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Health care systems throughout the world are
steadily changing to meet the diverse and
emerging needs of the general public. eHealth (i.e.
Health information and health care services on
the internet), integration of allopathic and
complementary medical services, growth of health
insurance industry, law suits against health
professionals and inclusion of emotional, spiritual
and political well-being dimensions in defining
‘health’ reflect the new challenges and
opportunities a newly appointed medical doctor
has to appreciate and deal with [1-5]. In this
context, the relevance and importance of social,
behavioural and ethical underpinnings of patient
care has increasingly being recognised [5,6].
Therefore, there is a compelling need to include
these subject-areas in medical curricula [4,7].
Thus, an effective medical practitioner, who can
successfully face the new demands in the new
millennium, should have relevant knowledge, skills
and right attitudes in social, behavioural, and ethical
aspects of patient care and professional
development.
Socio-ecological aspects of medical care or
“Social Medicine” was almost a neglected area
in medical curricula in early 20th century, although
in some European medical schools such as
University of Zagreb in Croatia, Social Medicine
had some recognition as early as 1931[8]. In the
UK in early 20th century, the medical curriculum
was dominated by consultant physicians and
surgeons of the teaching hospitals. Socioecological factors in prevention and treatment of
diseases were not considered as important; as a
result, patients with mental illnesses, sexually
transmitted diseases and tuberculosis where social
factors play a great role in aetiology and the course
of the disease, did not have equal chance of getting
admitted to teaching hospitals compared to patients
with cardiac, respiratory or neurological diseases,
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or surgical problems [8]. The latter category of
patients made doctors affluent. The income of
doctors at that time depended on private practice
as is the situation in Sri Lanka today. However, in
1930, a group of doctors by forming an association
called ‘The Socialist Medical Association’, made
the public and health authorities aware of the
relationship between poverty and ill-health [9]. In
1943, the Interim Report of the Royal College of
Physicians of London recommended that every
medical school should establish a Department of
Social and Preventive Medicine [10]. These
developments influenced the UK government to
establish the National Health Service in 1948. In
addition, the establishment of the Society of Social
Medicine in UK in the late 1950s accelerated the
progress of the development of social medicine
as a separate discipline. Today, medical humanities
have been given a prominent place in the medical
curricula in many medical schools throughout the
world.
Since there are bio-psychosocial and ecological
components in the etiology and course of disease
[5,7,11], patient care, disease prevention and health
promotion all need progressive change in social
structures leading to change in public policy. Thus,
doctors should be skillful in fostering health by
providing culturally sensitive and respectful
patient-centered care. Approaching patients with
a clear understanding of their bio-psycho-social
and ecological variability, and thereby recognizing
his or her own social biases in treating patients, a
doctor would be able to provide much more
effective care. Such a skillful doctor together with
correct attitudes would be an asset to society as
he or she would take proactive measures against
various forms of prejudices and exploitations such
as ethnic bias, racism and gender inequalities
which adversely affect the health of the patients.
Thus, by incorporating medical humanities into the
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curricula, medical schools would be able to
produce doctors who are effective advocates for
social change for the betterment of people. It is
increasingly being recognised that social
‘advocacy’ is an additional duty of a ‘good’ doctor
[7,11].
In the early 1950s, research conducted by Sir
Richard Doll, Sir Bradford Hill and other
researchers in UK sparked the public awareness
that certain lifestyle behaviours of people are
linked with several conditions of ill-health prevailing
in the community [12,13]. This momentum also
resulted in extending epidemiological investigations
from infectious diseases to non-communicable
diseases. Today, non-communicable diseases are
posing a major threat to the quality of the life of
the people - mostly in the developed world but the
threat is gradually spreading in the developing
world as well [6]. Although major communicable
diseases seen in the past such as smallpox and
cholera have been eradicated, some other
communicable diseases such as sexually
transmitted diseases are on an upward trend at
present. There is hardly a need for scientific
evidence to understand the immediate causes of
such highly prevalent communicable and noncommunicable conditions of ill-health seen in
contemporary society. Unhealthy behavioral
patterns such as sedentary life styles, substance
use, poor dietary habits, and poor environments
are the major factors associated with these
conditions of ill-health; while poverty, social
disorganisation, certain cultural beliefs and political
factors are found to be some of the root causes
[5-7].
Well-designed community health promotion
strategies that curtail unhealthy behavioural
patterns, promote reduction in social disparities
and a holistic approach to health care where
patients are considered as individuals and not as
“cases” with signs and symptoms would
eventually enhance the quality of life of the people.
Further, by understanding socio-ecological and
behavioral factors linked to health, relatively
inexpensive curative and preventive interventions
could be formulated; thus reducing the need for
more expensive medical treatments.
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Socio-political changes seen in the country indicate
that there will be an excess of doctors for the
state sector in Sri Lanka in the near future. The
government will not be able to provide jobs in the
state health sector for all newly passed out medical
doctors. Therefore, there will be competition
among medical graduates for the limited number
of jobs available in both public and private sector
medical institutes in Sri Lanka. A doctor who has
a sound knowledge on behavioral risk factors of
diseases and who can professionally advise a
patient with regard to behavioral modifications the
patients need to adapt to, and who fosters the
correct attitude, will be in greater demand.
The Pond Report released by the Institute of
Medical Ethics in UK in 1987 made some
recommendations for the development of medical
ethics teaching [14]. There has been an
accelerated progress in teaching in medical ethics
in medical schools since the release of the report.
Today most medical schools around the world have
medical ethics in their curriculum. Ethically sound
medical practice would enhance the quality of the
services provided by the doctor and would
minimise the conflicts between patients, doctors,
other staff and institutions.
At present, medical ethics has been included in
medical school curricula as an “esoteric” subject.
It is given peripheral importance and most medical
students consider it a subject “outside” the core
medical curriculum. Many researchers highlighted
the need of expanding current teaching modules
in medical ethics [14,15]. Medical students get
exposed to real ethical dilemmas during their
clinical years. During this period they experience
certain ethical and professional conflicts that
include covering up their lack of knowledge, skills
and clinical experience from patients and failing
to question unethical conduct of doctors when they
perform procedures that carry considerable risks
to patients without proper informed consent
because of the fear of receiving poor grading
[15,16]. There is a need to equip medical students
with necessary knowledge, skills and attitudes to
handle such incidents in a professional manner.
The need to inculcate right attitudes in medical
undergraduates for the achievement of high
standards in medical practice should also be given
priority in the development of medical curricula.
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Recognition of patient’s rights, ability to tolerate
uncertainty, awareness of moral and ethical
responsibilities, the need for high quality care,
ability to adapt to change, eschewing dogmatism
and arrogance are aspects that comes under the
umbrella term of ‘attitudes’. It is the right attitude
of the doctor that would make a lasting impression
on the patient.
It is observed that ‘patient rights’ has been
receiving an increasing importance in the
contemporary society [17]. In a global
environment where United Nations declarations,
charters and covenants such as the United
Nations Declarations of Human Rights
(UNDHR), International Covenants on Civil and
Political Rights (ICCPR), International Covenant
on Economic, Social and Cultural Rights
(ICESCR) are gaining greater relevance and
acceptance, the right to health is being integrated
with patient rights. Medical students and doctors
need to be made aware of these trends to ensure
that they can work effectively in their professional
role as health care providers.
Today many medical schools around the world
feature a considerable social, behavioral and ethic
teaching components in their curricular [14,18].
Some medical schools have incorporated
behavioral and social science components in all
four years of their medical education [18-20].
Moreover, some medical schools such as the
Albert Einstein College of Medicine in USA, have
recently introduced a three year residency
program in Social Medicine for medical graduates
[19]. As a former British colony, changes in British
medical education have been reflected in our
medical curricula as well, and at the end of 20th
century some of the medical faculties in Sri Lanka
had taken steps to incorporate medical humanities,
behavioral science and medical ethics into their
curricula. The Faculty of Medicine, University of
Ruhuna has done so from this year in the foundation
course for new entrant medical students.
There are many challenges ahead of us in the
process of incorporating and implementing the said
courses in the medical curricular. It is heartening
to find that the Bench Mark Statement on
Medicine developed by the University Grants
Commission has included some of these aspects
[21]. Lack of qualified faculty and inadequate
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financial support may be the immediate barriers
to implement these new programmes. Practical
benefits of these subjects for clinical practice are
not recognised by many in the medical field. These
issues should be discussed among students,
academics and teaching hospital consultants.
Young academics should be encouraged to
specialise or obtain postgraduate experience and
training in these fields. Interdisciplinary teaching
in these subjects should be encouraged and
teaching of medical ethics and behavioural
sciences should span the entire duration of medical
studies for better results. The problem of
evaluating and responding to reports of
unprofessional or unethical behaviours of doctors
and medical students is also highlighted by some
researchers [14,15]. These critical issues should
be taken into consideration when formulating and
implementing medical ethics courses in medical
schools. Developing a network among medical
schools in Sri Lanka to identify teaching
techniques, evaluation methods and research in
these new fields would also help to improve the
quality and effectiveness of the new subjects
which will enhance the quality of medical
education.
In conclusion, disease patterns in the community
are changing so alarmingly that community health
needs, both curative and preventive, are becoming
more and more complex. Addressing these issues
in an effective and timely manner is difficult. The
quality and the usefulness of a medical practitioner
in the near future will be determined by his or her
ability to improve the patients’ total health needs.
An effective and quality doctor should have
competencies in medical humanities, behavioural
sciences and medical ethics as well to face these
emerging challenges. University academics,
hospital teaching staff and medical students must
work together in this endeavour and reform
medical education to produce quality and effective
doctors who have capabilities of fulfilling future
demands of society.
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Introduction
The importance of conventional risk factors such
as age, smoking, diabetes mellitus, family history
of premature heart disease, hypertension, and
dyslipidemia in predicting risk of cardiovascular
disease (CVD) is well known and these risk
factors have been used to predict the future risk
of acute myocardial infarction [1,2]. Subsequent
advances in understanding the pathogenesis of
atherosclerotic vascular disease have stimulated
interest in the so-called novel risk factors for CVD.
These risk factors are important for 3 reasons.
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Firstly, the ability to accurately predict the CVD
risk of a specific individual based on his or her
conventional risk factor profile is limited. Secondly,
the risk prediction using conventional risk factors
may not always be accurate as it is not possible
to explain all myocardial infarctions. It has been
found that only around 50% case of acute
coronary events can be explained with these
conventional risk factors. Thirdly, the risk of CVD
varies among different ethnic groups, and novel
risk factors may partly explain this variation.
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