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Editorials

Medical Education in India

There is an increasing awareness that medical education in itself is only a means
and not an end towards the achievement of health objectives, that advance-
ments in medical education both in quantity and quality have not resulted in
parallel achievements in the field of health care, and that the vast potential of
human resource for health still remains to be harnessed through the functional
interlinkage of health objectives and educational strategies.

There has been an exponential growth in the number of medical colleges in
India since 1947 when the country achieved independence. The growth and
development of medical education in the post-independence period has been
extensively reviewed.' In the health sector, the first two Five Year Plans of
India between 1950 and 1960 mostly attempted to translate into action those
recommendations of the Bhore Committee- which related to the development
of primary health centres, expansion of medical colleges and the establishment
of the All India Institute of Medical Sciences. During this period there was about
500 per cent increase in the number of medical institutions from 17in 1947to 87
in 1965, with a corresponding increase in the annual outturn of medical
graduates from 1400 to 5387. This period also had a carry-over effect from the
pre-independence days in the sense that most medical teachers at that time had
received their postgraduate training in the United Kingdom. Standards of
medical education were judged by an international yardstick, and 'academic
excellence' meant in reality the approval of the General Medical Council of
Great Britain. This preoccupation with academic excellence took precedence
over the prime need to have medical education relevant to India.

Based on the recommendations of the Mudaliar Committee;' the Medical
Council of India in 1964effected some major changes in the undergraduate cur-
ricula. In essence, the emphasis during the past two decades has been to slow
down the pace of expansion of medical education, to share and consolidate
educational strategies and experiences, to strengthen the internship prog-
ramme, and to make the country self-reliant in postgraduate medical educa-
tion. The establishment of the National Board of Examinations in 1975 was a
step in this direction.

What are the major problems in the field of medical education today? There
is a growing imbalance between different categories of health manpower with
the result that physicians far outnumber nurses, and similar distortions are dis-
cernible in almost all categories of health care providers. This directly affects
health manpower management and utilization. Unemployment and under-
employment of physicians is on the increase, and is leading to their emigration
from the country. 4

Another major issue relates to the need for curricular reforms. In spite of
several efforts in the past, the learning process in medical colleges remains
subject-oriented and teacher-centred. The need for a major reorientation to
make the educational process community-oriented and student-centred is
being perceived but concerted remedial action has yet to be initiated. If the



56 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. I, NO.2

physician of tomorrow has to respond to the needs of the community with care,
concern and compassion, then the major part of the learning process has to be
in a community setting with the backdrop of primary health care, rather than in
the hospital setting where the focus is on tertiary health care. In order to
achieve this objective, there must be a proper balance between technological
and humanistic medicine, and between a community-based problem-solving
educational process and tertiary care hospital-based learning experiences.

This brings into sharp focus the role of teachers as facilitators of learning and
as catalysts for bringing about the desired orientation in the teaching-learning
process. The emphasis on a combination of academic merit and demonstrable
research capabilities as a sine qua non for selection of teachers in a medical
school, only ensures that students will be exposed to recent developments in
medicine as perceived by the teacher. However, developments in medical edu-
cation are not only a response to scientific and technological advances, but
must also reflect changes in community patterns of disease, social dynamics
underlying community health needs and perceptions, and contemporary
demands posed by the social functions of medicine. In addition to faculty deve-
lopment, a major thrust is also needed in the development, validation, produc-
tion, and effective utilization of locally appropriate teaching/learning materials
for all categories of health care providers.

If advances in knowledge have to be translated into delivery of health care to
the people, it becomes essential that all members of the health care delivery
team should be exposed to such advances in their respective fields so as to
enable them to function in a cohesive manner with a sense of confidence and
competence in their own individual roles. Thus, continuing education in health
sciences should be viewed in the context of a systems approach where health
manpower planning, production, and management constitute a trilogy of
inputs within the broader framework of the health care delivery system. Fi-
nally, the linkage of postgraduate medical education with the health needs of
the country requires critical reappraisal. Considerable distortions have arisen
both in terms of the number of specialists being trained in the country as well as
the nature of specialist training being imparted. The type of coordination envi-
saged between undergraduate medical education, postgraduate training and
education for specialization, and continuing medical education can only be
accomplished if there is a national commitment.

How are these and several other related issues to be resolved? This can only
be done through a well-defined National Education Policy in Health Sciences.
Indeed, the need to formulate such a policy was stated in the National Health
Policy- adopted in 1983. The National Policy on Education (1986)6 highlighted
several interlinking areas between health and education, thus reflecting the
interdependence of literacy and health. These points were extensively analysed
by the Expert Committee on Health Manpower Planning, Production and
Management? which submitted its report in 1987. A Consultative Group has
now been constituted by the Ministry of Health and Family Welfare, Govern-
ment of India, to prepare a draft of a National Education Policy in Health
Sciences. We hope this group will examine the urgent needs of health manpower
planning for all categories of health care providers, the training programmes of
all health personnel, the methods for establishing links between various
categories of health care providers and the mechanisms for coordinating under-
graduate and postgraduate education. Above all, it should establish a
mechanism for monitoring various programmes.
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Primary Health Care

The World Health Organization (WHO) has defined Primary Health Care as
'essential health care based on practical, scientifically sound and socially accep-
table methods and technology made universally accessible to individuals and
families in the community through their full participation and at a cost the com-
munity and the country can afford to maintain at every stage of their develop-
ment in the spirit of self-reliance and self-determination. '1 The declaration of
Alma Ata goes on to say that' ... it is the first level of contact of individuals,
the family and the community with the national health system ... '

In the Indian context primary health care can be interpreted to include all
levels of interaction between the health care system and the people, up to and
including the first doctor intervention. Primary health care is not the medical
care given by barefoot doctors, nor is it unscientific medicine. Primary health
care is a rational attempt to give appropriate and scientific medical care to the
largest possible segment of the community. It differs from 'basic health care' as
it involves an element of social justice, of inter-sectoral cooperation, and of
community involvernent.? However, anyone who re-reads the Bhore Commi-
ttee report" will notice the number of common concepts laid down thirty years
before in the Alma Ata declaration.

Primary health care must be viewed as a component of an integrated system
of medical care ranging from basic services at the grass-roots level to the most
evolved and sophisticated services in a tertiary care establishment. 4 As in the
case of a spectrum, the health care system is meaningful only in the context of
the whole.

In the spectrum of organized health care at one end is the care rendered by
the community health guide and at the other end is perhaps the care rendered
by a panel of specialists and their teams in tertiary care institutions such as the
national institutes and medical colleges. Similar to tertiary care services, there
is a range that makes up the primary care portion of the health care delivery
system. It is often forgotten that the WHO definition does not speak of the first
point of contact between the patient and the medical care system but of the first
level.

Both from the medical and the moral points of view, primary health care can
only be defended in the presence of more evolved services. It follows therefore
that secondary and tertiary level facilities are essential to have effective primary
health care. The underlying concept is based on the optimal utilization of avail-
able resources by permitting those who do not need highly evolved services to
receive scientifically adequate but less expensive primary or secondary level
services.

The fact that most primary care facilities are in villages and conversely most
tertiary level institutions are in metropolitan areas, does not signify that rural
people need or deserve only the services of paramedicals or less sophisticated
medical care or that the city-dwellers have a divine right to expensive health
care even for relatively simple illnesses. In fact one reason for the gross over-
utilization of tertiary care is the almost complete absence of less structured
services in urban areas.> This geographic disparity is only defensible on the


