Jay Weiss Center for Social Medicine and Health Equity

Conversation with Jim Yong Kim, M.D., Ph.D.

On April 10, 2006 Jay Weiss Center consultant Abbey Gardner interviewed Jim Kim, M.D., Ph.D. for the inaugural edition of our newsletter, “A Word from the Weiss.”  An excerpted version of the discussion appears there.  Dr. Kim is one of the leading thinkers, advocates and policy-makers in the field of social medicine.  He was featured in the May 2006 issue of Time Magazine in as one of the 100 most influential people in the world today. 

Dr. Kim is Chief of the Division of Social Medicine and Health Inequalities in the Department of Medicine at the Brigham and Women’s Hospital and the Chair of the Department of Social Medicine and Associate Professor of Medicine and Medical Anthropology at Harvard Medical School. 

AG:  How do you define social medicine?

JK:  Social medicine is based on the idea that medical systems should provide care that will lead to the best outcomes for everyone.  It is really a hybrid of public health and medical care. It is the notion that we don’t have curative medicine for the rich and public health for the poor--instead we use the best of both to work towards healthy people across every socio-economic, cultural, racial and national border.  Social medicine was founded on the conviction that we have to find ways to bring the best of medical technologies to everyone in the world.  

AG:  What are the main barriers to the provision of health care to the poor?

JK:  I believe that the first problem is still money.  What the US gives for programs to help the world’s poorest people, and in fact to protect ourselves against diseases like multi-drug resistant TB and avian flu, is very small, around $15 billion a year compared to our defense spending which will be well over half a trillion dollars this year.  It is just not enough.

AG:  Are the funds that we do provide effective?

JK:  The record is mixed here but the pursuit of effectiveness in overseas programs is the reason we need academic programs to advance social medicine and address health inequalities.  What we need to do is to develop the intellectual and practical foundations for effective clinical and other public health interventions in poor countries.

AG:  Are the concepts and methods of social medicine and health equity included in medical education today?

JK:  Well, let’s look at an example.  Let’s say that I’m a young person at any school of public health in the United States, and I want to learn how to scale up HIV and TB and malaria treatment programs for children in Rwanda or Namibia or Lesotho.  This is entirely new territory.  We’ve only been doing effective TB control for about 10 years.  We are just now developing a coordinated approach to malaria treatment.   HIV treatment is much the same—while we are now moving in some 50 countries to scale up treatment in very resource poor settings, these efforts are new ones.  Is there any school you can go to and study all the successful cases of how we are tackling these diseases?  No.  

AG:  Is there a social medicine textbook?

JK:  Well, there is a textbook published by the University of North Carolina but in a broader sense, there is no “text” for doing the kind of social medicine that we’ve been trying to do both at Harvard and in our project sites.  So first, we need to figure what the curriculum should be, and then we need to begin teaching it.  One of the difficulties, of course, is that any major university will ask how you are going to fund it.    Most university-based training is funded by NIH grants, and the NIH is not yet funding projects that teach how to implement complex health interventions in poor settings.  

AG:  Is this putting the cart before the horse, to develop curricula before the evidence-base is there? 

JK:  Well, you have to be very careful about what you call the evidence-base.  Before we started HIV treatment in poor settings,   people said that there was no evidence-base that HIV treatment can work in developing countries.  But there certainly was an evidence-base that HIV treatment kept people alive. It was like saying, “Well we have treated HIV in Manhattan but there is no evidence that you can treat HIV in the South Bronx.” It just didn’t make sense to those of us who had been trying desperately to procure the drugs to begin treatment in places like Haiti.  

The fact is, we have evidence that triple therapy with anti-retroviral medications is highly effective in humans. If you have never provided treatment before in a particular setting, that is not a reason for letting everyone die because of a “lack of an evidence-base.”  That’s the time to get going and think differently about how you establish both a program of intervention and, eventually, the evidence-base.  At the WHO, during our 3x5 campaign we really stressed the notion of learning by doing.  The thinking was, we know enough to start saving lives, so let’s get started.  

AG:  So you are saying that you have to take the evidence you have and apply where you are?

JK:  Yes.  In fact that is how medicine is practiced everywhere even at Jackson Memorial or Brigham and Women’s Hospital.  Physicians are always dealing with partial information and have to constantly make judgments and take action based on what they know at the moment because people’s lives are at stake.  We all know that we have to constantly collect new evidence to refine our approach but when we are talking about people’s lives, one is always balancing a desire for more information the imperative to act decisively to save lives.
AG:  How does that knowledge become institutionalized?

JK:  First, by creating the institutions for this work, like you have done with the Jay Weiss Center.  Then by doing the operational research---by finding out why a particular approach works in a certain place. Research is critical; but again---and here is where training comes in---at this point we don’t even have practitioners out there who are trained to do that kind of research.

AG:  Who should be doing that research?

JK:  It has got to be done by multi-disciplinary teams.  Producing single papers that look at single problems is typically how research gets done.  Doctors, epidemiologists, social scientists all have a role to play.  But in this case, we also have to look at the pedagogical task. We need, for example, to write up a case study of small pox eradication that is as good pedagogically as the best business cases taught at the best business schools.  We don’t have that.  

AG:  And those case studies are what should be taught to social medicine students, or actually to all medical students?

JK:  I think all medical students would benefit.  We need to know the particulars about what procedures, policies and tricks of the trade led to the great successes and failures in global health.  If we had these kinds of case studies, we would have a much richer pedagogical foundation on which to base social medicine programs and global health programs in general.  And I don’t think it should be possible to graduate from medical school not knowing how smallpox was eradicated, for example.    
AG:  How important is it to share this knowledge base?

JK:  Very.  Right now we have this bizarre situation where the business community shares its knowledge much better than the public health community.  The public health community wants to share, but right now the mechanism to do that doesn’t exist.

AG:  What types of mechanisms for sharing this knowledge are in the works?

JK:  At Harvard, we are currently developing a Program in Global Health Effectiveness that we hope will form the core of building global health as an academic discipline and do that by building the operational research base and the case studies that will push this field forward.

AG:  What are the most critical steps that are needed to move forward?

The money that is now going to treat diseases like AIDS and TB and malaria was the first step. None of what we are talking about can happen without the kind of global commitment it represents. Now, though, we need to build the infrastructure that will support global health as a serious discipline. Soon the major bilateral donors who are putting a great deal of money into global health are going to turn around and ask us some hard questions about the money they’ve invested in global health.  Can you teach global health implementation?  Can you systemize it?  Can you train people in how to do it?  Can you create a cadre of professionals who do it with great skill?  Can you scale-up effective interventions?  I think that we have 3 or 4 years to make the case that we can, that we are well on the way to building a new discipline, and that we know how to use the money we have effectively.   There is a short window of time available until we run the very real risk that the donors will say, “Global health was an interesting diversion, but we don’t want to fund it anymore.”  I personally feel a tremendous responsibility to make sure we don’t squander what is surely a once-in-a-lifetime chance.  

We need to be able to say that these investments led have standardized the approach to treating and preventing AIDS, TB, malaria and other diseases of the poor.  We need to be able to say that these investments have built improved health systems that are not only curing people today, but are there to help people over the long haul.  If we can’t say that in the next 3or 4 years, I think we will be in trouble, and that there will be every chance the bilateral donors may weaken in their commitment. This is where the hospitals and teaching institutions are so vital.  Quite simply, I see this as our responsibility -- to provide the evidence-base that will be the foundation for continued funding for our efforts to improve health outcomes for everyone..

AG:  Why should Americans care about global health?  

JK:  Robust programs in global health will contribute to efforts like protecting people in the US from extremely drug-resistant TB.  Also, part of the effort to deal with possible avian influenza pandemics is to develop a public health infrastructure in poor countries so they can detect when these epidemics start and then implement the basic public health measures to contain them.  Improving global health is a great and important humanitarian project, but it is also one that is completely vital to our own self-interest.  

AG:  What is the role that you see the Jay Weiss Center playing?  

JK:  The idea of melding public health insights and tools with clinical interventions in poor countries is vital for the future of the health of everyone on the planet.  We need a whole new cadre of people, whether they are doctors or nurses or economists who will form a new global health workforce capable of taking on the most difficult health problems.  The Jay Weiss Center and the University of Miami should move forward quickly to do their share to build this workforce.   The commitment of the Weiss family is very strong, the cause is just and everyone in the community should get behind Center to make sure that it transforms the lives of so many who just don’t get the kinds of health services they deserve.  

