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Abstract

The evolution of medical education mirrors humanity’s broader in-
tellectual and moral journey—from the spiritually infused traditions
of ancient India, Greece, and China to the evidence-based, technolo-
gy-driven systems of today. While modern medicine has achieved un-
precedented diagnostic and scientific precision, it often faces ethical
detachment, commercialization, and inequity in access to education
and care. This article argues for an integrative model that harmonizes
ancient ethical wisdom with modern scientific excellence, using the Sri
Madhusudan Sai Institute of Medical Sciences and Research (SMSIMSR)
as a case study. Rooted in the principle of seva (selfless service), SM-
SIMSR provides completely free medical education and healthcare,
embedding compassion, humility, and accountability into both cur-
riculum and institutional culture. By revisiting the moral and spiritual
dimensions of ancient medical traditions and combining them with
contemporary pedagogy, the paper proposes a transformative para-
digm of free, value-based, and socially accountable medical education
that restores medicine’s ethical foundation and redefines the physician
as both healer and servant of humanity.

Keywords: Ancient medical education, gurukula, barefoot doctors,
free medical education, health equity, medical ethics, modern med-
ical education

Introduction
Medical education has, across centuries, sought to maintain
a delicate balance between technical skill acquisition, ethical
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Bioethics in a plural world

grounding, and societal responsibility. In ancient traditions, the
preparation of a physician was never confined to the mastery
of anatomy, physiology, or pharmacology—it was an immersive
process that cultivated intellectual rigor, moral integrity, and a
deep sense of service to humanity. The student was mentored not
only in the science of healing but also in the art of compassion,
humility, and spiritual awareness, reflecting the belief that the
physician’s personal virtues were as vital to healing as their clin-
ical skills (Charaka, 1994; Dwivedi and Dwivedi, 2007; Edelstein,
1943; Wujastyk, 2003). These systems—whether in the Ayurve-
dic Gurukula, the Hippocratic school, or other ancient traditions—
placed the physician at the intersection of science, philosophy,
and ethics, recognizing medicine as a sacred vocation.

The modern era, however, brought profound changes to this edu-
cational landscape. The industrial revolution, advances in biomedical
science, and the institutionalization of higher education led to a par-
adigm shift. The Flexner Report of 1910, for instance, reshaped med-
ical training in North America and beyond, embedding scientific rigor,
standardization, and laboratory-based instruction at its core (Flexner,
1910). While these reforms elevated academic standards, improved
patient outcomes, and fuelled unprecedented specialization, they
also, over time, contributed to the marginalization of moral, spiritual,
and community-oriented dimensions of physician formation (Branch,
2017; Hafferty & Franks, 1994).

In the twenty-first century, the medical profession faces a re-
newed challenge: how to harmonize cutting-edge clinical exper-
tise with enduring humanistic values. The acceleration of medical
technology, artificial intelligence, and global health demands has
heightened awareness of the need for doctors who are not only
technically competent but also socially accountable and ethically
grounded (Murthy, 2023; Narayan & Reddy, 2024). This growing
recognition has spurred interest in educational models that in-
tegrate service, ethics, and compassion as core components of
training—values that echo the holistic vision of ancient systems
while leveraging the strengths of modern science.

Within this context, the present article examines the conver-
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gences and divergences between ancient and modern paradigms
of medical education, surveys notable global tuition-fee free and
socially accountable models and presents the Sri Madhusudan Sai
Institute of Medical Sciences and Research (SMSIMSR) as an inno-
vative example of an institution that successfully marries aca-
demic excellence with a service-oriented, ethically robust mission.

Ancient medical education systems

Medical education has deep roots in ancient civilizations,
where it was not merely a technical discipline but a holistic prac-
tice integrating science, ethics, community service, and often spir-
itual development. These traditions produced healers who were as
much sages and philosophers as they were medical practitioners.
While systems varied across cultures, they shared common char-
acteristics—mentorship-based learning, ethical codes, and strong
links to community well-being (Charaka, 1994; Edelstein, 1943;
Ngubane, 1977; Nutton, 2004; Wujastyk, 2003).

The Indian Gurukula system: An embodied model of holis

tic medical education

In ancient India, the transmission of medical knowledge oc-
curred primarily through the Gurukula system—a residential, ap-
prenticeship-based model deeply embedded in the philosoph-
ical and spiritual fabric of Indian society (Charaka, 1994; Shar-
ma, 1992). Unlike the institutionalized education systems of the
modern era, the Gurukula was not merely a place of instruction,
but a living ecosystem where ethical, intellectual, and practical
training were interwoven. This system played a foundational role
in shaping the tradition of Ayurveda, India’s indigenous science of
life, which remains one of the oldest continuously practiced medi-
cal systems in the world (Patwardhan, 2014; Wujastyk, 2003).

Curriculum and knowledge base

The core curriculum of Gurukula-based medical education was
anchored in canonical Ayurvedic texts, particularly the Charaka
Samhita and the Susruta Samhita (c. 600 BCE-200 CE) (Charaka,
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1994; Dwivedi & Dwivedi, 2007). These treatises offered compre-
hensive knowledge of human anatomy, physiology, pathology, and
therapeutics, alongside systematic methods for:

« Clinical diagnosis (nidana)
« Pharmacology (dravya guna $astra)
o Preventive health (swasthavrtta)

The Susruta Samhita was particularly advanced in surgical
knowledge, describing cataract removal, lithotomy, and plastic
surgery techniques such as rhinoplasty (Dwivedi & Dwivedi, 2007).
The curriculum also encompassed botany, toxicology, psychology,
embryology, and environmental health—demonstrating a truly in-
tegrative approach (Sharma, 1992).

Pedagogical approach

Education was conducted through an intimate, one-on-one
guru-Sisya relationship. Students lived with their teacher, follow-
ing a disciplined routine blending intellectual study, physical la-
bour, community service, and spiritual practice (Charaka, 1994;
Wujastyk, 2003).

e Learning was primarily oral and mnemonic, requiring memori-
zation of Sanskrit verses before interpretive discussion.

 Experiential learning included observation, guided practice,
and direct patient care.

e Surgical skills were honed using simulations on vegetables,
animal tissues, and leather bags, centuries before modern
simulation methods (Dwivedi & Dwivedi, 2007; Cook et al.,
2011).

Ethical formation

Ethics formed the foundation of the Gurukula. Students took
vows akin to the Hippocratic Oath, pledging compassion, non-ma-
leficence, confidentiality, humility, and respect for life (Charaka,
1994; Edelstein, 1943). The Charaka Samhita emphasized that
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physicians must be “pure in mind and body,” love all beings, and
be free from greed and anger (Charaka, 1994).

Outcomes and social role

Graduates—Vaidyas—were respected as physicians, schol-
ars, and counsellors. Their approach emphasized individualized,
holistic care based on constitution (Prakriti), lifestyle, and envi-
ronment. Many provided care without monetary expectation, re-
flecting a service-oriented ethos (Patwardhan, 2014; Wujastyk,
2003).

Greco-Roman and Islamic traditions in medical education
The Greco-Roman and Islamic traditions laid the philosophical, in-
stitutional, and ethical foundations of medicine that influenced
both medieval Europe and modern secular systems (Nutton, 2004;
Savage-Smith, 1996). While Eastern systems emphasized spiritu-
al embedding and oral transmission, these traditions prioritized
written codification, empirical observation, and early institution-
alization.

Hippocratic medicine in ancient Greece
Hippocrates of Kos (c. 460-370 BCE) advanced medicine by
rejecting supernatural explanations for disease, grounding it in ra-
tionality, empiricism, and environmental factors (Edelstein, 1943;
Nutton, 2004).
Training and curriculum
e Learned through apprenticeships under experienced physi-
cians (Edelstein, 1943).
» Focused on humoral theory and case-based learning from real
patients (Edelstein, 1943).
e Emphasized bedside teaching and record-keeping—precursors
to modern clinical pedagogy (Edelstein, 1943).
Ethical innovations
The Hippocratic Oath established enduring principles: non-ma-
leficence, confidentiality, humility, and loyalty to teachers (Edelstein,
1943). Medicine was seen as a moral calling, not merely a trade.
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Islamic medicine and the golden age
From the 8™"-14* centuries CE, the Islamic world preserved, ex-
panded, and integrated Greek, Persian, Indian, and Arabic medical
knowledge (Savage-Smith, 1996).
Medical institutions
 Bimaristans functioned as hospitals, medical schools, and pub-
lic health centres (Savage-Smith, 1996).
o Students learned via observation, case discussion, and super-
vised practice (Hamarneh, 1963).
o Licensing required oral examinations (Hamarneh, 1963).
Key figures
o Ibn Sina (Avicenna): Canon of Medicine—a five-volume synthe-
sis used globally for centuries (Gutas, 2001).
o Al-Razi (Rhazes): Kitab al-Hawi—comprehensive medical ency-
clopaedia (Savage-Smith, 1996).
o Ibn al-Nafis: Early description of pulmonary circulation (Sav-
age-Smith, 1996).
Ethical foundations
Grounded in Qur’anic and Hadith teachings, physicians viewed
medicine as a divine trust. Adab al-Tabib outlined professional con-
duct, patient respect, and moral duties (Hamarneh, 1963).
Legacy
Greek medicine initiated rational, observation-based practice; Is-
lamic scholars preserved and expanded it, institutionalizing education
and linking it to public health. Their influence shaped European medi-
cine for centuries (Savage-Smith, 1996; Nutton, 2004).

The Chinese model: Barefoot doctors

The Barefoot Doctor Program (1960s-1980s) trained rural
villagers in basic medicine, blending Traditional Chinese Medicine
(TCM) with biomedicine to address severe rural healthcare shortag-
es (Sidel, 1972; Zhang & Unschuld, 2008).

Historical context

e Originated after the Cultural Revolution, rooted in Mao’s call
for prevention, decentralization, and self-reliance (Sidel & Sidel,
1982).
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» “Barefoot doctors” combined farming with healthcare provision
(Sidel, 1972).

Training and curriculum

e 3-6 months of intensive training in rural clinics (Sidel, 1972).

« Integrated herbal medicine, acupuncture, sanitation, immuniza-
tion, wound care, and family planning (Zhang & Unschuld, 2008).
Community role

« Provided basic diagnosis and treatment, maternal care, vaccina-
tions, sanitation, and health education (Sidel, 1972).

o Acted as trusted community members reducing dependency on
urban hospitals (Zhang & Unschuld, 2008).

Impact

By the 1970s, over one million barefoot doctors improved rural
health outcomes (Sidel, 1972).

e Recognized by WHO and influenced the Alma-Ata Declaration
on primary healthcare (World Health Organization, 1978).
Challenges and transition
Economic reforms in the 1980s led to the phasing out of the

program, though its ethos continues to inspire global community
health worker models (Sidel & Sidel, 1982).

African indigenous systems
In precolonial Africa, healing systems integrated physical, spir-
itual, ecological, and communal dimensions (Mbiti, 1990; Ngubane,
1977).
Knowledge transmission
» Apprenticeship-based, oral tradition (Mbiti, 1990).
e Training included medicinal plants, midwifery, bone setting,
spiritual mediation (Twumasi, 2005; Tsey, 1997).
« Validated through community reputation and spiritual approval
(Ngubane, 1977).
Scope of practice
o Addressed physical, mental, spiritual, and ecological health
(Twumasi, 2005).
e Practitioners were custodians of environmental ethics and an-
cestral traditions (Mbiti, 1990).
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Ethical foundations
« Ubuntu: Interconnectedness and communal responsibility (Mbi-
ti, 1990).
o Ancestral reverence and environmental stewardship (Ngubane,
1977).
o Healing as a sacred duty, not a commercial trade (Twumasi,
2005).
Colonial disruption and resurgence
Colonial powers suppressed traditional systems, but
postcolonial policy shifts have reintegrated indigenous prac-
tices into national health strategies (Tsey, 1997; Twumasi,
2005).
Common values across ancient medical traditions
Despite cultural differences, ancient systems shared enduring
educational and ethical principles:

1.Mentorship Over Mechanization - Close teacher-student
bonds fostered moral and intellectual development (Charaka,
1994; Edelstein, 1943; Ngubane, 1977).

2.Spiritual and Moral Grounding — Internal purity and moral in-
tegrity were as important as clinical skill (Charaka, 1994; Edel-
stein, 1943).

3.Holistic Conceptions of Health — Integrated body, mind, spirit,
community, and environment (Charaka, 1994; Ngubane, 1977,
Wujastyk, 2003).

4.Service Orientation — Healing as a sacred duty, prioritizing social
good over personal gain (Charaka, 1994; Patwardhan, 2014).

Modern relevance

These values align with today’s calls for humanistic, socially
accountable, and service-driven medical education, as seen in
models like SMSIMSR (Murthy, 2023; Narayan & Reddy, 2024).
Table 1 provides a comparative analysis of ancient and mod-
ern medical traditions, highlighting dimensions of mentorship,
spiritual and ethical depth, holistic orientation, and service
ethics.
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Table 1. Comparison of ancient with modern medical traditions

Expression in ancient tra-

Core value . Modern relevance
ditions
L ) Longitudinal, mentor-based
, Guru-disciple/apprentice , o
Mentorship medical training (Branch,

models
2017)

Professionalism, moral

Spiritual/Ethical| Oaths, rituals, moral codes, ) -
education, resilience (Mon-

Depth ancestral accountability teiro, 2015)
Integration of mind, body, Integrative and planetary
Holism spirit, community, and ecol- | health paradigms (Chitty,
ogy 2013)

Free/subsidized medical
education for rural care
(Narayan & Reddy, 2024;
Murthy, 2023)

Service Ethic Healing as a moral duty

The modern paradigm of medical education: Strengths,

short-comings, and the call for integration

The modern medical education system, developed primarily in
the 20" century and now globally dominant, has contributed tre-
mendously to the scientific and clinical sophistication of the medi-
cal profession (Flexner, 1910; Kuper, D’Eon, & Hodges, 2010). Rooted
in biomedical rationalism, evidence-based practice, and institution-
al credentialing, it has produced physicians with exceptional techni-
cal competencies, research literacy, and diagnostic precision (Cook
et al,, 2011). However, its over-standardization, intensification of
specialization, and at times dehumanizing culture of performance
metrics have raised concerns among educators, ethicists, and pub-
lic health advocates (West, Dyrbye, & Shanafelt, 2018; Rotenstein
et al, 2016). As medicine evolves alongside digital technologies,
global pandemics, and persistent inequities in access, it becomes
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vital to critically assess the values, assumptions, and structures
embedded in modern medical education—and to explore ways it
might be enriched by ethical and humanistic traditions from the
past (Branch, 2017; Monteiro, 2015).

Structure and curriculum: From foundational science to ¢

linical mastery

Modern medical education typically unfolds in two or three
phases, depending on the country and institution. Since the Flexner
Report (1910) in the United States, the core curriculum has been
heavily science-driven and rigorously structured.

« Preclinical phase: Focus on basic biomedical sciences, including
anatomy, physiology, pathology, pharmacology, biochemistry,
genetics, and microbiology. Increasingly, this phase integrates
clinical exposure through early patient contact, problem-based
learning (PBL), and interdisciplinary modules (Flexner, 1910;
Cook et al., 2011).

« Clinical phase: Rotations through major specialties in hospitals
and primary care centres, applying knowledge in real-time un-
der supervision. Competency-based assessments ensure safety,
accuracy, and professionalism, with emphasis on communica-
tion, decision-making, procedural expertise, and interdisciplinary
teamwork (Branch, 2017; Hafferty & Franks, 1994).

This model has standardized competencies, ensured patient
safety, and cultivated clinicians grounded in analytical think-
ing, diagnostic algorithms, and protocol-based care (Kuper et al.,
2010).

Specialization and technological integration: The age of

precision medicine

One of the most remarkable developments in modern medical
education is the intensification of specialization and the pervasive
role of technology. Advances in science, population aging, and dis-
ease complexity encourage subspecialisation in areas such as in-
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terventional cardiology, paediatric oncology, and neurocritical care
(Cook et al,, 2011). Technological advancements include:

o Artificial intelligence (Al) and machine learning in diagnostics
and treatment planning (Cook et al., 2011).

« Robotic surgery for greater precision and minimally invasive
procedures (Cook et al., 2011).

o Electronic health records (EHRs) for comprehensive, coordinated
care (West et al., 2018).

o Telemedicine and mobile health (mHealth) platforms for remote
service delivery (World Health Organization, 2013).

o Genomics and precision medicine to individualize treatment
based on genetic profiles (Patwardhan, 2014).

o Simulation labs and virtual/augmented reality (VR/AR) for high-
risk or rare-case training (Cook et al., 2011).

While these innovations promote interactive, immersive learn-
ing, overreliance on machines may risk de-skilling intuitive clinical
judgment (Monteiro, 2015).

Globalization and standardization: Opportunities and

tensions

With increasing global interconnectedness, medical education
has shifted toward shared benchmarks and accreditation standards,
enabling mobility and competitiveness among graduates (World
Health Organization, 2013). Standardization milestones include:

o International licensing exams such as USMLE (USA), PLAB (UK),
FMGE (India), and AMC (Australia) (World Health Organization,
2013).

 Cross-border institutional partnerships, dual degrees, and stu-
dent exchanges (Kuper et al., 2010).

e Curricular frameworks like the Bologna Process (Europe) and
WFME Global Standards (World Health Organization, 2013).

While globalization promotes uniformity and excellence, critics
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argue that Western-centric paradigms often dominate curricula in
the Global South, marginalizing indigenous and community-based
medical traditions (Mbiti, 1990; Twumasi, 2005). Students trained
in such systems may struggle to adapt to local epidemiology, pa-
tient expectations, and health system realities (Ngubane, 1977;
Tsey, 1997).

Systemic and ethical challenges in the modern model

Despite technical advances, modern medical education faces
profound ethical, financial, and emotional challenges.

A. Financial barriers

e High tuition costs in countries such as the US, UK, and private
Indian institutions (Angell, 2004).

o Graduate debt pressures physicians toward high-paying spe-
cialties and urban practice, exacerbating rural shortages (Mur-
thy, 2023).

« Fee-driven private institutions risk prioritizing profit over train-
ing quality (Angell, 2004).

B. Mental health crisis and burnout

« High rates of depression, anxiety, burnout, and suicide among
medical trainees (Rotenstein et al., 2016; West et al., 2018).

« Contributing factors include rigid schedules, performance pres-
sure, and stigma around vulnerability (Monteiro, 2015).

» Compassion fatigue can erode empathy and patient care qual-
ity (Branch, 2017).

C. Ethical erosion and commodification

» Emphasis on rankings and publications may overshadow the hu-
manitarian mission of medicine (Angell, 2004).

e Time-limited patient interactions and administrative demands
weaken patient-physician relationships (West et al., 2018).

e Corporate influence from pharmaceutical and device industries
can bias education (Angell, 2004).

The need for reform: Toward a reintegrative, human-centred

model
A growing consensus among educators, policymakers, and civil
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society is that medical training must:

 Restore values of service, empathy, humility, and social ac-
countability (Branch, 2017; Monteiro, 2015).

« Reduce or eliminate tuition to promote equity and rural service
(Murthy, 2023).

e Embed community immersion, ethical mentorship, and reflec-
tive practice (Narayan & Reddy, 2024).

 Respect local knowledge, spiritual traditions, and diverse heal-
ing systems (Charaka, 1994; Wujastyk, 2003).

Hybrid models under development combine scientific rigor
with ancient ethical insights. The Sri Madhusudan Sai Institute of
Medical Sciences and Research (SMSIMSR) in India exemplifies this
approach—offering totally free education linked to compulsory
community service, spiritual reflection, and value-based pedagogy
(Narayan & Reddy, 2024; Murthy, 2023). This demonstrates that
physicians can be trained to heal with both skill and compassion.

Global models of free or subsidized medical education

As countries confront widening health inequities and physician
shortages, particularly in rural and underserved regions, the model
of free or heavily subsidized medical education has gained renewed
attention (Gorry, 2011). Historically rooted in the principle that
healthcare is a public good, these models prioritize equity, com-
munity service, and social justice over commercialization (World
Health Organization, 1978, 2002, 2003).

Cuba’s ELAM (Escuela Latinoamericana de medicina)

The Escuela Latinoamericana de Medicina (ELAM), founded in
1999 by the Cuban government under Fidel Castro, represents one
of the most ambitious international medical education initiatives
in history (Gorry, 2011). Supported by the Pan-American Health Or-
ganization (PAHO), ELAM offers fully subsidized medical training
primarily to students from marginalized backgrounds across Lat-
in America, Africa, Asia, and even low-income communities in the
United States (Gorry, 2011).
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 Philosophical foundations: Rooted in the principle of “Soli-
daridad Médica”—the idea that medicine should be a vehicle
for global equity and social transformation—ELAM focuses on
training doctors to return and serve in underserved regions
(Drain et al., 2007).

o Admissions approach: Targets students from low-resource
communities, selected based on need, social commitment, and
intention to return home after graduation (Gorry, 2011).

o Curriculum: Emphasizes “Medicina Comunitaria” (community
medicine), public health, and primary care over specialization,
aligning with World Health Organization recommendations for uni-
versal health coverage (UHC) (World Health Organization, 2003).

 Global impact: More than 30,000 graduates from over 100
countries now serve in areas previously lacking qualified medi-
cal personnel (Gorry, 2011).

Brazil’s “Mais Médicos” (More doctors) program
Initiated in 2013 by the Brazilian Ministry of Health, Mais Médi-
cos sought to address severe disparities in healthcare access be-
tween urban centres and the vast underserved interior (Gorry, 2011).
e Objectives:
o Deploy physicians—many from Cuba—immediately to un-
der-resourced municipalities.
o Invest in primary care infrastructure and expand domestic med-
ical education.
o Reform curricula to promote socially responsive practice.
e Outcomes:
o Increased physician density in underserved areas.
o Reduced infant mortality and hospitalizations from prevent-
able diseases.
o Political discontinuation in 2018 demonstrated the fragility of
reforms lacking bipartisan support (Gorry, 2011).

South Asia

Sri Lanka
Sri Lanka offers a successful model of free medical education

[ 264 ]



Contemporary challenges in medical and technological ethics

integrated with public service delivery. State universities provide
tuition-free MBBS programs based on merit, with service obliga-
tions in rural or public institutions (Murthy, 2023).
e Strengths:
o High retention within the national health system.
o Strong community trust in government-trained doctors.
o Ethics and public health instruction help reduce commercial
bias (Murthy, 2023).
Bangladesh and Nepal
Both countries use mixed models involving scholarships, quo-
tas, and service bonds.
» Bangladesh: Encourages public-private partnerships in semi-ur-
ban and rural medical colleges (Murthy, 2023).
» Nepal: Offers reserved seats and tuition subsidies for marginal-
ized groups such as Dalits and |anajatis, aligning with affirma-
tive action policies (Murthy, 2023).

African Initiatives

Ethiopia’s health extension program (HEP)

Launched in 2004, Ethiopia’s HEP trains thousands of female
Health Extension Workers (HEWs) to provide basic health services,
typically completing a one-year formal certification (World Health
Organization, 2013).

o Impact: Contributed to a 50% reduction in under-five mortal-
ity between 2000 and 2015, significantly improving primary
health indicators through embedded community care (World
Health Organization, 2013).

South Africa
The South African government mandates rural service for pub-
licly funded medical graduates, often placing them in township or
district hospitals (World Health Organization, 2013).
e Policy intent: Ensures return on public investment and ad-
dresses urban-rural disparities.
» Challenges: Sustainability and equitable enforcement of rural
placement remain concerns (World Health Organization, 2013)
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Europe: The Nordic model
Norway and Finland
Public universities in Norway and Finland offer tuition-free or
heavily subsidized medical education, consistent with their wel-
fare-state principles (World Health Organization, 2013).
e Outcomes:
o Minimal student debt allows greater career flexibility and pub-
lic-sector service.
o Education is treated as a public investment, not a commodity.
o Living stipends and grants further reduce access barriers (World
Health Organization, 2013).

United States: Institutional experiments

While the United States predominantly uses a market-driven
model, several institutional experiments show alternative possibil-
ities (Murthy, 2023).

o Examples: NYU Grossman School of Medicine and Kaiser
Permanente School of Medicine have adopted tuition-free
policies.

 Funding: Supported by large philanthropic endowments to re-
duce student debt.

o Limitations:

o These models are not systemic and remain inaccessible to most
applicants.

o Nevertheless, they serve as proof of concept for broader pub-
lic-private partnerships (Murthy, 2023).

India: A Transformative model — The Sri Madhusudan Sai

Institute of medical sciences and research (SMSIMSR)

India’s higher medical education system is sharply divided: pub-
lic institutions offer affordable training but have limited capacity,
while private colleges charge prohibitively high fees, restricting ac-
cess for disadvantaged students (Murthy, 2023; Narayan & Reddy,
2024). SMSIMSR addresses this gap by offering fully free medical
education tied to compulsory—but paid—service in underserved
communities (Narayan & Reddy, 2024).
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Sri Madhusudan Sai institute of medical sciences and

research (SMSIMSR)

Vision and structure. Established in 2023 in Karnataka, the Sri
Madhusudan Sai Institute of Medical Sciences and Research (SM-
SIMSR) is the first private medical college in India to offer com-
pletely free medical education, covering tuition, accommodation,
food, and books (Narayan & Reddy, 2024). The institute operates
alongside a state-of-the-art 360-bed hospital that provides free
healthcare to all patients. SMSIMSR’s foundation rests on the guid-
ing principle, “Love All, Serve All” (Murthy, 2023).

Admissions and philosophy. Admissions are merit-based, with
a preference for students committed to serving rural India (Narayan
& Reddy, 2024). While the curriculum aligns with national medical
standards, it is further enriched by ethical and spiritual teachings.
The goal is to nurture not only clinically competent doctors, but also
compassionate individuals dedicated to rural upliftment. Education
at SMSIMSR is considered a sacred journey of self-transformation,
rather than merely a professional qualification (Murthy, 2023).

Ethical framework: The 5 Cs and 5 Ds

Institutional values — The 5 Cs:

1. Compassion - Treating every patient with love and empathy

2. Competence - Striving for clinical and academic excellence

3. Commitment - Focusing on service over personal gain

4. Character — Upholding integrity, honesty, and responsibility

5. Community - Viewing healthcare as a collective mission

Graduate attributes — The 5 Ds:

1. Dedication - A life devoted to selfless service

2. Discipline - Structured living and focused learning

3. Duty - Embracing medicine as a divine calling

4. Dynamism -Applying energy and innovation to problem-solving

5. Divinity — Recognizing the sacredness of every patient’s life

Pedagogical innovations

e Spiritual integration: Yoga, meditation, and prayers embedded

in daily routines (Monteiro, 2015).

e Service immersion: Regular outreach in villages, elderly care

homes, and nutrition programs (Murthy, 2023).
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e Mentorship: Faculty serve as role models in humility, service,
and clinical skill (Branch, 2017).

e Holistic assessment: Student evaluations incorporate ethi-
cal reasoning and community engagement (Narayan & Reddy,
2024).

e Living laboratory: Training embedded in real-world communi-
ty contexts, fostering both medical and moral growth (Murthy,
2023).

Section synthesis and outlook

SMSIMSR illustrates that ancient moral principles can success-
fully coexist with modern medical excellence. Alongside initiatives
such as Cuba’s Escuela Latinoamericana de Medicina (ELAM) and tu-
ition-free Nordic universities, it demonstrates that equitable, val-
ues-centred medical training is both possible and scalable (Gorry,
2011; World Health Organization, 2013). In an age marked by com-
mercialization and widening healthcare inequities, models like SM-
SIMSR reaffirm that producing skilled practitioners is not enough;
medical education must also shape healers guided by conscience,
compassion, and a deep sense of service (Narayan & Reddy, 2024;
Murthy, 2023). Table 2 offers a comparative overview of ancient,
modern, and SMSIMSR-based ethical models of medical education,
emphasizing their respective approaches to mentorship, spiritual-
ethical depth, holism, and service values.

Table 2. Comparative overview: Ancient, modern, and SMSIMSR/ethical med-
ical education models

Attribute

Ancient Gurukula

Modern medical
education

SMSIMSR / Ethical
models

Learning Style

Immersive, gu-

Structured, modular

Immersive + ser-

ru-centric vice-based
Caste- and Often expensive, ur- . .
Access L . Free and inclusive
class-limited banized

Curriculum Focus

Holistic and ethical

Scientific and spe-
cialized

Scientific + ethical +
spiritual
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Modern medical SMSIMSR / Ethical

Attribute Ancient Gurukula oducation models

Ethics and Val- | Lived values, oral

o Mostly theoretical Core framework
ues traditions

Community Ori- Strong rural engage-

Strong local bonds Weak

entation ment
Cost to Student Free or guruku- Very expensive Totally free
la-supported
Technolo Minimal, na- Advanced; includes | Advanced; includes Al,
9y ture-based Al, VR, robotics VR, robotics

Path forward: Reclaiming ethical ground in global medical

education

The future of medical education must not only accommodate
advances in biomedical science and digital innovation but also ad-
dress the ethical and humanistic deficits that have emerged in con-
temporary practice (Branch, 2017; Monteiro, 2015). Drawing from
both historical precedents and emerging institutional models, a
multidimensional strategy is needed to realign medical education
with its foundational purpose: the alleviation of suffering through
scientifically competent, ethically grounded care (Murthy, 2023;
Narayan & Reddy, 2024).

Longitudinal integration of medical ethics

Medical ethics must evolve beyond isolated classroom sessions
or cursory modules. It requires longitudinal integration throughout
the curriculum, spanning preclinical years to advanced clinical train-
ing (Hafferty & Franks, 1994). This includes scenario-based learning,
clinical case reflections, patient rights discussions, and structured
mentorship in ethical reasoning. Institutions like SMSIMSR exempli-
fy the embodiment of ethics as institutional ethos. Ethics at SM-
SIMSR is operationalized through free education, emphasis on seva
(selfless service), and spiritually anchored pedagogy (Murthy, 2023;
Narayan & Reddy, 2024).
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Expansion of free, socially oriented medical institutions

The prohibitive cost of medical education remains a global con-
cern, exacerbating socioeconomic disparities and driving commer-
cialization (Angell, 2004; Murthy, 2023). Governments and philan-
thropic stakeholders should collaborate to fund free medical colleges
with mandates for rural or underserved community service. SMSIMSR
in India and ELAM in Cuba stand as pioneering examples. Both insti-
tutions provide free education and cultivate social responsibility in
their graduates (Gorry, 2011; Narayan & Reddy, 2024).

Faculty as ethical mentors

Educators must be seen not merely as content experts but as
moral exemplars (Branch, 2017). Faculty development programs
should emphasize ethical leadership, humility, patient-centred care,
and servant leadership. The “hidden curriculum”—implicit messag-
es conveyed through institutional culture—significantly influenc-
es students’ professional identity (Hafferty & Franks, 1994). SM-
SIMSR prioritizes mentorship where ethical conduct is consistently
demonstrated by faculty (Murthy, 2023).

Strengthening South-South collaboration for humanistic

medical education

Countries in the Global South have independently developed
effective models of equitable and ethical medical education (World
Health Organization, 2002; 2013). Collaboration among these
countries—through faculty exchange, curriculum co-development,
and shared evaluation systems—can help scale innovations. SM-
SIMSR’s potential collaborations with medical missions in Africa
and Southeast Asia could mirror ELAM’s outreach to underserved
regions in Latin America and the Caribbean (Gorry, 2011; Murthy,
2023). Such cooperation builds solidarity against challenges like
resource limitations, brain drain, and urban-rural health disparities.

Incorporating spiritual and emotional well-being into

medical training
Modern curricula often neglect emotional, psychological, and

[270]



Contemporary challenges in medical and technological ethics

spiritual dimensions of physician development (Monteiro, 2015).
Ancient medical traditions emphasized balance, mindfulness, and
moral clarity as core traits of the healer (Charaka, 1994; Wujastyk,
2003). At SMSIMSR, students engage in meditation, moral discourse,
and service immersion activities, enhancing resilience, compassion,
and spiritual awareness (Narayan & Reddy, 2024). These practices
align with evidence linking physician well-being with quality of care
(Mercer et al., 2008; Monteiro, 2015).

Human-centred use of technology

Al, robotics, and digital diagnostics present ethical challeng-
es despite clinical promise (Cook et al., 2011). Medical education
must teach students to critically evaluate not only capabilities but
moral implications: algorithmic bias, patient data privacy, and the
potential erosion of human contact (Cook et al., 2011; Patwardhan,
2014). SMSIMSR advocates “technology with empathy,” where ma-
chines augment but do not replace the moral agency of physicians
(Narayan & Reddy, 2024).

Advancing equity through inclusive admissions and social

justice training

Medical schools must dismantle barriers rooted in gender,
caste, ethnicity, and socioeconomic background (Murthy, 2023).
This includes inclusive admissions, financial aid systems, and cur-
ricula emphasizing social determinants of health (World Health Or-
ganization, 2013). SMSIMSR’s fully funded model ensures students
from marginalized communities access education free of economic
burden (Narayan & Reddy, 2024).

Section-level synthesis and outlook

Transforming medical education requires re-centering its mor-
al and spiritual purpose. Institutions like SMSIMSR demonstrate
that it is possible to harmonize scientific rigor with compassion-
ate service, producing physicians who are both skilled clinicians
and ethical stewards of societal health (Murthy, 2023; Narayan &
Reddy, 2024).
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Emerging themes and future directions

The evolving landscape of medical education—shaped by
technological advancement, population health needs, and ethical
introspection—demands innovative frameworks transcending an-
cient vs. modern, spiritual vs. scientific, and urban vs. rural divides
(Branch, 2017; Monteiro, 2015).

Revisiting holism in medical education

The reductionist focus of modern medicine has neglected mind-
body-spirit interconnectedness, evident in rising chronic diseases,
mental health disorders, and physician burnout (West et al., 2018;
Rotenstein et al., 2016). Ancient systems emphasized holistic care
(Charaka, 1994; Wujastyk, 2003). SMSIMSR integrates reflective
practices, meditation, and value-based discourse alongside clinical
competence (Narayan & Reddy, 2024).

Community-based learning as a pedagogical pillar

Real-world training in underserved areas cultivates empathy,
cultural competence, and social responsibility (Murthy, 2023). SM-
SIMSR’s immersion-based model engages students in village health
initiatives, school outreach programs, and longitudinal patient fol-
low-ups. This approach mirrors China’s “barefoot doctors” program,
emphasizing relational, trust-based healthcare (Sidel, 1972; Sidel &
Sidel, 1982).

Ethics in practice: Institutional integrity beyond curriculum

Ethics must be operationalized institutionally. Many contem-
porary schools exhibit a credibility gap, with excessive tuition and
profit motives undermining values (Angell, 2004). SMSIMSR oper-
ationalizes ethics by providing free education, avoiding capitation
fees, and mandating rural service, integrating service into the cur-
riculum to reinforce compassion and selflessness (Narayan & Reddy,
2024; Murthy, 2023).

Universal healthcare and medical education reform
Equitable healthcare requires equitable provider training (World
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Health Organization, 1978; 2013). Models linking medical educa-
tion with public service—such as Cuba, Sri Lanka, and SMSIMSR—
demonstrate that affordable, high-quality education can sustain-
ably support national healthcare goals.

Bridging technology and human touch

Al, VR, and robotics promise diagnostic and procedural im-
provements, but must not replace empathy or continuity of care
(Cook et al., 2011; Mercer et al., 2008). SMSIMSR trains students in
both domains, emphasizing compassion as a clinical skill (Narayan
& Reddy, 2024).

Discussion: Bridging ancient values with modern science

Medical education stands at a crossroads, challenged to inte-
grate centuries of accumulated wisdom with rapid technological
and scientific advances. Historically, training physicians was not
merely a technical endeavour but a moral and social enterprise.
Ancient systems—from the Gurukula-based Ayurveda in India, the
Hippocratic schools in Greece, to Chinese and African traditional
medicine—instilled in learners a sense of ethical responsibility,
holistic understanding, and community engagement (Charaka,
1994; Edelstein, 1943; Ngubane, 1977; Wujastyk, 2003; Zhang &
Unschuld, 2008). These traditions emphasized mentorship, expe-
riential learning, moral formation, and social service, ensuring that
technical competence was inseparable from ethical and spiritual
grounding (Dwivedi & Dwivedi, 2007; Hamarneh, 1963; Sharma,
1992).

Modern medical education, especially after the Flexner reforms,
prioritized scientific rigor, specialization, and institutional stan-
dardization (Flexner, 1910). While this led to remarkable advance-
ments in diagnostics, surgery, and public health, it also introduced
several unintended consequences: high tuition costs, commercial-
ization, urban-rural disparities, ethical erosion, and burnout (Angell,
2004; West et al., 2018). The increasing prevalence of physician
burnout and declining empathy among medical students globally
reflects the human cost of an education system that underempha-
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sizes moral and psychosocial development (Rotenstein et al.,, 2016;
Branch, 2017; Monteiro, 2015).

Integrating ethics, holism, and scientific rigor

One of the central insights from ancient systems is that mor-
al and technical competencies are mutually reinforcing. Empiri-
cal studies in medical education have demonstrated that ethical
grounding and reflective practice enhance clinical decision-making,
patient satisfaction, and resilience among physicians (Monteiro,
2015; Mercer et al., 2008; Hafferty & Franks, 1994). Integrating
ethical discourse, mentorship, and reflective exercises into modern
curricula can mitigate burnout and foster a sense of professional
identity that is patient-centred rather than transactionally driven
(Branch, 2017; Kuper et al., 2010).

SMSIMSR operationalizes this integration by embedding re-
flective practice, meditation, and value-based learning into its
curriculum alongside rigorous scientific training (Narayan & Red-
dy, 2024; Murthy, 2023). Students participate in rural health ini-
tiatives, longitudinal patient follow-ups, and community service
programs, which cultivate empathy, social responsibility, and cul-
turally competent care. Such immersive experiences mirror global
examples like China’s “barefoot doctors” and Cuba’s ELAM, under-
scoring the universal relevance of experiential, service-oriented
pedagogy (Sidel, 1972; Sidel & Sidel, 1982; Gorry, 2011; World
Health Organization, 1978).

Addressing equity and access

Global medical education continues to face stark inequities in
access and affordability. In many low- and middle-income coun-
tries (LMICs), high tuition fees exclude talented candidates from
underprivileged backgrounds, perpetuating disparities in health-
care provision (Angell, 2004; Twumasi, 2005; Tsey, 1997). SM-
SIMSR’s fully free model demonstrates the feasibility of totally
free, high-quality medical education that aligns with national
health priorities (Narayan & Reddy, 2024; Murthy, 2023). By link-
ing education to compulsory rural service, the institute ensures
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both equitable access for students and improved healthcare cov-
erage for marginalized populations (World Health Organization,
2013; Patwardhan, 2014).

Comparative models in Cuba, Sri Lanka, and Nordic countries
illustrate that service-linked or state-funded medical training is
not only viable but enhances retention in public-sector practice,
strengthens primary care systems, and promotes ethical pro-
fessional development (Gorry, 2011; World Health Organization,
2013; Sidel, 1972). These approaches suggest that financial bar-
riers need not compromise quality, and that social responsibility
can be embedded as a core outcome of medical training (Chitty,
2013; Mukherjee, 2015).

Technology as an ethical and pedagogical tool

While technology offers transformative potential—through ar-
tificial intelligence, virtual reality, and digital simulation—its inte-
gration must be guided by ethical and humanistic priorities (Cook et
al., 2011; Patwardhan, 2014). Evidence indicates that empathetic
communication, trust, and relational continuity often have greater
impact on health outcomes than purely technological interventions
(Mercer et al., 2008; Monteiro, 2015). SMSIMSR balances exposure
to digital tools with training in compassion, reflective practice,
and patient-centred care, highlighting that technological compe-
tence should augment, not replace, humanistic practice (Cook et al.,
2011; Monteiro, 2015).

Global implications of a hybrid model
The SMSIMSR model provides a practical template for integrating
ancient wisdom, ethical pedagogy, and modern science. Its implica-
tions extend beyond India:

1.For LMICs: Demonstrates that totally free, service-oriented
medical education can increase physician supply in under-
served areas, strengthen primary care systems, and promote
health equity (Narayan & Reddy, 2024; Murthy, 2023; Twuma-
si, 2005).
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2.For high-income countries: Offers strategies to counter phy-
sician burnout, moral injury, and loss of empathy by embedding
service, reflective practice, and ethical formation into rigorous
curricula (West et al., 2018; Branch, 2017; Monteiro, 2015).

3.For global health policy: Suggests that investments in socially
responsible medical education can simultaneously address work-
force distribution, ethical standards, and public trust in medicine
(World Health Organization, 2013; Gorry, 2011).

By synthesizing the strengths of ancient holistic practices with
modern scientific methods and technology, SMSIMSR and simi-
lar institutions exemplify a convergent model of education—one
that produces physicians who are technically competent, ethically
grounded, and socially responsive (Narayan & Reddy, 2024; Murthy,
2023; Patwardhan, 2014).

Conclusion

The trajectory of medical education demonstrates a persistent
tension between technical mastery and ethical formation, individ-
ual skill and community responsibility, ancient wisdom and modern
science. Ancient medical systems—such as Ayurveda, Hippocratic
medicine, and Chinese medicine—prioritized moral character, men-
torship, and holistic understanding, ensuring that physicians served
not merely as technicians but as moral and social stewards (Charaka,
1994; Edelstein, 1943; Wujastyk, 2003; Zhang & Unschuld, 2008).
Modern medical systems brought unprecedented scientific rigor,
technological sophistication, and standardization but often at the
cost of ethical grounding, humanistic engagement, and equitable ac-
cess (Flexner, 1910; West et al., 2018; Angell, 2004). Institutions like
SMSIMSR exemplify how these historical divides can be bridged:

o Ethical formation as core: By integrating moral education, re-
flective practice, and service ethics, SMSIMSR nurtures physi-
cians who internalize compassion and professional integrity as
foundational principles (Narayan & Reddy, 2024; Murthy, 2023).

» Holistic development: Beyond technical competence, students
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cultivate emotional resilience, spiritual awareness, and cultural
sensitivity, preparing them for the psychological and social com-
plexities of modern clinical practice (Monteiro, 2015; Mercer et
al,, 2008; Chitty, 2013).

e Community-centred service: Rural immersion, patient fol-
low-ups, and public health engagement instil a sense of respon-
sibility, aligning education with the needs of underserved popu-
lations (World Health Organization, 1978; Sidel, 1972).

o Technological competence with human touch: Exposure to Al,
simulation, and diagnostics is balanced with training in empathy
and patient-centred communication, ensuring technology aug-
ments rather than replaces humanistic care (Cook et al., 2011;
Patwardhan, 2014).

o Equitable access: By removing financial barriers and linking edu-
cation to societal service, SMSIMSR demonstrates that high-qual-
ity medical education can be inclusive, socially responsive, and
sustainable (Narayan & Reddy, 2024; Murthy, 2023; Twumasi,
2005).

The broader implications are profound. Globally, the convergence
of science and service offers a solution to physician shortages, eth-
ical erosion, and inequitable access. In LMICs, tuition-free models
strengthen healthcare delivery in rural and underserved regions. In
high-income countries, service-oriented, ethically integrated curric-
ula can reduce burnout and restore public trust in medicine (West et
al., 2018; Branch, 2017).

Ultimately, the future of medicine lies not solely in technology
or algorithms, but in the character and values of those who wield
them. Physicians trained within a framework that integrates an-
cient wisdom, ethical rigor, and modern scientific competence are
positioned to be healers in the fullest sense—capable of restoring
health, dignity, and human connection (Charaka, 1994; Edelstein,
1943; Wujastyk, 2003; Narayan & Reddy, 2024).

Medical education must thus return to its original purpose: the
formation of holistic healers, not mere technicians. SMSIMSR exem-
plifies how rigorous scientific training, ethical formation, and ser-
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vice-oriented pedagogy can coexist, producing a new generation of
doctors equipped to navigate the complexities of the 21*-century
healthcare landscape. The synthesis of ancient principles, modern
evidence, and social responsibility provides a replicable template
for institutions worldwide, promising a healthcare system that is
advanced, equitable, and profoundly humane (Murthy, 2023; Pat-
wardhan, 2014; Monteiro, 2015).
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