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Shortage of teaching faculty in medical colleges:
Some suggestions to overcome the problem

We have been following with keen interest the views expressed in
recent issues of the Journal regarding the shortage of medical
faculty.1–3 We would like to share some observations and offer our
comments and suggestions. We agree with Dr Tongia about
ensuring ‘the availability of experienced and quality teachers to
continue with the high academic standards’.1 However, we have
reservations against ‘increasing of superannuation age to 70
years’ as a proposed solution.1 It was with this objective that the
age of retirement was earlier raised from 58 years to 60 years and
now to 65 years. Nonetheless, this has not had the desired effect.
Hence, increasing the age of retirement is no solution. We do
agree that merit and proficiency should be the basis for recruitment
and even continuation, and anyone with ‘the ability and competence
should be allowed to teach’.2 We emphasize the need to develop
a system which would ensure the availability of willing, healthy
and enthusiastic teachers rather than people remaining on the rolls
for the purpose of certification and meeting the requirements/
stipulated norms.

We fail to comprehend the important issue of attrition and
shortage at the top level when there is a provision of regular and
time-bound promotions based on merit. It takes only 9 years for a
person to reach the level of professor in a medical college;4 thus
a person should be a professor around 40 years of age. That still
leaves him/her with 20–25 years of teaching as a professor. If
there is a regular intake at the junior level and promotions
accorded to the faculty based on merit in a timely fashion there
should be no reason for any deficiency at the senior level. In our
opinion, the problem is non-availability of the total number of
teachers and not just at a particular level. This is compounded by
new medical colleges being opened all the time. A moratorium on
opening of new medical colleges has been suggested till the
situation improves.5

We strongly believe that recruitment of non-medical faculty to
fulfil the deficiency should not be resorted to as a primary
alternative. The difference between an MSc with a medical
background and another with a science background cannot be
ignored as there is a difference in the orientation between the two
curricula. We suggest that the services of postgraduate medical
diploma holders should be sought for this purpose. They undergo
postgraduate training, have a medical background and are familiar
with the course and syllabus. They should be accorded the status
of medical teachers and should be given the option of pursuing a
PhD to continue in teaching and progress in their career. After
obtaining a PhD degree such teachers would definitely be better
placed than those with a non-medical background but with an MSc
or PhD degree. People with a pure science background could be
placed a rank junior to those having a masters degree with a
medical background. These candidates and postgraduate medical
diploma holders may be promoted up to the rank of associate
professor in due course. However, promotion to the rank of
professor should require a PhD and requisite experience.

Making teaching more lucrative and financially rewarding
could be another option that should be explored as many
government medical colleges are losing faculty to the private

sector due to this reason. If this too does not help then medical
MSc (and not non-medical) could be engaged in subjects stipulated
as per the guidelines of the Medical Council of India such as
biochemistry, microbiology, physiology, pharmacology and
anatomy. After all, it is essential to have some medical background
to mentor a future doctor.
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‘Middle men’ to facilitate translational research

Technology and superspecialization have taken the knowledge
quotient in the medical sciences to a different level. It is with this
sophistication that translational research flourishes in the medical
sciences.1 As it is humanly not possible to master every aspect of
medicine, I feel there is a scope to have ‘middle men’ for a more
efficient working model for translational research in the medical
sciences in India. These ‘middle men’ would mediate between the
needs of clinical sciences and platforms provided by the basic
sciences. They would either be MDs/PhDs or would have acquired
the crucial skill for networking between clinical doctors and
scientists.

Often, doctors involved in patient care are unaware of the
impact basic research could have on clinical medicine and scientists
quite understandably are not sure of the needs of patient care. It is
to bridge this gap between doctors and scientists that there is a
need for ‘middle men’.2

These ‘middle men’ would: (i) participate in academic activities
in all aspects of the medical sciences, (ii) facilitate translational
research, and (iii) bring to light the advantages and limitations of
different specialties. The fallout of this would be manifold. It
would (i) increase the rate of discoveries in therapeutics and
diagnostics, (ii) result in more efficient use of manpower, and
(iii) result in optimum use of research expenditure.

In my view, it is the constitution of middle men at the helm of
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research that holds the key for the translation of discoveries in the
basic sciences into meaningful use by doctors for patient care.
Medical research could then forge ahead with the motto of ‘One
for all and all for one!’
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Renin–angiotensin–aldosterone system (RAAS) block
revisited

The rationality of combining angiotensin converting enzyme
(ACE) inhibitors and angiotensin receptor blockers (ARBs) for
the control of hypertension has been in the thick of controversy in
the recent past. Both the drugs act on the same pathway, i.e. the
renin–angiotensin–aldosterone system (RAAS). But are we really
talking about complete RAAS block or should it be angiotensin–
aldosterone system (AAS) block?

When introduced, ACE inhibitors were considered a boon for
patients with hypertension, heart failure and diabetic nephropathy.
However, soon it became apparent that ACE inhibitors initially
lower angiotensin II (Ang II) levels only; later these levels return
to the earlier baseline values.1 The introduction of ARBs was
expected to settle this issue as all actions of Ang II involve
activation of the AT1 receptor. However, the results were still
unsatisfactory.2

The reason for this was a reactive increase in plasma renin
activity (PRA)—both these drugs disrupt the short feedback loop
by which Ang II inhibits the release of renin from the kidney. This
reactive increase in PRA may ultimately lead to increased
generation of Ang II by ACE independent pathways—a
phenomenon called ‘ACE escape’.3

Therefore, we are skeptical about the appropriateness of using
the term RAAS block, questionably achieved using a combination
of ACE inhibitors and AT1 blocker as the PRA is increased by the
above combination. Also, a high PRA per se may represent an
independent cardiovascular risk factor4 and has been associated
with target organ damage and left ventricular hypertrophy.5

We suggest that the earlier concept of renin–angiotensin
system (RAS) block should replace the current concept of RAAS

block. In our opinion, RAS block can only be achieved completely
by adding a renin inhibitor. After doing a thorough PubMed
search on 21 April 2007, we came across 35 articles relating to
RAAS block, of which only 14 addressed the concept of adding a
renin inhibitor.

Aliskiren is the most advanced of the new class of orally active,
non-peptide, low-molecular weight enzymes involved in the
initial and rate-limiting step, which results in the production of
Ang II. Aliskiren reduces PRA, despite stimulating a dose-
dependent increase in plasma renin levels. The efficacy of
combination therapy with aliskiren and ramipril in hypertensive
patients with type 1 and 2 diabetes showed a significant additional
reduction in the mean sitting diastolic blood pressure compared
with each drug alone.6 Synergistic effects of the combination of
the renin inhibitor aliskiren and the AT1 receptor antagonist
valsartan on the Ang II–renin feedback interruption have also
been shown.7

The introduction of aliskiren is important and it may provide
an alternative to ACE inhibitors and ARBs with respect to blood
pressure control and end organ damage. Now that the combination
of an ACE inhibitor and ARB has been shown to be irrational,8 we
suggest that one of these, and not both, should be combined with
a renin inhibitor such as aliskiren for better efficacy. This will help
achieve RAS block.
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