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The World Health Organization OIEIO) has
defined health as 'a state of complete physical,

,mental and social wellbeing and not merely the
absence of disease or infirmity'. In recent
years, this statement has been amplified to
include the ability to lead a socially and
economically productive life (i).

Being healthy is what each one of us wants to
be. lvlany things that bave to be done to
achiwe physical, mental and social wellbeing
have to be done by ourselves. However, the
complex interactions that the human beings
have with the environment makes it
unattainable all by themselves. Several factors
have been idenffied as deterrninants of health.
They inctude: heredity, environmen! lifestyle
socio-economic frctors, health care services and
other related services. Thus, provision ofhealth
care services is an important contributory
factor tonards achieving and maintaining the
heatth of individuals, families or of
communities.

There is growing awareness tlrat acess to
health care is not only a basic human right but
that health is a national asset, a primary aim of
social development and an essential means to
sound economic and social progess. Thus, the
crucial question that decision makers at the
highest level have to consider is not whether
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their country can afford to improve health
services but whether it can afrord not to do
so.

It should also be realised that achiwiog health
and maintaining health is a task on a much
broader s63lg then medical c€re, and involves
knowledge and skills beyond those available
within the health sector and most certainly
beyond those that are armilable with th€ heafth
care providers.

What is health care? Who is responsible for its
provision? Whd are &e importrnt
considerations in the provision of health care?

Iloalth care muld be defined as a 'Multitude of
services rendered to individuals, families and
communities by the agents of the health
services or the professions for the purpose of
promoting maintaining, monitoring and
restoring health' (2).

The respoosibility of provision of health care
varies between countries and communities.
With the realisation of the role of health in
dsvelopment, the 'ideal situation' regarding
provision of heal& care has been identified by
the WHO as the achievement of Health for All
GfA) by the Year 2000. The mncept of
Health for All by the year 2000 ewisages the
attainment by all citizens of the world by the
year 2000, of a lwel of health that will permit
them to lead a socially and economical$
productive life (l). This is of course an
ambitious goal.

In Sri LaDkA successive governments have
committed themselyes to provide free and
comprehensive promotive, preventive, curative
and rehabiliAtive care, easily accessible to the
people. This commiheot was reafrrmed in
1980 b!, the gwernment signing the Charter
for Health Development to provide IIFA 2000
with primary health care as the key stratery (3).
Among the imporhnt considerations in the
prwision of health care to achieve the above
goal are:



o Availability of comprehensive health care
r Accessibility
o Affordability
e Acceptability

Considering the health systems in rnany
developing and develo@ countries of the
world today, maoy would agrer that
improvements are still required in most health
care systems to ensure equal access to all those
who seek health care as well as optimal
protection against avoidable causes of sutrering
and death. The need for additional resources is
a major constraint to achieve the above.

Table l: Personnelfor healthcare
in Srilanka -L994

No./100,000
population

One of the greatest challenges of the health
field today is that of developing human
resources for health care to be ftIly capable of
meeting what is stated as a goal in most
societies i.e. the development of a more
acressible, more equitable and a more effective
health system. This requires tbat there should
be: the dght type of education and training for
the right number and type of people needed to
render effectively and safel5 the right tne of
services when and where required W the
population (4).

In order to achieve the above, the triple process
of planning, production xnd management of
human resources should be harmoniousty
geafed to achiwing the singls goal of providing
health services.

Table 2: Availability of some key health
personnel (no./100,000 population) I 980- 1994

Category

MO
Dental

surgeons
AI{O/RMO
Nurses
PHMM

1980 1984 1988 1992 t994

19.6
3.1

2.2

7.6
73.1
0.7
5.2

24.6
12.4

3.5
3.6
3.5
1.4

0.9
0.5

13.9 12.5

1.5 1.8

6.9 6.5
41.5 47.4
2.3 t9.2

14.0 19.2

2.1 2.2
6.6 7.2
50.1 64.4
19.3 23.6

22.7

2.2
7.6

73.L
24.6

Category

Medical officers (MO) - curative
Medical officers - admin.. & prev.
Denal sttrgeorc
Registered / Assishnt medical

officem (RMO/AI\{O)
Nurses
Public health nursing sisters
Public health ingpectors
Public health midwives eln/il{)
Hospial nridwives
Pharmacists
Dispensers
Laboratory technicians
Radiographers
Physiotherapists
ECG rocordists

The type, number, training and distribution of
human resources for prorrision of health care
depend on several factors sprcific to a given
coutrty and includes the available resources for
provision of health care, pattern of the health
care delivery system and priorities for
provision of health care.

Some inforrration relevant to the current status
of availability of human resources for provision
of health carc in Sri laxka are presented in
Tableslto3(3).

Health care services are labour intensive. Hence
humari resources are a critical resource for the
provision of heatth car€. It is also worth noting
that among the finsncial resutrces required
for provision of health caJE, a substantial
proportion of the recunent e4penditure is spent
on personnel.



Table 3: Availability of health personnel in selected districts
per 100,000 population

Medical Dental Regd./Asst. Nurses Rrblic health Public healtfi
officers surgeons medical officers nursing sisters midwives

District

Colombo
Kandy
Galle
Moneragala
llambantota
\ttannar &

Vavuniya
Trincomalee

0.7
0.9
1.0
0
0

0
0

6.6
6.4

62.s
29.4
23.0
5.4
5.2

4.3
2.2
2.t
2.7
1.3

t.2
1.5

4.3
9.3
7.2

11.4
'7.1

8.9
11.3

112.3
107.0
83.2
40.4
31.7

23.2
31.5

t2.l
27.1
24.9
34.6
45.6

6.6
9.2

Even thougb the availability shows an

upward tren4 the disfibution of available
personnel indicates a wide variation. These

variations are related to many factors including
the type and number of health facilities in a
given area and the population density.

This focuses our attention on an important
area in dwelopment of human resourc€s i.e. the
ilranpower mix appropriate for provision of
services in a given area. In Sri Laoka, it has

been estimated that the percentage of reanrrent
expenditure spent on personnel anounts to
63Vo in Provinciat Health Authorities alrd 39Yo

at the lwel of the Ministry of Health, gling an

overall percentage of50 (5).

Health personnel working full time in the
private sector also contribute to the health care

services in this courtry. No accurate data are

available on the nurrbeq distribution and the
type of services provided by the private

sector. Other sources ofhealth care qpecifically

those provided throug[ the Ayurvedic sector

also need to be considered to obtain a

comprehensive picture of the human resourc€s

available for health care.

The importance of human resources has been

highligrted in the health policy document

prepared in 1992. The policy measure related to
the dwelopment of human resowces as identi-
-fied in the Health Policy document reads

as follows: 'Essential knowledge nad skills will
be imparted to all health personnel in building
appropriate attitudes and interpersonal
relationships towards optimal use of services by
the people' (6).

This cerainly poses a challenge for those who
are responsible for the production of human
rcsources for health care. The former Director
General of the World Health Organisation, Dr.
Halfdan lvlahler surllfiuuises this challenge in
one sentence, 'The development of health
personnel able and willing to serve the
community by providing health care,
promoting healtb preventing diseases and
caring for those in need is a rnajor and
formidable task for educators' (7).

This paper will focus on the fisining of one
category of health personnel, i.e. the medical
professional and the training ofthis gtroup, tle
area of medical education.

The medical professional is a highly skilled
member of the health care team who ig.often
required to take a lead role in the planning and
provision ofhealth care scrvices.



History of medical e&rcation dates back to
many centuries. In the early years of this
century, when medical schools began
proliferating witlout adequate controls,
Abraham Flexner in f 910 reported on the many
deficiencies and identiEed tbe necessity for a
scientific basis for medical education based on
a curriculum of basic sciences followed by
applied clinical training. These views led to
restructuring of medical education first in the
United States and later elsewhere.

Thus, the first half of the 20th century saw the

derrelopment of a disease aentred approach to
medicine exemplified by the growth of
Teaching Hoqpitals as the home of medical
education. This increased the emphasis on the
special need of high-tech approaches for
diagnosis and management and to some extent,
medical research. The ddical goal - of
prevention, prychosocial integration of care sod
of meation of responsible medical professional
citizens who coulil lead.the profession in the
direction ofservice ib the population, has been
minimised by this approach.

Is there a need for change in the system of
medical ducation? With the extraordinary
advances in scientific knonledge, one would
have expected comparable changes in the shape

and substance of medical education. In frct
zuch changes have occuned in the *ot"*
with the latest scientific findings bein;
included in their lectures, ward teaching etc..
The methods and stnrchue of medical
education has stayed frirly constant throughout
the post warperiod.

The need for change stems from the oiticisms
aimed at the health care services in general,

some of which get lwelled against educators,
much as the problems of children are often
blamed on their parents.

The criticisms levelled against medical
education stem from situations where the

opectations of the prblic arc not mct by those
serving in the system. Thu, the criticisms
related to health care services end those for
education of health personnel are interrelated.
Among the criticisms are:
o Diversion ofhealth carc resources to high

technolory while life and death
requirements of the poor and remote are
denied

o Less emphasis on prevention even though
prenention is much more efficient and
qluses much less $trering than
expenditrre of comparable effort and
rcsour@s for curative care

. kss emphasis on psychosocial aspects that
may be more important to recovery and
readjustuent

o Creation of a series of npgative practices
among which are iatrogenic diseases.

. Only a small role in the imprwement of
health ofpopulations

o Medicinehasbeenelpansionist
o Increasingly dehumanised and becoming

more'biological' and sophisticated
o Disease orientation of modern health

systems r€flect a too mrio,w paradig$ of
healtb directed solely at biochemical
abnormality in what may be a complex
aetiologic process that also includes
psychological and social factors (8, 9).

Specific criticisms regarding the process of
medical education are:
r Stultifies creativity
r Fails to preparc prastitioners for lifelong

learning
o 'Dulled'problem solving skills
o Sophistication of biomedical and clinical

training not marched by mmparable
training in relevant social sciences

o Mnimal opportmity to learn to ad&ess
the social, economic and political forces
atrecting health

o Instituhons where healthprofessionals are
trained are often isolated from decision



making about health service delivery and
health policy

o Development of a disease centred approach
to medicine

o Increased emphasis on the special need of
high-tech approaches for diagnosis and
management and to some extent, medical
research.

Not all of these criticisms are fair. Medicine is
not exempt from the ills and errors of markind.
Yet, within the profession it is thougftt that it
should be judged at a higher standard than
other professions because ofits high status and
high stakes in life and death issues. Hence the
need for us to pay attention to these criticisms.

Several organisations and institutions
responsible for medical education have
responded to this aeed. As we in Sri knka
harrc been fotlowing the British system of
medical educatioq it may be worthwhile to
consider tbe recornmendations made by the
Education Committee of the Creneral Medical
Council on Undergraduate Medical E<lucation
in Decenber 1993, many of which respond to
the criticisms that have been identified (10).

These include the need for reducing the burden
of factuil information, ensuring a capacity for
continued education, inculcating attitudes of

' mind and behaviour that befits a doctor,
integrating the basic and clinical sciences
eliminating the rigid preclinical - clinical
divide, augmenting the core curriculum by a
series of special snrdy modules which provide
an insight'into scientific method and the
discipline of research, emphasising on
comnnunication skills, prominence to be
given to public health medicine encompassing
health promotion, illness prwention, assessing

and targeting of population needs and
awareness of environmental and sircial ftctors
in disease, prwiding e4perience of primary
care and community medical services as well as
hospital based services and the need to adapt

lanaing systems and systems of assessment to
suit the nds of new curricula.
John Bryant in his article on 'Educating
tomorrow's doctors' identified several factors
that influence change in medical educatioi.
Some factors like advances in scientific
knowledge promote change, societal needs
direct change and humanism in medicine
tempff change (lf).

Wbat are the directions for change? At the
risk of over simplification, one can say that the
direction for change is dichotomous. On the
one hand, there are the calls for greater
@mpetence, on the other, there are calls for
new and enhancetl roles for doctors in reqponse
to emerging social problems zuch :rs
inequitable distribution of health care s€rvices,
fsing costs ofhealth care and provision ofcare
for underserved populations.

The societal perspec'tive of medical education is
a view from ou8ide. In recent years, there has
been a call for medical practitioners to be able
to:
o Assess and imprwe the quatity of care by

reqponding to the patient's total health
needs with integrated prwentive, cujative
and rehabilitative servies

o lvlake optimal use of new technologies,
bearing in mind ethical and financial
considerations and the @nsumer's ultirnate
benefit

o Promote healthy lifestyles
o Reconcile individual and community

health requirements, striking a balance
betrneen patients' expectations and those of
the society at large, both inthe short term
and in the long term

. Workefficienflyinteamswithinthe health
sector and between the health wtor and
other socio-economic sectors tbat influenoe
health (12).

The inte[ectMl rBsponse to these forrrs of
criticisms has been to call for an approach



where medical care provision begins with an
assessmefot of the needs of the populatio4
undertakes a scientific ass€ssment of the
options available to mest the priority problerns
and allocates personnel and other resources
accordiqly, alongwith ttre re+rientation of
medical education.

Sweral medical schools both in the dweloping
and dweloped oountries have made innovative
cbanges in medical education e.g. Mcl\rlasters
School of Medicine in Canada Ben Gurion
University itr Israel, University of Limburg in
Netherlands, Bayero University in Nigeri4
University of E<linburgh in Scotland University
of Newcastle in New South Wales, AusEalia
and University of Brasili4 Brazil (7,8).

Changes have been made in admission
requirements to medical schools and curricula
of medical schools. Some changes in
curricula: relate to the orientation of training
and others to instructional methods. Some of
the problems Aced by instihrtions trying to
implement innovations have been identified by
Katz andFulop (8):

:. -.

Facalty members:
Any change is judged to be threatening
Iwolvement is time consuming

Students:
Conflict wi& their own expectation of
what medical education is
Challenge to their past learning styles, pre-
university e&rcation often rote
learning

Faculty organisation:
Dominance by strong departments
Inadequate ftading and other resources

Educ ati onal strategi es :
Needs improved techniques of evaluation
Iack of learning materials

Concept of health:
Conception of health is much less refined than
that of disease, hence more comfortable to work
withio the latter framework This has led to
problems in providing sufficient emphasis on
health and health promotion.

Two key approaches emerged from the
innovations related to the curriculum. They are
community oriented medical education and
problembased leaming.

Community oriented medical education is an
attempt to reorient care towards the needs of
individuals within the population, using.a more
comprehensive model of care and more
extensive diagnostic ald therapeutic categories
deriving from the life of the patient in his/her
osm. contexl It is not put foffiard as a
replace,ment for what is excellent in present
biotechnical medicine. Rather, it is an afiempt
to place the efforts of medicine in a more
complete and appropriate context and ther*y
e$end its values to the people who pay for it,
directly or indirectg and whonn it sewes (13).

Key features of community oriented mdical
education are:
o Comrrunity oriented medical ducation is

first and foremost medicine. Scientific
medicine is the, hsis for commuuity
oriented mdical practice and education

o It is health directed 6ft61 rhan disease
dir€ted

o The @merstonc of ommrnity oriented
medical education is the network of
facilities providing health carc at all lwels
in the health care qystem. They will be the
teaching / learning sites

. Should be able to provoke and cahlyse
social pressures oonerned with health i.e.
needs relwant knowledge in the
appropriate fields in &e behavioural and
social sciences. These scie.nces are tools for
specific health ,care tasks as &ey ale
relatedto medicine



What does community oriented medical
education aln! to achieve?
The new student is generally humanistically
oriented and perceives himself as a 'gurer'. The
student is also eager to learn and absorb
information in order to create. a meaningful
conceptual world. Commuu-ty oriented
education therefore tries to hlluence the
student's conceptuA forratigns in the stage in
which they are created. The sciences should be
perceived as an important basis of knowledge
applied to clinical medicine. Likewise, the
hospital must be looked upon as a community
esAblishment, integrated into the health care
network. The student must perceive that heatth
needs originate in the homes, workplaces etc.

and not in hospitals and laboratories. This
approach does not denigade the importance of
the hospital but orposes the students to the
hospital in the appropriate context and in the
proper proportion (13).

Community oriented medical education is an
appropriate framework for meeting the
humanistic challenge of young students.
Teaching and learning of interpersonal
relationships can achieve gtreater depth than in
a hospial basod setting because such settings
lack the environmental dim.ension and because
they are disease oriented than person oriented.
This is specially relevant in the development of
empathic attitudes and cornmunication stcills.
For exaryle, a student would really appreciate
and proper$ understand the concept and
consequ€nce of patient compliance only in a
community based educational programme.

What is the sitration in Sri Lanka?
It would be true tro say that to a large extent, we
have faitMrlly followed the British system of
medical educatio4 sven after sorne British
Medical Schmls have made many changes.

Our entry criteria have remained much the
same, based on the performance at a highly
competitive examination. No other entry

criteria have been used, except for a viva voce
examination held in early 1960's.

The medical education system has expanded
from one f\4edical Schml until 1960, to six
Medical Schools by 1996. In general, the
curriculum is divided into the preolinical,
paraclinical and clinical training programmes.
This system has been followed by all medical
schools, wen though several innovative
programmes have been infoduced within the
past few decades.

In the Colombo Medical Faculty, the major
changes in the medical education programme
have included the introduction of the Social
Paediatics Programme as far back as late
1950's, Community lvledicine Attachment
Programme in 1978 which atso provided an
opportunity for a community oriented research
project and the introduction of continuous
assessments in rnany disciptines.

In 1991, the need for a rwision of the
curriculum was disctssed by the Faculty and
several activities have been undertaken which
culminated in the introduction of a 'new'
curriculum commencing with the batch of
medicat students who entered &e Faculty in
1995.

At the first workshop held in F6nrary 1992,
the mission statement relevant to the
undergraduate training progranme of the
Facutty of Medicine was identified. This led to
the identification of the objectives of the
training prograrnme and the competencies
needed to fulfil the objectives.
Mission statement:
'To dwelop a graduate who will contribute to
firlfil the health requirements of the individual
and of the community with competence,
compassion and care'.
Objectives:
On completion of the undergraduate medical
education prograrnme, a graduate should be



able to do the following at the level of a general
professional practice:
o tdentiS important illnesses and o&er

health related problems in individuals and
in the community and irrylement
ap,propriate preventive, curative and
rehabilitative service,s

o ldenti$, recommenA and implement
activities which promote health of the
individual, ftmily and the comnunity

o Work h4rmonious$with others as a leader
/ member of the health care delivery team

r Educate and train other individuals, health
care personnel and the community towards
b€tter health

. Develop and maintain personal
cbaracteristics and affitudes for a career as

a health professional
. Carry out basic medico-legal procedures

and statutory duties
r Plan and carry out appropriate health

related research projects
o Dwelop into a self directed learner with

the capacity to recognise the need for self
erraluation.

These objectives do seem to fulfil a majority of
the expectations qrtlined earlier.

An attempt has been to CIake the curriculum,
integate4 sMent centred and community
oriented. The curriculum is broadly divided
into four 'streams': Introductory Basic Scieaces

Module and the System Modules, Clinical
Stream, Community Stream and Behavioural
Stream.

The main innovative features of this curriculum
couldbe sumnarised as follows:

Integration of teaching under a ,qptem of
basic sciences and applied sciences modules.
Early introduction to community and clinical
setings which will continue throughout the
five years

Introduction of a behavioural stream

Introduction of teaching of primary care as a
component of the clinical trainkrg
programme
Continuors assessment

The objectives for the teaching programme in
the Community Stream were devel@ based
on the institutional objectives. Teaching
progammes commence in year one, term two
and continue throughout the fve yeani.
Evaluation of the stream activities arc
conducted thrciughout the five years.

Most of the learning experiences are student
centred, with smnll group discussions and
student presentations being key educational
methods. The format of the student
presentations vary &om formal oral and poster
presentations to d*ates and role play. Early
exposure to the community and other health
care settings is another impo(ant feahre of this
progamme. The activities proposed to be
carried out durhg the thir4 fourth and fifth
years include a mmmunity and a.fumit,'
attachment. An opporhrnity to conduct a
community based rcsearch activity will also be
providd.

The policy m€asure relatedto human rcsoruces
development identified in the health policy
document rcad as follows: 'Essential
knowledge and skills will be imparted to alt
health personnel in building appropriate
attitudes and interpersonal relationships
towards optimal use of services by the people'.
We hope that the proposed changes will
contribute towards achieving this goal.

Can changing curricula solve all the
problems, specially in derveloping counfies?
This is not possible only by changing medical
education, because the behaviour of medical
professional is determinedby the orcrall socio-
economic infrastructure of the soci*y. The
failure of the authorities to cr€ate proper
organisation and working conditions within



the health care syst€m also afus the
behaviour and practice of the medical
professional. It is a combined effort of the
educators, policy makers and the service
providers that could contribute towards a
sustained improvennent of the health
services which will be required to achieve the
goal I{FA 2000 which is essential for
dwelopment

HUT{AN RIGIITS A}ID TI{E QI'EST FOR
EQUITY AND QUALITY INIIEALTII CARE
ARE UNTVERSAL VALUES. TIIUS, ALL
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