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ABSTRACT

Background: The north-east (NE) region of Sri
Lanka observed a critical health workers’ shor-
tage after the long-lasting armed conflict. This
study aimed to explore medical students’ atti-
tudes towards working in the NE and to identify
factors determining such attitudes. Methods: A
semi-structured, self-administered questionnaire
survey was conducted in two medical schools,
one in the NE and the other near the capital, in
October 2004. Data were qualitatively analysed
using the framework approach. Results: Three
main themes were identified: 1) Professional mo-
tives and career plans; 2) Students’ perceptions
of the healthcare situation in the NE; and 3) Stu-
dents’ choice of the NE as a future practice lo-
cation. It was found that familiarity with the dif-
ficulties faced by the NE people was a major
motivation for medical students to work in the
NE in the future. For NE students, familiarity was
linked to their sense of belonging. For non-NE
students, their personal experience of the NE
familiarized them with the difficult situation the-
re, which positively influenced their willingness
to work there. Demotivations to work in the NE
were poor working and living conditions, fewer
opportunities for postgraduate education, lan-
guage differences, insecurity, and fear of an un-
pleasant social response from the NE communi-
ties. Conclusions: NE local medical students had
a sense of belonging to the NE and compassion
for the Tamil people as members of the ethnic
group. They were willing to work in the NE if
their concerns about difficult working and living
conditions and postgraduate education could be
solved. Non-NE students who were familiar with
the NE situation through their personal experi-
ence also showed a willingness to work there;
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thus, early exposure programmes in medical edu-
cation might help to increase the health work-
force in the NE. It is also expected that non-NE
physicians working for the NE people would fa-
cilitate reconciliation and the rebuilding of trust
between two ethnic groups.

Keywords: Willingness; Human Resources for
Health; Medical Students; Qualitative Study;
Post-Conflict; Sri Lanka

1. INTRODUCTION

A shortage of physicians has often been observed as
one of the deleterious consequences of the armed conflict.
[1] Medical personnel flee from the affected area, and
those from outside do not want to work there. Insecurity,
damaged health infrastructure, work overload, and dis-
rupted livelihood are the most common factors associ-
ated with an abrupt shortage of human resources for
health (HRH) in war-torn areas [2-5]. Loss of healthcare
workers, particularly physicians, leads to ineffective health-
care delivery [2,6,7]. The adverse consequences of a short-
age of HRH are, for example, increased maternal and
infant mortality in post-conflict countries [1,8]. Restor-
ing health workers’ availability in post-conflict settings
becomes far more challenging compared to other types
of underprivileged settings, such as rural or remote areas
and the areas of minority ethnic communities.

Programmes targeted at attracting health professionals
to severely under-resourced settings have achieved vary-
ing degree of success [9-11]. Particularly in the post-con-
flict reconstruction, heavy spending without proper needs
assessment leads to less effective outcomes [12].

Motivating health professionals for placement in un-
derserved settings is broadly determined by the level of
understanding of the community concerned [10,13,14], the
cultural norms, and organizational determinants such as
good human resources management [15]. In post-conflict
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situations, deterioration of the health system as a whole,
social tensions between the confronting groups and the
destroyed economy are additional challenges [1,9,16].

Sri Lanka has been known to have satisfactory health
and other social indicators compared to similar middle-
income countries, as the government has invested in so-
cial development programmes such as free education and
health services [17-20]. For example, the maternal mor-
tality ratio (MMR) was 24 per 100,000 live births in
1996. [4] However, a longstanding war has affected the
north-east (NE) region of the country, which had been
the battlefield between a pro-independent Tamil militant
organization called Liberation Tigers of Tamil Elam (LTTE)
and the Sinhalese-dominant Sri Lankan government armed
forces since 1983 [20].

A shortage of physicians was one of the most impor-
tant and urgent healthcare problems in the NE [4]. Before
the conflict, the average number of physicians per popu-
lation in the NE was above the national average. How-
ever, it rapidly declined to half by 1996, while the na-
tional average continued in consistent progress [4]. Even
after the peace agreement in February 2002, the number
of physicians per 100,000 residents decreased from 22 in
2001 to 15 in 2003, which was one-fourth of the national
average. [4] Health indicators also deteriorated signifi-
cantly: MMR was as high as 153 per 100,000, and infant
mortality was five times higher than that of the national
average in some of the NE districts in 2003. Lack of spe-
cific medical instruments and treatment at referral hospi-
tal were among many other critical issues [4,20].

Sri Lankan medical students have the potential to fill
such a shortage of physicians in the future; thus, it is im-
portant to know whether or not they are willing to work
in the NE in their future and what factors contribute to
that willingness. This study aimed to explore attitudes of
Sri Lankan medical students towards practicing in the NE
and to identify factors determining such attitudes.

2. METHODS

A self-administered, semi-structured questionnaire sur-
vey was conducted with undergraduate students of two
Sri Lankan medical schools in October 2004. School A,
located near the capital, was purposively selected. It had
students of all ethnicities from the whole country, but the
Sinhalese were in majority. School B was the only medi-
cal school in the NE region at the time of study. It had
almost all students who were of NE origin. Figure 1 shows
the approximate location of the schools on the map.

The questionnaire was written in English and con-
sisted of 14 components: reasons or circumstances mak-
ing students join the medical profession and their career
plans (2 questions), knowledge of the healthcare system
situation in the NE and in Sri Lanka as a whole (8 ques-
tions), and agreement or disagreement with working any-
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where in the NE after completing their ongoing study (4
questions). The questionnaires were distributed among the
students and collected over a period of two weeks.

The questionnaires and the written information were
distributed to all undergraduate students of the certain
grades in the both schools. Written informed consent was
obtained from the participants. They were assured of the
confidentiality of their personal information as well as of
the opinions they would give. This study was approved
by the ethical committee of the University of Sri Jaye-
wardenepura, Sri Lanka.

The respondents answered the questions in English and
they were literally transcribed without any translation
and summarization. The transcribed text data were then
analysed using the framework approach, which consists
of familiarization with the data, identifying a thematic
framework, indexing the data and charting them accord-
ing to the thematic framework identified, and their final
mapping and interpretation [21].

3. RESULTS

In total, 192 responses out of 199 were selected for the
analysis after excluding those with insufficient and ir-
relevant information. Of the sixty-two respondents from

Central

Figure 1. Location of school A and school B on the Sri
Lankan map. (The author modified the map after downlo-
ading from the Wikipedia web source:
http://upload.wikimedia.org./wikipedia/commons/thumb/
6/6b/Sri_Lanka_Provinces) accessed on 2012-08-24.
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Table 1. Similar and different responses by NE residents and non-residents, as categorized under three research themes.

1) Professional motives and 2) Student’s perceptions of the 3) Willingness/unwillingness to work in the NE

Responses career plans as a medical - Al %
P P doctor healthcare situation in the NE Willingness Unwillingness
 Spirit of service for humanity. ¢ Problems of NE healthcare ¢ Taking it as a responsibility * No opportunity to develop
* Fulfilment of parents’ or family ~ system: Shortage of HRH™, to pay back fellow citizens professional skills and
member’s wish. lack of hospital buildings, for the tax payments that complete postgraduate
* Desire to obtain respectable or diagnostic and therapeutic enables the country to studies, lack of equipment,
well-reputed or authorized equipment and essential drugs, produce doctors under a free  drugs adding to work
status in the society. insecure roads, and shortage of ~ education system. overload, no suitable
* Routine selection on the basis ambulances. ¢ Taking it as a professional accommodations (housing
Similar of high marks in pre-medical ~ * Reasons for the problems: lack  and/or moral responsibility facilities), no incentives,
studies, no clear motive before.  of security, damaged as a doctor. insecure and damaged
* Realize the professional and infrastructure and burden on ¢ Familiarity with the transport and
moral responsibility and will national economy due to war, difficulties faced by the NE communication systems, and
therefore serve humanity lack of funds and unjustified people. difficulties of common daily
wherever needed. distribution of available funds life.
* Desire to complete and facilities, biased political
post-graduation in any/specific ~ system, inefficient role of
specialty. government and policy makers.
* Funds, healthcare facilities, and ¢ Concerns/sympathy for the ¢ Want to leave NE for better
HRH are not distributed as per NE people due to same economic and/or social
needs of NE. Tamil ethnicity and status.
* Govt. is not sincere in perceiving NE people as the ¢ Want to stay away from
improving poor situation of the ~ most affected by war. uncertain situation of NE.
NE none NE. * Belonging to the NE makes
residents * Insincere and biased Sinhalese it an easier workplace.
politicians do not want

= settlement of war and

bt development of NE.

(5]

o * Funds, healthcare facilitiesand ¢ Awareness of the problems ¢ Personal and/or family’s
HRH are not available for any of the NE people based on security concerns in view of
remote/rural area of Sri Lanka personal exposure. LTTE activities.

Non- includ_ing NE ) - . Lan_guage difference 'and
residents none * Terrorist activities of LTTE social fear from Tamil

hinder Govt. attempts to
improve the NE situation. .

community of NE.
Negative attitudes towards
Tamil people.

“NE: North-east; “"HRH: Human Resources for Health; “"LTTE: Liberation Tigers of Tamil Elam.

school A, all were Sinhala except one with neither Sin- 3.1. Professional Motives and Career Plans
hala nor Tamil ethnicity, and all were living outside the
NE. The male-to-female ratio was 28 to 34. All 130 re-
spondents from school B were Tamil people from the NE,
and the male-to-female ratio was 54 to 76.

Three main themes were identified in the textual data.
Theme 1, “professional motives and career plans”, cov-
ered general views as a medical doctor. Theme 2, “stu-
dents” perceptions of the healthcare situation in the NE’,
gathered descriptions of strengths and weaknesses of the
NE healthcare situation compared with that of Sri Lanka
as a whole. Theme 3, “students” choice of the NE as a
future practice location, took account of future availabil-
ity for working in the NE. Similarities and differences
between respondents of the two schools are shown in
Table 1. Both schools’ students responded similarly un-
der theme 1, while differences between the two schools
were observed under themes 2 and 3.

The majority of the respondents, regardless of the uni-
versity, grade, ethnicity, or gender, suggested that they
joined the medical field because they hoped to serve or
dedicate themselves to humanity. Some respondents hoped
to serve people affected by the war. This was stated as:

“From a younger age, | wanted to be a person who
can help other people. So being a doctor, I can help peo-
ple when they are ill and helpless in war situation. So |
decided to study medicine.” (A)

“| like to do good service for my motherland and for
suffering people who live in war affected areas like Anu-
radhapura.” (A)

Many students intended to satisfy their parents’ wishes,
and others stated automatic selection on the basis of high
marks in pre-medical studies as motives for becoming a
doctor. The desire for social and economical prestige also
appeared as another possible reason:
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“l don’t know why and when this idea of becoming a
doctor occurred in my mind. | think it was internalized by
my parents and society from my childhood. In our society,
doctors are looked up to and respected. Actually, I didn’t
decide anything. Everything occurred itself.” (B)

“To serve the people, to earn the money, and to be ac-
cepted as a highly educated person in the community.” (B)

“To be a respectable person in the society, by doing a
greater social service, and to obtain knowledge to uplift
the health of people in rural areas.” (A)

Many students in both groups wanted to achieve post-
graduate qualifications and maximize their professional
skills:

“In Sri Lanka, there are only a few specialists in gov-
ernment hospitals. So | want to pursue my higher studies
in another country and come back to Sri Lanka and work
as a specialist in some field in a government hospital.”

(A)

3.2. Students’ Perceptions of Healthcare
Situation in the NE

Most students in both schools were aware of the dete-
riorated situation in the NE including shortage of HRH,
especially physicians; shortage of health facilities, medi-
cal equipment, ambulances and essential drugs; and dam-
aged roads and communication facilities. Most of them
thought that diversion of the budget to the war left noth-
ing to spend on healthcare and other social services.

Some of the students of school B had different opin-
ions from those of school A regarding “who was respon-
sible for the overall deprived condition of the NE” the
Sinhala-dominant Sri Lankan government or the LTTE.
They thought that underlying causes of such deprivation
included ethnic discrimination, lack of planning, and un-
equal or unjustified allocation of available resources:

“LTTE, politicians of all parties are responsible for
not having a permanent solution for this.” (A)

“The government’s part (in development) is very poor.
But LTTE has done the most important part in north-
eastern provinces. They do very hard work to prevent our
community against health problems.” (B)

3.3. Students’ Choice of the NE as Future
Practice Location

Some students were willing to work in the NE because
they regarded it as their responsibility to work anywhere
for the Sri Lankan people. This sense of responsibility
was a way to pay back because their education was free
of charge and supported by the national budget. Taking it
as their professional and ethical duty, some students ex-
pressed a commitment to serve wherever required be-
yond any social or geographical specifications within Sri
Lanka.
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“The government tax fees collected from Sri Lankans
have enabled my education. So I like to work for them
anywhere in Sri Lanka.” (A)

“As a doctor, my duty is to help needy sick people, it
doesn’t matter where they are from or who they are, e.g.,
Colombo or from Trincomalee, or Jaffna, Sinhala, Tamil
Muslim or Japanese. So | spend the rest of my life for
their happiness.” (A)

For Tamil students, prominent reasons for desiring to
work in the NE included having a hometown located in
the NE, speaking the same language and having the same
ethnicity and sympathy for the war-affected NE people.

“Yes, Jaffna, as it is easier to work there than in other
areas as it is my home place, and it is easier to contact
others than in other provinces because most of them
speak the Tamil language.” (B)

“1 will work where the Tamil people suffer from war in
north-eastern provinces. | suffered a lot, I know what hap-
pens if a person has illness during a war situation.” (B)

Only a few Tamil students ruled out any possibility of
working in the NE, fearing that it might compromise
their expected socioeconomic status in the future.

“l am from north-eastern provinces and | studied and
spent about 1/4 of my life in the poor situation. So |
would like to go outside from this area.” (B)

A few Sinhala students answered that they were will-
ing to work in the NE. Such motivation was caused by
their personal experiences of the situation, as they had
visited the NE.

“l want to work in Trincomalee. | was there for 5 days
during my 2nd year of medical school. The people with
whom | stayed were in a refugee camp, but the way they
cared for me and accepted me was very warm, despite
the fact that | am a Sinhalese. | came away knowing all
sorts of difficulties they are having during those few 5
days. So | felt like doing something for them whenever
possible.” (A)

“l am willing to work in Vavuniya. | have visited these
areas, and have seen how these people are suffering.” (A)

Reasons for reluctance to work in the NE that were
commonly observed in both groups included lack of post-
graduate learning opportunities, overload of work, poor
living conditions such as lack of government quarters for
doctors, and absence of any special incentives. Many stu-
dents were also uncertain about the reliability of the peace
agreement and feared that the war might start again.

“We have to work without proper facilities and sources.
We can’t improve us or study for our further development.
A postgraduate institute and classes should be in the
north-eastern province. All the sources should be given
as in Colombo. Medical sessions, seminars, discussion
should be done.” (B)

“Possible obstacles to work in NE are 1) Facility prob-
lems, inadequacy of safety, proper accommodations, with
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minimum facilities; 2) Financial problems; they don’t get
satisfactorily paid for their risk of working in such an
area.” (A)

Major factors causing unwillingness among the Sinha-
lese students were security concerns and a communica-
tion gap due to language differences. They also pointed
out a few other obstacles, such as lack of knowledge of
the NE situation and fear of offensive social responses
from the NE Tamil people.

“Personally, 1 would like to mention that with the on-
going conflict my parents would be in a very insecure po-
sition because 1I’m the only child, if I choose to serve there.
Therefore, relatives in the south should be given proper
assurance.” (A)

“No, | can’t work in the NE, mainly because of the
language problem. | can’t understand a single Tamil
word. So how can | diagnose a disease without knowing
a history? All Sri Lankans should study Sinhala as well
as Tamil or make a common language to all, English the
better.” (A)

“Since | haven’t actually been there and I don’t know
anyone there, | don’t know the real situation. It is not easy
to get correct information from the media alone.” (A)

Some of the Sinhalese also had negative attitudes to-
wards Tamils.

Students’ perceptions of NE
healthcare situation

“According to my knowledge, there are enough doctors
who are Tamil practicing in Colombo merely for money,
and they should be encouraged to work at their own towns.
Tamil don’t like to serve their own people. Avoid Tamil
doctors from Jaffna, doing their internship in Colombo.”

(A)

4. DISCUSSION

The findings of the study suggested that the students
who were familiar with difficulties faced by the NE peo-
ple were willing to work in the NE. Figure 2 illustrates
three main themes identified (“willingness to work in the
NE”, “perceptions of the NE situation”, and “professional
motives and career plans™) and factors that influenced
students positively (motivations) and negatively (demoti-
vations).

NE students explained their familiarity with the NE as
mainly based on their sense of belonging. Using the same
language seemed to be an advantage compared to non-
Tamil speakers who expressed possible communication
difficulties in the NE. Previous studies indicated the pre-
ference of hometown-based practice among healthcare
professionals [22-25]. In addition, as members of the same
ethnic group, students with NE origins expressed their

for NE residents and non-residents both for NE non-residents
| |

for NE non-residents for NE residents
| |

i

Less opportunities Difficult Fear of unpleasant
for post-graduation working & living socialresponse,
conditions

Language difference

i |

Personal
exposureto NE
situations

Compassion for
Tamils in NE

Sense of belonging
to NE

Familiarity with
difficulties faced
by the NE people

> o

Willingness to
Work in the NE

-
SUOIJeAIIO[

Demotivations

Desire
to hecome
a specialist

Economic & Social

prestige

NE = north-east,
() = positive influence,

Responsibility
sensefor serving
humanity

(= = negative influence,

i

* = clear responses,

for NE residents and non-residentsboth

Protessional motives
and career plans

Figure 2. Factors influencing the willingness to work in the NE.

A
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commitment and compassion for the Tamil people in the
NE. They described Tamil people as politically under-
represented, neglected by the Sinhala majority, and the
most affected by the conflict. Other studies have sug-
gested that the wish to serve the underserved and under-
represented minority of one’s own kind, such as black
medical students in the United States, would contribute

to keeping health professionals working for them [26,27].

Thus, students with NE origins are the most likely to
comprise the workforce in the NE.

A couple of non-NE students expressed their familiar-
ity with the NE due to their personal observations of dif-
ficulties faced by the NE people during private visits to
the region. Their concern for the NE situation positively
influenced their willingness to work there. On the con-
trary, non-NE students who lacked such experience sim-
ply feared unpleasant social responses from the Tamil
community and were reluctant to work in the NE. The
United States faced disparity of healthcare services de-
livery among the poor and non-poor specially the white
and non-white ethnic populations between 1960 and 1986.
[28] To eliminate the disparities one of the targets was
producing physicians who would be willing to work in
medically underserved areas. Commitment to Underser-
ved People (CUP) programme included one of them. It
was a pre-service exposure programme for medical stu-
dents and junior doctors aimed at raising their willing-
ness to work in the underserved populations. The CUP
curriculum was designed to maintain students’ involve-
ment throughout all 4 years of their training. The CUP
programme was found sustainable and cost-effective with
average budget of $3000 per year. [13] There might not
be enough NE students to fill the shortage of physicians
in the NE, but provided with a proper exposure program,
non-NE students would be willing to work in the NE.

It should be noted that non-NE physicians working in
the NE might play a role in facilitating the process of
reconciliation and rebuilding trust between the two con-
fronting groups. Non-NE physicians and NE people
would share the same concern regarding health issues;
thus, mutual understanding between the two groups
might be facilitated. Rebuilding social trust and devel-
oping a mutual understanding among different stake-
holders is one of important challenges of post-conflict
reconstruction [5,29]. Our previous study in post-conflict
Cambodia found that participatory training of health
workers, including former militants, facilitated reconci-
liation using health as a common interest [30]. The World
Health Organization (WHO) set up the “Health as a
Bridge for Peace” concept and has been promoting the
integration of peace-building strategies into health ac-
tiveties and health-sector development [31]. Encouraging
the non-NE students to work together with the NE com-
munities would contribute to development of a healthy

Copyright © 2012 SciRes.

social relationship between the two groups of people.

Other obstacles identified by students of both schools
were difficult working conditions due to a shortage of
equipment and medical supplies, fewer opportunities for
learning and career development, lack of financial incen-
tives, and poor living conditions. These are common prob-
lems observed in post-conflict settings especially rural
remote areas, [5] and they need to be addressed in the
context of overall economic and social development of
underprivileged areas. Security issues need to be addressed
urgently, as insecurity owing to the war made students
avoid working in the NE.

Our study contributed to the understanding of under-
lying causes for the shortage of physicians in post-con-
flict areas, a problem that policy makers need to address
in order to rebuild healthcare services. Limitations of the
study are as follows: responses might not be rich enough
because of the self-administered questionnaire survey in
English, which was not the respondents’ mother tongue.
In addition, there might be selection biases because, with
one exception, only Sinhalese students responded to the
questionnaire in school A that was composed of students
from various ethnic groups.

5. CONCLUSIONS

NE local medical students had a sense of belonging
and compassion for the Tamil people as members of this
ethnic group, and they were willing to work in the NE if
their concerns about difficult working and living condi-
tions could be resolved. Non-NE students who were fa-
miliar with the NE situation through their personal ex-
perience also showed a willingness to work there; thus,
early exposure programmes in medical education might
help to increase the health workforce in the NE. It is also
expected that non-NE physicians working for the NE
people would facilitate reconciliation and rebuild trust,
which is presently lacking between the two ethnic groups.

After the data of this study collected, Sri Lankan armed
conflict was over in 2009. Despite major sociopolitical
and economic changes in recent years, however, disparity
between NE and non-NE still exists [32,33]. The results
of this study provide practical implications in the study
areas, and more importantly, which will inform to other
areas in similar situations. This study highlights lessons
learned to post-conflict NE region in Sri Lanka as well as
to other areas.
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