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It is that season once again. Every private medical college that
fulfils the norms and a few public institutions have formed queues
outside the offices the Medical Council of India (MCI) with
requests—either to commence postgraduate (PG) courses or
enhance the number of existing seats in various disciplines in their
institutions. For the MB,BS course, an increase of sanctioned
strength is permitted by the MCI only after the first batch with the
previously approved number of seats has completed the course,
viz. once in 5 years. For unknown reasons, in postgraduate seats,
this increase is permitted annually, although if one goes by the
undergraduate norms, it should be permitted only once in 2 years
for diploma and once in 3 years for degree courses.

The efforts of institutions to enhance the number of seats are
based primarily on economic reasons and on real or ‘simulated’
facilities, true or fabricated records, real or ‘bussed’ patients or
actually existing or ‘imported’ faculty. The last is in great demand
since the seats sanctioned by the MCI are linked by a fixed ratio
to the number of professors or associate professors in a particular
discipline or institution.1 This regulation leads institutions to want
to prove the existence of greater faculty strength for the inspection
so that the number of PG seats granted is increased. A suggestion
had been made to the MCI that the number of PG seats should not
be linked to the number of senior faculty but should be based on
a unit concept. A unit would consist of 3 faculty members, 2 of
whom should be recognized PG teachers, and would be entitled to
train 2 PGs per year.2 In any case, there should not be more than
6 units in any institution and, therefore, not more than 12 PGs per
year. The unit concept should extend to the pre- and paraclinical
disciplines as well, depending on the laboratory workload. For
subjects such as anaesthesia, the number should be linked to the
number of operating rooms and intensive care unit (ICU) facilities
and for radiodiagnosis to the daily workload. This suggestion is
yet to find favour with the authorities.

Given the current scenario, it would be appropriate to examine
the rationality of the present system of approval and distribution
of PG medical seats in India. In the absence of reliable figures
regarding the morbidity pattern in India, the number of PGs in
different disciplines is fixed arbitrarily. Those disciplines which
have an adequate or excess number of teachers are allocated more
seats by the application of the ratio mentioned above and, therefore,
a greater number of potential teachers, while subjects that are
deficient in teachers continue to remain so.

The existing strength of PG seats in India in various disciplines
is shown in Tables I and II. These have been accessed from the
websites of the MCI and National Board of Examinations (NBE)
and may have changed slightly from the time that they were
accessed since the review and sanction of seats is an ongoing
process.3,4 Overall, there are about 22 000 seats at the PG level and
about 35 000 UG seats.

BROAD SPECIALTIES
There are 3 distinct types of PG courses—the diploma and degree
courses of the MCI and the courses run by the NBE.

Diploma courses

The 2-year diploma course of the MCI was meant to serve the
needs of the community for specialists outside academia at the
secondary and primary levels, whereas the degree course was
meant for the academic stream and to provide care at the tertiary
level. If this were true, one would expect that the number of
diploma seats would be far in excess of the degree seats. However,
the MCI regulations for PG courses stipulate that ‘the ratio of
recognized postgraduate teacher to number of students to be
admitted for the degree and diploma courses shall be 1:1 each for
degree and diploma courses in each unit per year, to the extent that
in no circumstances more than two students for degree and one
for diploma shall be registered in a unit in one academic
year’.1 Obviously, the MCI itself considers that more degree seats
are required than diploma seats. Table I would suggest quite the
opposite. In every instance, the number of diploma seats in any
discipline is less than that of degree seats, and in many instances,
far fewer. Also, the number of seats in the different subjects bears
no relationship with the perceived morbidity pattern in the
community. For instance, there are only 93 seats for tuberculosis,
whereas there are 220 for ENT (otorhinolaryngology). There are
623 seats for anaesthesia, but only 134 for dermatology,
venereology and leprology (DVL) although dermatological
problems are probably among the commonest in the community.
Further, it is difficult to understand why paediatrics and
orthopaedics can be taught in 2-year courses, but surgery and
medicine, which are equally vital for meeting the requirements of
the community, are considered too vast to be taught as 2-year
diploma courses. Clinical pathology has been allotted 288 seats,
but the allied specialty of clinical microbiology only 5. It is not
clear how these numbers have been arrived at. One is tempted to
ask whether the allocation of seats is purely market-based,
depending on the demand from students and the potential for
charging high rates for admission.

Degree courses
There are many more seats for degree courses than diploma
courses. The bulk of the seats are contributed by the MCI system
and about 20% by the NBE. Two-thirds of the MCI seats are in the
public or government institutions, whereas more than four-fifths
of the NBE seats are in private institutions. The Diploma of the
NBE was started as a parallel PG system to accommodate candidates
who failed to enter the MCI stream. They were meant to be
accommodated in non-academic posts as specialists, without
being eligible to be teachers. However, recently the two streams
have been equated subject to the fulfilment of certain conditions.5

Even in broad specialties there are interesting anomalies. As
expected, surgery and medicine constitute the bulk of the seats.
Only 268 seats have been allotted to forensic medicine, which is one
of the subjects in medical colleges with the maximum shortage of
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TABLE I. Distribution of seats in broad specialties

Subject MCI diplomas MCI degrees DNB seats Total

Anaesthesiology 623 711 301 1635
Child health 506 999 287 1792
Pathology 288 958 87 1333
Microbiology 5 616 2 623
Forensic medicine 24 236 8 268
Obstetrics and gynaecology 609 1254 280 2143
ENT 220 533 86 839
Radiodiagnosis 253 537 210 1000
Ophthalmology 331 687 267 1285
Orthopaedics 295 790 254 1339
Public health 153 601 12 766
Psychiatry 125 324 60 509
Tuberculosis and chest diseases 93 221 68 382
Dermatology, venereology and leprology 134 400 45 579
Radiotherapy 18 129 50 197
Miscellaneous 101 61 71 233
Anatomy – 583 11 594
Physiology – 577 8 585
Biochemistry – 419 3 422
Pharmacology – 553 – 553
Blood transfusion – 31 – 31
Medicine – 2048 343 2391
Surgery – 1914 271 2185
Geriatrics – 5 – 5
Physical medicine and rehabilitation – 27 13 40
Emergency medicine – 9 – 9
Family medicine – – 837 837

 Total 3778 15 223 3574 22 575

MCI Medical Council of India  DNB Diplomate of the National Board

seats. This seriously hampers teaching of the subject in medical
colleges. There are only 31 sanctioned seats for blood transfusion
and immunohaematology, and 9 for emergency medicine. Family
medicine, which is probably the specialty we require the most, is
available only in the NBE stream. Does this mean that the MCI does
not appreciate the importance of this specialty for the country or that
the MCI institutions are unable to provide this course? Such
anomalies arise because of the archaic policy of linking seats by
fixed ratios to the number of professors and associate professors
without considering the overall needs of the country. It had been
suggested to the MCI that the ratio should be allowed to vary from
subject to subject, with more candidates being permitted per teacher
in the rare specialties, if there was such a need. This suggestion has
remained unimplemented. Several other such anomalies are also
evident in the tables.

Superspecialties

There are about 3000 superspecialty seats in India, over 2000
under the MCI system and less than 1000 under the NBE system
(Table II). Once again, gross anomalies are evident. The number
of seats in a specialty apparently has no bearing on the morbidity
pertaining to that discipline in the community. Among the surgical
disciplines, urology, cardiothoracic and vascular surgery,
neurosurgery, paediatric surgery and plastic surgery have been
allotted a larger number of seats, being older specialties, whereas
surgical gastroenterology, which is new, has been allotted only 71
seats, although there is a huge demand for this course among PGs.
There are only 24 seats for vascular surgery, which is extremely
important in view of an ageing population. Endocrine surgery is
extremely under-represented. The fact that subspecialties of

gastroenterology, such as hepato-pancreatico-biliary surgery, have
now been recognized as separate subjects appears to be more
because of institutional pressure than felt needs. There is not a
single seat for transplantation surgery which is a specialty abroad
and which the country needs.

Among medical specialties, the older specialties, such as
cardiology, neurology, nephrology and gastroenterology, are well
represented, whereas expectedly, fewer seats have been allotted to
the newer ones. Many seats in disciplines such as cardiac
anaesthesia, neuroradiology and clinical immunology appear to
be institution-based without an all-India character. Surprisingly,
pulmonary medicine finds a place both as a broad specialty and a
superspecialty.

In no instance is the number of seats linked either to the pattern
of morbidity in India or the demand from candidates. In the recent
selections in the state of Tamil Nadu, the bulk of superspecialty
seats remained vacant except for those in urology and surgical
gastroenterology. At every MCI inspection, more seats are added
in the popular courses which generate revenue, skewing the
numbers further.

Is there any logic to this? If there is, it remains obscure. With
the proposed merger of all bodies connected with PG medical
education, now would be the time to act.

SUGGESTIONS
In the light of these observations, the following steps may be
desirable in the interest of healthcare in India.

1. Efforts must be made by the Union Ministry of Health to
secure reliable morbidity data across the country so that the
PG seats may be fixed on the basis of needs.
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2. A drastic reappraisal and rationalization of the existing pattern
of seat distribution is required once the morbidity data become
available.

3. Thought must be given to whether the diploma course should
be continued in view of the fact that it is not serving the
purpose for which it was created. Instead of serving in
secondary or primary areas across the country, candidates
who complete the diploma course invariably queue up for the
degree seats, usually in the same subject and occasionally in
other subjects. The diploma course also seems not to be held
in high esteem by the public.

4. The system of having a uniform fixed ratio of students to
senior teachers across all subjects should be abolished. The
ratio should be allowed to vary from subject to subject,
depending on the need and the scope afforded by a subject
(keeping in mind recent advances in teaching and learning
technology) to train more candidates. For example, one teacher
in pathology may be able to train 4 candidates if there is
adequate workload, whereas one teacher in orthopaedics may
be able to train only one candidate.

5. The unit concept should be introduced for all disciplines to
prevent unhealthy practices such as ‘importing’ faculty for the
inspection to enhance the number of seats.

TABLE II. Distribution of seats in superspecialty courses

Subject MCI DNB Grand
Total Public Private Total Public Private total

Surgical disciplines
Urology 215 116 99 73 9 64 288
Oncology 49 49 – 54 22 32 103
Vascular 14 8 6 10 4 6 24
Cardiothoracic and vascular surgery 197 171 26 81 75 6 278
Thoracic 32 29 3 – – – 32
Neuro 156 141 15 54 8 46 210
Paediatric 134 104 30 19 3 16 153
Plastic 168 122 46 26 4 22 194
Surgical gastroenterology 25 18 7 46 7 39 71
Hepato-pancreatic-biliary 2 2 – – – – 2
Endocrine 6 6 – – – – 6

Total 998 766 232 595 132 463 1593

Medical disciplines
Clinical pharmacology 18 18 – 2 2 – 20
Clinical haematology 13 9 4 2 – 2 15
Pulmonary medicine 8 – 8 – – – 8
Neuroradiology 2 2 – – – – 2
Nephrology 122 57 65 55 3 52 177
Neonatology 46 16 30 30 2 28 76
Oncology 67 45 22 26 7 19 93
Gastroenterology 130 66 64 53 4 49 183
Cardiology 374 182 192 154 8 146 528
Neurology 180 121 59 48 3 45 228
Rheumatology 16 10 6 8 3 5 24
Endocrinology 57 30 27 16 1 15 73
Clinical immunology 4 4 – – – – 4
Cardiac anaesthesia 10 10 – – – – 10
Haematopathology 1 1 – – – – 1
Medical genetics 2 2 – – – – 2
Hepatology 3 3 – – – – 3

Total 1053 576 477 394 33 361 1447

Grand total 2051 1342 709 989 165 830 3040

MCI Medical Council of India  DNB Diplomate of the National Board

6. Sub-subspecialties such as hepato-pancreatic-biliary surgery
should be subjects for post-doctoral (post-MCH or post-DM)
fellowships rather than be considered independent super-
specialties. Otherwise, the creation of such superspecialties
would greatly hamper training in the parent disciplines.
Alternately, if there is a need to create more and more sub-
subspecialties, such as luminal surgery and colorectal surgery,
in the field of surgical gastroenterology, one must reconsider
whether to continue with the parent discipline. This principle
would apply to all subjects.
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