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All those who are responsible for providing a sat­
isfactory health service in this country, have one com­
mon objective and that is, to provide a better service to 
our patients. Many individuals are involved in achieving 
this objective. The authorities i.e the officials of the 
Ministry of Health are mainly involved in laying down 
the rules and objectives. 

Then there are those who are actually responsible 
for providing this service. 

- Consultants 

- Junior doctors 

- Nursing staff 

- Paramedical personnel 

Today in this Induction Address, which I have titled 
'Setting Standards In Medical Practice - The Role of 
the Consultant Physician' I will be, a s the President of 
the Ceylon College of Physicians, looking at the role 
the Consultant Physician has to play to achieve this 
ultimate goal - Providing a better service to our pa­
tients. 

During this address I would like to highlight some 
of the problems that physicians face and sugges t 
recommendations to improve existing services. 

Consultant physicians working for the ministry of 
health face many problems and s t resses . As a result 
many feel that their ability to provide good standards 
for their patients is being compromised. 

In the past few years ' consultant physicians have 
come under considerable s t ress a s a result of changes 
in their workload, coupled with lack of resources and 
rising public expectations. A large increase in hospital 
admissions without a parallel increase in the available 
beds and back-up service accompanied by an increas­
ing awareness and expectat ions by the public who 
now demand constant consultant involvement in their 
care, have led to this situation. The relatively small 
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increase in the number of consultant appointments 
has certainly been insufficient to enable them to cope 
with these increasing pressures . This factor is com­
pounded by the additional demands for consultants to 
participate in undergraduate and postgraduate teach­
ing programs, continuing medical education and train­
ing of junior doctors. 

The ability of the health services of this country 
to provide good standards of medical care for it's pa­
tients has always depended upon the dedicated hard 
work of the professional working in it. Consultant phy­
sicians for their part have not stinted in the time and 
effort they have given to provide the highest possible 
standards for their patients. However the ever increas­
ing multiple pressures on Consultant Physicians pose 
a threat to these high standards achieved so far and 
could well reduce the quality of care. 

Sri Lanka is seriously under doctored, a fact fur­
ther aggravating the major difficulties in providing a safe 
medical service. In this address I would like to warn 
that if working conditions are unsatisfactory for physi­
cians then the standards of care is likely to fall. There 
is perception among many Consultant Physicians that 
s tandards are already falling. 

I sent out a questionnaire to consultant physi­
cians working in general hospitals (Teaching and non 
Teaching) and base hospitals to gather their views on 
the subject of medical care and workload. 

The Questionnaire consisted of 7 questions. They 
were, 

1. What is the average number of patients seen on 
a ward round? 

2. Is it possible to s e e all patients in the ward every­
day? 

3 . Average number of patients per clinic? 
4. Is there enough time for teaching and training? 
5. Is there enough time for reading journals and 

books? 
6. Do you think the standard of care is rising or fall­

ing? 

7. Do you still like the work you do but feel there is 
too much of it? 
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Results 
A summary of the results of this survey is given below 

Q. Is there enough time for teaching and training 
R e s p o n s e s : 

No - 6 8 % 
Yes - 32% 

Q. Is there enough time for reading journals and 
books? 

R e s p o n s e s : 
No - 8 8 % 
Yes - 12% 

Q. Is the standard of care is rising of falling? 
R e s p o n s e s : 

Falling - 4 8 % 
Rising - 32% 
Static - 1 6 % 
Don't know - 4 % 

Q. Do you like the work but think there is 
too much of it? 

Too much - 80% 
Not too much - 16% 
Don't know - 4 % 

The results of this survey thus showed that the 
consensus among the Consultant Physicians in this 
country was that Physicians in general were burdened 
with a work load which was well in excess of the opti­
mal. In there response it was also evident that a ma­
jority of Physicians felt that more emphasis should be 
laid on team effort and that methods of distributing 
this work load should be found. 

The principle reasons for increased stress and 
pressures on consultant physicians 

There are many reasons for the increased stress 
and pressures on the work of the consultant physi­
cians at the present time. Principle among these is 
the expanding workload, but other factors a re also 
salient. 

Public expectations 
The public expects s tandards in medicine to be 

high and unders tandably complain when they are 
judged not to be so. 

On the one hand, pa t ients and their families 
demand higher s tandards at existing costs, which is 
inadequate to meet these demands . On the other hand, 
there is pressure from the government to reduce costs 
a s far a s possible. 

There is also a perception that every misadventure 
must be 'someone's fault' and this has led to an in­
crease not only in complaints but also in the pursuit 
of medico-legal actions, thus adding still further to the 
pressures on the consultant. 

Bed numbers 
There has been no increase in bed strength to 

keep pace with increase in admissions especially in 
the number of beds available for acute medicine. 

In most medical wards of General and Base Hos­
pitals there are at times an equal number of 'floor pa­
tients' a s there are patients occupying beds . The phy­
sician in charge has a difficult job of trying to decide. 

(a) which patent is well enough to give up his 
bed to a more critically ill patients 

(b) is this patient well enough to be actually 
treated on the floor 

One has to have total disregard a s to the com­
forts of a sick individual and the physicians h a s to 
compromise on adequate and proper investigations, 
as , his priority becomes, 'clearing' the ward to make 
room for new admissions. 

Junior doctors 
Most physicians working in General and Base 

hospitals have only two post intern housemen man­
ning their wards with no Senior House Officers or reg­
istrars, the situation being marginally better in the 
Teaching Hospitals. On the other hand, when one con­
siders the Intern House Officers, disruption of the un­
dergraduate medical programme in the universities over 
the past years has resulted in an increase in the num­
ber of intern medical officers being crowded into a single 
unit. Before this disruption of university education, in­
terns were regularly posted into units and there were 
not more than two to three interns per unit at any given 
time. This ensured a good training to these interns 
whereas now there are six to seven of them in most 
units, even in base hospitals, resulting in these doc­
tors not obtaining an adequate training. 

Nursing staff 
There is also a severe shortage of nursing staff in 

the state sector due to an inadequate number of nurses 
passing out each year from the training schools. This 
is compounded by the fact that a significant number 
of trained nurses are leaving the country to work abroad 
for higher salaries. 
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Availability of laboratory and radiological 
services 

In the majority of hospitals where consultant phy­
sicians work, even the basic biochemical and haemo-
talogical investigations are at times difficult to obtain 
or is being rationed. Radiological facilities are limited 
and even basic investigations like a ches t X-ray is 
sometimes not available. 

Even at the National Hospital, which is the final 
referral center for medical care in Sri Lanka, investiga­
tions are not freely available to the physician. For ex­
ample at the Institute of Neurology the limited number 
of CT scan facilities have made it necessary for the 
Consultant Neurologists to actually decide which pa­
tient need CT scan investigation most and sometime 
patients who actually require CT s c a n s cannot b e 
scanned due to the limited quota available. 

Deciding priorities 
There are ethical considerations relating to per­

forming sophisticated and expensive investigations for 
some very ill and extremely elderly patients in situa­
tions where there is little hope of successful therapeu­
tic outcome. Decision making in these circumstances 
is very stressful for the physician concerned and can 
take much time in discussion with patient's relatives 
and other staff. 

As Consultant Neurophysician in charge of the 
intensive care at the Institute of Neurology I often have 
to face such situations especially since our is a six -
bedded unit and patients are referred to this unit from 
all parts of the country. 

One has to decide on issues such a s 

- Which patient needs intensive care? 

- How long can he stay in intensive care? 

- At what point of his critical illness could he 
safely leave intensive care to make room for 
another patient who needs such facility? 

- At what point does one withhold life support 
therapy for irreversible neurological d isease? 
(such a s severe encephalitis, cerebral haemor­
rhage, advanced motor neurone d isease and 
muscular dystrophy in the terminal stages) 

Other ethical considerations 

The consultant physician has to decide on vari­
ous other ethical issues. Among these are 

1) The role of the patient and his relatives in 
decision making 

The autonomy of the patient in the central 
ethical principle in medical practice. Thus 
the wish of the patient is the main determi­
nant of the physicians actions. 

2) Ethical aspects of cost-benefit relationship 

The general consensus is the prevention of 
futile treatment. Thus appropriate use of life 
sustaining therapies and 'Do-Not-Resusci-
tate' (DNR) decisions nave become impor­
tant ethical i s s u e s . The d i scuss ions on 
foregoing therapy and DNR decisions a re 
usually led primarily by the opinion of the 
patient or his relatives. However at times, 
these decisions have to be taken unilater­
ally by the consultant in the best interest of 
the patient. 

3) Ethics in the Transportation of the 

critically ill 

Studies indicate that necessa ry intensive 
care intervention should not be denied due 
to the fear of transport related complications. 
Therefore patients requiring intensive care 
should be sent to hospitals with the avail­
able facilities provided they are transported 
under optimal conditions. 

The physician is also involved in important 
i ssues such a s ethics in research, issues 
pertaining to brain death and ethics in organ 
procurement, which I believe, will become a 
major issue in this country in the near future 
with the introduction of the cadaveric organ 
transplant programme. 

Recommendations 
Having briefly outlined some of the problems and 

s t resses Consultant Physicians have to face, now, I 
would like to discuss recommendations for the better­
ment of effective hospital practice, looking primarily 
from a Physicians perspective. These are: 

1. Team work 
The Consultant can no longer work in isolation 

and now need to work in teams, often a s the team 
leader. In many specialties teamwork has become the 
central feature for the provision of care to patients and 
it is incumbent on all physicians to adapt to this style 
of work. Any lingering prejudice regarding teamwork 
must be rejected. 

In this context I am pleased that we were able to 
start the first stroke unit in Sri Lanka at the Institute of 
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1. Number of Consulant Physicians 
(State sector) 

Cadre status 
as at 
1998 

Projected cadre 
for 

2006 

General Medicine 60 (41) 110 

Cardiology 16 (13) 19 

Neurology 08 (07) 14 

Chest Medicine 08 (03) 14 

Rheumatology 11 (02) 17 

Dermatology 13 (06) 67 

NB. The numbers in brackets indicate the number 
undergoing training at the moment. 

Jagath Wijesekera 

2. Consulant: Population ratio 

1998 2006 

General Medicine 1:300,000 1:165,000 

Cardiology 1:1,500,000 1:195,000 

Neurology 1:2,250,000 1:1,300,000 

Chest Medicine 1:3,000,000 1:1,300,000 

Rheumatology 1:3,000,000 1:1,100,000 

Dermatology 1:1,800,000 1:300,000 

These figures speak for themselves and need to 
be improved urgently. It is interesting to note that e.g: The 
recommended European guidelines is one Consultant 
per 80,000 population with at least two Consultant per 
specialty in a hospital. 

Therefore our Consultant cadre requirements have 
to be reviewed and the relevant authorities namely the 
Ministry of Health and the Post Graduate Institute of 
Medicine will have to evaluate the ground situation and 
calculate a reasonable number of new posts that will 
be necessary to achieve the optimum ratio Consult­
ant per population for both acute medicine and the 
finer specialties for a developing country like ours. It is 
indeed encouraging to note that both the Health Min­
istry and Pos tg radua te Institute of Medicine have 
recognised the need for new specialties such a s Neph­
rology, Endocrinology, Neuro Physiology and Cardiac 
Electro Physiology and that postgraduates are already 
being trained in some of these fields. 

4. Basic requirements when opening new units 
When new units are opened both in acute medicine 

and the finer specialties, the Health Ministry should 
ensure that a reasonable number of beds, adequate 
staff and investigatory facilities are provided before 
Consul tan ts a re pos ted to t h e s e new units . It is 
regrettable to note, for instance in the past, Neuro­
logists have been appointed to new units set up at 
Genera l Hospitals at Kurunagala and Ra tnapura 
without even an Electroencephalogram been provided 
to these units. Non availability of these basic facilities 
lead to frustration and disappointment in those young 
physicians who are posted to these newly opened 
units. 

Journal of the Ceylon College of Physicians 

Neurology in July this year. The success of this stroke 
unit depends on the team involved. This team includes 
the Consultant Neurologist (team leader), Consultant 
in Rheumatology and Rehabilitation, junior medical 
staff, nurses . Speech Pathologist, Physiotherapists 
and occupational therapists. 

Consultants must collaborate with and understand 
the skills of the other professionals involved in the team. 
I am happy to say that we are already seeing some 
positive results where stroke care is concerned at our 
stroke unit, in the six months since it's inception. 

2. Adequate consultant cover 
It is impossible for consultant to single handedly 

provide a 24 hour cover while working in acute medi­
cine. This is also true for the finer medical specialties 
such a s Cardiology, Neurology, etc where it is no longer 
acceptable for a consultant to work alone. 

I would like to emphasis that whenever new units 
are opened outside Colombo, especially in the finer 
specialties, at least two Consultants or one Consult­
ant and a Resident in that specially should be ap­
pointed, if one were to provide a satisfactory service. 

\ 
\ 

3. Man power 
In Sri Lanka the figures for each specially are a s 

follows 
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5. Adequate junior medical and nursing staff 
A Consultant Physician will need and optimum 

minimum number of junior medical officers and nurs­
ing staff in his unit, to provide a satisfactory service for 
his patients. 

6. Availability and access to a full range of 
Investigative facilities 
Basic investigatory facilities such a s Haema-

tology, Biochemistry and Radiology should be available 
and accessible in all institutions where Consultant 
Physicians work. 

More specialized investigations such a s Ultra 
sound, CT and MRI scanning and other imaging tech­
niques should be available when appropriate. 

The benefits of modern imaging technology are 
becoming apparent but it is clear that only hospitals 
of a certain size will be able to provide such equip­
ment. 

7. Refferal for a second opinion 

There must be immediate acces s to other medi­
cal opinions particularly acute surgical opinion. 

8. Secretarial support 

The Ministry of Health should address this a s an 
urgent | priority. The lack of secretarial support results 
in the poor coordination of the work of the Consultant 
Physicians. I would consider this a s one of the major 
problems facing all Consultants, especially for those 
in the State sector. 

9. Time for communication 

Consultants must have adequate time to a s s e s s 
patients and to explain the diagnosis and treatment to 
them and their families. This has become increasingly 
difficult in the face of a heavy workload and often leads 
to a perception of lack of communication or 'off hand­
edness ' with a greater likelihood of complaint. 

10. Audit 

Physicians should be encouraged to do regular 
audits of their own units. Audit involves the system­
atic critical analysis of the qualify of medical care 
including the procedures used for diagnosis and treat­
ment, the use of resources and the resulting outcome. 

I would like to briefly mention an audit we did at 
the Institute of Neurology last year, the findings of which 
were presented at the last SLMA annual sess ions . 
Stroke care in Sri Lanka has not been previously evalu­
ated. We used an audit package designed by the Royal 
College of Physicians and the UK stroke audit group. 

The study highlighted deficiencies in certain a s ­
pects of stroke care at our institute. Relative strengths 
and weaknesses have been identified, and based on 
these, intervention to improve care has been designed 
and implemented already. • 

In Sri Lanka at the moment, efficient audit is of­
ten severely impaired, if not impossible because of 
the non-availability of records and when available, the 
very poor quality of these . More adequate provision 
of record keeping and Information Technology is an 
urgent need in our hospitals. 

11. Continuing Medical Education 

The requirements for Continuing Medical Educa­
tion (CME) should be considered mandatory to allow 
the provision of an up-to-date clinically safe service. 
The Consultant is an employee of the ministry of health. 
Encouraging and finding the funds when possible for 
CME are a duty of the employer. The Post Graduate 
Institute of Medicine also, obviously, has a major role 
to play here. 

12. Research 

R e s e a r c h is not a m a n d a t o r y part of every 
Consultant's life, but it is essential if medicine is to 
advance and it can enhance job satisfaction. Onerous 
work loads make r e sea r ch impracticable in busy 
non-Teaching Hospitals and, even in Teaching Hospi­
tals, they are increasingly a hindrance. Whenever pos­
sible reasonable opportunity should be provided for re­
search and adequate time and facilities should be made 
available. 

In Teaching Hospitals, good relations with the af­
filiated university is important to encourage collabora­
tion with other scientists and help each party under­
stand the working arrangements of the other. For ex­
ample changes in the undergraduate curriculum and 
it's consequences should be discussed by the Uni­
versity staff with Consultants of the Ministry of Health 
and a consensus arrived at, all s t ages of it's imple­
mentation. 
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Role of the Ceylon College of Physicians in 
assisting consultants 

The prime role of the Ceylon College of Physicians 
which is an umbrella association of the Sri Lanka Medi­
cal Association, has always been to ensure high stan­
dards of care for patients. Judging the conduct of doc­
tors, of course, is the responsibility of the Sri Lanka 
Medical Council. 

Phys ic ians a r e e n c o u r a g e d to app roach the 
College whenever they face difficulties at work. Such 
help has been sought in the past and will probably be 
sought increasingly in the future. A visit to a hospital 
by a team of physicians selected by the College, (Peer 
Reviewing) may be a helpful way to identify problems 
and suggest possible solutions. The implementation 
of these , would then be the responsibility of the local 
doctors. Such an approach, will typify the desire of 
the College to be supportive to Physicians in main­
taining standards. It is my belief that the College should 
strive to implement such a programme in the near 
future. 

Concluding comments 

Some of the thoughts I have shared with you this 

evening have been discussed at the council meetings 
of the Ceylon College of Physicians and some are in 
function already. It will be my endeavor to ensure that 
these ideals are further strengthened during my ten­
ure of office. The provision of high quality medicine 
by Consultants is a dual responsibility. The Health 
Authorities must employ sufficient staff and provide 
appropriate facilities for the work of the Consultant and 
his team. The Consultants either individual or a s a 
body in the hospital, must make firm and if neces ­
sary, vociferous requests for the staff and other facili­
ties they need, adopt satisfactory working patterns 
and practices and educate themselves to monitor their 
own performance, and possibly, even partake to moni­
tor the performance of colleagues. 

Considerable pressure from all of us will be nec­
essary to bring working conditions into line, a s dis­
cussed in this induction address . Success will help to 
safeguard the quality of care given to our patients. This 
in turn, will help set higher standards in medical prac­
tice. The Consultant Physicians and the College of 
Physicians, which is the official body of the Physi­
cians in this country, have an important role to play to 
achieve this goal. 

Journal of the Ceylon College of Physicians 


