mobility, health
damaging or health promoting behaviours, use of
health services, and genetic or biological factors
also contributing. "
The report goes on to say,
"An important way of achieving the Health of

the Nation targets is to improve the health of the
least healthy groups closer to the levels attained by
the most healthy groups. "

"What is now needed is for the NHS at local
level to undertake a more systematic identification
of health variations and to design and implement
measures to tackle them. "
While signs of actual governmental action

are limited,28 the official acknowledgement of
social differentials in health is important after
nearly two decades of obfuscation.

Conclusions
An analysis of the papers appearing in the
British Journal of Social Medicine in its first
five years suggests that the practice of social
medicine failed to live up to the aspirations of
its main proponents with respect to the scope,
multidisciplinary nature and impact of the
work.

Several contributors to the fall from favour
of the term "social medicine" can be discerned:

the optimistic mood in society in the immediate
post-war period faded; some of the leading
protagonists ofsocial medicine died or changed
the focus of their interests; social medicine was
criticised as contributing little that was new or
of importance; there was little support from
the MOsH; and little impact was made on
medical education, leading to few trained prac-
titioners having a commitment to the vision of
social medicine.
Over the years leading up to the Second

World War, the MOsH increasingly moved into
medical administration and the running of per-
sonal health services. This detachment from
traditional public health concerns meant they
had little overall impact in this regard. The
mid-century growth of interest in social medi-
cine may have partly reflected the fact that the
"official" public health functionaries were so
detached from the real public health function. A
similar story is unfolding today2930 with Public
Health Medicine being mainly interested in
purchasing of health services, medical ad-
ministration and medical audit. Some have
called for a "New Public Health" movement,3'
with an explicitly broader basis. This, together
with the grudging governmental acknow-
ledgement of health variations, could create a
space within which the mid-century broader
vision of social medicine could reappear. The
content of this Journal reflects the fact that
interest has not dissipated. Continuing to con-
centrate on the key concerns of social medicine
could guarantee another half-century of rel-
evance.
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