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Editorial

Academic Medicine and Health Improvements
in India

Over the centuries, medicine gained respect as a valued profession largely due to its
role in alleviating human suffering. However, this respect has been eroding worldwide.
Increasingly, many healthcare professions have become predominantly self-serving.
The academic aspect of medicine, which deals with scholarship and its application,
plays a key role in determining the direction that medicine or healthcare as a whole
takes. Recent publications have highlighted the crisis in academic medicine and a
global campaign to address this has been launched.1,2 Although some problems with
academic medicine are common globally, many others are specific to the local,
regional or national context. While there are many reasons for the health status of
the Indian population to be suboptimal,3 we examine the role of academic medicine
in relation to health improvements in India.

How well is the goal of academic medicine being achieved?
The goal of academic medicine should be to improve the health of society through
generation, dissemination and application of new knowledge. This is achieved
through three broad areas: relevant research, training healthcare providers and
provision of quality services.

Generation of new knowledge through relevant health research is necessary to
improve the health of our population. A recent assessment of the health research
output from India reveals that both the magnitude and distribution of this output are
not commensurate with the disease profile and burden.4 Research output on several
diseases/conditions that contribute substantially to the disease burden is grossly
inadequate and that in public health is particularly lacking, constituting only 3%–
4% of the total health research output from India in 2002.4 Without a balanced
research output in basic, clinical and public health sciences, and developing linkages
between them, it would be difficult to achieve the primary goal of academic medicine
in India, i.e. to contribute substantially to improvements in the health of the Indian
population. Basic sciences research (pure and applied) contributes fundamental
discoveries related to health and disease, clinical research (patient management,
clinical trials and clinical epidemiology) contributes to understanding disease
patterns in patients and their treatment and prevention, and public health research
(epidemiology, social and environmental sciences, and health systems and policy)
contributes to understanding the dynamics of health and disease in the population.
None of these areas of health research can in isolation bring about society-wide
improvements in health, as each is linked with the other in a mutually reinforcing
chain. Unless the current imbalanced view that values basic research the most,
followed by clinical research, and public health research the least, is corrected,
comprehensive health improvement in India will remain an illusion.4,5 Comparison
of the overall health research output from India with that of Australia per unit gross
domestic product (adjusted for purchasing power parity) showed it to be 20 times
lower and the public health research output 30 times lower. This indicates that lack
of resources in India as compared with more developed countries is not the only
reason for the lower health research output.4 In addition, the inordinate emphasis on
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research on relatively infrequent health problems at the expense of those contributing
in a major way to the disease burden reduces further the value and relevance of the
already meagre research output from India.4,6  This has happened due to deficiencies
in the demand for a balanced health research output and the failure to develop
adequate health research capacity in India.

On the training side, the current medical curricula in Indian medical schools have
several infirmities. These emphasize the cognitive and clinical skills required to treat
individual patients without adequate attention being given to those directed at the
community, especially the preventive aspects. While medical students in India are
taught in detail how to treat an individual with diarrhoea, measures to prevent it do
not find a place in the prescription.  Similarly, cut-offs for acceptable blood pressure
and lipid levels are emphasized, but the larger public health benefit of a reduction of
even 1 mmHg in systolic pressure by treating individuals with hypertension is rarely
communicated as effectively. Several institutions have modified their curricula and
teach clinical entities in a modular manner with integrated seminars covering basic
issues, clinical aspects and preventive approaches. However, this approach has not
yet gained wide enough acceptance to have an observable impact. The early years of
training often have a major impact on an individual’s career choices. The predominant
emphasis on clinical medicine during these years deters students from opting for
public health-linked careers. The changing profile of the disease burden (an increase
in non-communicable diseases and injuries) in India in recent years has been
inadequately addressed in training programmes at all levels and across the different
healthcare professions. For example, India has the largest number of people with
diabetes,7 is projected to have a large proportion of the world’s population at risk for
coronary artery disease,8 and has a substantial burden of injuries.9 The rapid increase
in corporate multispecialty hospitals, especially in metropolitan India, which offer
attractive financial packages, has led to a decline in the number of medical graduates
who plan a career in academic medicine. This has resulted in several medical colleges
struggling to get adequate faculty to meet their teaching requirements.10  Faculty from
medical colleges in several states spend more of their time in private practice, leaving
little time for teaching activities in their parent academic institution.11 This approach
cannot promote academic medicine. The sheer burden of clinical care in India
invariably results in teaching and research taking a back seat in institutional
priorities. Further, contribution to teaching and training programmes is not given
due importance while deciding promotions and appointments in medical colleges.
This lack of incentive leads to the faculty giving less importance to their teaching
commitments.12

The provision of quality healthcare to a population as large as that of India is a
challenge that can and needs to be met with a clear understanding of the major
healthcare problems. Dynamic countrywide surveillance data on disease patterns
and on the provision of healthcare services are lacking, making this task difficult.
The varied socioeconomic and disease profile across different geographical regions
adds to the difficulties.3  The available healthcare services (a mix of the public and
private sectors) partly address the therapeutic needs but are not tuned to the changing
preventive needs of a population recognized to be in a state of health transition.13 The
limited availability of quality healthcare services in rural areas has led to overburdening
of the academic health centres located in urban areas. These centres are being forced
to re-work their priorities—from providing a leadership role in academic medicine
to catering to the ever-increasing number of patients seeking quality therapeutic
services. With rising expectations among society, partly due to the availability of
quality services at a relatively high cost in corporate hospitals, disillusionment with
the public healthcare system (including academic centres) is rising. The rising costs
of healthcare are a global problem but even more relevant in India. There is also a
gap in the provision of healthcare services for an increasingly older population. Of
major concern is the absence of a substantial debate on the ethical aspects of patient
care—an area that academic medicine in India has failed in miserably. Although
‘market forces’ can play a positive role in the development of healthcare, these also
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bring with them some negative elements that need to be countered, which academic
medicine has failed to effectively influence.

How can academic medicine be strengthened to achieve its goal?
Health research in India needs to be related to the magnitude and distribution of
disease burden and ill-health. It needs to strike a reasonable balance among the basic,
clinical and public health sciences, which is not only sustainable but also dynamic
enough to meet future health needs. This would require long term planning through
an appropriate framework to address the overlapping areas of demand, supply
(output) and environment for health research in India. The demand for health
research by policy-makers is generally suboptimal. The health academia in India
needs to articulate the case for balanced and comprehensive health research to policy-
makers and civil society. The supply side of health research in India, i.e. the quality,
magnitude and relevance of research production, also needs serious consideration.
Indeed, there are some examples of brilliant Indian health researchers. However,
comprehensive brilliance in research in the major areas of disease burden as well as
on the systems aspects of health research should be established. Funding agencies
supporting health research in India need to consider these issues. An appropriate
environment for optimal demand and supply of health research in India needs to be
developed. It would necessarily have to involve all major stakeholders—including
academia, policy-makers, civil society, the private sector and funding agencies—
such that there is widespread appreciation of the use of relevant research to improve
health in India. The complexity of such a framework cannot be underestimated. It is
not that there are no structures for health research in India. For example, a network
of medical colleges/institutions, universities, institutions affiliated with the Council
for Scientific and Industrial Research and the Indian Council of Medical Research,
and other technical institutions in India contribute to health research production in
India.4 However, as is obvious from the current suboptimal health status in India,
much more needs to be done to comprehensively meet the health research needs of
the country. For this to happen, India should consider the formation of an umbrella
organization that would track and guide balanced health research development in
keeping with the overall health needs of the country. This could possibly be through
some of the existing structures in the country, but should necessarily involve fresh
approaches in organization. While planning for the strengthening of health research
in India to meet its current and long term needs, some recent analyses that provide
insights into building health research capacity in developing countries need to be
kept in mind.14,15 A recent major initiative to comprehensively boost health research
in Canada, which is based on developing excellence, cooperation and partnership,16

offers some useful principles that could be considered for restructuring and
strengthening health research in India.

There is a strong need to have a considered re-look at the medical teaching
curricula in India. The almost watertight compartments of the preclinical, paraclinical
and clinical years, and the lack of emphasis on the public health aspects tend to
fragment the acquisition of knowledge. This is not in consonance with what the
philosophy of medical education should be, i.e. to make a doctor competent to handle
equally well the health needs of an individual patient and those of the community.
A reformed medical curriculum should stimulate a more comprehensive approach to
healthcare and encourage a larger proportion of health professionals to consider
careers in the fields of preventive medicine and public health. This is not an attempt
to de-emphasize the need to acquire clinical skills or basic science knowledge needed
to understand disease-related phenomena. The suggestion is to give due importance
to a hitherto less emphasized area of medical training. Exposure to the community,
urban and rural, with particular attention to the problems peculiar to different
communities has to be ensured by appropriately designed field projects. Training
should be such that the medical student, while appreciating the need to heal the
individual, also imbibes the message that the larger issue of public health cannot be
ignored. Opportunities for clinical and basic research are often available during
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medical training in India at the undergraduate and postgraduate levels. It is equally
important to provide opportunities for epidemiological and public health research
during training. Also, the contribution of the faculty to teaching students and
executing training programmes has to be given due recognition for promotional
opportunities and appointments, as an incentive to encourage active participation.

Academic medicine in India needs to work towards effectively guiding the devel-
opment of a health system that would provide appropriate preventive and therapeutic
healthcare of acceptable quality at all levels. It must provide the lead in finding cost-
effective solutions to the major healthcare problems of India and impress upon policy-
makers the need for effective implementation. It needs to set high standards of
healthcare by establishing good practice guidelines for the preventive and therapeutic
aspects of the common diseases that afflict our population.17 It must evolve and
disseminate preventive and therapeutic models for the provision of services that are
comprehensive, effective and sustainable. Development of practical and effective
mechanisms of disease surveillance and monitoring of health services would have to
be central to such models, as they must be dynamic and respond to the changing needs.
The large number of existing medical colleges in India should guide the development
of quality healthcare systems and services in their geographical regions. Needless to
say, appropriate resources (human and financial) would be needed and a concerted
effort made to ensure that medical colleges play this role effectively. More effective
physical and virtual links between primary, secondary and tertiary healthcare institu-
tions would allow exchange (forward and backward referral) of patients and informa-
tion. This would result in better access and availability of quality healthcare services.
Academic medicine in India must influence the development of ethical and cost-
effective healthcare services by developing methods that would counter some of the
negative and exploitative healthcare practices prevalent in India. The role of regulatory
bodies that can facilitate this needs to be made more objective, informed, effective and
transparent.

For academic medicine in India to achieve its desired goals in research, training and
service delivery, it has to be made more attractive, given the competition from the private
sector and corporate medicine. This is not an attempt to downplay the importance of
private sector medicine, but to point out that luminaries in the private sector are after all
products of academic medical institutions. Harming academic traditions will result not
only in a decline in institutional standards today but also impact in the near future on the
quality of private healthcare. Academic medicine has to re-package itself, not only to
make itself more relevant for the community at large but also to make it more attractive
for fresh medical graduates and postgraduates. Due recognition has to be given to the
academic contributions of those working in medical institutions.

A major issue that cuts across all three areas of academic medicine is the meagre
allocations for health in the governmental budget.  The public sector funding for
health in India is only 0.9% of the gross domestic product of the country—this is one
of the lowest in the world and needs to be enhanced.3 From this small cake the
academic healthcare institutions, viewed by many policy-makers primarily as
healthcare service providers, are allocated resources mainly for the provision of
services. This leaves little for the major tasks of teaching and research at these
institutions.

How to tie it all together?
A vital common theme that has to be addressed in the research, training and service
provision aspects of academic medicine is to bring the ‘medical’ and ‘public
health’ aspects in tune with each other so that they are part of the same continuum
of meeting the health needs of all segments of the Indian population. Striking a
balance between the ‘medical’ and ‘public health’ aspects is a fundamental need
if academic medicine in India is to rise to its optimal level of functioning.
Achieving this balance has posed problems even in some more developed countries,
but the need for this is unquestionable for society to benefit.18 This can be done
through conceptual frameworks that envision population health improvement as
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the primary goal of academic medicine and build the content and processes,
including different levels of linkages, to meet this goal.18,19

Clearly, there is a need for strengthening the research, training and service provision
elements of academic medicine in India, and linking them up in a cohesive whole that
would dynamically assess the health needs of the country and set the tone for appropriate
healthcare. This would require approaches that are far-sighted and integrative, which
would often challenge some of the existing dysfunctional systems working in isolation.
This would require two major related elements. The first is that of identifying leadership
in academic medicine, which is committed to such reform and is ready to persevere in
making things better. The second, needed to sustain the change in academic medicine,
is to introduce mechanisms that enable bright and capable young persons to take up
leadership positions in academic medicine so that they can make an impact over the next
few decades. This would make the academic medicine system in India predominantly
competence-driven, a challenging but necessary change.

Of the eight millennium development goals set by the United Nations for
advancing overall human development by the year 2015, three relate directly to
health improvements,20 indicating the central role health plays in human development.
Against this background, the responsibility of academic medicine in India to rise to
the occasion and contribute its bit to improving health in India should not be taken
lightly. A concrete initiative to strengthen the various aspects of academic medicine,
which specifically addresses the health needs in India, should be undertaken to
prevent its continuing downward slide on society’s value scale.  Such an effort would
require extensive debate and action in India. This editorial highlights some of the
major issues of academic medicine in India, but further diverse views from the
various stakeholders in India would be needed to take this initiative forward.
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