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A Note of Concern                                                                  Ref: CHC: 15.1:99 

 

Sub: Does Karnataka State Need More Medical Colleges? 
 
a) The Government of Karnataka recently finalised a list of 20 new medical colleges 

to be set up and sent it to the Medical Council of India for approval (Deccan 
Herald News Service, Bangalore, September 3).  Apart from 1 medical college to 
be opened by government, the other 19 educational trusts represent an  
assortment of  old and new trusts and institutions; some with little or no 
experience in professional education; and many with caste and communal 
affiliations. This is the largest number ever of applications to which essentiality 
certificate has been accorded by the State government.  

 
b) A Expert Committee (Prof. Savadatti Report) presented a report to consider 

intake of existing professional colleges and need to start new professional 
colleges in the state.  This report has some very dubious assumptions to justify 
further expansion and has not been subject to adequate professional / policy 
debate.  This is urgently required.  

 
c) This populist move, verging on irresponsibility, needs to be challenged by all 

right thinking people who value medicine, quality of health care, medical 
education and professional standards in higher education both in the State and in 
the country.  

 
d) We need to challenge our State government to be:  
 

i) more accountable in its decisions and hence give reasons regarding needs and 
priorities that  have determined such a decision; 

 
 

ii) justify how such permission will improve:  
 

a) the quality of medical education and medical practice in Karnataka; 
b) reduce the ‘glut of doctors’ and increasing under-employment among them 

in urban areas and continuing vacancies in rural areas; 
c) how the  decision is in the interest of professional education / higher 

education / medical education in the State; 
d) how it is in keeping  with national norms, priorities and policies; 
e) how it will solve the current health human power development problems of 

the State; 
 
e. We feel that we should all suggest that the State Government review this 

‘populist decision’ by involving  all these expert and professional bodies who 
would help to ensure that the policy on medical college expansion be determined 

by wholistic planning considerations like health manpower needs, quality 

standards and norms rather than leave it to considerations of populist 

politics or market driven compulsions.  The Savadatti Report should be 
reviewed once again by a small expert group. Perhaps the Rajiv Gandhi 
University of Health Sciences-Karnataka could be requested to set up such a 
'think tank'.  
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f. Your involvement to put public and professional pressure on the State 
Government is urgently requested.  As citizens and concerned persons and  
professionals, we owe it to the people and to the goal for Health for All.  

 

g. We enclose a short report which has been evolved from a summary of our 
Society’s recent research projects and reports submitted by us to the Independent 
Commission on Health in India; and to the recently constituted Sub-Committee 
on Medical Education of the Parliamentary Standing Committee on Human 
Resource Development.  We have tried to address some of the key issues about 
Medical Education in Karnataka.  These are however relevant to other 
professional institutions as well.  Dental, Nursing, Pharmacy - the trends are 
similar in these groups - perhaps even worse.  

 
 

d) We invite you to join us in a campaign to ensure that the over medicalisation and 
commercialisation of Health Care and health human power development in 
Karnataka does not become ‘a vested interest in the abundance of ill health’.  

 

 
We remain in solidarity,      
 
Yours sincerely,  
for SOCIETY FOR COMMUNITY HEALTH AWARENESS, 

RESEARCH AND ACTION 
 
 
 
Thelma Narayan    V. Benjamin 
 
 
 
 
C.M. Francis     Ravi Narayan 
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The Society for Community Health Awareness, Research and Action (SOCHARA) 

is a multidisciplinary professional think-tank that among other issues in Health care 

has been seriously researching the issue of Medical Education in the country and 

looking at alternative policies and options for Health human power development.   

Community Health Cell is the functional unit of the Society.  In the 1990s, the Society 

has: 

 

1. Undertaken an All India Survey of Strategies for Community Orientation and 

Social Relevance in medical colleges.  It identified 30 colleges with some 

innovative experiments, documented these and then focussed on 6 pacesetter 

colleges to arrive at strategies for action and factors that promote and or obstruct 

curriculum innovation (three publications from this study are now available).  

 

2. Undertaken a detailed review of Medical Education in India for the Independent 

Commission on  Health  in India looking at issues such as  : situation analysis, 

regional distribution, commercialization, norms, qualitative decline in standards, 

admission requiremens, curriculum development, cost / financing,  corruption, PG 

courses, continuing education and so on.  The report also reviewed all the 

innovative experiments in Medical Education and expert comittee 

recommendations. It identified 6 issues for further dialogue and evolved a 12 

point programme for improving the quality of Medical Education in the country  

and countering the unhealthy commercialization and decline in standards and 

quality.  

 

This formed a chapter on Perspectives in Medical, Nursing and Para Medical 

Training and Education in The Report of the Independent Commission on Health 

in India submitted to the Prime Minister recently.  

 

3. Participated in some workshops of the newly established Rajiv  Gandhi University 

of Health Sciences in the State in restructuring the curriculum. 

 

4. Facilitated a continuing dialogue with a host of medical colleges in the country 

and in neighbouring countries of Nepal and Bangladesh on evolving mechanisms 

to operationalise strategies for change.  

 

5. Submitted a memorandum to the Sub-Committee on Medical Education of the 

Parliamentary Standing Committee on Human Resource Development, 

Parliament House Annexe, New Delhi – 100 001 (on 14
th
 November,1998). 

 

 

The summary of facts and notes are extracts from these publications.  Copies of the 

publication are available on request from the Society. 
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State of Medical Education in Karnataka 
Facts, Figures and Notes of Concern 

 

A. Growth of Medical Education in India  

 
1. Medical Education in India has shown remarkable growth in numbers since 

independence (1947-93).  From 22 medical colleges in 1947 with an 
admission of 1983 we have increased to 145 medical colleges with an 
admission of 16,200 students in 1993.  A 600% expansion in colleges and 
800% expansion in admissions (see Appendix A).  The estimate of The 
Medical Council of India in 1996 was 162 medical colleges!  

 
2.  The world has a little over 1400 medical schools – so presently India has 10% 

of the world’s medical schools  (the data on admissions is not known).  
Karnataka has 13% of the medical colleges in India and presently 1.3% of the 
colleges in the world.  With the recent decision it could  potentially have 
nearly 23% of the colleges in India.  

 
3. The increase was gradual till 1975 with a predominant increase in 

‘government run and sponsored medical education’ during the earlier phase.  
Following the Srivastava Report 1975, (3) there was a plateau till 1985 and 
then another phase of expansion till the Presidential Ordinance of 1993 – a 
phase which was characterised as the ‘commercialisation and private sector’ 
phase of medical college expansion.  

 
4. Significantly, three states contributed most to this privatization and 

commercialisation of medical education – namely Maharashtra, Karnataka 
and Tamil Nadu, opening 18, 8 and 5 colleges respectively since the 1980s – 
all the new colleges  being in the private sector.  

 

B. Regional Distribution  
 

5. The Mudaliar Committee of 1969 (3) recommended the norm of one college 
with 100 seats per 50 lakh (5 million) population.  A review of the present 
regional distributions of colleges taken against the 1991 census (see Appendix 
B) show some important trends:  

 
a) Karnataka, Maharashtra and  Tamil Nadu show a number far beyond their 

entitlement and requirement against this norm : 
 

State / Population Entitlement Actual Excess 

Karnataka 45 million Entitlement 9 Actual 19 Excess 10 

Maharashtra & Goa 80.1 
million 

Entitlement 16 Actual 30 Excess 14 

Tamilnadu & Pondicherry 
56.7 million 

Entitlement 11 Actual 15  Excess 4 
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b) Karnataka and Maharashtra, the ‘commercial medical education belt’ in India 
also have the largest admission ratios thereby proving the economy of scale 
theory – more admissions, more income and more profits! (2) 

 
c) It is important to note that the Srivastava report (1974), had recommended a 

series of steps for qualitative improvement in medical education rather than 
further quantitative expansion (3).  The special study group set up by the 
Indian Council of Social Science Research and Indian Council for Medical 
Research (Health for All : An alternative Strategy, 1981) consisting of 
internationally renowned National Experts had also categorically stated as 
early as 1980 that :  

 

i) “There should be no new medical college and no increase in the intake 

of existing medical colleges”  

 

ii) “There is no need at all to set up new and additional institutions to train 

additional doctors through short term courses”  

 
d) The Bajaj Report which later became the National Education Policy for 

Health Sciences has also recommended primarily qualitative changes in 
standards and no further quantitative expansion.  (4) 

 
e) A report of the Medical Council of India in 1996 (5) has noted that “….. it is 

evident that there is no shortage of doctors in the country and there is really 

no need for starting more medical colleges for production of more doctors, 

except perhaps in certain States which do not have any medical college as 

yet.  With the amendment of the I.M.C. Act, 1956, in 1993, (under the 

provisions of which no medical college can be established, no new 

postgraduate course can be started or increase of seats in medical colleges 

allowed, without the prior permission of the Central Government), it is 

hoped that the much needed breaks for the mushroom-growth of medical 

colleges in the country, will be applied”.  

 

C. Commercialization – Beyond Privatization 

 
6. In terms of ownership and governance there has been a gradual increase in the 

number of medical colleges  run by the Private Sector (Trusts or Societies) 
from less than 5% at Independence to 30% in 1993-94.  

 
7. In Karnataka, the percentage in the late 1970s was 33% private (2 out of 6) 

and by 1993, it was 78.9% (15 out of 19). 
 

8. All serious, quality oriented policy makers and professional associations are 
concerned about the ‘commercialised’, ‘unhealthy trends’ that this private 
sector take over of medical education represents, namely :    

 
a) All the new private medical colleges belong to the ‘capitation’ fee 

charging variety of medical colleges with capitation fees rising from 5 
lakhs in the 1980s to 35 lakhs in the 1990s.  
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b) All were initiated by trusts and societies with either caste or communal 
affiliations or by individuals and groups representing specific sectoral 
lobbies in agriculture and other areas (sugar barons in Maharashtra, and 
other pressure groups in Karnataka and Andhra Pradesh), with little or no 
involvement in higher education and health care.   

 
c) In the 1993-94 Ministry of Health and Family Welfare (Government of 

India) Annual Report, 26 colleges out of 146 were unrecognised by The 
Medical Council  for shortfall in standards (but recognised by state 
government and local universities!). All belong to this group of 
commercial capitation fee colleges.  

 
d) In Karnataka, the power of the commercial medical education lobby has 

been significant.  Some of the policy decisions they had been able to 
facilitate at state or university level have been  

 

• In the beginning, fixing of the level of capitation fees rather than 
banning or opposing it, even after banning was on the political election 
manifestos of all the recent governments (this also meant a permissible 
fees that had been regularised and not surprisingly, exceeded by 
irregular and unofficial means); 

 

• contracting out public sector government hospitals to private sector 
colleges for use of clinical facilities at a fee per bed which was most 
often not collected; since these medical colleges did not have the 
necessary clinical facilities to begin with; 

 

• permission to allow government college professors to go on deputation 
to private medical colleges for varying periods of time with lien on 
their jobs, thereby losing the services of experienced teachers in a 
situation where there were not enough teachers.  

 
e) The NRI Quota – the Non-resident Indian quota allowed by the 

government permitted NRIs to be charged 1,00,000 US$  for a seat in a 
private college.  A few years ago at the instance of a Union Health 
Minister and to counter growing opposition to the ‘commercial medical 
education lobby’ an NRI quota has been suggested even in government 
colleges with the proposal that the money so collected would be used to 
upgrade the technological facilities in the government teaching hospitals! 

 
f) There is reason to believe, from an informal survey of examiners, that the 

‘commercial factor’ has also begun to affect examination systems with  
payment for ‘ensuring success’ being required at different levels – within 
the department, or  within the institution and/or at the examiner level.  
While this has been a feature reported sometimes even in government 
institutions, this is more in the ‘commercial  colleges’ where the 
availability of resources is greater among the students. Also with the focus 

on quantity rather than quality there is an increasing phenomena of 

substandard teaching producing substandard students who are unable 

to pass exams in the normal way and have to 'purchase’ a pass.  

Alternatively with the availability of monetory resources among these 
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capitation fee paying students, examiners and institutions are also 

indulging more in unethical market-economy processes.  

 
This commercialization is contributing to a fall in qualitative standards by 
allowing money, power and political influences to affect results.  

 

D. Supreme Court Judgment and Thereafter 

 
9. To place the above trends in context, it is important to take note of the 

Supreme Court Judgement in a special writ petition from Andhra Pradesh on 
Capitation Fees, which recorded that –  

 

Capitation fees as it is practiced today 

 

Violates the right to education under the Constitution…. 

is wholly arbitrary; is unconstitutional according to 

Article 14 – equality before law;… is evil unreasonable, 

unfair and unfit… and enables the rich to take 

admissions whereas the poor have to withdraw due to 

financial inability… and therefore is not permissible in 

any form….' 

 
10. The Supreme Court judgment effectively put a legal brake on this unhealthy 

trend.  State governmentals and state politicians had to come to terms with it 
and so after much dialogue and lobbying a differential fees scale has now been 
introduced allowing private ex-capitation fee colleges to charge  substantially 
higher fees for ‘paying students’, with government quota introduced into all 
the private colleges as well with some exceptions. 

  
In a Government Order dated 21-11-96, the Government of Karnataka has 
now fixed the intake of all colleges and fixed numbers in four quotas – free 
(merit seats); Karnataka (payment); Non-Karnataka (payment); and 
NRI/others (See Appendix) 

  

There is need to review this whole recently evolved fees system. Apart 

from it being inequitous and very much supporting the market economy 

in medical education,  there is reason to believe that once again it is also 

being circumvented by unofficial means.    

 

11. The Medical Council of India was also directed by the Supreme Court 
judgment of 9-8-1996 to evolve a fee structure keeping in mind the student 
community management and also the location of the colleges.  The Executive 
Committee of MCI gave its recommendations to the Central Government in 
September 1996.  While appearing to rationalise the fees issue this 
recommendation (see Appendix) has further strengthened the market economy 
by justifying differential fee structure from 15,000 for free merit seats (for 18 
months) to 1.5 lakhs per course for 18 months and $75000 for NRI and foreign 
students.  The ethics, legality and ‘commercialisation’ trend generated by 

this recommendation is still to be reviewed and there is need for a urgent 

professional / public dialogue on it.  
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12. The recent controversy about the ‘illegal’ expansion of seats in some 
government and private medical colleges in the state in the 1990s through the 
permission of the state government against the norms of recognition by the 
Medical Council of India are well known including the judgement of the 
Supreme Court, declaring it illegal.  This has vindicated the increasing 
concerns about the nexus between commercial lobby and professional political 
leadership but has also put a legal impediment to this state sponsored 
illegality.  

 
13. In the light of the above trends in the  market economy driven medical 

education in Karnataka there is need for an urgent study on the potential nexus 
between the commercial lobbies and the medical education policy makers and 
leadership at state / central levels to understand the active and continuation of 
the trend. In the light of this, the recent announcement of a list of 20 medical 
colleges being given essentiality certificate by the Government of  Karnataka 
is a matter of serious concern.    

 

E. Implications of Governments Recent Decision 

 
14. In the previous sections, we have  utlined the situation, the trends in the 

development of Medical education, the concerns regarding the growth of 
‘capitation fees’ and commercial medical education culture and the dangers 
of the ‘market economy’ related transformation of  medical education 
planning in the state.  It is obvious that thedecision to give ‘essentiality’ 
certificates to 20 more colleges initiatives will worsen these trends.  

 
However, even if the ‘market economy’ factors were to be regulated or 
controlled there are other implications that have just not been given adequate 
consideration by the State authorities.  

 

15. Teaching Faculty – from where? 
 

The Medical Council of India recommendations on teaching faculty for a 100 
seat medical college requires a minimum of 100 faculty of varying grades – 
Professors/Associate/Assistant Professors, Lecturers/Demonstraters, etc. 20 

new colleges means 2000 new faculty.  Where are these large numbers of 

adequately trained faculty going to come from? especially  when recent 
medical council surveys themselves record shortage of faculty all over the 
country! Such a massive expansion will only lead to recruitment of 
inadequately qualified staff; movement of qualified staff from existing 
institutions to the new ones often due to the lure of enhanced salaries; 
irregularities such as the appointment of part-time staff or the same staff 
appointment being shown in two different institutions.  All these are already 
taking place and are no longer in the realm of hypothesis! 
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16. Teaching Hospital Beds – where is this available?   
 

The Medical Council of India recommendation of teaching hospital beds per 
student is 7 and hence a 100 seat medical college requires 700 hospital beds 
for recognition purposes .  For 20 new medical colleges, we need 14,000 

hospital beds.  Where is this resource available in the state?  It is important 
to emphasise that these guidelines are ‘minimum’ with the proviso that  
anything less would severely jeopardise the quality of medical education since 
adequate ‘teaching hospital beds’ are an important pre-requisite to bed side 
clinical teaching, which in the training of doctors is absolutely crucial.  Any 
alternative arrangements like showing other government hospitals, private 
hospitals, district and taluka level hospitals to add up adequate numbers 
without upgrading facilities and services in these hospitals and making them 
suitable for ‘medical education’ will be a disservice not only to the medical 
students who will become ‘guinea pigs’ subjected to substandard medical 
education but also to the state resulting in the production of sub-standard 
doctors.  

 

17. Ethos of  Higher Education 

 
Medical Education is a serious professional challenge and trusts, organisations 
and institutions that are given the essentiality certificate must be (i) those that are 
capable of understnading the professional complexities of medical education 
including the essentiality of maintaining quality and standards (ii) have some 
previous experience of running higher educational initiatives (iii) have the 
resources and experience in health care – not just financial but in terms of human 
expertise (iv) have credibility in operationalising social ventures in the public 
interest and so on.  Do the 20 organisations in the recently announced list of 

potential medical colleges meet these requirements?  What were the criteria on 

which the state government gave the essentiality certificate?  The professionals 
and general public have a right to know and the state government should be 
invited to be more transparent and evidence based in its planning.  

 

18. Complexity of Recognition and Affiliation 

 
The recent announcement by the State government and its reporting in the media 
has confused the complexity of recognition and affiliation of Medical Education.  
Since the Presidential Ordinance of 1993 and the recently updated Medical 
Council of India Act, the National standardisation and recognition and 
monitoring of Medical Education has become the responsibility of the Medical 
Council of India.  When the state gives an essentiality certificate, it only 
authorises an institution / association or trust to apply for permission to MCI.  An 
essentiality certificate cannot a guarantee MCI recognition. However, some of 
the organisations in the recently announced list of 20 have already announced 
recruitment of staff (see Appendix) which is rather unusual! 
 
The MCI requires proof of adequate resources including land, access to hospital 
beds and other facilities.  The MCI inspects the institution before giving the 
green signal.  All this taken times and any rush, over confidence, shown by 
organisations contemplating such a venture can only be based on inadequate 
understanding of the complexities of the process.  
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Incidentally, only 5 out of the 20 applicant managements  have a teaching 
hospital. 
 

F. Issues raised in Recent Debate in Media 

 
19. Since the state government announcement there has been a spate of letters to 

the editors of  newspaper and frequent pronouncements by various policy 
makers especially the Minister of Higher Education of the State that has 
further confused the issues.  Some of these need clarifications (see 
Appendix)  

 
20. MCI has a dominant role in the functioning of medical colleges and the 

state government is unhappy with in (refer appendix)  The Hindu, 29-11-98 – 
Government seeks more powers on medical admissions. 

 
The State Government has to realise that it is precisely because of the 
‘irresponsibility’ that previous governments of Karnataka and Maharashtra 
have shown in the past vis-à-vis promotion and collusion with capitation fee 
medical colleges and with standards in general, that the Presidential 
Ordinance and the MCI Act of 92-93 was brought in.  The Training of 
Doctors were seen as too important to be left completely to these forms of 
state sponsored changes in framework and standards.  

 

21. “As per the MCI rules, the intake of under-graduate medical course could 

not be more than 150”. 

 
The state government must note that the guidelines on Medical Education 
standards for colleges, teaching faculty are based on colleges with low seats.  
Medical Educationists all over the world have come to realise that 50-100 
seats in the maximum number to be handled by a college if complex quality 
/ requirements teaching standards have to be maintained.  Keeping in mind 
the Indian situation, there has been some relaxation to 150.  However, mass 
production of doctors is not called for.  The previous state governments have 
already shown their irresponsibility in increasing the intake of students for 
above this limit in a number of colleges in the state with no increase in 
teaching faculty or faculties. That the Supreme Court had to intervene to 
regulate this state sponsored illegality and degradation of medical education 
in the state is a matter of great concern.  It is high time that policy makers 
stopped making a mockery of the production of doctors as if they were a 
‘commodity’ whose production can be enhanced or reduced according to 
market demand.  

 
Another important MCI Guidelines is the enhanced use of small group 
learning methods.  Clinics are supposed to be organised in small group not 
more than 10 students per teacher.  Group discussions are encouraged with 
not more than 20 students in a group.  A 100-150 seat medical college means 
simultaneously 10-15 clinical units to be involved in teaching or 5-8 
simultaneous group discussion.  This itself is quite a load.  Mega educational 
effort 150 to 300  make small group work near impossible.  
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22. “One medical college for every district” 
 

The government has recently justified part of the applications given 
essentiality certificate on the basis of  ‘districts where medical college are 
being established for the first time’ – these being Raichur, Bidar, Bangalore 
Rural, Hassan and Bagalkot.  
 
While ‘one medial college per district’ may sound a good decentralised 
proposition especially if the medical college and its teaching hospital was 
closely involved as an apex referral hospital for other secondary and primary 
health care centres in the district, this is not a practical proposition in the 
existing skewed and disparate situation of medical college distribution in the 
state.  

 
Already, Bangalore has 5, Mysore-2 and Bijapur-2 each.  5 more from 
Bangalore in the list.  
 
Unless seats are reduced in these colleges further and transferred to new 
medical colleges in new districts – the college per district lobby will only be a 
convenient and populist proposition to increase the number of colleges / seats 
irrationally.  

 
23. There are many more issues of relevance some highlighted in the letters of 

concern appearing already in the media.  These three issues were given as 
examples to show that the State Government seems to have gone ahead with 
the matter without any evidence based planning, rational norms of 
doctor/population ratio, medical college/population ratio, state needs or 
regional disparities.  This is a very sad reflection of the non-serious and adhoc 
nature of state planning in spite of the presence of a multidisciplinary state 
planning board and a capital city which is considered the Science capital of the 
country!! 

 

G. Some Additional Trends and the Relevance of Medical Education Expansion 

in the State in that Context 

 
24. To understand the context and appropriateness of Medical Education 

expansion in the state or country four other well established trends need to be 
understood as well.  There are :  

 
a) the continuation of the production of the wrong type of Doctor for India 

and the State; 
b) the problem of Brain drain and student wastage; 
c) corruption in Medical Education; and 
d) market economy and medical education. 

 

25. Wrong type of Doctor 
 

a) It is now well documented that majority of the doctors who graduate from 
the existing 145 medical coleges In India are not motivated to primary 
health care, public health or rural service and opt for urban clinical 
practice and / or furthur specialisation.  
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The Srivastava Report surveying the Indian scene in 

1974 had identified the problem as “stranglehold of 

the inherited system of medical education, the 

exclusive orientation towards the teaching hospital 

(urban), the irrelevance of the training to the health 

needs of the community, the increasing trend towards 

specialisation and acquisition of post graduate 

degrees, the lack of incentives and adequate 

recognition for work within rural communities and 

the attraction of the export market for medical 

manpower”.  

 
b) The WHO South East Asia report in 1988 reviewing the medical schools 

of this region including those in India noted : 

 

“Medical schools in the Region were, for the most 

part, originally modelled on European-American 

institutions.  They have functioned within a clinical, 

scientific and administrative system which retains 

much of its colonial inappropriateness, and aspire to 

‘international’ (i.e., often irrelevant) standards of 

excellence.  Medical students are liable to be selected, 

formally and informally, for upper middle-class career 

aspirations, and then trained in high-technology 

curative biomedicine.  They look forward to working 

alone or with other physicians, in an urban setting, 

with predominantly middle class patients.  The science 

and values to which they are exposed emphasize the 

old biology, and it is this, together with the credo of 

their profession, which shapes their behaviour”.   
 
c) A decade later the situation has not charged drastically. While the recently 

established Rajiv Gandhi University of Health Sciences is trying to 
restructure curriculum and improve quality, the recent move by the State 
government may fuel counter productive trends which will worsen the 
situation drastically.  

 
d) The doctor population estimates used by planners are further skewed by 

this ‘irrelevant doctor’ factor.  So we have an increasing number of wrong 
type of doctor concentrating in the urban situation and a continued 
shortage in rural area. Not surprising the Bajaj Report of 1994 has noted 

“The state of Maharashtra which accounts for almost one fifth of the 

total national outturn of doctors annually, has about one fourth of the 

sanctioned pasts of doctors at rural PHCs lying vacant as of 1
st
 January 

of the current  year”. 
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26. ‘Braindrain’ -  Internal and External 
 

Estimates of ‘Brain drain’ both external (from India to the developed world) 
and internal (from the public sector to the profit oriented private urban sector) 
is variable but on the whole have been showing an increasing trend. 

 
- In 1986-87, it is estimated that 5304 doctors representing 30% of the 

annual output migrated from India.  The trend today is similar or slightly 
increased.  

 
- Studies are beginning to show that the tax-payer supported governmental 

medical education sector benefits the private sector in the country and the 
health service sector of the established market economies of the western 
world, more than the health services of the government and this is 
probably even more significant in Karnataka and Maharashtra.(   ) 

 
There is therefore neither a shortage in the country nor any evidence that 
increase in numbers either in public or private sector will improve the health 
care in the underserved regions of the state or country.  
 

Any expansion can therefore only be justified as a response to ‘market 

economy forces’ not state priorities or peoples health needs.  

 

27. Corruption in Medical Education 
 

Corruption and graft have become the bane of public and private life in India 
and Medical Education is no exception particularly in Karnataka State.  Apart 
from the commercialisation problem engineered by the ‘capitation fee’ 
concept which has now been temporarily regulated by the Supreme Court 
Judgment and the MCI Recommendations other  forms of corrupt practices are 
becoming quite common.  

 
- Influence of money power and power politics in the selection of medical 

college admission and postgraduate seats have been rife (recently 
regulated by centralisation of admission tests and allotments! for 
undergraduates only) 

 
- Influence of money power and politics at examinations at various levels; 

 
- From  anecdotal and often experiential evidence and media reports. 

 
It is however surprising how reports and studies undertaken by 
professional researchers and numerous internal and external reviews, fail 
to highlight or even mention this fall in ethical standards in medical 
colleges.  One wonders whether the ‘conspiracy of silence’ has a 
professional / class bias as well; 

 
- Increasing concern that other practices are becoming fairly common; 
 
- Extraneous influences in promotions and transfers of medical college 

teachers in government colleges; 
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- Growth of private practice values in patient care in government and 

private teaching hospitals.  
 

- There is growing evidence that the situation in Karnataka in this area is 
probably among the worst in the country and at least one contributory 
factor would have been the growth of the ‘capitation fees related 
commercial medical college culture’.    

 

28. The Medicine – industrial complex 
 

Commercialization of Medicine is rampant in India with the country in 
recent years becoming the ‘Mecca’ for the medical-industrial complexes of 
the world especially since the new economic policy has ushered in the 
triple force of Liberalisation, privatization and Globalisation.  Many 
important trends in the state are symbolic of this new development and the 
inroads that these market forces are make into existing medical education 
infrastructure is a cause for concern.  

 
a) Private Practice 
 

While MCI and state / central government and most professional 
bodies have endorsed in the past the need for teachers of medical 
colleges to be full-time non-practicing, this  situation is changing 
rapidly with clandestine or officially sanctioned private practice, 
becoming common place.  

 
Under pressure of the Medical profession, who are getting more and 
more involved with lucrative and competitive practice, more colleges 
are beginning to reconsider this rule and allow various forms of 
practice, to the detriment of the medical educator’s primary 
commitment.  The ‘teachers status’ is now becoming a status symbol to 
help the competition in private practice rather than as a vocation of 
commitment.  This trend is very significant in Karnataka and will be 
further accentuated by the state Governments promotion of 
‘commercialised medical education’.  

 
NRI Phenomena 

 
b) The recent phenomena of NRIs from the ‘US’ promoting High 

technology Diagnostic Centres in the country is reflective of the MNCs 
in the ‘west’ opening new market avenues for high tech gadgets whose 
sale in the ‘west’ has shown a slump in recent years.  Thus while the 
NRI process in Health care is often portrayed in the media and policy 
formulations as an ‘altrustic process’ in reality it is also a ‘market 
economy process’ and is strengthening the commercialisation trend.   

 
There is urgent need to dialogue with NRI groups to share these 
concerns and ensure that NRI support the social/societal 
needs/priorities as well. 

 



 17

29. Teaching Faculty vacancies 
 

While data on current availability and the actual shortfalls are not 
easily available at state or central level, there is increasing concern that 
this is becoming a major problem.  In states like Karnataka, with the 
unchecked proliferation of private capitation fees colleges the 
depletion or shift of faculty from Government colleges to private 
colleges in the lure of better pecuniary benefits has become a serious 
problem.  In the near future, this could lead to a situation of potential 
derecognition, of the government colleges itself. 

 

30. Quality  control 
 
In the context of the Norms available at present, MCI inspectors tend 
to concentrate primarily on infrastructure and staff position rather than 
quality / methodology / orientation of medical education.  Hence even 
in colleges which have been certified as being recognition worthy on 
the basis of infrastructure and faculty norms, the quality of medical 
education has been declining.  

 
The decline in standards, that have been seen in more recent years, 
have been quite remarkable and it would not be ‘rash’ to state that if an 
objective evaluation were to be made of the 19 medical colleges 
presently recognised by the MCI, using its own minimum requirements 
norms, then at least 50% of the colleges would have to be 

derecognised immediately.  Perhaps this would be true even at the 

country level! 

 

Since MCI norms are published documents, professional groups and 
consumer / peoples organisation can make their own studies to confirm 
the veracity of these facts.  

 

 

H. THE  WAY  AHEAD 

 
31. Finally in the light of this recent dramatic decision by the State Government, 

and response to the complex mosaic of factors that are actively distorting the 
role, scope, goals, objectives and context of medical education today we 
recommend the following agenda for action: 

 
 

32. BAN ON MEDICAL COLLEGE EXPANSION 
 

A comprehensive and  total ban on Medical College expansion today till the 
controversies and distortions are tackled legally and supported by the 
strengthening of the monitoring of standards structures in the state with the 
full involvement of the Rajiv Gandhi University of Health Sciences.  

 
The ban should be further supported by ensuring that colleges with  ‘mega’ 
educational efforts (150-300 seats) that were regulated recently maintain that 
level gradually bring down to  100 seats for undergraduate medical education 
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to improve standards and quality of the programmes by reaching better 
staff/student ratio and student/hospital bed ratios.   

 

33. EDUCATIONAL TRANSFORMATION – Focus on Process and Quality 
 

For too long, educationists and health human power development consultants 
and experts have been preoccupied with the content of change rather than the 
‘structure’ and ‘process of change’.  The emphasis has been on changing the 
components of the curricula – the topics and nitty gritty of what is taught – 
often under the mistaken notion that the irrelevance of the conventional 
curriculum is primarily a ‘content’ irrelevance.  There is now a growing 

realisation that medical education is too teacher centred, too top down, too 

preoccupied with practice and too ivory towered.  There is an urgent need 

to change it to become learner centred, student and situation driven, 

community oriented and geared to skill development.  

 

From the ‘banking type’ of education when facts and minutiae are banked in 
the students mind, to be recalled when the need demands it, there is a shift of 
emphasis of learning experiences to become problem oriented and problem 
solving in their approach, linked to real-life field experiences.  This 
pedagogical transformation is absolutely crucial for change and in the 
absence of this understanding much of the community based experience has 
been affected by orthodox educational attitudes – that miss the ‘woods for the 
trees’.  
The Rajiv Gandhi University of Health Sciences has already begun this 
process in right earnest supported by the new 1997 recommendations of 
Medical Council of India and should be fully supported in this process.  

 

 

34. REGULATION OF PRIVATE SECTOR / PRIVATIZATION IN 
HEALTH CARE / MEDICAL EDUCATION TRENDS 

 
There is an urgent necessity to set up a state level ‘think tank’ committee or 
some such review mechanism to undertake a detailed study of  Health Care and 
Medical Education in the state and the role of the private sector.  The study 
should explore all aspects of the growth of this sector to assess its existing and 
evolving contribution.  The study should also identify the negative trends; the 
problems, this sector faces in making a contribution to the state effort; and 
means by which its efforts can be regulated by the development of standards and 
technical guidelines so that its role is positive rather than negative.   

  
 

35. ENHANCING  PUBLIC  DEBATE  ON  ISSUES 
 

For too long the Medical Profession and Medical Education sector have been 
directed by professional control and debate.  It is time to recognise the important 
role of the community, the consumer, the patient, the people in the entire debate.  
Bringing Medical Service under the purview of the Consumer Protection Act 
has been the first of the required changes.  Promoting public debate, review and 
scrutiny into the planning dialogues for reform or reorientation has to be the 
next step.  This could be brought about by the involvement of peoples / 
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consumers representatives at all levels of the system – be it service, training or 
research sectors.  However, all these steps can never be brought about by a top 
down process.  What is needed is a strong countervailing consumer and 
professional movement  initiated by health and development activists, consumer 
and people’s organisations that will bring health care and medical education and 
their right orientation high on the political agenda of the country.  

 
All those concerned about ‘peoples needs’ and ‘peoples health’ will have to take 
on this emerging challenge as we approach the end of the millenium.  Our 
efforts today, will determine, whether in 2000 AD, Health Care and Medical 
Education will primarily respond to the peoples health needs and aspirations, or 
will market phenomena  continue to distort the process? 
 

 

“MARKET” ECONOMY or PEOPLE’s HEALTH?  What Should be Our State 

Government’s Choice? 

 

NOTE: 
 

This report was written before the Expert Committee 
appointed by the Government (Savadatti Report) was 
available.  The justification in the expert report are rather 
dubious.  The section on Medical Colleges is included as 
an appendix to this report to enable the debate process.  A 
chart commenting on the expert committee propositions is 

being prepared.  
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Appendix 2 

Sub: Intake of I MBBS and I BDS for Medical and Dental colleges in Karnataka 1996-97. 

 

Proceedings of Government of  Karnataka 

 
Read Interim Order of Hon’ble High Court of Karnataka dated 14-11-1996 in Writ Appeal No. 8413/96 etc. 

 
GO – NMF 212 MSF 96 Bangalore dated 12-11-1996. 

 

Sl.
No. 
 

Name of the College Total 
Seats 

Free 
(Merit) 
seats 

Payment 
seats 
Karnataka 

Payment 
seats - 
Non 
Karnataka 

NRI / 
others 

1.  2 3 4 5 6 7 

1.  Bangalore Medical 
College, Bangalore  

 
150 

 
150 

 
-  

 
-  

 
- 

2.  Mysore Medical 
College, Mysore 

 
100 

 
100 

-  -  -  

3.  K.I.M.S. Hubli (subject 
to the result of the appeals 
pending before the Hon’ble 
High Court of Karnataka in 
W.A. No. 8413/96 etc.) 
(except AIG filled through 

CBSE) 

50 50 -  - - 

4.  V.I.M.S. Bellary 100 100 - - - 

5.  J.J.M. Medical 
College, Davanagere 
(subject to the result of the 
appeals pending before the 
Hon’ble High Court of 
Karnataka in W.A. No. 
8413/96 etc.) 

150 
 

(95) 

75 
 

(48) 

30 
 

(19) 

22 
 

(14) 

23 
 

(14) 

6.  J.M. Medical College, 
Belgaum 
(subject to the result of the 
appeals pending before the 
Hon’ble High Court of 
Karnataka in W.A. No. 
8413/96 etc.) 
(except AIG filled through 
college 

130 
 

(70) 

65 
 

(35) 

26 
 

(14) 

19 
 

(10) 

20 
 

(11) 

7.  M.S.Ramaiah Medical 
College, Bangalore 

150 75 30 22 23 

8.  Sri Devaraja Urs 
Medical College, 
Kolar 
(subject to the result of the 
appeals pending before the 
Hon’ble High Court of 
Karnataka in W.A. No. 
8413/96 etc.) 

100 
 

(50) 

50 
 

(25) 

20 
 

(10) 

15 
 

(07) 

15 
 

(08) 
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9.  Adi Chunchanagiri 
Institute of Medical 
Sciences, Bellur 

100 50 20 15 15 

10.  Dr. Ambedkar 
Medical College, 
Bangalore. 

120 60 24 18 18 

11.  J.S.S. Medical 
College, mysore 

100 50 20 15 15 

12.  Kempegowda Institute 
of Medical Sciences, 
Bangalore 

120 60 24 18 18 

13.  M.R. Medical College, 
Gulbarga 

100 50 20 15 15 

14.  B.L.D.E.A. Medical 
College, Bijapur 

150 75 30 22 23 

15.  Siddartha Medical 
College, Tumkur 

130 65 26 19 20 

* TOTAL: 1750 1075 270 200 205 

 
* Nos. in paranthesis excluded 

22 – 11 - 96 
Sd/- 

N.O. Palekar 
Under-Secretary to Government 

Health and Family Welfare Department 
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Appendix - 3 
Relevant Extract from letter of Secretary, MCI. 

 
To: All the members of the Council.  
No. MCI-34(41)/96-Med./18457/Medical Council of India. 
 
Subject : Evolution  of the structure for unaided professional institutions in light of 

Supreme Court’s Judgment delivered on 9-8-1996.  

 
“..The Executive Committee noted that the Constitutional Bench of the Hon’ble Supreme 
Court of India in W.P. No. 317/93 dated 9-8-1996 has stated that the Central Govt. and the 
authorities concerned shall be free to fix fee structure in such an appropriate manner as they 
think just and equitable to all concerned.  Further they have stated that this would be done 
keeping in mind the student community, management and also the location of the colleges” 
 
The Executive Committee decided to classify the medical institutions under the following 
heads:- 
 
a) Institutions with their own hospital 

b) Institutions utilising the facilities of Govt. as well as their own hospital 

c) Institutions utilising the facilities completely as provided by Govt. hospitals. 

 
Taking into consideration the above classification, the following fee structure is 
recommended: 

 
1. Rs. 1.5 lakhs per Prof. Course (18 months) per student for medical 

institutions/medical colleges belonging to category (a).  
 

2. Rs. 1.3 lakhs per Prof. Course (18 months) per student for medical 

institutions/medical colleges belonging to category (b). 
 

3. Rs. 1.1 lakhs per Prof. Course (18 months) per student for medical 

institutions/medical colleges belonging to category (c). 
 

4. Rs. 15,000/- for each Prof. Course per student for free seats belonging to medical 

institutions/medical colleges falling under the categories (a) (b) and (c). 
 

5. $75,000/- to be charged from NRI/foreign students for the complete MBBS course.  

 
However, the institutions which are running post-graduate courses and admitting more than 
50% of the students at their own discretion in clinical specialities and Pathology,  25% 
relaxation in the fees stated above will be given. 
 
For the following non-clinical courses the institutions will charge no fee – Anatomy, 
Physiology, Biochemistry, Microbiology, Forensic Medicine, P.S.M. & Pharmacology.  
 
The Executive Committee also recommends that the Govt. Colleges be allowed to admit upto 
a maximum of 15% of the total seats by NRI/foreign students.  The committee was of the firm 
opinion that the funds collected by these admissions should be utilized for the development of 
the particular institutions”. 
 
Since the Hon’ble Supreme Court directed the authorities concerned to submit its 
recommendations within 3 months relating to fee structure, the decision of the Executive 
Committee quoted above was communicated to the Central Govt. vide Council letter dated 
18-9-1998 as directed by the President” 

Sd/- 
Mr. M. Sachdeva,  

Secretary.  
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Dr. Ravi Narayan, MD, DTPH, DIH, 
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World Health Organization,  
Geneva, Switzerland 

Dr. C.M. Francis, MBBS, Ph.D. 
Consultant – Planning & Management,  
Society for Community Health Awareness, 
Research and Action – Bangalore, and  
Founder Director, Sree Chitra Tirunal Institute of 
Medical Sciences, Trivandrum,  
Ex Dean, Kottayam Medical College, Kottayam; 
Ex Dean, St. John’s Medical College-Bangalore;  
Ex Director – St.Martha’s Hospital – Bangalore   

  
Dr. V. Benjamin, MBBS, FRCP, MPH. 
President – Society for Community Health 
Awareness, Research and Action – Bangalore, 
and  
Ex Professor-Dept. of Community Health, 
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Dr. Thelma Narayan, MBBS, Ph.D. 
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Society for Community Health Awareness, 
Research and Action – Bangalore. 
 

  
Prof. S.V. Rama Rao, MBBS, DPH, MPH, 
FRIPHH 
Professor of Community Medicine & Director 
(Retd.) Consultant in Health Sciences,  
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Dr. Mohan Isaac,  
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Department of Psychiatry,  
National Institute of Mental Health and Neuro 
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Dr. Shirdi Prasad Tekur, MBBS, DCH, 
Ex Secretary, Society for Community Health 
Awareness, Research and Action – Bangalore.   
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For copies of the following publications from which these notes 
have been made, namely :  
 
1. Strategies for Social Relevance and Community Orientation; and  
2. Perspectives in Medical Education 
 
Please contact:  
 

Community Health Cell 
Society for Community Health Awareness, Research and Action, 
367, ‘Srinivasa Nilaya’ Jakkasandra I Main, I Block, Koramangala, 

Bangalore – 560 034. 
 
Phone : 553 15 18 & 552 53 72  Fax : (80) 553 33 58 (mark attn: 

CHC); email : sochara@blr.vsnl.net.in 
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Introduction 

 
 
� The Society for Community Health Awareness, Research and Action is a 

multidisciplinary resource centre consisting of professionals interested in making 
health care services, medical and health personnel education, and health research 
activities in the country 

 
- more responsive to the needs of all our people, especially the poor and 

marginalised; 
 

- more relevant to rural, urban poor and tribal communities; and  
 

- more sensitive to disadvantaged groups. 
 
� Many members of our Society have worked in medical colleges and teaching 

institution in various senior capacities. 
 
� Among our many activities has been a longstanding and continued interest in the 

Reorientation of Medical Education towards greater Social Relevance and 
Community Orientation.  

 
� In this connection, we have undertaken the following in recent years:  
 

i) A detailed study of Recommendation on Medical Education from the Bhore 
Committee (1946) upto the MCI Curriculum Recommendations (1997). 

 
ii) A study of Social Relevance and Community Orientation in Medical 

Education in the country.   We studied initiatives of around 25 medical 
colleges.  

 
iii) A study of feedback on the curriculum from young doctors (medical 

graduates) who have had work experience in peripheral health care 
institutions in the early 1990s. 

 
iv) A study of innovative Community Health Training Experiments in the 

country. 
 
v) A policy study on “Perspectives in Medical Education” for inclusion in the 

Report of the Independent Commission on Health in India – recently 
submitted to the Prime Minister.  

 
vi) A continuing dialogue with a host of medical colleges in the country and in 

neighbouring countries of Nepal and Bangladesh on evolving mechanisms to 
operationalise strategies of change.  

 
 
Based on  these studies and reviews we make a submission to the Sub-Committee on 
Medical Education (Parliamentary Standing Committee on Human Resource 
Development). 
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A.  CONCERNS 

 
The following disturbing trends and developments in Medical Education in India 
are a cause for grave concern.  
 

1. Commercialisation of Medical Education 

 
Σ Growth of ‘Capitation fee’ colleges in Maharashtra, Karnataka and Tamil 

Nadu. 
 
Σ Mushrooming of institutions based on caste and communal affiliations 

often sponsored by trusts and lobby groups with little previous credibility 
or commitment to higher education. 

 
Σ Commercial growth of high technology secondary and tertiary medical 

care at the cost of primary health care. 
 
Σ Increasing involvement of full time medical college teachers in private 

practice. 
 
Σ Increasing problem of ‘money power’ and political interference in 

selections, examinations, appointments and transfers even in government 
health services and medical colleges.  

 
 

2. Overall Fall in Standards of Medical Colleges 

 
Σ Inability of increasing number of medical colleges in the country to 

maintain even the minimum requirements for undergraduate and 
postgraduate medical education as laid down by  Medical Council of India 
especially with regard to:  
- Teaching staff 
- Hospital beds 
- Pedagogical norms. 

 
Σ Growing dissonance between present selection procedures of medical 

students and the type of doctors the country needs. 
 

3. The Increasing Erosion of Norms of Medical Ethics 

 
Σ Increase in medical mal-practice and negligence. 
Σ Growth in doctor-drug producer axis.  
Σ Growth in powerful medical industrial complexes.  
Σ Inadequate response of the medical profession to the societal needs. 

 

Inadequate Social and Community Orientation 

 
4. Inadequate social and community reorientation of Medical Education of all 

faculties inspite of MCI guidelines, expert committee recommendations and 
innovative experimentation by  pace-setting medical  colleges in the country.  
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AGENDA   FOR   ACTION 

 
In the report to the Independent Commission on Health in India, which submitted its 
report to the Prime Minister in May 1998 (recently forwarded by us with some 
modifications to the sub-committee on Medical Education), we suggest the following 
agenda for action, reform and governmental initiative:  
 

1. Control of Commercialization Education in Medicine 

 
a) Setting up Health Human power Development Commission consisting of 

representation of all the professional councils such as  MCI, DCI, NCI, etc.,  
professional resource groups  and knowledgeable other persons, to plan 
Health Human power Development including undergraduate and postgraduate 
medical education on need based and evidence based  planning.  

 

b) Review of Financing of Medical Education under both government and 
private ownership to identify the problems, options and prospects and 
approaches that are rational, legal and do not allow merit and social justice to 
be compromised.  This should include a review of the concept of Capitation 
Fee colleges, ‘self financing’ colleges, free and paying  seats, NRI and 
management quotas and the recently recommended differential fee structure 
for various categories by MCI, so that the options are decided by people’s 
needs and not market forces. 

 
 

2. Quality Control and Improvement of Standards 

 
Σ Ensuring that all the existing medical colleges have adequate infrastructure, 

teaching faculty, clinical facilities and pedagogical standards and banning 
quantitative expansion of medical education.  

 

Σ Strengthening of MCI and Directorates of Medical Education at State level, to 
ensure  quality control and monitoring of standards.  

 

Σ Evolving mechanisms to include wider societal representation in decision 
making to ensure greater social relevance.  

 
 

3. Introduction of short courses in Medical Colleges to improve ethical 

standards and broaden the horizons. 

 

 Ethical standards 
 

Σ Medical Ethics (Recently introduced by Rajiv Gandhi University of Health 
Sciences – Ordinance 1998) 

Σ Rational Drug Use  and  Essential Drugs concept. 
 

Broaden horizons 

 
Σ Introduce  Mental Health Care; Integration of Medical Systems; Management; 

and Gender sensitivity in Medicine/Health 
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4. Continued Reorientation of Medical Education to enhance Social Relevance 

and Community Orientation 

 
Σ Universal acceptance and promotion of recent MCI 1997, Regulation on 

Graduate Medical Education especially institutional goals; skill development, 
orientation, new internship guidelines,  (which have substantial changes since 
the 1982 guidelines).  

 
Σ Proper faculty selection and reorientation towards social/community 

objectives of medical education, of all faculty. 
 
Σ Provision for creative autonomy for a few selected pace setter colleges to 

experiment with Alternative Track Medical Education – geared more 
specifically towards Primary Health Care / Family Medicine / General Practice 
(cf. Kakkar Report to MCI, 1995). 

 
 
We request the Chairman and Members of the Sub-Committee on Medical Education 
to consider these recommendations and include them in their report for necessary 
actions.  We would be happy to provide further information, data and resource 
materials on these and other concerns.  
 
Thank you.  
 
 
Dr. Ravi Narayan 

 
Dr. C.M. Francis 

 
Dr. Thelma Narayan 
 
 
On behalf of  
 
Society for Community Health Awareness, Research and Action, 
Bangalore.  
 
 
Dated : 14th November, 1998 

 


