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Reminiscences From Indian Pediatrics: A Tale of 50 Years

The traditional priorities of medicine are
considered service, teaching, and research, in
that order. However, for
various reasons, the order

gets changed with teaching getting
pushed to the last place. The process of
medical education begins with inputs
(teachers, students, teaching materials
and methodology, and assessment),
which undergo certain processes
(learning, construction of knowledge
and change in learner behavior) and
outcomes (clinical competence and
better health status of the society). The
gap between intended outcomes and
actual outcomes is estimated by
assessment (and program evaluation),
which also provide feedback for both,
inputs as well as processes.

In April, 1973, Prof. OP Ghai wrote in Indian
Pediatrics [1] justifying more time to be given to
pediatrics in undergraduate (UG) curriculum, basing it on
data from another write-up by Prof. KK Kaul and his
study on pediatric content in general practice [2]. Prof.
Ghai also listed ‘instructional objectives’ for both UG
and postgraduate (PG) students to prepare them for their
intended role [1]. These ‘instructional objectives’ do not
fit in the traditional definition of specific learning objec-
tives but are based on national health needs, include all
domains of learning, list the importance of basic sciences,
and elaborate on teaching methodology and the sum-
mative criteria to be used for certification. They include
observable behavior, multiple domains, elements of inte-
gration, communication and leadership, and guidelines
for final assessment [1]. Thus, these can be better labelled
as competencies. Prof. Ghai also visualized PG students
as teachers with good communication skills [1].

A lot of water has flown under the bridge since then.
We, herein, focus on major changes in medical education

as they happened during the last 50
years, primarily related to admissions,
curriculum, internship, and assessment.

THE LAST 50 YEARS

Admissions

From 19 odd medical colleges at the
time of independence, the number has
now reached 600 plus (may be more by
the time you read this). The total num-
ber of UG admissions crossed 90,000
this year. The mode of admission; how-
ever, has not seen any major change in
last half a century. Till the early 70s, the
admissions used to be based on marks in
qualifying examinations, after which

the system of entrance examinations – for both UG and PG
- started. There used to be multiple independent exami-
nations by various states and many private colleges. To
avoid hardships to the students, National Eligibility cum
Entrance Test (NEET) UG and PG were introduced in the
year 2013, and 2017, respectively, at the national level.
Despite change in the logistics, the admission is still based
on scores in a single high stakes entrance examination,
which typically fails to predict the capability of the student
to undertake medical studies and focuses only on recall
type of knowledge. The stakes are high and there are not
many educational benefits [3]. Unfortunately, we do not
have meaningful research in this area to tell us if national or
single  entrance examinations have helped us to get better
students. One study; however, did show in a limited way
that scores in the entrance examinations had no relation
with progress during the UG medical course [4]. The possi-
ble changes in the admission criteria have been discussed
previously, in this journal [5].
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Curriculum

India has largely followed the British model of medical
education, which was discipline- and time-based. In the
mid-1970s, the Shrivastava committee identified training
as general medical practitioner important, who must
change his outlook from excessive concern with disease
to a role of full social responsibility, and advocated
reorientation of medical education (ROME) by national
priorities and needs [6]. It went on to state that principles
of educational science should find increasing application
in the educational process, and that the curriculum should
encourage the students to learn by themselves. It also
called for establishment of an educational commission
for health sciences [6]. During 1989-1995, a consortium
of four institutions (AIIMS, Delhi; CMC, Vellore; IMS,
BHU, Varanasi; and JIPMER, Pondicherry) engaged in
an inquiry-driven strategy to identify the deficiencies in
the extant curriculum [7]. Inadequate emphasis on prac-
tical skills, insufficient coverage of common diseases,
and neglect of behavioral, ethical, social and communi-
cation skills were identified as major problems. Concerns
were also voiced regarding improving student selection,
learning strategies and community orientation [8]. Clear
delineation of goals and objectives, innovative teaching-
learning strategies, adjustment and updating of course,
rationalizing assessment, and emphasis on structured and
skill-oriented internship were thought as possible solu-
tions [9]. Establishment of medical education units
(MEU) was also emphasized. These influenced the 1997
change, which was a major revision of UG medical curri-
culum, introducing concepts like integration and self-
learning and giving importance to internal assess-ment.
From being a part of general medicine examination since
1977, Pediatrics became an independent subject. Com-
munity based medical education also got boost during
this revision. The model provided enough freedom to
medical colleges to introduce innovations and saw many
newer teaching learning and assessment methods being
introduced. The 1997 document – specially the role and
emphasis on internal assessment - could have been a path
changing intervention but could not, due to various
reasons [10].

Establishment of health universities was another
major development during this period. These Univer-
sities were mandated to cover all courses related to health
sciences, as well as help in curriculum planning and
implementation, promoting innovations and promote
research in medical education. However, despite bringing
all health courses under one roof, we are still far from
comprehensive inter-professional education.

The curriculum proposed in 1997 continued for the

next two decades with many pointing about students
failing to acquire clinical skills and focusing on theory
component only. The year 2019, saw the introduction of
the new competency-based curriculum at both UG and
PG level [11]. The UG curriculum involved conceptua-
lization of an Indian Medical Graduate with five roles
viz., clinician, leader, professional, communicator and
life-long learner. More than 3700 competencies were
listed, divided into various domains, and suggestions
provided for teaching and assessment [12]. Certain good
teaching practices were brought in including foundation
course, integration, skill teaching, clerkship method of
training, electives and self-directed learning, along with
‘formative only’ assessments. An AETCOM module was
introduced for teaching of attitudes, ethics, and com-
munication [12]. Emphasis was laid on skill development,
and colleges were mandated to provide skill labs for
training. The erstwhile MCI played a proactive role in
faculty development [13], prior to its introduction under
the name of curriculum implementation support program
(CISP), through its network of nodal and regional centers.

Although, it is too early to evaluate the impact of such
a model, there are some obvious problems with this,
curriculum, which has, interestingly, not listed ‘whole-
task’ competencies, and with most of the competencies
being at the level of ‘discuss and describe.’ Assessment of
such a huge number of competencies remains a challenge
because by and large, the assessment is still conventional.
Competency-based curriculum is a ‘student-centered’
model and should focus both on the ‘product’ and the
‘process’ rather than on process alone. The present curri-
culum and its implementation appears to be too tightly
structured – right from when to teach, what to teach and
how to teach.

There has been an exponential increase in the number
of colleges, specializations, super-specializations and
sub-specializations. However, we do not seem to have
paid enough attention to developing a career path for a
medical doctor after five years of training. Till family
medicine/general practice is given its due importance, it
may be difficult to persuade students to pay serious atten-
tion to the listed skills and competencies. The recommen-
dations of the Srivastava committee focus on the training
of the general practitioner [6], and community-based
training seem to have got buried under curriculum inno-
vations! There are; however, some ongoing changes to
augment community-based education in the form of
family adoption program [12].

Impact of coronavirus disease (COVID-19) pan-
demic on medical education in India (and globally) needs
a separate mention [14]. Faced with a sudden catastrophe,
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an ill-prepared faculty (in terms of skills) and equally ill-
prepared institutions (in terms of infrastructure) rose to
maintain the continuity of teaching. Even though it was
called ‘online teaching,’ it largely consisted of using the
conventional power points and slides through various
online meeting platforms - it therefore, fitted more in
emergency remote teaching, than online teaching. This
experience has; however, provided us with an opportu-
nity to expand the scope of teaching-learning and conti-
nuing professional development using information
technology. Though we are back to usual teaching, it
would be worthwhile to train the faculty in the use of
these techniques, so that it is available to all learners.

Internship

Compulsory rotating internship is a one-year period for
providing hands-on experience to the students. ENT and
pediatrics were given two weeks tenure in the pre-1997
phase, which was increased to four weeks in 1997. This
phase also saw the concept of 1-month elective posting in
two of the listed departments. There have been some
changes in the pattern with some time being taken off the
‘major’ subjects and given to ‘minor’ ones, including one
week to ayurveda. Pediatrics posting now is only for three
weeks. Competencies/objectives were listed for the
interns even in the 1997 curriculum. However, in the
absence of any tangible assessment plan, these were not
assessed in most colleges or assessed cursorily. The
major issues with internship have been the impending PG
entrance examinations – so most interns do not take this
period seriously, using it for examination preparations, or
joining various coaching centers instead [15].

Assessment

It has been rightly said that if you want to change the way
students learn, change the way you assess them. This
guiding force of assessment is very important – specially
for competency-based curricula – but unfortunately
neglected or used in an inappropriate way. Assessed in
conventional ways, it is unwise to believe that students
will make efforts to acquire clinical, behavioral or
communication skills.

In the pre-1997 models, assessment was limited to
essay type questions for theory, and ‘long case – short
case – viva – spotting’ model for practical skills. Most of
the times, clinical examinations became only a test of
knowledge, conducted in a clinical setting. There was no
direct observation of the students while taking history or
performing clinical examination. They also had issues
with the proportion of content that could be tested and
therefore were not generalizable (and possibly lacking
both, validity and reliability). The total marks allotted to

subjects varied, with some getting 300 while others
getting only 100. In subjects with a total of 100 marks,
each paper was reduced to 40 marks and each question
going down to 5 marks, so severely limiting the discrimi-
nating ability. Internal assessment was included in the
examination scheme; although, for all practical purposes,
it was a mini-university examination, used to provide
practice to the students for university examination.

The 1997 curriculum brought some changes in
assessment pattern, the most important being 20% weigh-
tage for internal assessment (IA) in both theory and prac-
tical examination, and needing the student to pass before
being allowed to appear for university examinations. The
IA marks were added to the final scores and counted for
the final results – meaning thereby that any shortage in
university examinations could be compen-sated by IA,
which was later negated by the courts. Clinical assess-
ment was mostly restricted to one long case, two short
cases, spotting and viva voce. Many newer methods were;
however, added for assessment including OSCE/OSPE,
specially for internal assessment at some colleges.

The 2019 model, by and large, continued with the
earlier pattern with few exceptions; although, most
experts agree that CBME cannot be assessed using the
traditional model [16]. It introduced the concept of
‘formative only’ assessments, which were not added to
total marks. The IA marks are also not added to final
scores to decide pass/fail purpose. This has given us the
advantage of using IA as a tool for assessment for learn-
ing. Each question paper is 100 marks, allowing better
sampling of content and supposedly better discrimi-
nation. The assessment is still fragmented into domains
and does not test competencies. The bigger issue is its
continued focus on objectivity, structure and neglect of
many domain-independent competencies, which cannot
be objectively measured.

Faculty Development

Faculty development (FD) is integral to the success of
any educational innovation. The Bajaj committee (1986)
had noted that the teachers; though, expert in clinical area,
were deficient in teaching [17]. Teacher training in the
pre-1997 era was conducted through National teacher
training centers (NTTC) established in 1976 at JIPMER,
Pondicherry (and later at PGIMER, Chandigarh, IMS-
BHU, Varanasi and Maulana Azad Medical College,
Delhi) and medical education units (MEU) of a few
colleges [18]. The training duration varied from 3 to 10
days, with little longitudinal support or follow up. Some
programs required completion of a project also. NTTCs
can be credited with creation of a nucleus of educators
with training in educational technology. The 1997 curri-
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culum re-emphasized the establishment of MEUs in all
colleges, while the 2019 model made it mandatory. The
establishment of FAIMER regional institutes in 2005
brought in the concept of longitudinal project-based
training, online education, and networking. FAIMER also
supported some teachers to enroll for a masters and Ph D
program in health professions education. Beginning in
2009, MCI institutionalized basic course training, follo-
wed by an Advance course in medical education (ACME)
in 2014, through a network of nodal and regional centers.
ACME was of one-year duration and had a curriculum
innovation project as an added component. Both the
FAIMER fellowship and ACME also used an online plat-
form for continued academic discussions, networking,
and support for 24 and 12 months, respectively. This
period also saw the advent of many certificate, diploma,
degree and PhD courses in medical education by various
universities, mostly in private sector and some of them
with an international collaboration. Before introducing
the competency-based curriculum, MCI further streng-
thened faculty training by starting a curriculum-imple-
mentation support program (CISP) [13] and training in
AETCOM module. We believe that time has now come
for moving away from general training in educational
technology to more targeted training covering curriculum
implementation, adoption of newer methods like online
teaching, inter-professional education, and assessment of
competencies.

Research in Medical Education

This is an area, where we appear to be lagging. Lack of
training in educational research, non-credit to such
research in career progression, and lack of avenues for
publication could be cited as some of the reasons. A
recent publication identified 71 articles over a period of
10 years (2007-2015), most of which were evaluation of
innovations at Kirkpatrick level 1 (reactions) [19]. The
major focus seems to be on undergraduate teaching and
limited to either comparison of two method or description
of a supposedly innovative method. There are very few
publications on operational aspects, and more impor-
tantly on assessment. This is an area which needs priority
attention and action. Of course, we need a program
evaluation of the new curriculum, which has to move to
higher levels from reactions and learning.

Role of Indian Academy of Pediatrics

Indian Academy of Pediatrics (IAP) has played a pro-
active role in bringing about, supporting, and implement-
ing changes in medical education related to the subject of
pediatrics in India. Coinciding with pediatrics being
made a separate subject, an IAP-Education Center was
created, which played a major role in curriculum formu-

lation, and training of teachers. The Center also published
a book, ‘Better Pediatric Education’ which was distri-
buted to all medical colleges, with funding from WHO.
Subsequently, IAP also formulated curricula for both UG
and PG level [20,21]. These were followed all over India
(for purpose of both teaching and assessment) till CBME
was adopted by the MCI. The academy’s journal, Indian
Pediatrics, also gave more space to articles in medical
education, and even brought out a book, Current Trends
in Medical Education [22]. An Indian College of Pedia-
trics was created to try and maintain academic standards
of various specialty trainings being provided by the IAP.

In the year 2019, IAP released uniform learning
objectives for UG course, deriving them from the compe-
tencies listed for pediatrics in the MCI document [23]. A
national conference on pediatric education was started in
the year 2013, to discuss matters related to pediatric edu-
cation and to update medical teachers. It continues to
perform this role till date, under the aegis of IAP Medical
Education Chapter, which was created in 2020 to address
issues related to medical education.

THE WAY FORWARD

India has adopted CBME for both UG and PG courses.
There are teething troubles; however, and periodic upda-
ting of regulations indicates that these are being noted and
taken care of. Two crucial interventions to make compe-
tency model a success are assessment and as a pre-
requisite, faculty development, especially for compe-
tency assessment. We need to have focused training on
newer assessment methods so that during formative and
IA stage, students benefit by feedback, the driving force
of assessment. There is also a need for a program eva-
luation for CBME to be optimally utilized. We should
also start thinking about mandatory accreditation process
[24], and working on improving the student selection
process to enhance the quality of medical education.
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