
Challenges to current 
medical education and 
practice

Dear Sir,
There are changes happening at every level in the 
medical field and medical education is no exception. As 
a multitude of factors play increasingly important roles 
in the execution of the medical knowledge acquired 
during one�s education, it is high time that medical 
colleges themselves adopted radical changes in their 
curriculum.

Changes in patients’ expectations
As a result of the move to a more open society with ready 
access to medical information via the Internet and other 
media, patients have seemingly become �wise� and �well-
informed� about health, disease and treatment options.

Change in healthcare delivery
The style of practice has changed for most doctors. 
Multispeciality hospital practices have replaced 
the individual �doctor-patient� relationship perhaps 
compromising patient care to some extent.

The emergence of �Third party Administrators� (TPAs), 
which has changed medical insurance policies, has also 
begun to show its effect on the medical profession.

Changes in medical knowledge
New subjects and material have certainly been added 
to curricula but there has been a reluctance to remove 
older topics, possibly limiting the ability of the course to 
develop as expected.

Suggestion
1) All practical topics should not be repeated in theory 

classes.
2) The importance of certain topics in the contemporary 

practice of medicine must be re-evaluated. Lectures on 
these topics should be completely cancelled and these 
topics or subjects, while still part of the syllabus, should 
be set aside for self-study. This way, the precious time 

set aside for lectures can be utilized to cover other 
more important as well as newer topics.

Changes in students’ requirements
It has been aptly said that currently medical courses 
seem not only to contribute to the disillusionment and 
demoralization of students by deadening their initial 
enthusiasm for medicine but also fail to prepare them 
adequately for the diversity of problems, which they will 
encounter as practicing professionals. Graduates are also 
always under pressure to recover the cost incurred in 
their medical education as early as possible, sometimes 
leading to a loosening of ethical standards.

Suggestion
1) Let students earn while they learn.
2) Let us devise a points� system and let them work in 

wards right from their 1st year of MBBS onwards. We 
are always running short of staff in hospitals. Students 
try to find other part-time avenues to earn money. 
Why can�t we provide them better, more professionally 
relevant alternatives and also meet our own staffing 
needs in the process?

There are many activities going on in hospitals in various 
departments for which medical students can be hired 
instead of assigning these tasks to untrained/non-medical 
hospital staff. Medical students can do dressings and 
other clerkship procedures and earn points for these and 
get paid according to the points they earn.

Where do we go next?
As we take a fresh look at current trends in medical 
education, we can see several key issues which can be 
improved by introducing:
� Outcome-based education
� The introduction of new learning technologies
� The introduction of new courses
� Choice of educational strategies
� Staff development and professionalism in medical 

education

Outcome-based education - what sort of a doctor 
is needed?
�Outcome-based education� means an education, 
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which will produce a doctor who is fully competent and 
prepared to start a basic medical practice by the time of 
graduation. A medical graduate should not be wasting 
time in learning new �tricks� after putting in 51/2-6 years 
into graduation.

At this stage, medical curricula can be extended by a year 
if necessary but the outgoing doctor must be well-trained 
in all practical aspects.

The goal should be to have medical graduates who have 
less knowledge but more abilities than current graduates. 
These abilities will include appropriate attitudes, problem-
solving skills and the use of information technology. 
Doctors must have an appreciation of a wider variety 
of possible solutions to healthcare problems including 
complementary and alternative medicine.

They must participate in Rural health development 
projects (actual �brick level� project work must be done 
by medical graduates). Three month terms in ayurvedic, 
homeopathy and alternative medicine including yoga, 
reiki and holistic methods would also help.

New learning technologies - what can be done 
differently?

Enormous advances have taken place in information 
technology (IT), which can also be added to curricula as 
medical training tools.

Topics which can be added include:
� IT
� Computers
� Medical transcription
� English-speaking and writing, personality development
� Marketing, business management
� Hospital administration
� Medical insurance
� Clinical research, drug trials, etc.

The introduction of new courses
The time is ripe to introduce new courses, which will be 
more �end user-friendly� rather than just being academic. 
Communication skills, preparation for practice and evidence-
based practice must find a place in revised curricula.

Choice of educational approach - what is the best 
strategy?
There is no single �best� curriculum. There should be 

more flexible learning opportunities with an adaptive 
curriculum in which the different learning needs of 
individual students are recognized and the program 
could perhaps be tailored to meet these needs.

Staff development - can excellence in teaching 
be fostered?
�Like teacher, like student.� Both credit and blame go 
to the teacher. It is the teacher who imparts skills or 
knowledge to others. Hence, it is important to first 
prepare good teachers. What is a good teacher?

A good teacher is one who teaches NOT by words but by 
actions.

Teachers will be respected and their lectures attended 
only if students are convinced about the genuine abilities 
of the teachers to impart their skills on to the students. 
Just like patients can discern which doctors are good and 
which are not, students too can see which teachers are 
capable and which are not.

Just increasing the remuneration of teachers will NOT 
help. The performance and dedication of teachers like 
doctors cannot be improved or heightened by more 
money. Increasing pay can certainly make them feel more 
secure financially so that they can devote their attention 
to teaching. However they must also be made to genuinely 
feel that they are one of the most important cogs in the 
wheel of medical education.

As is the practice followed in Armed Forces Medical College 
special incentives can perhaps be offered to teachers in 
all departments depending on the performance of their 
students.

Regular teacher training programs will also surely help.

A �reverse� assessment by students of their teachers should 
be done every three months, which should be taken into 
consideration during the promotions of the teachers.

Research and publications should be compulsory for 
teachers to get promotion. In fact, there is a rule that 
any organization registered as a �research� society has to 
produce research papers.

Inviting competent persons from private non-teaching 
institutions as temporary faculty should be encouraged.
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Instead of forcing students to attend lectures, an 
environment should be created in such a way that they 
should be eager not to miss a single lecture.

An amateur role for a medical teacher is no longer 
sustainable. Competence in teaching should be a 
requirement for all teachers.

Only when one analyzes the data in its entirety can one 
start to appreciate the existence and the magnitude of a 
problem. I end by saying that medical education is not an 
exception to this.

Anil Nirale
Consultant Plastic and Cosmetic Surgeon, www.icls.in

 SV Patel Road, Borivali (W), Mumbai, India 

Address for correspondence: Anil Nirale, �Aakar Cosmetic 
Surgery Center�, A/06, �Vyomesh�, SV Patel Road, 

Near Gokul Hotel. Borivali (W), Mumbai, India.
Email: drnirale@yahoo.com

Case Reports

Dear Sir,
This is regarding Dr. Mukund Thatte�s editorial on �A Point 
Regarding Case Reports�.[1]

I appreciate your respect for case reports. Writing case 
reports for publication in journals is one of the best 
ways to get started in the medical profession. Case 
reports are little mysteries that hold readers� interest far 
more effectively than other types of papers like original 
research and review articles.

An essential feature of a publishable case report is 
its educational value. It is not true that a report must 
present a unique finding. Most case reports are published 
because they support the findings presented in previously 
published cases or because they are useful reminders of 
an important point in diagnosis or treatment.

Bhagath Kumar Potu
Department of Anatomy, Kasturba Medical College, 

Manipal University, Karnataka - 576 104, India

Address for correspondence: Dr. Bhagath Kumar Potu, 
Department of Anatomy, Kasturba Medical College, 

Manipal University, Karnataka - 576 104, India.
E-mail: potu_kumar2000@yahoo.com
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Unusual palmaris longus 
muscle

Dear Sir,
The palmaris longus muscle (PLM) is a slender fusiform 
muscle, whose short muscle belly arises from the medial 
epicondyle with a common flexor origin. Its long slender 
tendon passes palmar to the transverse carpal ligament 
and is attached to the distal half of its anterior surface 
and centrally to the Palmar aponeurosis. It is one of the 
most variable muscles of the human body and is classified 
as a phylogenetically retrogressive muscle, i.e., a short 
belly with a long tendon.[1] In vertebrates, it is found only 
in mammals and is best developed where the forelimb is 
used for ambulation.[2] For example, the Palmaris longus 
is always present in the orangutan[3] but is variably absent 
in higher apes such as chimpanzees and gorillas.[2] In 
humans, the absence of Palmaris longus appears to be 
hereditary but its genetic transmission is not clear.[3]

During a routine dissection of the forearm of a 39 year-
old male cadaver in the Department of Anatomy, Kasturba 
Medical College (K.M.C), Manipal, we observed that the 
Palmaris longus muscle on the left side was muscular 
from its origin right up to the wrist and then continued 
as the Palmar aponeurosis.

Reimann et al, examined 1600 extremities and found 
incidence rates of 12 and 9% of agenesis and other 
anomalies respectively. Variations in form constituted 
50% of these anomalies. The muscle belly may be central, 
distal or digastric or it may be completely muscular.[4] 
Variations also include unilateral absence of the Palmaris 
longus tendon as well.

Many surgeons agree that the Palmaris longus tendon 
is the first choice as a donor tendon because it fulfils 
the necessary requirements of length, diameter and 
availability, and can be used in reconstructive surgery for 
a wide variety of procedures including lip augmentation,[5] 
ptosis correction[6,7] and in the management of facial 
paralysis[8] without producing any functional deformity.[9]
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