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BMJ raises issue of capitation fees in private medical
colleges in India

The BMJ, in January 2015 (BMJ 2015;350:h106) highlighted the
problem of continuation of payment of capitation fees in private
medical colleges in India, a practice that has been banned by the
Supreme Court of India in its judgment in 1992 and reiterated in
its ruling in 2014. The article by Jeetha D’Silva, a Mumbai-based
journalist, quoted a report from the National Institute of Public
Finance and Policy that listed the education sector as the second-
highest generator of ‘black money’ in India, with estimated gross
capitation fees paid to professional colleges amounting to `60
billion (`6000 crore), and individual ‘donations’sometimes
exceeding `10 million (`1 crore).

The article interviewed medical students, doctors working in
the capacity of administrative personnel for hospitals, non-
government organization (NGO) volunteers and community health
advisors. A high demand for undergraduate and postgraduate
medical degrees together with a lack of adequate seats in the merit
category in medical colleges seemed to be the core reason for overt
and covert collection of payment by medical institutions, as price
for securing a seat. There are almost 250 candidates for each
medical seat, as per recent estimates. The Medical Council of
India (MCI) did not renew permits for at least 10 medical colleges
leading to a loss of an estimated 6390 medical seats in June 2014.

Paradoxically, statistics published by the Foundation of
Advancement of International Medical Education and Research
in 2007 indicate that India has the most medical schools in the
world. The MCI currently has 398 medical colleges on its list, of
which 215 are privately owned. An average of 15% of medical
seats in private hospitals, reserved under the management and
non-resident Indian student categories, can be ‘purchased’ by
capitation fees. The Supreme Court acknowledged these seats can
be designated as ‘paid’ to subsidize other seats reserved for
meritorious students.

D’Silva quoted a global report, published in The Lancet in
2010, that raised concerns about the uncensored growth of private
medical colleges affecting the quality and transparency of the
medical educational system in India. Dr Ravi Narayan, Community
Health Advisor at the Centre for Public Health and Equity,
Bengaluru, was also interviewed for the BMJ article. He reasoned
that many of the newer institutions have been set up with political
backing and have led to the commercialization of medical education
in India. Dr Samiran Nundy, Chairman of the Department of
Surgical Gastroenterology and Organ Transplantation at Sir Ganga
Ram Hospital, Delhi (and Emeritus Editor, Natl Med J India),
who has also been quoted in the article, stated that this appears to
have led to deterioration in the quality of training provided to
medical students, which in turn, affects the quality of doctors’
skills.

Glenn Christo, ex-professor of Paediatrics, Kasturba Medical
College, Manipal and ex-Vice-chancellor, Martin Luther Christian
University, Shillong, told this correspondent,‘Because demand
exceeds supply, the medical education system is vulnerable to
corruption. Ultimately market forces will prevail as has happened

in engineering education, where more than 100 000 seats in
Karnataka and Tamil Nadu were unfilled last year. The glut of
engineering seats has brought down fees and many substandard
colleges were forced to close. In medicine, the government and
statutory bodies are largely to blame. The statutory demands for
infrastructure and maintenance of teaching hospitals are much too
high leading to medical education being costly and therefore
provide high stakes for unscrupulous providers and inspectors.
The cost of undergraduate medical education must be brought
down. Postgraduate medical education must be widened by making
every 100-bed multi-specialty hospital a postgraduate teaching
institution; the number of postgraduate seats could increase
10-fold. This will meet the demand and drive down prices and
corruption.’

The opinion of most of the people interviewed seemed to
suggest that a complete overhauling of medical education,
especially the current selection and training processes, is required
for comprehensive reforms to take place and capitation fees to be
abolished. This includes transparency in the admission system
with closely monitored common entrance and exit examinations
conducted by an independent body, timely resolution of grievances
and stringent action against colleges that do not comply with the
regulations.

MAHARRA HUSSAIN, Dubai, United Arab Emirates

Medical ethics and communication skills to be taught in
classrooms

Medical ethics and communication skills, while considered to be
an important component of medical education, have seldom been
formally taught in classrooms to medical students in India. The
Maharashtra University of Health Sciences (MUHS) has decided
to introduce ‘medical ethics and communication skills’ in the
curriculum, with effect from June 2015. In a first of its kind move
in the country, the MUHS will be introducing four modules on
medical ethics (40 teaching hours) and three on communication
skills in the curriculum for all health science courses. The MUHS
is also planning to set up the National Bioethics Centre at its
Nashik campus.

In its effort to reform the examination pattern, MUHS also
plans to introduce more ‘scenario-based questions’ in both the
undergraduate and postgraduate examination question papers
from the winter examination of 2015. About 50% of the marks
dedicated to multiple-choice questions will now be allocated for
scenario-based questions that are intended to test ‘diagnostic
skills’ in addition to theoretical knowledge; five marks will also
be dedicated for testing the communication skills.

The MUHS with the help of the National Assessment and
Accreditation Council, is also planning to devise parameters to
grade medical colleges in the state, which will help students
choose colleges during admissions.

ALLADI MOHAN, Tirupati, Andhra Pradesh
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National Deworming Day: World’s largest deworming
programme launched in India

The Ministry of Health and Family Welfare, Government of India
launched on 10 February 2015 the first ‘National Deworming
Day’––a massive school-based deworming drive focused on
reducing the load of parasitic worm infections, affecting nearly
241 million children in India.

The National Deworming Day was launched by the Union
Health Minister, targeting nearly 140 million children at risk for
parasitic worms in schools and anganwadi centres with school
teachers and anganwadi workers administering the medicines
after proper training, under a fixed protocol. A fixed National
Deworming Day on February 10 and a Mop-Up Day on February
13 is also the largest single-day deworming effort in the world.

The Union Health Minister also released the ‘Operational
Guidelines for National Deworming Day’ and ‘National Guidelines
for Deworming and Pregnancy’. The Director Professor and
Head, Department of Community Medicine, Lady Hardinge
Medical College, Delhi, welcomed the step. He said: ‘Nearly half
of under-five aged children are stunted and one-fifth are wasted;
70% of children are anaemic in the age group of 6–59 months. We
are also facing the highest burden of soil-transmitted helminths in
the world––a matter of public health concern. These negatively
impair physical growth and cognitive development and are a
cause of anaemia leading to impaired school performance and
absenteeism. At this juncture, this programme will benefit by
reducing the burden of helminthic infections and improving
nutritional status.’

PRITAM ROY, Chandigarh

Canadian Supreme Court rules physician-assisted
suicide to be legal

 On 6 February 2015, nine judges of the Supreme Court of Canada
unanimously voted in favour of the Carter Case allowing for
physician-assisted suicide on the grounds that the previous criminal
code prohibition breached rights to life, liberty and security of
the person.

This ruling gives federal and provincial governments 12 months
to formulate laws for the practice of this new legislation that
renders physician-assisted suicide illegal until that time in 2016.
Such a landmark ruling is in keeping with other recent decisions
in European nations and individual American states. In June
2014, the Canadian province of Quebec legalized physician-
assisted suicide for certain consenting adult populations, including
those with incurable illnesses.

Canadian physicians have been prompt in developing a
response, as one of the primary stakeholders who have been
impacted by this decision. In 2015, the Canadian Medical
Association had revisited its stance:‘The CMA supports the right
of all physicians, within the bounds of existing legislation, to

follow their conscience when deciding whether to provide medical
aid in dying as defined in this policy. A physician should not be
compelled to participate in medical aid in dying should it become
legalized. However, there should be no undue delay in the
provision of end of life care, including medical aid in dying.’

When Canadian physicians were asked about their views,
71.5% of 151 responding physicians agreed with this policy
statement. Rulings have not yet impacted practice as Canadians
await legislation. However, they do recognize the importance of
discussing advanced directives with patients in a timely manner
and a robust national palliative care strategy to support patients
and physicians. Dr Darren Cargill, Palliative Care Physician in
Windsor, ON, told this correspondent: ‘Like most physicians,
those of us in palliative care are waiting for more details and
guidance.’

PRETTY J. VERMA, Vancouver, Canada;
PAMELA LIAO, Toronto, Canada

New strain of drug-resistant malaria on
Myanmar–India border: Is India under threat?

News of emergence of artemisinin-resistant malaria in Southeast
Asia is a serious threat to the control of Plasmodium falciparum
malaria. A recent publication in Lancet Infectious Diseases
described artemisinin resistance among patients with malaria in
the interior of Myanmar as well as in Cambodia, Laos, Thailand
and Vietnam. They also recorded P. falciparum parasites carrying
K13-propeller mutations at high prevalence in Myanmar, next to
the northwestern border with India.

In India, malaria is still a major public health issue. Of late,
India has made considerable progress in reducing the morbidity
and mortality from the disease in the seven northeastern states
bordering Bangladesh, Myanmar and China. However, with
resistance taking hold across parts of Southeast Asia and closing
in on India, there are concerns. This issue is also being reflected
in the National Health Policy of India drafted in 2015. It states: ‘In
malaria there has been a significant decline, but there are also the
challenges of resistant strains developing and of sustaining the
gains, in a disease known for its cyclical re-emergence and focal
outbreaks. With malaria there is a growing challenge of drug
resistance and the country would have to keep a vigil on the same,
changing treatment regimens with logistics support as appropriate.’

The Government of India has already banned artemisinin
monotherapy and introduced the artemether–lumefantrine
combination to prevent drug resistance for the seven northeastern
states of India. The Directorate of the National Vector Borne
Disease Control Programme is also adopting appropriate steps
and research to generate evidence on this issue. A vigorous and
sustained international effort to address this issue in regions
bordering Myanmar and Bangladesh is desirable.

PRITAM ROY, Chandigarh


