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Medical Education

Medical education in India: Is it still possible to reverse the downhill trend?

N. ANANTHAKRISHNAN

INTRODUCTION
The medical education system in India may be on the verge of
collapse. An exploding number of medical colleges; a skewed
distribution of these around the country; devaluation of merit
in admissions, particularly in private institutions; increasing
capitation fees; admission of suboptimal quality of students
with poor motivation; an alarming shortage of teachers, with
those who exist being untrained in modern teaching–learning
technology; gross shortage of patients in many institutions; a
less than desirable evaluation system; and poor internship
supervision—all contribute to this gloomy picture. In addition,
the curriculum is outdated, insensitive to modern concepts of
the process of teaching–learning, rigid and discourages
innovation.

In an earlier publication, I focused on the issue of shortage
of teachers.1 This article refers to other ills ailing medical
education in India and suggests possible solutions. Medical
education is sliding downwards and unless quick and strong
measures are taken immediately, backed by strong political will,
too much momentum will have built up to thwart attempts at
braking or reversing the direction later. Perhaps, with the
Medical Council of India (MCI) suspended and a Board of
Governors in office, this may be an opportune time to correct
the ills plaguing the system.

Starting with 23 colleges at the time of Independence, we
have reached a total of 299 colleges in 2009, with a total capacity
of approximately 34 000 medical students.2 It seems that the
government has abdicated its responsibility towards medical
education, which is illustrated by the fact that nearly 70% of the
medical colleges established in the past 5 years are in the private
sector. The problem with many private institutions is that they
are driven by economic rather than educational considerations.
Thus, while a number of colleges earlier had 50 students or less,
with the quality of education being the foremost consideration,
a large number of the colleges established recently have the
maximum permitted number of 150 students. Besides many
colleges with 50 or 100 seats are being permitted to increase the
number of admissions to 150 (Table I). This trend leads to
shortage of teachers to fulfil MCI norms as well as clinical
material for teaching purposes.

ROLE OF THE GOVERNMENT
Although desirable in view of the acute crisis, the Central
Government will be unable to declare a total moratorium on new
medical colleges for a period of 5 years or more without facing
legal challenges. If the policy of the government is to increase
medical seats to enable correction of the doctor–patient imbalance,

that desirable end is unlikely to be achieved in the present
scenario. Increasing seats with a skewed countrywide distribution
would only increase regional disparity in healthcare services,
with underserved areas remaining underserved. A look at the
distribution of medical colleges in India shows that 172 of the 299
(61%) colleges are in the 6 states of Maharashtra, Karnataka,
Kerala, Tamil Nadu, Andhra Pradesh and Puducherry, whereas
only 30 (11%) colleges are in the eastern states of Bihar, Jharkhand,
Orissa and West Bengal and the north-eastern states (Table II).
The number of medical colleges in a state seems to depend on the
ease in getting a no-objection certificate (NOC) from the state
government, the availability of land to fulfil MCI norms and the
profitability of establishing an institution in terms of the demand
for seats or the demand for healthcare in a state, rather than on
the perceived needs of society.

Therefore, although there are 34 000 medical seats available
to students in the country, the benefits of healthcare in a tertiary
care setting are available only to those patients who are lucky
enough to live near medical colleges, most of which are in the
urban areas of a few states. Even if students from other states
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TABLE I. Seats available in medical colleges in India

Parameter 2006 2009

No. of medical colleges 260 299
Colleges with <50 seats 026 (10) 019 (7)0
Colleges with 50–100 seats 146 (56) 156 (55)
Colleges with >100 seats 088 (34) 109 (38)

Total seats 29 000+ 34 000+

Source: MCI website Values in parentheses are percentages

TABLE II. Distribution of medical colleges in different states out of
a total of 284 (2009 data)

State Recognized Permitted Total

Southern zone
Maharashtra 37 3 40
Karnataka 30 8 38
Kerala 12 9 21
Tamil Nadu 19 12 31
Andhra Pradesh 25 9 34
Puducherry 5 3 8

Total 128 44 172 (61%)

Eastern zone
Bihar 8 0 8
Orissa 3 3 6
West Bengal 9 1 10
Tripura 2 0 2
Assam 3 0 3
Manipur 1 0 1

Tota l 26 4 30 (11%)
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join these institutions, experience shows that they are unlikely
to return and serve their own urban, semi-urban or rural areas
after graduation.

The requirements for the grant of an NOC by a state
government for a new medical college are (i) a functioning 300-
bed hospital, (ii) the desirability and feasibility of establishing
a medical college at that location in public interest, and (iii) the
availability of adequate clinical material as per MCI norms.3

In this context, the policy governing the issue of NOC by a
state needs a critical relook. NOCs should be issued only after
a careful appraisal of the healthcare needs of the community,
whereas they seem to be issued randomly without reference to
the ground situation. Otherwise, it is difficult to imagine how
Puducherry, with a population of 900 000, which is well served
as regards its medical needs by government institutions, has,
in addition, 7 private medical colleges (6 of them in the city of
Puducherry, with a seventh one likely to start in 2010), making
it perhaps the city with the largest number of medical colleges
in the world! Besides, if it is ensured that the other two criteria
regarding a functioning hospital and clinical material are fulfilled
before granting an NOC, why do inspecting teams from the MCI
repeatedly find facilities inadequate, constructions incomplete
and no functioning hospital? Both government and private
institutions are guilty in this regard.

Another issue that the government should consider is the
fees charged by medical colleges. At present, the high capitation
fees demanded by private institutions make medical education
available only to the richest and not necessarily to the most
deserving. Also, colleges do not have a fixed proportion of
seats reserved for candidates in the state merit list. This should
be negotiated and fixed at the time of issuing the NOC. The
quota for government nominees varies from institution to
institution and from state to state and is often a subject of annual
negotiation.

Monitoring the amount collected from students by various
medical colleges may be difficult, especially in view of the
understandable reluctance of students or parents in making an
official complaint. Thus, the government would be better engaged
in ensuring that 50% of all seats are made available to government
nominees ranked by a common entrance examination or on the
basis of marks secured in the Senior Secondary School exami-
nation at fees fixed by the government. The remaining 50% of the
seats should be released to private institutions to fill as per their
regulations with no restriction on the amount of fees collected or
the number of non-resident Indian seats, since running a medical
college is an expensive affair and fees are often the major source
of income in the initial years, till the hospital starts generating
funds. The government should ensure that the minimum standards
prescribed by the regulatory agency for admissions to medical
colleges are maintained. It can even institute a national ranking
examination and stipulate that private institutions fill their quota
from among the applicants who secure certain minimum marks
therein. The government should also ensure that 50% of the beds
in the hospitals attached to medical colleges are available for free
or subsidized treatment for the poor.

RESEARCH
Research activities are necessary to ensure progress in the
quality of healthcare. It is difficult to determine exactly the
quality and quantity of research done by medical colleges for
want of adequate information. As an indirect measure, one can
consider the number of articles from India, indexed in PubMed.

Between 1989 and 1993, India contributed only 0.6% of the
indexed articles (Table III). Over the subsequent years, India’s
contribution increased to 1.5%.4 While not entirely
representative, this reflects India’s quantitative contribution to
global medical research. If pure research organizations, such as
the Indian Council of Medical Research (ICMR) and a handful
of medical institutions, such as the All India Institute of Medical
Sciences (AIIMS) are excluded, the contribution of the remaining
institutions is practically nil although every one of them has the
appendage ‘research institute’ added to its name for
administrative reasons. This was the observation of the recent
high-power committee constituted by the Ministry of Human
Resource Development for monitoring deemed universities,
including medical universities.5

Research can be promoted by motivation and provision of
facilities and, to a large extent, recruiting people who have
research degrees such as PhD or DSc. However, in the current
context, medical personnel with research degrees get no
advantage in medical colleges in terms of weightage given to
experience as a researcher at the time of recruitment or in
promotions, with the sole exception of preclinical disciplines
where a PhD is mandatory for a non-medical teacher to be a
professor. For medical teachers, spending time in acquiring a
research degree actually seems to be a disadvantage as the
years they spend in doing research is not given any recognition
in the MCI system.

This lack of recognition is a disincentive for faculty to pursue
research in medical colleges even if they are so inclined. In the
interests of promoting research in medical colleges, the MCI
should seriously consider placing a person with a PhD or a DSc
degree at a higher rank or allowing such a person to join as an
Associate Professor instead of as an Assistant Professor. In
addition, the MCI should insist that medical colleges show a
minimum number of papers published annually and indexed in
Scopus/Science Citation Index/PubMed or other databases to
maintain recognition.

SHORTAGE OF TEACHERS
It is well known that there is a 30%–40% shortage of medical
teachers across India, leading to unhealthy practices at the time
of MCI inspections to fulfil the prescribed norms. The problem
of shortage of medical teachers has been extensively dealt with
earlier.1 In the 3 years since the paper under reference was
written, the number of medical colleges has gone up by 38 and
the requirement for teachers by approximately 4000, which has
added to the already critical shortage of teachers. Several
suggestions had been made in the paper under reference as
short-term, intermediate and long-term measures to overcome
this problem. In brief these were:

1. Relaxing the eligibility criteria for teachers
2. Special weightage and incentives for teachers in areas with

critical shortage

TABLE III. Number of papers indexed in PubMed in different 5-year
periods

Period World India (%) China (%)

1989–1993 2 032 867 12 079 (0.6) 7409 (0.4)
1994–1998 2 132 408 13 282 (0.6) 11 436 (0.5)
1999–2003 2 679 233 26 016 (1.0) 52 018 (1.9)
2004–2008 3 512 133 51 815 (1.5) 1 65 411 (4.7)
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03. Teaching weightage to specialists and medical officers with
postgraduate degrees working in medical colleges and
participating in teaching–learning activities to enable them
to join the teaching profession

04. Recognition of foreign qualifications now under reciprocal
de-recognition

05. Employing retired teachers on a part-time basis as a short-
term measure

06. Sharing of faculty between adjacent medical colleges in
disciplines with critical shortage

07. Reintroduction of the honorary system to utilize the services
of qualified personnel willing to work in medical colleges for
a short time every day

08. Removal of all restrictions on the number of non-medical
teachers in pre- and selected paraclinical disciplines

09. Special incentives to candidates for joining postgraduate
programmes in pre- and paraclinical disciplines

10. Alteration of the student–teacher ratio from the current 1:1
to 2:1 or 3:1, depending on the needs and characteristics of
individual subjects

11. Increasing the retirement age of teachers to 70 years as has
been done by the Dental Council of India

12. Recognition of diplomate of National Board (DNB) so that
DNB qualified professionals would be able to enter the
teaching profession.

No action has been taken either by the government or the
MCI on issues 1 to 9 above. The retirement age has been
increased to 65 years only for Central Government institutions
and private institutions, but there has been no change in many
state government medical colleges.

The student–teacher ratio has been altered by the MCI to 2:1
in the case of Professors, while it remains 1:1 for other categories
of postgraduate teachers.6 The ratio remains uniform across all
disciplines and does not reflect the needs of individual
disciplines, the existing shortage in different disciplines or the
individual teaching–learning characteristics of different subjects.
With modern teaching–learning aids and with an adequate
input of teaching material, it may be possible, for instance, for
one postgraduate teacher in say pathology or anatomy or
radiodiagnosis to train 4 students, whereas in subjects such as
orthopaedics or surgery, which require hands-on experience, a
2:1 ratio may be optimum. No attempt has been made to think out
of the box and have need-based solutions. The increase in the
student–teacher ratio to 2:1 in the case of Professors is likely to
add only about 3000 postgraduate seats.7

The MCI has also tried to overcome the shortage of senior
teachers by decreasing the requirement for promotion to
Associate Professor from Assistant Professor by 1 year and
from Associate Professor to Professor also by 1 year.8 However,
with no uniformity in the nomenclature of teachers and in
promotional policy across the country, this measure is unlikely
to have much impact outside of private colleges, since promotion
and designations in many states are based on regular vacancies
and are not time bound. A teacher may spend 15 years as an
Assistant Professor/Lecturer and then be promoted as
Professor. This would be unacceptable to the MCI as the person
would not have spent 4 years as Associate Professor, even
though her/his experience would be more than the 9 years
required by MCI to become a Professor.

Yet another action of the MCI to overcome the problem of
shortage of faculty has been to reduce the requirement of
faculty in pre-clinical departments and community medicine by

1 or 2 for colleges with 100 or 150 seats.9 This reduction in
requirement, although it may reflect recognition of the reality,
is bad in principle for the following reasons:

1. It gives the impression that the earlier figures were fixed
inappropriately or irrationally

2. It does not recognize the movement from large-group to
small-group teaching advocated by the MCI itself, an activity
that requires more and not less teachers

3. It implies that the shortage is restricted only to select
departments forgetting that the maximum shortage exists in
some paraclinical departments, such as forensic medicine or
clinical departments, such as radiodiagnosis where the MCI
has not made any change.

4. It suggests that teachers in medical colleges are engaged
only in teaching MB,BS students, forgetting the fact that in
practically all institutions, the same set of teachers are also
involved in teaching nursing, dental and other paraclinical
courses. The shortage of faculty in these departments is
already causing undue stress on the existing teachers and
a further reduction will only add to the workload of the
existing staff.

Instead of trying to increase availability, the efforts seem to
be directed at decreasing requirement—somewhat like ‘tailoring
the coat according to the cloth without seeing whether it will
ultimately fit’. The issue of recognition of DNB qualified
candidates for appointment as medical teachers still hangs in
limbo, with the government and the MCI exchanging frequent
notes on their diverse positions on this issue.11,12 Meanwhile,
a large pool of DNB qualified candidates with aspirations of
joining the medical teaching profession, many of them trained
in medical colleges, remain unemployable in medical colleges.
Similarly, senior residents fail to find recognition of their residency
period as teaching experience by the MCI.

SHORTAGE OF CLINICAL MATERIAL
The acquisition of clinical skill requires constant and continuous
availability of patients for examination. This is why the best
clinicians are from institutes which have a high patient turnover.
Unfortunately, since treatment at several medical colleges,
particularly in the private sector, which now constitute a majority,
is not subsidized or free, the patient-load is poor with bed
occupancy being far less than 50%. This deficiency is not
obvious during inspections, since there is a massive influx of
patients from neighbouring villages or from other sources at the
time of inspections. The only method to monitor this would be by
conducting sudden and unannounced inspections, which do not
appear logically feasible for so many colleges. As already
mentioned, granting NOCs with the health needs of the population
in mind, and insisting on 50% free beds in medical colleges would
go a long way in solving the problem related to availability of
clinical material. To some extent, the deficiency in patient material
can be overcome by having good clinical laboratories equipped
with modern teaching–learning aids and manikins. However,
these can supplement but not supplant clinical teaching. Besides,
the cost of establishing such laboratories is prohibitive and there
is no incentive for colleges to opt for these. The Central Government
should consider waiving import duty on teaching–learning aids
for establishing such laboratories. Unless some solution is
found, medical education in the future may become a
correspondence course, with no enforced attendance, no teachers
and no clinical teaching.
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ROLE OF UNIVERSITIES AND COLLEGES
In the past 5 years, the number of institutions with deemed
university status has increased and a number of medical colleges
are now part of these universities. However, these institutions
merely serve as venues for conducting the courses or the
examinations. There are no innovations in education and the
contribution to research is practically nil.5 Internal faculty
development activities are minimal, except in a few select
institutions, with reliance being placed on a few national teacher
training centres, which are overwhelmed by the numbers
requiring training. For example, the National Teachers Training
Centre (NTTC) at the Jawaharlal Institute of Postgraduate
Medical Education and Research (JIPMER), Puducherry, which
is the oldest of these teacher training centres, has been able to
train about 2000 teachers out of a total pool of over 34 000 over
a 30-year period. Hence, most medical college teachers remain
untrained in modern teaching–learning methods. Medical
education in India, therefore, still remains a process of training
‘the doctors of tomorrow with today’s curriculum and yesterday’s
teaching–learning methods’.

Colleges must also stop compromising on attendance
requirements or on appropriate internal evaluation for non-
academic reasons.

ROLE OF COURTS
Another factor which is increasingly impacting medical
education is the role of courts in the process of according
recognition to new medical colleges. It is clear from the MCI
website that time and again it has been compelled to make
several re-inspections of specific colleges after the last date
specified for such purposes, in spite of the detection of
deficiencies in men and material, because of directions from the
government or courts. Sheer fatigue perhaps impels the MCI to
allow some of these colleges to commence or continue their
courses despite the deficiencies.

ROLE OF THE REGULATOR
The MCI, as the sole regulatory agency, has by far the most
important role in controlling the quality of medical education in
the country. However, for various reasons, it has failed to play
this role effectively.

One of the reasons for the skewed distribution of medical
colleges in the country is the archaic regulations of the MCI,
which add considerably to the cost of setting up a medical
college. Some of these regulations are the requirements of a
unitary campus of 25 acres (recently reduced by an amendment12)
and 100% hostel accommodation for students (again marginally
reduced to 75% recently).9 Exemptions from the unitary campus
rule have been allowed only in specific cases, such as the
northeastern states12 and some metropolitan cities. Hence,
existing fully functional hospitals with 500 beds or more cannot
be converted to medical colleges because the college has to be
in the same campus and land is often not available adjacent to
the hospital. This forces private promoters and the government
to start a new hospital along with a college, which adds to the
cost. While admirable as a concept, the regulation requiring a
fully residential medical institution in a unitary campus, pushes
new medical colleges away from large towns and cities to semi-
urban and remote areas and the outskirts of cities where the
patient load is minimal, thus seriously compromising teaching–
learning activities.

Several archaic instruments still form part of the mandatory list

of equipments for a new medical college. This list needs to be re-
examined and rationalized on the basis of modern requirements.
To the credit of the MCI, there has been some attempt at change—
abolishment of the requirement of a central animal house, reduction
in the requirement of hostel rooms and staff quarters, permitting
the sharing of waste disposal mechanisms, etc.9

A major area where the MCI has failed is in ensuring the
availability of teachers and facilities. Measures such as the
physical verification of teachers have reduced but not eliminated
the problem. It has prevented the practice of teachers being
shown as faculty in several medical colleges at the same time,
but has not eliminated the practice of the large-scale import of
teachers from a pool of medical personnel otherwise engaged
in practice or in retirement, before inspections. Also, unless the
MCI conducts simultaneous inspections of all medical colleges
run by a state or by a private organization, the practice of sharing
and transfer of human and material resources between different
colleges under the same government or the same management
prior to the inspections will continue. This practice first started
in Tamil Nadu and Andhra Pradesh, where large-scale transfers
of teachers from one government medical college to another
took place before inspections.

MCI inspections occur annually during the first 5 years after
the establishment of a medical college, and thereafter they occur
at irregular intervals. Thus, there is no regular monitoring of
standards of admission, training, teaching–learning activities,
evaluation, facilities and teacher adequacy. Everything is left to
the universities or individual institutions. This leads to a wide
disparity in standards. It is time that the MCI moved from being
a ‘head counting organization’ to an all-encompassing body
which makes policy suggestions, monitors standards on a
continuous basis and strives constantly for the improvement
of medical education based on national needs and with a global
perspective.

NATIONAL COMMISSION FOR HIGHER EDUCATION
AND RESEARCH (NCHER)
There is a move by the Ministry of Human Resource
Development, in pursuance of the Yashpal Committee report,13

to constitute a NCHER to overcome some of the problems
related to multiple regulatory agencies, which have proved to
be less than equal to the task. It is difficult to predict whether
such a ‘super organization serving as a super regulator’ will be
an improvement over the existing agencies, whether the activities
of this higher body will be more transparent or more accountable
and whether there will be less room for suspicion of undesirable
practices and nexuses between promoters and regulatory
agencies. The opinion of the MCI on the NCHER is known and
is available on its website14—‘The creation of the NCHER ... is
non-conducive to the well-being and advancement of medical
education in the context of global trend and situations and is
bound to create gross confusion and utter chaos. Palpably it
would not be congenial to the national interests as well. As
such, it therefore, turns out to be an “antithesis” to the ongoing
and futuristic global trends and therefore, as a suggested
remedy it would definitely turn out to be more dreadful than the
perceived malady itself.’

Serious thought has to be given to the desirability of
replacing one unsatisfactory and inefficient system with another
more powerful, but equally non-accountable and inefficient
system as government organizations tend to become in the
course of time.



160 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 23, NO. 3, 2010

What is required is cogent and comprehensive consideration
of the issues plaguing medical education by well meaning
educationists of repute to evolve solutions that may take care
of the root of the problems and solutions which can be
implemented in the short, intermediate and long term to restore
medical education to the pinnacle it had once reached. It is
surprising that outside of academia, there are no shrill voices of
protest and professional organizations are conspicuous by
their unawareness or lack of interest in the problem.

The questions to be asked are: ‘Who will apply the brakes,
is there still time to stop and reverse, and more importantly, is
there a political will to do so?’

POSTSCRIPT
Two circulars on the MCI website indicate that there are now
329 (236 approved and 93 which are new/in the process of
approval) medical colleges (www.mciindia.org/circulars/
circular_93_ colleges.pdf and …/circular_236_colleges.pdf).
Also, the Government of India plans to increase the intake of
students in colleges with >1000 beds from 150 to 200. It is not
clear whether this will also be accompanied with an increase in
infrastructure such as faculty, laboratory and library facilities,
hostels, etc. (www.hindu.com/2010/05/31/stories/20100531
58331300.htm)
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Structured internship orientation programme for undergraduate students:
Easy transition to clinical work

ASHISH GOEL,  R. VENKAT,  A. KUMAR,  B. V. ADKOLI,  RITA SOOD

ABSTRACT
Background. Internship is a phase of training when a new

graduate is expected to acquire skills under supervision, so that
he/she may become capable of functioning independently.
Often, new graduates go through this period without a clear aim.
We conducted an orientation programme before fresh graduates
started their 1-year internship to familiarize them with their
clinical tasks and their role in the community.

Methods. Interns were invited to participate in a one-and-
a-half day programme conducted by faculty members and
administrators that included interactive lectures, structured
panel discussions, group discussions and role plays. The
participants provided feedback using a structured questionnaire
and during informal group discussions. They were also evaluated
by a pre-test and post-test questionnaire.

Results. Of the 41 interns who attended the programme on
day 1 and the 28 who completed it on day 2, 19 completed the
post-test questionnaire. The post-test score (median 14.5;
range 10–18) represented a significant improvement over the
pre-test score (median 13, range 3–16). All participants felt
that the workshop was successful in achieving its objectives.

Conclusion. A brief and structured orientation programme
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