CTPYKTYpBI Jlarepsi B pe3ynbTare Iepeaadn JarepHbIX OTACICHNN W MyHKTOB, MPUOBITHEM HOBOTO KOHTHHI'CHTA U
TIEPEBOAOM €r0 B APYTHE Jarepsl 1 CMEPTH 3aKITIOYCHHBIX. MaKcuMalbHasl YUCICHHOCTh OTOBIBAIOIINX HaKa3aHHUE
oputa 3adukcupoBana B 1950 romy, HamMeHnbmas B 1955 roxy. Peskoe cokpaimieHme KOJNUYECTBA 3aKITHOYCHHBIX
MIPOM30IILIO TI0 MPUYMHE BOccTaHWS B KEHrMpCKOM OTIENCHHWH M paclpelelieHHs] ero YYacTHHKOB IO JPYTUM
narepsiM. B cBoto ouepen, omHON U3 IPHUYMH BOCCTaHUS CTAIN HETEPIIMMBIC YCIOBHS COJIEPKaHMs, KOTOPbIe ObUTH
KpaiiHe TspKenbIMH. KpoMme 3Toro, 3akiioueHHBIEC ITOJBEPrajHCh NCHUXMIECKOMY M (DM3UUECKOMY IaBIICHHIO CO
CTOPOHBI aIMUHUCTPALNH JIareps U HAJ[3UPaTEeIbCKOTO COCTABa.
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MEDICAL EDUCATION IN INDIAN CITIES: COMPARATIVE ANALYSIS

Medical education in India is paramount, shaping the nation's healthcare landscape amidst its diverse
population. This paper examines its significance and conducts a comparative analysis across major cities. Beginning
with a historical overview and regulatory framework, it highlights the role of medical education in producing
competent healthcare professionals. Challenges such as infrastructural deficits and faculty shortages are identified,
prompting a comparative analysis of cities like Delhi, Mumbai, Kolkata, Chennai, and Bangalore. Through this,
disparities in infrastructure;faculty expertise, and student outcomes are scrutinized, offering insights into regional
variations. By understanding these differences, policymakers and educational institutions can devise targeted
strategies to enhance medical education standards nationwide, thus ensuring equitable access to quality healthcare
education and improving healthcare outcomes on a broader scale.

Indiasitself is such a big country in 2024, and it has a large population, which is approximately 17.76%. of
the world population to cater to them. Maintaining their wellness and health is a big issue, and that’s why big
countries like‘India need such a good medical infrastructure and well-trained medical practitioners to provide 24x7
medical support for the population. that’s why medical education is much more important in these cities and
counties. In this article, we will discuss how, over time, the demand for healthcare has increased in India, how India
is adept at it, and how good and effective it is.

Once, Mahatma Gandhi said: “Health is the real wealth and not pieces of gold and silver.” This quote
emphasizes the importance of healthcare, which is directly related to the quality of medical education. It underscores
the idea that investing in healthcare and medical education is essential for the well-being and prosperity of a nation.

Overview of Medical Education in India

Medical education in India has a rich historical legacy dating back centuries, deeply intertwined with the
country's cultural and societal fabric. The roots of formal medical education can be traced to ancient Indian texts
such as the Charak Samhita and Sushrut Samhita, which laid the foundation for Ayurveda, the traditional system of
medicine. However, modern medical education in India saw significant development during the British colonial era,
with the establishment of medical colleges such as the Calcutta Medical College in 1835 and the Madras Medical
College in 1837.
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Today, medical education in India is governed by various regulatory bodies and accreditation systems to
ensure quality and standards. The medical education regulatory body is the Medical Council of India (MCI), which
sets curriculum, infrastructure, and faculty qualifications standards. However, with the enactment of the National
Medical Commission (NMC) Act in 2019, the MCI has been replaced by the National Medical Commission (NMC),
signaling a paradigm shift in medical education regulation.

The general structure of medical education programs in India follows a hierarchical system, with
undergraduate, postgraduate, and super-specialty courses offered in various medical specialties. The Bachelor of
Medicine, Bachelor of Surgery (MBBS) program remains the cornerstone of undergraduate medical education,
typically spanning five and a half years, including a mandatory one-year internship. Postgraduate medical education
includes Master of Surgery (MS), Doctor of Medicine (MD), and Diplomate of National Board (DNB) courses,
providing advanced training in specific medical disciplines.

Comparison between cities of better understanding: for this comparison, we have taken two cities in
India that are densely populated and have enough medical facilities (table 1).

Table 1. Comparison of medical education between Jaipur and Delhi:

Jaipur

Delhi

Jaipur, the capital city of Rajasthan, is home to several
reputable medical colleges and hospitals, including the
Sawai Man Singh Medical College (SMSMC) and the
Rajasthan University of Health Sciences (RUHS).

Delhi, the capital territory of India, boasts some of the
country's premier medical institutions, including the
All-India Institute of Medical® Sciences (AIIMS),
Maulana Azad Medical College (MAMC), and Lady
Hardinge Medical College (CLHMC).

The medical education infrastructure in Jaipur is
gradually improving, with investments in state-of-the-
art facilities and equipment.

The medical education infrastructure in Delhi is well-
established, with ‘world-class facilities, research
laboratories, and teaching hospitals.

Faculty expertise varies across institutions, with efforts
underway to attract and retain skilled medical
professionals.

Delhi attracts top-tier faculty members and researchers,
contributing to.a high level of expertise and academic
excellence.

Clinical exposure opportunities are available through
affiliations with government hospitals such as the SMS
Hospital and private healthcare facilities.

Students benefit from extensive clinical exposure
opportunities at renowned hospitals like AIIMS,
Safdarjung Hospital, and private medical institutions.

While Jaipur has made strides in developing its medical education infrastructure, Delhi maintains a clear
advantage in established institutions, advanced facilities, and renowned faculty.

Delhi offers a broader range of medical'specialties and research opportunities, attracting students and faculty
from nationwide and abroad.

However, Jaipur provides a valuable alternative for students seeking quality medical education in a vibrant
cultural and historical setting with the potential for further growth and development.

In conclusion, this study. underscores the importance of addressing disparities in medical education across
cities like Delhi and Jaipur/ By understanding regional variations in infrastructure, faculty expertise, and student
outcomes, stakeholders can devise targeted strategies to enhance medical education standards nationwide. Investing
in medical education is essential for ensuring equitable access to quality healthcare education and ultimately
improving healthcare outcomes,on a broader scale.
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