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Introduction :

India hasarich ﬁeritage of medical and -

health sciences as is reflected in the
antiquity of health care and medical
education, practiced since the pre-historic
times. Since the time India attained
independence, there has been a rapid
expansion in the education and training of
practitioners of all systems of medicine.
However, it is being increasingly realized
that there has been a dichotomous growth
of health services and manpower, each
. developing in isolation.and without proper

linkages. in termporal and -spatial
dimensions (l) i

With the dawn of new millennium, one
cannot:but agree with:the observation that
advances in biomedicine during last

centuryhave produced greater impact on -

human health-than all the cumulative
knowledge since the dawn of history. These

exciting developments while unraveling the

enormous potential of scientific creativity,
- also raise ‘issues: which - are more

fundamental How well have these basxc
advances in blO ‘medical knowledge been

translated into their practical applications

to problems of human health and national
welfare. How far. have the physicians
succeeded in fulflllmg the expectations of
the.society, and.in partlcular of the
patients?(2)

Situatxon Analysis :

Asetof followmg profound statements

~may act as a strong motivating force :

@ ‘Health is fundamental to: natlonal

progress in any sphere. In terms of
resources for economic development,
- nothing:can be considered to be of
 higher importance than the health of
the people which is a measure of their
-energy and capacity as well as of the
* potential of man-hours for productive
~ work inrelation to the total number of
~ persons maintained by the nation. For
‘the efficiency of industry and of
“agriculture, the health of the worker is
“an essential con31deratlon : :
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(ii) ‘The output of the industrial worker in

India is Jow compared with that of the

worker in other -countries. The

worker is comparatively low. The loss

caused by morbidity in working time -

is enormous To this must be added the
the State‘ in the provxslon of med1a1
care.’

The statements have a most
contemporary resonance and reflect the
contour and content of newly emerging
branch of Development(al) Economics’,
widely recognized and amplified since the
‘award of Nobel Prize to Dr. Amartya Sen.
However, these statements were recorded
~ several years prior to the time of i university
graduation of most of modern messiahs of
economics, and are from the First National
Five Year Plan signed. by the then Prime
‘Minister of India, Sh. Jawahar Lal Nehru
on December 7, 1952 ). ‘

A major Imk in the nexus between 111-
health, low productivity and low economic
development is the inequitable, inefficient and
poor quality of health services(4). The existing
‘vast health infrastructure for health care
delivery  suffers ' from ~suboptimal

performance; We must recognize that the .

quality of health services, their efficacy,
efficiency, accessibility, sustainability and
accountability depend. ultimately on the
performance of those who deliver the
services. Improving the performance of
health systemin the. final analysis depends
~on improving the knowledge skills,

 education and

: approxxmately 38 million persons are
- currently employed in the health sector
..+ worldwide. Although health expenditure
productive capacity of the agrlcultural’ "

claims an mcreasmgly important share of .
GDP, wage costs account for between 65%
and 80% of the renewable health system -

; expendlture

Hence ‘the need to optlmlze the

"'performance of HRH. There are several

categories of HRH : their role must be
viewed in the context of health-directed
tasks and activities. Broadly. such tasks
mclude

A De11ve1 y of Izea]th care to 1nd1v1duals
and fam111es

“a. Physicians, Nurses, Pharmacists,
‘Dentists, Physiotherapists and

other health: professmnals and
3 paraprofessmnals :

b ‘Tradltlonal healexs trad1t10nal
AR blrth attendants o

B De11 Vexy of Pubhc Health Serwces

Preventive and promotlve health,
environmental health, occupatxonal health

1ndustr1al health.

-One of the important reasons for the
sub-optimal?perform‘ance of health systems
is a major disequilibrium between the
quantity and quality of those assigned the
task of delivery of services under these two
broad categories, with delivery of public
health services at a great disadvantage(5).
Equally, if not more significant, is the poor
quality and inappropriateness of the
training of health

motivation, work culture, and avarlabﬂlty )

of the. health workforce

Health Workforce mc]udes aII human“
resouzces for hea]th The ILO estrmates that

;;,paraprofessmnals and allied health

personnel. Thus the need and ratwnale to
- enhance the quallty of professional education.
- What is the scope of such an endeavour?



“We cannot speak of ‘quality’; we must
speak of qualities. Not only‘are there
different types of qualities, but also there
are different aspects of quality : quality of
input, qyuality of process, and quality ofoutput”.

+While quality of input includes selection
of students 'selection of faculty, institutional
infrastructure, financial resources and
governance, ‘quality-of output reflects the
competence, skills, attitude, motivation,
and behavioural attributes of:those who
qualify as a result of reliable and valid
methods of dssesment. All these yardsticks

provide valid measurements of some -

aspects of the quality of professional
education. However, it is the quality of
process which needs: much sharper focus.
Such measurements can only be validated
against defined standards. Hence the need of
developmg ‘national standards.

Planmng for medlcal educatlon in the
twenty first century must not only be ! n the
context of contemporary needs and
avarlable technology, but must also take
cogmzance of a rapldly transformlng
soc1ety and of the newly emerging
technologres which are settlng the d1rect1on
of poss1ble paradlgm shifts in the near
future. While artlculatmg the thoughts and
addressmg the issues, besides cr1t1ca11y

examine data, whatever avallable one"

needs to be guxded by the w1sdom of
Bertrand Russell who struck a note of
cautlon by statmg “for it is not enough to
recogmze that all our know]edge is, ina greater
or lesser degree uncertain and vague it is
necessary, at the same time to learn to act upon
the Dbes: :hypothes1s without dogmatzcal]y
eving it”(6). Some of the concepts and
contents of med1ca1 educanon have already
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~

become a dogma; others are in the process
of doing so. The final judgement regarding
the soundness of educational policy
planning for the twenty-first century, shall
be measured by one major yardstick: have
we succeeded in. imparting relevance.and
excellence to teaching and learmng in
-medicine?(7) ;

Relevance of Medlcal Educatlon )

There is an on- gomg shxft in modern
health care: a shift towards an interest in
‘the population as a complement to the
physicians’s traditional concern with the
individual. The major health care problems
of today cannot be understood without -
knowmg how they occur in large segments

~of the populatlon The approprlate goal for
* the health professxonal is the enhancement'

,of health over and above that of preventmg
the dlsease or curing the ill,

While everyone would generally agree
that the essential prerequisites of quality
must be relevance and excellence, what is
exactly intended by the use of these terms?
The role of human resources of health, both
1nd1v1dually and jointly, must be redefined
to make them relevant to prevailing and
prospective health needs, to acquire -
problem solving skills that are socially and
culturally acceptable, affordable and
effective; and to bring out changes:in
professional attitudes towards: greater
social responsxblhty and pubhc
accountablhty Notw1thstandmg such an
overarching view of relevance, it must also
be recognized that at the hlghest level
relevance may aim at collaboration between

medical schools and different sectors of

society so as to ensure that medical
education and research programmes




88 ]S Bajaj

effectrvely contrxbute to sustamable socxal
and national development

- What is 1mp11ed by the term excellence?
The Higher Education Quality Control
Couneil, UK tends to describe excellence as
‘The arrangement by which an institution
discharges its corporate responsibility for

-the quality of the teaching and learning it
offers by satisfying itself that its structures
and mechanisms for monitoring its quality
control procedures are effective and, where
appropriate; - they ' promote - the
enhancement of quality’(8).

The author firmly believes that quality
in medical education is a multidimensional
concept, which should embrace all its facets
and functlons teachmg and academrc
programmes research and scho
faculty development, student cou
academic infrastructure mcludmg i rary
laboratories and equipment, services to the
,commumty and above all; the.academic
environment;:.. :

~ . Based on the consensus arrived at the
Consultation arranged by the Education
Commission for Foreign Medical Graduates
(ECEMG) and the WHO in Geneva in 1994,
Nancy Gary, past President of ECFMG,
 USA proposed a Matrix for establishing the
quality of professional education (9). It has
been suitably modified and adapted by the
author to include : s

Admxsszan and suppart of quahﬁed students.

Recrurtment and retention of appropnate
Faculty ‘

 Institutional mission, aims and ObjeCtIVES
‘The curriculum.

Evidence-based professional education.

- judictal:pronouncements

: However

A programme of quaﬁty assurance.

Accountability through academ1r and social
audit. 3 ‘

‘The components of the Matrix need
briefdnnotation; Selection of students must

“"b‘e based on the stated admission policy,
_including a clear statement on the process

of selection. The policy should be reviewed
periodically based on relevant societal and
professional da‘ta,‘to*comply with the social
responsibilities of the institution and the
health needs of commumty and society. As

* this issue has presently become a matter of

state policy, national policy, and also of
which have
become areas of public debate, one must not
rush in where wise men fear to tread.
takmg

cogmzance ~of

medrcal profess ont at tod ,

not prepared to be merely passrv re plents
of medical care. Today people /ant to be
mvolved in decision- makmg ‘rocess that
affects thelr health ‘they want to k
only what is wrong w1th them but also what

) the choxces of treatment are, and what risks

are mvolved To respond with sen31t1v1ty
to this new pat:ent care paradlgm we shall
require a judicious mix of analytlcal

~ reasoning and problem- solving skills. To

these must be added a blend of empathy,
c,ommumcatlon skllls, and a ready
llingness to facihtate partrcipatory



it to say that this requires consideration-and
needs to be discussed thoroughly in the
context of prevallmg tircumstances,

Prec1se, statements of Inst1tut10na1
0als and objectrves must be

must develop a Mission

nce of present and future
health nee s of society, and must ensure a
clear congruence between the institutional
mission and the learning. objectlves pursued
by each department and each member of
the Faculty. In essence, theM1ssmn Statement
. of Faculty of Medicine in any institution is the
conceptual, operational and moral compass. It
is an essential prerequisite for academic
navigation and, as is often necessary, for
midcourse remedial actions. As 1mportant
as the statement of mission, are the

S fgoals and objectives. What do

our goals succmctly and in a

there is a need to comprehend philosophy
of learning. Sir William Broadbent has most
suceinctly described the knowledge
~dimension : ‘there are two kinds of knowledge,
“one consisting in the accumulation and
certification of facts and their natural relation;
the other of a more profound character,
comprehending the underlying significance of
‘phenomena’. The emphasis on the latter

- ensures life-long learning irrespective of the

desrgn of curriculum learnmg must lead to

mandatory Every medical -

e institutional:mission must

students tolearn, and how can

Before dlscussmg currxculum in detaxl ‘
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comprehensmn of underlying significance
of phenomena. It is only through such a
philosophy of learning that we aim at true
education as defined by George Bernard
Shaw : ‘Education is what you remember after
You have forgotten what you have been taught’.
Finally, whatever be the method of
curriculum planning and course design, it
must. be clearly understood that a
curriculum is not a Time Table. It is a vital
force in the teaching and learning of
medrcme and its various constituents need
to,:be understood, (10), These include :

(& Cumculum definition

e "Curriculum purpose and content

~ Goals, objectives, context

e Curriculum development
Principles and Percepts Style, Structure

o  Curriculum organization .
- Basic educational concepts

e  Curriculum design
L Systematrc approach

Furthermore it has to be contmuously
rev1ewed regardmg its effectiveness and
efficiency through a system of feed- back
and evaluation. ‘Curriculum is like water;
Ieave it a]one and it w111 seek the ]owest IeveI :

Academlc staff selection, its retention, :
and continuing development subsequently,
is aweak link in the quality matrix in almost
every institution in the country (11). Every
medical college must have an academicstaff :
recruitment policy. Alternately, every state
may have such a policy based on a collectlve
‘thinking of all institutional heads in the -
state. Policy must have transparent staff
selection criteria mcludmg screntlflc

~ educational, clinical, and managerial merit.

(the proportion of each may vary with the
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job description/task-analysis), as well as a |

~ track record of demonstrable attainments
that foster -a:close relationship with the
mission, goals and objectives of the
institution. While the merit can be graded
by assessing formal ‘qualifications,
professional  ‘experience, ' teaching
“experience, student recognition, research
output, and peer recognition, the issues of
local significance may include gender and
SC or ST status. In essence, the policy must
ensure recognition of meritorious academic

activities including approprlate emphasxs :

on research attainments, teaching
qualifications obtained through attendance
at workshops almed at enhancmg learmng,
track record as a teacher and demonstrable
competence to plan and 1mp1ement an
educational programme. e

It seems that education of educators is

the most deficient component in the matrix

of quality medical education. It is often said
that medical education and politics were the
only professions that did not requiire formal
trammg _Therefore, what is equally, if not
more 1mportant is the Academ1c staff
development A 11felong educatxon requlres
“academic staff to contmue updatmg their
knowledge and improving their teachmg

skills and learning methods. Medical

schools must establish appropriate
academic staff development structures,
mechanisms and programmes. Nat10na1

Academy of Medical Sciences, with a rich

pool of unmatched talent, may initiate
actlon to const1tute a Task Force assrgned

model wh1ch may be rephcated elsewhere

Medlcal pedagogy isbeing challenged
by a wide range of opportunities relating

to technologies that areimproving the ways
in ‘which knowledge can be generated,
managed; disseminated and accessed. New
information technology does not reduce the
need for teachers capable of 1nnovat1on but
changes the1r role in relat1on to the learmng
process '

TS computer can a551st learnmg but
cannot impart the basic tenets of medical

professionalism. Being a professional is

morethan being atechnician. Itisrootedin
our moral nature : it is a matter not-only of
the mind and hand but also of ‘the heart;
not only of intellect and:skill but-also of
character. Plato, in the Meno:poses the
question: Can virtue be taught?(12) He
suggests that all depends on the meaning
of'virtue’;and of ‘teaching’. In:this context;
the ‘virtue' of medicine is the ethics and
ethos of health profession. Students will
develop the knowledge and skills necessary
to make ethically responsible patient care
decision, only when they are in a position
to: recogmze and-emulate the teachers as
role models(lS) s

Robotlcs may enhance motor Skll]S but

cannot be surrogate ‘mentors. As I—Ienry

Adams aptly putit: a teacher affects eternity;
he can never tell where his influence stops. A
true mentor imparts a traditional
perspective, as well as a futuristic potential,
to the career choice and professional
development. Itis nurtured and fostered by
intuitive foresight and exceptional devotion
to new knowledge. Mentor is, and
continues to remain, the trusted friend, the
constant and always encouraging advisor,
and-eternal guide with selﬂe’ss'de‘diCation

o Althoughya‘shght dev1atlon from the
present narrative, it may be of 1mport to put




mentoring in its hlstomcal perspectxve
Mentor is the name of a Greek legend who
isa principal character in Homer’s Odyssey
which describes the Trojan War and the life
and times of Greek King Odysseus also
known as Olysses’ by Romans. When
Odysseus was away from Greece for nearly
20 years, Mentor assumed the role of father,
- friend, and phxlosopher to Odysseus son,

Telemachus. Mentor was an exceptlonally

unselfish man, rich in patience, erudition,
scholarship, and wisdom. Mentor gave

“most of his life to the education and

counseling of Telemachus so that he could
be a' worthy son of Greece. The story of

Mentor and Telemachus illustrates that a -
great and sustained personal mvestment :

lles at the heart of mentormg

Contmumg Professxonal Development
(CPD) designates the perlod of education
and trammg of medical professionals
commencing after completion of basic
medical education and postgraduate
training, thereafter extending throughout
their professmnal working life. The
challenge that faces medical educators i isto
create a mechanism that encourages
personal responsibility for maintaining
competencies, yet can assure society that

this responsibility is being, and has been,

fulfilled. Effective CPD is characterized by
aclearly felt but unmet need, and requires
that structures are in place for reinforcing
the learmng accompllshed

Inherent in continuing professxonal
' development is a learning process which
takes cognizance of evidence- -based
medicine. Nevertheless, it must be
recognized and remembered that evidence-
based medlcme may usher a new era in
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clinical medicine, but it may best

supplement and not supplant logic and

reasoning as the basis of sound clinical

judgment(13). What s the essence of clinical

judgment? The experiential reasoning may

not be statistically valid nor may it be purely.
deductive, yet it can be equally rigorous. In

the ultimate analy51s clinical Judgment isa
blend and balance of experlentlal personal
and value-based aspects of medical
decision-making with the full knowledge,
but without the rigid application, of
empirical evidence(l4)

In the context of present narrative,
what would be most appropriately
included amongst the proposed ‘methods
and measurable indicators of quality in
medical education. Quality assurance and
appraisal- may: be internal based on self-
evaluation which is an-indication of the
maturity and confidence of an institution.

- The parameters may include evaluation of

incoming students, their scholastic qualities,
academic qualifications, motivation and
attitudes, as well as the assessment of the
faculty and their qualities. The academic
ambience, the curriculum, the support -
infrastructure, the financial resources and the

- faculty compensation constitute additional

critical areas of academic audit as a part of
continuing appraisal. Quality appraisal -
may also be external wherein universities of

' health sc1ences or other natlonal _agencies

may evolve a regional system of
accreditation of all medical schools in a
defined geographicarea. Such an appraisal
may include peer view and site visits,
providing a valid external assessment of
quality, and assisting medical schools in the
attainment and maintenarice of standards of .
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structure, function, and performance. Finally,
there must be a social audit which implies
ability to respond with sensitivity to the
legitimate expectations of society. The requisite
attributes of those graduating from an
- institution may 1nclude the followmg(lS)
'o_, ‘Physmlans must be altru15t1c
o compassmnate and empathzcm caring for
. patients and must be trustworthy and
B tzuthful in all professmnal dealings.

3 Physrcransmust be able to feel obliged .

to collaborate with other health care
~_professionals to employ systematic
k approaches for promoting, maintaining
~and improving the health of individuals
B and popu]atrons

“.Collaboration and functronal cohes1on :

between health care professionalsis sine qua
non for the success of health care delivery
~team. The essential prerequisite for Act
together is Learn together. Multiprofessional
(or interprofessional) education aims at
imparting a task-centred, problem-based
learning: through'
collaboration, based on commonality of
learning modules and instructional
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