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Executive Summary

Self-regulation of the medical field became necessary with specialisation of medicine in the 

modern world.  As a result, several models of self regulatory bodies emerged over time. The structure 

and functions of these bodies differ from country to country, but in general, the chief objectives of self-

regulation remain licensing of practitioners, continuing professional development and taking 

disciplinary action in case of malpractice. Initially, self-regulation was conceived as an autonomous 

professional institution but over time with new ethical challenges and misuse of medical power, the 

representation of the state in a self-regulatory body was ensured. As an example of an established best 

practice in medical regulation, a case-study of the General Medical Council (UK) is presented in the 

report. The present study is a documentation of the innovative practices of the Maharashtra Medical 

Council (MMC), the professional self-regulatory body for practitioners of modern medicine in the state 

of Maharashtra in India. It was set up under the Maharashtra Medical Council Act, 1965. 

In 1993, the MMC came under the allegation of electoral malpractice and a case was filed 

against it in the Bombay High Court. The case was finally resolved after the 1999 election, the results of 

which were annulled as corrupt practices as observed again by the Court. According to the Court 

directive, the practice of postal ballot was replaced by direct secret ballot and elections were held by 

this method in April 2009, after the Council had been disbanded for more than a decade. In the new 

system, polls are held at each district headquarters and voting is done in-person under the supervision 

of the district collector. The Council subsequently formed, comprising of 18 members with equal 

representation of the government and professional body, became functional in May 2011. 

Since it became functional, the Council has initiated new practices to increase its efficiency and 

impact. It has made renewal of registration compulsory for doctors and digitized the process to ensure 

convenience of doctors. It has resumed the task of receiving complaints and is taking steps to increase 

the speed of redressal. It has also taken suo-moto actions against erring practitioners in the state, most 

notably against those suspected of violating the PCPNDT (Prevention) Act.  Respondents of this study 

felt that this has contributed in making the election process more credible and fair. The MMC has also 

mandated at least 30 hours of continuous medical education for doctors every five years. This practice 

has been introduced based on the central government notification, with the aim of regularly updating 

doctors' scientific knowledge and ensuring a high quality of medical education throughout the state. 

While these are signs of progress, there are many challenges that lie ahead on the road to 

successful self regulation. With regard to electoral reforms, the authors of the report suggest that the 

MMC should increase the number of its polling centres and also ensure its proper distribution of polling  



booths at the time of elections. The process of attending to complaints also needs to be revamped as 

currently it suffers from an overall lack of transparency. The CME events need to cover varied 

specialties and the system of awarding the points needs to be standardized across India so that credit 

hours are accepted across states. However, there is a general agreement among the respondents, that 

despite all these challenges, the MMC – after two years of its reconstitution, has been proactive and 

prompt in taking steps to reform itself. Based on a preliminary comparative evaluation, this Report 

suggests that many other state medical councils can adopt practices initiated by the MMC, especially 

those regarding the format of elections, renewal of registration and actions against the erring doctors. 
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1. Introduction

Prior to the modernization and professionalization of the medical community, traditional ethical 

codes regulated the practice of healers. These codes were cultural scripts and not part of any formal law 

of the state (Jesani and Iyer 1999). It was only during the late 19th and 20th centuries that medicine as a 

profession came to be included within the ambit of legality. This accounted for practitioners coming 

together as a unified community; it also fed into the divide between the doctor and the patient. In this 

equation, the doctor was always the empowered one who had access to specialized knowledge and 

the patient was in a dependent position, ill, weak and in need of the knowledge for his betterment. This 

led to an inherently power-imbalanced relation where the chances of abuse of power and authority by 

the doctor ran high. So, particularly to ensure that this abuse did not happen, systems and external 

regulatory mechanisms were put in place.

However, the predominant idea was that medicine was highly technical and a specialized 

knowledge is needed and the layman was in no position to understand and appreciate its intricacies 

and complexities. So, it had to be doctors themselves who would regulate the practice of the medical 

community (Starr 1984). In Britain the Medical Act (1858) instituted the General Medical Council 

(GMC) which was to be in-charge of registering doctors and distinguishing between qualified and 

unqualified practitioners. Similar regulatory bodies and councils came up in several other countries. In 

India in the beginning of the 20th C, the medical council acts were passed in various provinces (Jesani 

and Iyer 1999).

It is known that regulation of the healthcare sector is complex, even in the developed world (Field 

2007). In the 20th C increasing ethical violations by medical professionals led to many social scientists 

questioning the very concept of self regulation (Starr 1984). It was perceived that the professional 

community itself should not be given so much autonomy and the state and civil society were urged to 

become more actively involved in the process of regulation of medical practitioners. 

The challenges of self regulation are indeed many. The therapeutic relationship supposed to define 

the interface between a doctor and his patient tends to become more detached. Doctors and patients 

come to identify themselves as separate groups, leading to an 'us' and 'them' divide (Bal 1995). While 

patients are aware of the basic scientific issues and ethical loopholes because of the internet and new 

communication technologies (Cruess 2005) medicine itself has become highly technical and opaque 

for outsiders. Self regulation also incorporates a tussle between protecting the reputation of the medical 

community vis-à-vis taking care of the interest of the general public. For instance, in the 1992 Singhi vs. 

P. B. Desai case, Saroj Iyer, a senior journalist working for The Times of India was denied permission to 
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attend the case hearings at the Bombay High Court – the reason cited was fear of defamation of the 

accused doctor prior to the court verdict (Gonsalves 2004).

Also, there is conflict of interest. In an era where healthcare is a market commodity to be sold at the 

maximum profit, incentives offered to physicians by pharmaceutical organizations have been strongly 

criticized. Alliances based on profit sharing between different parties in the private healthcare sector 

have invited much skepticism about the success of medical councils which are constituted by members 

who themselves have been known to have a stake in the pharmaceutical industry. 

2. Design of the Case Study

This study was designed with the following objectives: 

i. Need for self-regulation: To study the perceptions of MMC members regarding self regulation 

by healthcare professionals.

ii. Challenges faced and innovations: To document challenges faced by MMC and innovative 

solutions implemented in the process of registration, renewal of registration, registering 

complaints, hearing appeals, reprimanding, suspending and removing a medical professional 

from the register.

iii. Suo-moto actions: To document experience of MMC of taking suo-moto actions and exercising 

its authority as a quasi-judicial body.

iv. Future interventions: To study future interventions or areas of concern under consideration by 

MMC.

v. Potential for replication: To study instances of best practice in the MMC and to document 

them for purposes of replication across other state medical councils. 

3. Methodology

The study used both primary and secondary data. Primary data comprised of semi-structured interviews 

conducted with different categories of respondents associated with the MMC in different capacities. 

The categories of respondents include:
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Each respondent was personally contacted by the researchers on the study. After taking his/her 

verbal consent, the research team mailed him/her a copy of the study protocol and of the interview tool. 

Appointments to interview were sought for, and in most cases an appointment was received within a 

week's time from the request. Interviews were audio-taped with the permission of the respondent and 

in the sole case where permission was not provided, the researchers took hand-written notes. While the 

shorter audio tracks were transcribed in-house, the lengthier ones were outsourced to a professional 

transcribing agency. The interviews went on for an average of 40-45 minutes. Names of respondents 

have been anonymised in this report; they are identified only by their designation or affiliation as and 

when required. 

The Forum for Medical Ethics Society (FMES): The FMES has overall been active in making its stand 

prominent as part of civil society that is intent to curb malpractice within the medical community. The 

study conducted semi-structured interviews of four FMES members to understand the historical context 

and subsequent positive changes in the processes adopted by the MMC.

Note: 

MMC members: The CSER submitted all relevant documents and permission letters to the MMC, 

requesting permission to interview some of its members. However, after several rounds of 

communication, the Council declined to grant permission without the consent of the Ministry of 

Health, Government of Maharashtra. The Registrar of the Council also declined to give an interview. 

Till the time of writing this report, the researchers are still waiting to hear from the Ministry. Access to 

public documents was also denied by the MMC. Consequently, the study does not include any 

interview with members of the present Council. 

Table 1: Categories of Respondents associated with the MMC in different capacities

Source: Field Survey
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Complainants: Identifying, locating and interviewing complainants turned to be more difficult than 

envisioned. The researchers consulted a lawyer for his guidance and were told that (i) cases which have 

received a verdict at the MMC but have moved on to a higher court might better not be publicly 

discussed; (ii) cases which are currently pending at the MMC should not be talked about in a public 

document; (iii) only cases which have been resolved could be mentioned. However, given the low 

number of settled cases, it became very difficult to contact complainants. While the researchers got the 

contact details of Mr P C Singhi (of the P C Singhi and Ors vs. Dr P B Desai and Ors case), despite several 

and repeated attempts, they could not contact him. So, this study in its present form has not been able to 

talk to any complainant.

4. Innovation Context

The Structure of Medical Regulatory Bodies

The political structure of medical regulation varies across countries and even within a country. In 

most countries, regulation is the function of interaction of multiple organizations. These can include 

one or several government departments, associations of medical professionals which act as the interest 

group of the profession, the medical self regulatory bodies established by statutory laws, universities 

and hospitals. There can be a unitary national body for medical regulation (as is there in the UK, Egypt, 

Nigeria, Pakistan, and South Africa) or there can be a decentralized system with a number of regulatory 

bodies for independent states/regions.

The self regulatory model in India is decentralized – as it is in Spain, the USA, Germany and Italy. 

In such a model, although the local regulatory body represents a group of doctors in a specific region 

well enough, there is always the problem of a lack of overall harmonization of regulatory activities for 

the country as a whole (Vries et al 2009).

Medical regulatory bodies may also vary in the degree of representation of the medical 

community. Some have a representation of lay people as well (members of the public, non-

professionals, lawyers, activists, people of different ethnicities/gender/age, etc). These people bring a 

different and very important perspective on regulatory issues. However, this approach is rarely seen in 

other countries. As a report prepared for the UK General Medical Council states:

It should be noted that the influence of doctors on the regulatory process, and the concept of 

professional self-regulation, seems to be less of an issue than might be expected. This is consistent with 

the relatively low level of public engagement with medical regulation in some countries. (Vries et al 

2009; 146)
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5. The Key Functions of Medical Regulation

a) Registration

License to practice medicine are granted to medical practitioners either on a permanent basis or 

one that needs to be renewed periodically. Most countries have a system of provisional registration and 

some grant different types of licenses based on factors such as seniority, knowledge and skill (Vries et al 

2009).

The process of registration of practitioners can be centralized or decentralized. If licenses are 

granted at the state/regional level, there is always the problem of coordination of this process between 

different states since professionals may shift their practice to other locations. As license revalidation or 

renewal becomes more complex (especially when it gets linked to the process of continuing medical 

education or CME) the need to integrate this process at the central level gets reinstated. 

b) Disciplinary Action

Disciplinary procedures are an essential component of medical regulation in all countries. The 

entire process – to take disciplinary actions – is at times not handled by the same authority. In Greece, 

procedures start at the hospital level and are then referred to a regional medical chamber. The final 

appeal by either party can be made in the national Supreme Medical Disciplinary Board (Vries et al 

2009).

The criteria for prohibition of practice are often not well defined. There may be multiple laws and 

ethics codes of different organizations that will be referred to while assessing a complaint. For instance, 

in Poland there is a Medical Code of Ethics as well as a Doctors' Profession Law, both of which 

advocate good conduct but do not clearly spell out what all behaviors are punishable (Vries et al 2009).

c) Continuing Professional Development and Renewal of License to Practice

Continuing professional development has different requirements in different countries. It always 

has an academic component but may also be linked to a doctor's regular appraisal by the organization 

based on other criteria such as a patients' feedback. In India, the criteria are academic and based on a 

doctor's enhancement of skill and being updated with latest knowledge – it is commonly known as 

Continuing Medical Education or CME.

Renewal of licenses and continuing professional development are not necessarily mutually linked. 

In the UK this system was launched in December 2012 while Nigeria has recently made this 

compulsory for renewal of license. Most countries do not have a compulsory license renewal system 

although some have re-registrations in place (such as in Egypt, Germany, Greece, Italy, Pakistan and 

Spain). 
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6. Overview of General Medical Council (GMC), U.K

Given the complexities and challenges inherent in instituting self regulatory mechanisms for the 

medical community, it is no surprise that the regulatory bodies have remained dynamic, adjusting to 

the changing times, needs of society, development of new technology, passing of new laws, etc. The 

regulatory bodies have also often turned to other bodies in other countries, those which have already 

acquired the reputation of being one of the better functioning regulatory bodies. One of the medical 

regulatory bodies, most acknowledged for its practices, is the General Medical Council (GMC), U.K. 

The GMC was the first national medical regulatory body to emerge in the history for uniform legal 

recognition of the profession and embodied the concept of the self-regulation. In the early 20th C when 

India created its medical councils, they were shaped by the experience and ideologies of the GMC. But, 

while till the time of independence the law was close to the British law for the GMC, the British 

themselves made many changes in the structure and function of the GMC – first in response to the 

establishment of the universal access health services in late 1940s, and later in the 1970s when they 

introduced provision of identifying and rehabilitating 'sick' and 'addicted' doctors to get back into the 

profession. Several respondents in this study also referred to the practices of the GMC; the researchers 

studied the website of the GMC and referred to literature on the GMC – its history, functions, the 

challenges it has faced in its lifetime, successes and best practices. This section provides an overview of 

the GMC – as an example of established best practice in medical self regulation. 

i.  Background and Functions

Established under the purview of the 1858 Medical Act in Great Britain, the GMC in its early days 

mainly dealt with serious complaints against doctors. First, it appeared to be too authoritarian towards 

the medical community. It lost the confidence of doctors for its highhandedness and had to be 

reconstituted in 1979. After being reconstituted, its orientation changed dramatically and it 

disappointed the public for being too biased against doctors. In the 1990s, a case concerning deaths of 

many children after cardiac surgery drew a lot of attention – and in the light of this case, the GMC re-

oriented its priorities and values once again. A statement of professional standards – Good Medical 

Practice – was agreed upon between professionals and the public. The standards were tied to licensure, 

medical education and workplace clinical governance, and were to be observed by all doctors (Irvine 

2006).
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ii. Registration of Practitioners with the GMC

Registration is granted in two stages to new doctors who are citizens of UK and this process occurs 

during the time they are enrolled in the Foundation Programme. The Foundation Programme is a two-

year training programme for doctors after they have completed medical school. It is designed to give 

trainees a range of general experience and enable them to take on supervised responsibility for patient 

care as a professional in the workplace, before choosing an area of medicine in which to specialize. In 

the first year of the Foundation Programme doctors receive a provisional registration which allows 

them to continue their training and apply for full registration. In the second year of the Foundation 

Programme trainees have full registration with the GMC, and remain under clinical supervision while 

taking increasing responsibility for patient care.

iii. Complaints and Complainants

The legal framework for 'Fitness to Practice' (FTP) procedures is set out in the Medical Act (1983) 

and the Fitness to Practice Rules (2004). The GMC website is very patient-friendly. Fictional case 

studies and information regarding the type of complaints handled by the GMC are provided in order to 

avoid receiving unnecessary complaints. In addition to the GMC, there are local help and advice 

organizations that a patient can approach with minor complaints. If a panel concludes that the doctor's 

fitness to practice is not impaired, it may decide to issue a warning to the doctor. The FTP panels meet in 

public, except when considering evidence relating to a doctor's health.

Box 1: Functions of GMC
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iv. Renewal of Registration

Renewal of registrations began in December 2012 and the GMC expects to complete the first full 

cycle of renewal by March 2018. Licensed doctors have to renewal their licenses, usually every five 

years, by having regular appraisals with their employer that are based on Good Medical Practice.

7. Indian Context

Regulation of healthcare in India is done through several mechanisms. It is a combination of 

central and state legislations, government departments, and medical councils. The various 

mechanisms in regulatory framework in the context of Indian healthcare include:

v Laws and Legislations (Bombay Nursing Home Act, MTP Act, Clinical Establishment Act, etc.),

v Government bodies such as the Ministry of Health and Family Welfare (MoHFW), Director 

General of Health Services (DGHS) at the Centre and the Ministries of Health at the state levels,

v Specification of standards and accreditations for hospitals such as Indian Public Health 

Standards (IPHS), National Accreditation Board for Hospitals (NABH) and National 

Accreditation Board for Testing and Calibration Laboratories (NABL), 

v Statutory self regulatory bodies like the Medical Council of India (MCI) which also has issued a 

code of ethics for good medical practice, and other state medical councils. 

Self regulatory bodies for practitioners of modern medicine in India include the apex body of the 

Medical Council of India (MCI) and 25 medical councils at the state level, including four in the North-

Eastern States. Similar councils exist for dentists and practitioners of alternative medicine as well. 

However, self regulation by medical practitioners in India has not been able to deliver as per 
th thexpectations (George 2011). The 13  Report of the Committee on Subordinate Legislation of the 10  

Lok Sabha raised issues about Indian Medical Council Act, 1956. It highlighted areas such as renewal of 

registration, advertising, recognized and unrecognized medical colleges, continuing medical 

education (CME) and lack of knowledge of patients about the fees for services rendered (Jesani 1996). 

Voices have also been raised against practice of referral fees, irrational use of antibiotics, rising cost of 

healthcare etc. in recent times. However, the regulatory framework has not been able to take concrete 

action on these issues. The failure of regulatory agencies to check problems in healthcare practice in 

their embryonic stages has led to judicial intervention in healthcare through legislations such as Pre 

Natal Diagnostic Techniques (Prevention) Act (PNDT), the Pre Conception and Pre Natal Diagnostic 

Techniques (Prevention) Act (PCPNDT) and the Human Organs Transplant Act (Nagral 2011).
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Though the law does provide a forum for appeal, it does not ensure compliance. This is evident as 

cases of blatant sex-selective abortions continue in India even after the enactment of the PCPNDT Act. 

Even if the implementation is ensured, there cannot be a law for every procedure in healthcare and 

hence the role of self regulatory councils – such as that of the Maharashtra Medical Council – becomes 

cardinal for compliance to ethical standards and law.

The Maharashtra Medical Council (MMC or the Council), a statutory body, was set up under the 

Maharashtra Medical Council Act of 1965. The MMC succeeded the Bombay Medical Council (1912) 

which was dissolved following the split of Bombay Presidency into the states of Maharashtra and 

Gujarat in 1960. However, back in the 1920s the Government of Bombay had amended the Bombay 

Medical Council Act to include a recommendation for a Code of Medical Ethics for medical 

practitioners. This Code of Ethics defined a medical man's respect for his/her colleagues, patients and 

country as the most important and foundational guiding principle in medical practice. When MMC 

came into being, the focus on ethics of medical practice retained primacy.

Set up in 1965, the MMC was to have a fresh election every five years; however, after 1985 no 

elections were held for almost seven years. The Supreme Court instructed that elections should be held 

before September 1993. Headed by MMC members Dr. S. N. Deshmukh, Dr. Sudhakar Deshpande 

and Dr. Jaswant Mody, the Council geared up for the election. However, since it was said that the 

Council was steeped in various forms of malpractice, the FMES (Forum for Medical Ethics Society) was 

set up by a group of medical practitioners, led by Dr Arun Bal, which also decided to contest the 

election. 

Elections were conducted using the system of postal ballot. And the system was being severely 

misused. It was observed that several candidates were collecting blank ballot papers from voters. 

Several practitioners “not interested in the 'politics of elections'” (Kamath 1993) and so allegedly 

willingly gave away their ballot papers with signatures on the outer envelopes to the candidates or their 

representatives. This method of vote collection was rationalized by two leaders – Dr S. N. Deshmukh 

and Dr. Jaswant Mody in a public meeting at the I.M.A. Hall in Bombay. Dr. Deshmukh contended that 

“there was tremendous lethargy in the medical profession and a large section of doctors would not vote 

unless such methods were resorted to” (Kamath 1993). 

There were other facets to this problem; many doctors in Pune, Nagpur and other parts of 

Maharashtra never received their ballot papers. A case filed by Dr. B. G. Mulay of Pune who had 

received an open envelope on which the names of four candidates were already marked, revealed that 
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many candidates who were dead or abroad had 'voted' at the election. When individuals pointed such 

issues out and asked the Returning Officer to report such malpractice, they were told that the existing 

law did not identify these activities as illegal. Also, despite requests from ACASH and FMES, matching 

of the signature specimen was never carried out. Finally after results were declared, all five existing 

members were found to have been re-elected while none of the FMES members had won a seat. 

Pointing out the severe and several lapses, the FMES members filed a case with the High Court and 

demanded that the results be made null and void. However, the court did not respond and the elected 

members formed the Council. When the term expired in 1997 and the next elections were due, the 

FMES decided to contest the elections again. In a parallel move, the Association of Medical Consultants 

(AMC), Mumbai, also identified certain gap areas in the functioning of the MMC. It too decided to 

contest the next elections in order to weed out malpractices – this election was finally held in 1999. As 

one AMC member said:

We participated in the election process – not that we were interested in actually getting elected, 

but only when you participate in the election process you realize all the shortcomings of the 

previous election. It was postal ballot voting and we could identify each and every shortcoming. W e  

wanted to document the shortcomings for presenting to the court. 

The elections in 1999 were conducted under the monitoring of neutral observers appointed by the 

Bombay High Court. However similar illegitimate means of securing votes using blank ballots were 

seen to recur. One FMES member recounted:

In 1999, fresh elections were held and again this time, we saw that a lot of malpractices were 

taking place: candidates themselves were bringing bags and bags of votes and handing it over to t h e  

Returning Officers. So, obviously these votes were already manipulated. 

The FMES group once again filed a petition in the Bombay High Court, requesting that not only the 

results of the election be declared null, but the anachronistic postal ballot system be done away with. 

“The High Court was pleased to pass an order saying that election process was stayed”, recounted one 

FMES member. Fresh elections were ordered. 

rdThe 3  election was finally conducted in April 2009 after a gap of 10 years. And for the first time 

secret ballot was used. It was held as per 2003 amendment of rules for elections of the Council. 

However, for more than a year after the elected members came together to form part of the Council, the 

nominated members' list was not announced by the government. Finally, after IMA filed a petition 
thagainst the state because of its failure in nominating members on the Council, on March 17  2011, the 
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government issued a notification and the Council finally became functional. The new Council met for 

the first time in May 2011.

8. Detailed Description of the Program

The mission statement of the MMC Act (1965) says that the aim of the Council is to “[U]nify, 

consolidate and make better provisions in the law regulating the registrations of persons practising 

modern scientific medicine in the State of Maharashtra.” The Council also considers its duty to “[S]ee 

that medical ethics are observed by the Medicos and the dignity, decorum and sanctity of Medical 

Profession is maintained and preserved” (MMC Website). Towards ensuring that practitioners abide by 

the rules and laws, the Council uses its powers as a quasi-judicial body to take suo moto actions. To that 

extent it works as a redressal body where aggrieved patients and relatives can file complaints against 

erring doctors or report general malpractice. Problems like medical negligence, excessive charging, 

referral for unwanted clinical tests and examinations, inappropriate or improper behavior and other 

forms of clinical, legal and social offence can be taken to the Council. While anonymous complaints 

may be disregarded, the Council decides on the merit and priority of all other cases and accordingly 

follows the process laid down for a judicial body. 

The present Council (of 18 members) is formed by:

i. The Director of Health services (ex officio),

ii. The Director of Medical Education and Research (ex officio),

iii. Five  members nominated by the State Government, of whom at least four are medical 

practitioners,

iv. One member each to be elected by every University in the State which has a medical faculty, 

v. One member to be elected by the College of Physicians and Surgeons, Bombay from amongst 

members who are practitioners, 

vi. Nine members to be elected by registered members from amongst themselves.

All questions and decisions are to be decided by a majority of votes and eight members including 

the President and Vice President constitute a quorum. The list of current members including the 

Registrar is as follows:
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The major activities of the Council include: 

v Maintaining a regularly updated register of doctors practicing modern medicine in the state of 

Maharashtra,

v Implementing a code of ethics for the regulation of the practitioners,

v Hearing and attending to complaints filed against erring medical practitioners and taking 

necessary disciplinary action against them,

v Inspecting and giving licenses to medical colleges across the State.

Source: http://www.maharashtramedicalcouncil.in/MMCPanel.aspx

Table 2: List of members in the Council
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With these as part of its primary agenda, the new Council now has a big challenge in front of it. 

From taking care of the huge backlog of complaints to stabilizing the Council, there are several issues to 

be addressed. Some of the major activities it has already achieved in this span of close to two years are 

described in the following section.

9. The Innovation

9.1 Registration and Renewal of Registration of Medical Practitioners

The registration of medical practitioners is carried out in two stages:

1. Provisional Registration 

2. Permanent Registration

Box 2: Registration of Medical Practitioners
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Also:

When a medical graduate registers with MMC through the procedure mentioned above, s/he is 
theligible for practicing in state of Maharashtra. Till 30  June 2005, 88,153 doctors were registered with 

the Council. (MMC website).

9.2 Continuing Medical Education (CME)
rdThe MMC issued a notice in leading newspapers on March 23  2010 regarding Continuing 

Medical Education (CME). It conveyed the notification of the central government about the new ethics 
thregulations in the Gazette of India dated April 16 , 2002. It said: 

A physician should participate in professional meeting as part of continuous medical 

education program for at least 30 hours every 5 years organized by reputed professional academic 

bodies or any other authorized organizations.

The MMC maintains a register of accredited organizations for CME. A separate section of the MMC 

handles work related to the CME.
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Box 3: Organizations for accreditation for CME programs

These organizations apply to MMC for accreditation of their CME programmes. After every five 

years, a fresh application for accreditation is required. The Council specifies the following criterion as 

necessary for the renewal of accreditation:



16

The MMC sends observers to the CME program for quality assessment. The CME hours for various 

academic activities are as follows:

Box 4: Criteria for renewal of accreditation
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Source: http://www.maharashtramedicalcouncil.in/Notice/CMEPrograme-04-02-2012.pdf

Table 3: CME hours for various academic activities
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v A  conference is considered international if 10 or more of the faculty members are foreign 

faculty members

v Faculty members of international conference get one additional credit hour

v Speakers of any conference/CME/workshop/training program are given one additional credit 

hour in addition to the credit hour allotted to the delegates for that particular academic activity.

The following programs are not accredited as CMEs by MMC for credit hours:

v CME  program  organized  by  a  drug/equipment  company  for  promotion  of  the  drug  or 

equipment

v CME program organized by individual nursing homes/hospitals/persons for marketing 

purposes

v CME organized for self promotion/advertisement

v Live  operative  workshop  performed  by  foreign faculties unless they obtain provisional 

registration from Medical Council of India.

9.3 Election of the Council

The rules for election of the Council were prescribed by The Maharashtra Medical Council Rules, 

1967. As discussed in the section on history of Maharashtra Medical Council, there was rampant 

malpractice in the use of postal ballot system. As a result, in 2002, the state government amended the 

rule to abolish postal ballot – The Maharashtra Medical Council (First Amendment) Rules, 2002. The 

main features of the amendment are:

v As per Rule 16, sub rule 1, 'Postal ballot' has been substituted by 'secret ballot in person. It is 

specified that no votes shall be received by proxy or by post. 

v Earlier, ballot papers were delivered to the MMC by postal ballot. After the amendment, the 

elections are held at each district head quarter under supervision of the District Collector.

v The Presiding officers, polling officers and other staff for the election at the district level are 

appointed by the District Collector. All the arrangements at the polling booth including ballot 

boxes, ballot papers, and list of registered voters are done under supervision of the District 

Collector.

v The Registrar is no more the Returning Officer (RO) for the elections of the council. The 

Returning Officer is appointed by the Government. It is specified that the Returning Office 

should not be below the level of an Under Secretary.

v Presiding officer employs persons for identification of the voters by checking the Registration 

Certificate issued by MMC to the medical practitioners.
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These changes have increased the credibility of the procedure in ensuring that the elections are 

held in fair manner. Most of the respondents on the study felt that secret ballot has improved the 

election process. An FMES member said: 

Well,  there  was direct voting and postal ballot had been done away with, so in that sense it was 

fair. There was a complaint about one of the candidates in the court, but I think the court struck it 

down. I don't remember that there was any obvious kind of malpractice. 

Another member said:

The most important thing is [that] a genuinely and fairly elected group of nine doctors have come 

to run the [present] Council. 

10. Complaints and Complainants 

The Council is a quasi-judicial body with power to take suo moto actions. When a complaint 

against any misconduct or corruption pertaining to a medical practitioner is lodged with the Council, 

the Council is authorized to take legal action. As per the MMC Act, the process to address and deal with 

a complaint is presented as follows:
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Figure 1: Processing of complaints at MMC

g
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As can be seen in the above flowchart, when a complaint is received by the Registrar, it is 

submitted to the Council President – unless it is an anonymous complaint which is liable to be 

disregarded. However, if the President believes that the complainant is pseudonymous, s/he can ask for 

further proof and substantiation. Once the identity of a complainant has been established, the registrar 

is asked to contact the medical practitioner against whom the complaint has been lodged. A registered 

letter is sent to him/her, giving details of the complaint and asking for an explanation. After receiving 

the relevant documents from the practitioner, the President refers them to the Executive Committee 

along with his/her remarks. The Executive Committee may advise for further investigation and take 

legal advise from a legal expert. The Executive Committee, after consideration of the facts of the case, 

records its opinion and sends it to the Council for discussion and decision-making. The Council can 

further ask the Registrar to obtain more information relevant to the complaint. If the Council finds that 

there is no prima facie evidence against the practitioner, it can ask the Registrar to file the papers. The 

Council can exonerate the medical practitioner if the explanation provided by the practitioner is 

satisfactory for the Council. If such conditions do not arise, then the Council can direct an inquiry. For 

the purpose of inquiry, the Council can appoint assessors to advise in dealing with the case. The 

assessor is paid for attending the inquiry.

The President can serve a notice to the registered medical practitioner that specifies the details of 

the charges and information on the date when the hearing of the case will be conducted. The Council 

provides the practitioner a minimum of 15 days to provide the written statement. However this period 

cannot exceed 60 days. The notice is sent three weeks prior to the enquiry. The allegations, facts, 

inferences and the circumstances on which charge is based are clearly mentioned in the notice. The 

notice also includes all the relevant documents submitted by other party in the case along with 

statement of allegation. Copies of all documents required by the practitioner to prepare the defense are 

handed over to him/her. The defense is put in written by the practitioner. The practitioner also specifies 

whether s/he desires to be heard in person.

All the documents then are provided to the complainant and all the members of the Council before 

hearing of the case. The complainant can ask for the documents submitted by the registered 

practitioner in own defense. For hearing of the case, the Council, complainant and practitioner may be 

represented by their legal practitioners. The assessor provides the advice, if any, in presence of all the 

parties in the case. The procedure for the conduct of the inquiry is as follows:
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v Registrar reads out the notice of inquiry addressed to the practitioner.

v The complainant or complainant's legal representative is invited to state the case and produce 

the evidence in support of it. At the conclusion of the evidence, the case of the complainant 

closes.

v The practitioner or practitioner's representative is then invited to state the case and provide 

supporting evidence. The practitioner can address the Council before or at the conclusion of 

providing the evidence, but only once.

v At the conclusion of the practitioner's case, if the practitioner has produced evidence, the 

Council hears the complainant's reply to the evidence produced by the practitioner in general. 

No further evidence from complainant is heard unless the Council thinks that receiving such 

evidence is necessary for the case. If the practitioner does not produce evidence, then the 

complainant is not heard again, except for special leave of the Council.

v Whenever there is a witness produced by any of the parties, the witness is first examined by the 

party producing the witness and then cross-examined by the other party and re-examined by 

the party producing the witness.

v The Council can decline any witness who is not present in person or who declines to submit to 

cross examination. 

v The President and the assessor, if any, may put questions to the complainant, practitioner or 

their witness. A member of the Council may put his/her questions to the complainant, 

practitioner or their witness through the President.  

v In case there is no complainant or the complainant does not appear, the Registrar reads the 

notice to the Council and then the practitioner or representative states his/her case and 

provides supporting evidence. The legal practitioner of the Council may be consulted if the 

Council desires.

The President keeps the record of proceedings at the inquiry and evidence of the witness. After 

completion of the enquiry, the practitioner is allowed to give an oral or written statement. After that the 

Council deliberates in private. At the end of the deliberation, the President pronounces the decision 

immediately or directs the Registrar to communicate the decision later.

11. Brief Chronology of Events

A cursory timeline of developments related to the MMC across the years is as follows:
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Box 5: Timeline of developments related to the MMC across the years
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During the years when the Council was dissolved, the two major areas of handling complaints 

against practitioners and registrations of practitioners were being taken care of by a one-man 

administration. The administrators were:

Box 6: Administrators for handling complaints against practitioners

12. Key Stakeholders

Figure 2: Key Stakeholders
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The Government

Government notifies the Maharashtra Medical Council about the doctors who are found guilty of 

professional misconduct. The MMC takes appropriate action based on the nature of violation. In recent 

past, the government has been submitting the names of the doctors who are found guilty of violation of 

PCPNDT Act in order to suspend their names from the register of MMC making it illegal for them to 

practice medicine. The government also nominates 9 members to the MMC who take part in the 

functioning of the MMC and deal with the cases lodged with MMC along with the elected members. 

Medical Practitioners

Medical practitioners elect their representatives to the MMC from among themselves. These 

practitioners along with Government nominated members constitute the council and carry out its 

functions. All the medical practitioners have to attend Continuing Medical Education (CME) Programs 

and submit the certificates of having completed 30 credit hours in 5 years. 

Complainants/Patients

MMC provides a forum for patients or other persons to appeal against the doctors. The 

complainants or the patients lodge complaint to MMC. Based on the review by the President of MMC 

and its Executive Council, the case is either accepted or rejected. When cases are accepted, the 

complainants represent themselves or are represented by a lawyer during the hearing of the case.

Medical Graduates

The medical graduates register with the Maharashtra Medical Council after completing the 

coursework, necessary examinations and internship. This entitles them to practice in the state of 

Maharashtra. This registration has to be renewed every 5 years for continuing practicing medicine in 

Maharashtra. The renewal of the registration is contingent on the requirement of completing 30 credit 

hours of Continuing Medical Education (CME).

Medical Colleges

MMC has the authority to inspect the medical colleges for requisite facilities required to conduct 

medical courses and examinations. At the report of the MMC, the state government can remove the 

names of the courses from relevant schedule of official gazette if a college is found to be conducting the 

course without adhering to prescribed standards. The Maharashtra Medical Council has a 

representative from Maharashtra University of Health Sciences, Nashik which conducts examination 

for all the MBBS and other courses in Maharashtra.
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13. Critical Assessment

13.1 Success Factors :

i. The Process of Conducting Elections 

One of the positive initiatives of the MMC was the institution of secret ballot in person under the 

directive of the Bombay High Court. It has been seen in previous sections how the postal ballot system 

suffered from rampant malpractice during the elections of 1992 and 1999. Members of the FMES and 

other respondents believe that voting by secret ballot has improved the credibility of the elections and 

thus consequently of the function of the Council as a body. It has led to a better and fair representation 

of medical practitioners at the Council.

ii. The Representation of Medical Practitioners at the Council

The MMC consists of elected representatives and appointed members of government. The earlier 

councils consisted of one representative from each medical university. At that stage the council was 

constituted of 23 members and only nine of them were elected members. Later in 1998, a state level 

university, the Maharashtra University of Health Sciences (MUHS) was formed as an umbrella body for 

all the medical colleges in Maharashtra thus dissolving the regional medical education universities in 

the state. Consequently, the number of council members got reduced to 18, with only one 

representative from Maharashtra University of Health Sciences. As a result, there are nine elected 

members and nine nominated members thereby leading to parity between the numbers of elected and 

nominated members. Though several respondents believed that the number of elected representatives 

should be further increased so that it exceeds the number of nominated members, all expressed 

satisfaction with the present parity. 

iii. The Suo Moto Actions taken by the MMC

With increasing cases of violation of the PCPNDT (Prevention) Act, the MMC has been under 

pressure from civil society and the state government to take action against guilty practitioners. In 2011, 

the MMC took strict action under the provision of MMC Act and Pre-PCPNDT Act to suspend five 

doctors for carrying out sex determination and sex-selective termination of pregnancy. Doctors who 

were suspended were: Drs Madhav Trimbakrao Sanap and Sayyad Tarak Ahmad Sayyad from Beed, 

Drs Bhausaheb Haribhau Katkar and Keertikumar Vasant Argade from Kolhapur, and Dr Mohankumar 

Bandopant Nagane from Pune. 

In 2012 the MMC issued show-cause notices to 14 Pune-based doctors, who were found guilty 

under the PCPNDT Act. It has suspended their registrations till the court proceedings get completed. 

Also, the licenses of 13 doctors from Beed, Jalgaon, Pune and Osmanabad have been temporally 

suspended following allegations against conducting foetal sex determinations tests against them. 



27

In 2012, the MMC received from the state government, a list of 54 doctors whose licenses were 

sought to be suspended. They were accused of having violated the PCPNDT Act. These doctors were 

mostly from Pune, Nagar, Solapur, Pimpri-Chinchwad, Kolhapur, Beed, Nanded, Jalgaon, Satara and 

Latur. The MMC also suspended a doctor who was practicing as a cardiologist while holding just an 

MBBS degree. The present Council has demonstrated proactiveness in taking steps against doctors 

against whom there is evidence, rather than waiting for court directives. 

iv. The Renewal of Registration of Medical Practitioners

During the time when Council was dissolved (1999 – 2009) by orders of the court, renewal of 

registration was also temporarily suspended. However, the administrator was carrying out the 

responsibility of registering doctors. The present Council has taken initiatives to renew the registration 

of the doctors who had not renewed theirs since 1990s. There is an amnesty scheme to hasten the 

process of renewal of registration. The MMC has also digitized the entire process of registration thus 

making it easier and more convenient for doctors, particularly those who live in remote areas. 

v. Mandating CME for Registered Practitioners

The MMC has implemented the notification of 2002 of the Government of India. The central 

government in its new ethics regulations has specified that a doctor should participate in professional 

meetings as part of continuing medical education for at least 30 credit hours for five years. It has been 

linked to the renewal of registration for the medical practitioners. Thus, a doctor has to submit 

certificate of having attended 30 credit hours of CME for renewal of registration.

13.2 Challenges 

The present Council was constituted in March 2011, and in less than two years has worked 

towards addressing the backlog of pending complaints, enforcing the renewal of registration and 

mandating CME. However, the challenges it has had to overcome have also been huge.

i. Challenges in Election of the Council

While the MMC at present is the only state medical council which uses secret ballot – as against the 

postal ballot – the road to finally getting this practice instituted was steeped in challenges.

In the system of postal ballot, blank ballot papers are put in envelopes and sent out to all registered 

medical practitioners. Each is expected to write the name of his/her preferred candidate from those who 

would be contesting the election, put his/her signature at an assigned spot on the envelope containing 

the address of the Election Returning Officer and mail it back. After all envelopes would be received by 

the Returning Officer, he would open all envelopes on the vote counting day, in the presence of all 

 



28

candidates or their representatives to ensure a fair counting of votes. While in theory this process does 

not sound problematic, in practice it was mired in corruption. From people being persuaded to give 

way their blank ballots, to envelopes being manipulated, the results were anything but fair in the 

elections of the MMC members. 

The ghosts of postal ballots haunted the MMC through the elections of 1992 and 1999. The 

Council remained suspended between 1999 and 2009 with only an appointed Administrator taking 

sole charge of the minimum functions of the Council. In the 2009 elections secret ballot was used for 

the first time in the history of Maharashtra medical council. As an FMES member said: “The uniqueness 

of the council is that this is the only council in the last sixty years which is elected directly.” This 

election was conducted in a fair and just manner – and several of the respondents on this study vouched 

for that. A member of the AMC, when asked for his opinion on the fairness of the recent elections, said, 

“Oh, excellent! I have witnessed this election. Because of physical voting, there was no scope [of any 

malpractice].” 

While a major challenge in making the election process fair has been addressed, further steps to 

ensure that all practitioners are able to exercise their voting rights in a convenient manner should also 

be taken. As some respondents pointed out, only one polling booth per district had been set up and 

meant that several practitioners had to travel throughout the day to cast the vote. A member of the AMC 

elaborated:

What you would still wish is that there should be more [polling] centers. Right now, what the 

government has done is that they have provided one center per district and that is inadequate for 

people. To travel to a district centre might not be easy for all those in interiors. In Mumbai it is 

alright, and Mumbai had two centres. We would really wish that they have a centre per taluka.

He said that if the inconvenience is not tackled soon, it might negatively affect people's willingness 

to cast the vote. While economic expenses are an issue, it is hoped that in time the MMC will increase 

the number of its polling centres and also ensure its fair distribution across doctor density. He added:

I know it is an expensive affair, but, part of the money can be spent by the Government and part 

can be spent by the Council itself. And over a period of time, but eventually it should be one centre 

per taluka for the voting, because in any participatory elections, if the number of polling stations is 

so few it will still remain unfair.
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ii. Challenges in Registration and Renewal of Registration of Medical Practitioners

While a mandate of all medical councils is to register practitioners of modern allopathic medicine 

and surgery, those registered with the MMC have to get their registrations renewed every five years. The 

MMC has decentralised the process of renewal of registration with the Indian Medical Association 

(IMA).

The IMA, Pune branch, has been authorised to provide renewal of registration facility for doctors 

in Pune district. Valid registration is mandatory for practice or for working as a doctor/medical 

officer, otherwise, it becomes an offense. The facility is for renewal of registration for all doctors 
 1and those who have renewed their registration in 2007.

During renewal, the candidate has to be present physically. The benefit of having registrations 

renewed every five years is immense: it provides an updated number of medical practitioners who are 

still practicing in the area. Also, the district-wise disaggregated data provides a further glimpse into the 

doctor-patient ratio in each district. The MMC has also made possible online registration of doctors to 

ease out the trouble of having to physically travel to the Council. While in itself the process of renewing 

registrations of practitioners does not entail much resistance or challenge, the mechanism of 

determining the eligibility for renewal certainly did beat up a storm.

iii. Challenges in Mandating Continuing Medical Education (CME)

Continuing Medical Education or CME is increasingly being stressed upon by the MCI and also by 

several other Medical Councils in other countries. The rationale for making this highly recommended 

or mandatory is that medicine is a progressive science and for the production of a culture of dynamic 

practitioners, continuous education, training and capacity building is of vital importance. As a circular 

issued by the Council states: 

Medical Science is dynamic and there is no end of learning for a doctor. This is in essence the 

concept of continuing medical education (CME). Tremendous advances are taking place in the 

field of medical science, which are continuously changing the concept, approach to management 

and the outcome of several diseases. The rapid pace of these advances make it mandatory for 

doctors to keep themselves updated so that they may apply this information to their patient's 

well-being and improve the quality of care rendered to them. A doctor must never be satisfied with 

1 IMA facility to help renew registrations. TNN Jan 25, 2012. http://articles.timesofindia.indiatimes.com/2012-01-

25/pune/30662289_1_registration-indian-medical-association-renewal; last visited Jan 14, 2013
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his/her current level of proficiency and must always strive to enhance his/her competence and 

knowledge by keeping abreast with the latest developments in the field. 

The Central Government in the Gazette of India dated April 16, 2002, notified in the Ethics 

regulation that the CME is mandatory for all practitioners of modern medicine. So, when a practitioner 

applied for a renewal of his/her license, s/he will have to show a total of at least 30 Credit Hours, or an 

average of six Credit Hours every year.

In a Circular issued by the MMC, it says that the Council is supposed to maintain a register 

(computer data based) “showing the names of accredited organisations conducting CME programs. 

Keeping in view large volume of work to be handled by the Council in regard to approval of 

organisations conducting the CME course, keeping record of CME programs attended each year by 

registered medical practitioners and coordinating with State Medical Councils etc. a separate section is 

created for the purpose.”

However, the Council both faced and continues to face some challenges in this aspect. While 

there is still the need to have more clarity on how credit hours are designed, a major hurdle pointed out 

by doctors is that there is not yet a sufficient variety in the types of courses or conferences organized by 

doctors. A practitioner Dr Avinash Deshpande, residing and practicing in Aurangabad filed a petition in 

the Bombay high court, arguing that making CME mandatory for renewing registrations is a faulty 

mechanism. He wrote, “I am not opposed to the rule of attending CMEs. But as a general physician, I 

ended up attending two programmes last month — one on cancer surgery and another on latest 
2 technology related to allergies. What is the point of this kind of education?” This is common refrain 

heard from several practitioners. 

In an open letter, Dr Chandrashekhar Sohoni, wrote:

The goal of CME to keep doctors abreast with recent developments in medicine is absolutely 

fair. However, the problem lies with the method in which MCI wants to implement this. We 

live in the era of internet, satellite, and smart phones where knowledge is just a click away. We 

are chatting across continents. But the MCI wants doctors to be physically present at some 

select registered venues to take the holy dip! This is certainly a retrogressive step. The added 

2 Collecting Credit Hours to renew licenses proving hard for doctors. Menaka Rao. Feb 13, 2012. Hindustan Times. 

Also available at http://www.hindustantimes.com/India-news/Mumbai/Collecting-credit-hours-to-renewlicences-proving-

hard-for-doctors/Article1-810555.aspx; last visited on Jan 14, 2013.



31

financial burden and inconvenience that a doctor has to bear because of this, cannot be 

ignored. If you are not a native, a three-day residential conference in a metro city will cost you 

nothing less than 10 000 rupees. Plus an in-service doctor has to take additional leave for 

attending conferences. Why does not the MCI ask the Health Ministry to pass a directive so as 

to make it mandatory for all hospitals to give a “CME allowance” and “CME leave” to doctors? 

[…] If the MCI is so concerned about continuing education, why do not the respective State 

Medical Councils take up the responsibility of organizing free CME? Alternatively, they could 

have started a monthly or bi-monthly e-newsletter for constant updates. (Sohoni 2011)

Respondents also pointed out that for several practitioners in rural areas, opting for any online 

course or attending conferences can become tedious processes. One of the respondents on this study – 

a member of the FMES – observed: 

CME was made compulsory in Kerala but the Kerala High Court struck it down saying that it was 

not mentioned in the Act. It's easy to say do CME, but this is all driven by pharmaceutical industry 

because they want the CMEs and if the Council says so, they will be involved. But this is not going t o  

work because you are thinking only of towns but what about rural doctors.

The conferences and courses till date do not cover all the branches of medicine – often leading to 

doctors attending any random conference for the sake of collecting CME credit hours. As Sohoni (2011) 

elaborates, “Sitting in a dark, air-conditioned lecture hall, half-asleep, just for the sake of a few credit 

hours is pure hypocrisy. What difference such conferences actually make to our knowledge and 

practice is also a debatable issue.” If the entire point of this venture is to ensure that practitioners remain 

abreast of the latest in knowledge and technology, then the Council should equally focus on ensuring 

that doctors across specialities get an actual chance to participate in areas of their respective 

specialisations. A member of the AMC said: 

The system of identifying CME credits still needs a lot of polishing, because it is very vague.  They 

are unclear about it, because it is a new system, so, you require a lot of people's participation in 

the system […] if we attended any conference outside Maharashtra, those were not getting 

recognized.  So, people like me, I am into super specialty, so I rarely have conferences in 

Maharashtra, 70 to 80% of the conferences I attend are outside Maharashtra and 20% of them are 

outside India.  So, we were not getting credits. Now, finally they have accepted these, […] but the 

process needs to be streamlined.
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Thus, not having enough CME events in the state is a problem which leads to specialists attending 

conferences on completely different specialties which they do not practice. The other option is to 

attend conferences in other states to collect credit hours. One of the issues pointed out by the AMC 

member was that – 

Maharashtra Medical Council awards credit hours: for every three hours of conference they award 

one credit hour. But, other state medical councils award one credit hour per hour […] So, if I have 

attended a conference in Punjab, I get a certificate which shows I have attended say 15 credit 

hours, but Maharashtra refuses to recognize it as 15 credit hours – they will say it is 5 credit hours. A t  

least within India there should be uniformity in the system of deciding credit hours.

Thus, there is a challenge of standardizing the system across India so that credit hours are accepted 

across states. There is also a challenge to have more CME events with varied specialties so that medical 

professionals can attend the appropriate events and the purpose of CME to update doctors in their areas 

of expertise is served.

iv. Challenges in Attending to Complaints 

When the new Council came to office in 2011 it took on an approximate backlog of almost 600 
3,4cases that had accumulated over the past one decade.  The Council is the grievance redressal body for 

any form of malpractice by medical practitioners. However, there is also some discontent about the 

process by which a complaint is addressed. The Executive Committee members decide on the merit on 

a complaint and agree on whether to take it up. It has been alleged that there is a severe lack of 

transparency in this process of selecting complaints. To quote a respondent – a lawyer – from this study: 

Now the problem starts from here: we don't know how the Committee scrutinizes the complaints 

and decides to issue a notice to the complainant. It is not necessary that they will hear every 

complaint. And comes the problem here as to which complaint should you hear and which one 

you shouldn't as there is no transparency.

3 Medical negligence victims can now post complaints online. Santosh Andhale. May 25, 2011. Daily News & 

Analysis. (Also available on http://www.dnaindia.com/mumbai/report_medical- negligence-victims-can-nowpost-

complaints-online_1547123 ; last visited on Jan 13, 2013.)

4. M a h a r a s h t r a  M e d i c a l  C o u n c i l  ( M M C )  t o  s e t u p  e t h i c s  c o m m i t t e e .  ( A l s o  

http://www.harneedi.com/index.php/healthcare/3919-maharashtra-medical-council-mmc-to-set- up-ethicscommittee 

(Also available on http://www.harneedi.com/index.php/healthcare/3919-maharashtra-medicalcouncil-mmc-to-set-up-

ethics-committee; last visited on Jan 13, 2013.)
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It has also been pointed out that depending on the nature of a case, super-specialists (for instance 

maybe an oncology surgeon, a neonatologist) might be required to provide their expert and neutral 

opinion; however, how that is done is not explicit. 

The hearings are not open to the general public. Also only a limited number of people from the 

complainant's side are allowed to be present. The details of a case – even those that have been 

dispensed – are also not in public domain and there is a feeling that while the Council is meant to 

regulate the practice of doctors, it ends up protecting them even when certain practitioners are proven 

guilty of malpractice.

14. Comparative Evaluation

There are 25 state medical councils in India and notwithstanding the fact that they are independent 

autonomous regulatory bodies, they are also under the overarching regulations of the Medical Council 

of India (MCI). A situation analysis was done with the help of information available on the websites of 

the other existing state medical councils to understand their election process, representation structure 

(elected members vis-à-vis nominated members), the election versus nomination of the President, and 

other relevant features. There are many avenues for cross learning wherein the MMC can adopt certain 

initiatives implemented in other medical councils and others can adopt and replicate the initiatives of 

the MMC. The following is a comparative list focusing on some of the core areas of some state medical 

council: (the websites of these 11 state medical councils were accessed, since others do not yet have a 

dedicated website.)
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Table 4: Comparative study of state medical councils on some core areas

Source: Websites of 11 state medical councils
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15. Potential for Replication

Potential for Replication of MMC's Best Practices 

v The most significant best practice of the MMC is their system of using secret ballots and not 

allowing proxy voting for electing the Council members. At the moment, every other council in 

India uses postal ballot for electing its members. Postal Ballot is known to be particularly 

amenable to fraud (Slater and James 2007, Bal 1995) and the experience of the MMC also bears 

testimony to it. It is thereby recommended that all medical councils make the transition from 

postal to secret ballot in person so as to ensure transparency and fairness in elections. 

v Renewal of medical registration is also a part of best practice; however, many other state 

medical councils are already following it. However, while MMC has linked CME with renewal 

of registration, most other state medical councils do not require CME for renewal. The linking 

of CME with renewal makes much sense considering that isolated periodic renewal of 

registration does not indicate credibility of the doctor's updated-ness and the process can lapse 

into a mere bureaucratic one. The stress on CME will work to ensure that all doctors in the state 

mandatorily update their skills and qualifications on a regular basis. Except for the states of 

Andhra Pradesh, Madhya Pradesh, Tamil Nadu and West Bengal, most other states have a 

system of renewal of registration in place. They also have CME as a separate requirement as per 

the 2002 notification of the Government of India. So, it is recommended that it would be 

expedient to integrate these two activities. 

v In addition to this, the MMC initiative of providing the option of online registration and renewal 

of registration of practitioners should also be adopted by other state medical councils in order 

to ensure convenience of doctors especially in rural and remote areas. 

16. Recommendations to MMC

v The MMC has an equal number of elected and nominated representatives. However, councils 

in Delhi, Arunachal Pradesh, Karnataka and Tamil Nadu have more number of elected 

representatives than nominated members. This ratio is understood to be better suited in 

promoting the goal of autonomy in the functioning of self regulatory bodies. Accordingly, it is 

recommended that MMC should adopt this practice.  

v The MMC can also replicate some of the actions of the Delhi Medical Council which is 

particularly proactive. The Delhi Medical Council has initiated an anti-quackery campaign and 

conducts and supports research related to pressing healthcare issues. Its practice of listing all 

disciplinary actions taken against doctors in the past also allows for greater transparency. 
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v Based on the opinions received from several of the respondents interviewed for this study, it is 

also recommended that the MMC provides more polling booths so as to facilitate practitioners 

to cast their votes easily.

v While the stress on CME is appreciated, it is also recommended that the MMC takes steps to 

provide CME courses for all specialities in order to help practitioners avoid attending courses 

not related to their areas of expertise and skill. 

v It is also recommended that the Council takes initiative to address the difficulty faced by 

practitioners who attend credit courses outside the state or abroad.

v Finally, taking cue from the GMC, UK, it is recommended that in order to enhance 

transparency of the Council, it becomes more open to the public, let lay people attend selected 

hearings and make minutes of the discussion and details of the case accessible to the general 

public.

17. Financial Implications

In its initial decades the Council was primarily supported by funds from the Maharashtra State 

Government. However there was a lot of discomfort among several practitioners who felt that the 

Council would remain subservient to the whims of the state government. In the 2000 meeting between 

the MMC Reform Cell of the AMC and the MMC members, suggestions forwarded to the Council 

included some ways to build the Council's revenue base. The fact that the Council could not become a 

truly autonomous body unless it became financially independent was stressed upon. The permanent 

registration fees of doctors was then revised from INR 150/- to 2000/-. While some practitioners felt that 

doctors could afford even more every five years, the consensus was to keep it at Rs. 2000/-. While the 

study could not access financial details from the Council, data from the Council website gives the 

following amounts as the different fees for processing various requests.

Table 5: Fees for processing different requests

Source: < http://www.maharashtramedicalcouncil.in/
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18. Conclusion

Since its inception in 1965, the MMC had been embroiled either in controversies or remained 

dysfunctional for long stretches of time. It can be said that it is only since 2011 that the Council has 

started to function as per its laid out missions. One of its most significant activities is the introduction of 

the system of direct secret ballot in elections. Besides resuming its activities and taking care of the 

backlog, it has also introduced changes in its method of functioning – such as revamping the 

registration and election processes. It has also undertaken new initiatives such as accrediting the CME 

programmes and executing suo-moto powers against erring practitioners. These are welcome signs of 

progress. A comparison with other state councils indicates that the MMC is proactively incorporating 

new developments in spite of the brief time period since its reconstitution. Nevertheless, a preliminary 

evaluation reveals that there is a vast scope for improvement in its functioning when looked at with an 

international perspective.
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Websites

Andhra Pradesh Medical Council 

Arunachal Pradesh Medical Council

Delhi Medical Council 

General Medical Council 

Gujarat Medical Council 

Karnataka Medical Council 

Kerala Medical Council 

Madhya Pradesh Medical Council

Maharashtra Medical Council 

Punjab Medical Council

Rajasthan Medical Council

The Tamil Nadu Medical Council 

Uttar Pradesh Medical Council 

West Bengal Medical Council 

< http://www.apmedicalcouncil.com/> 

 < http://arunapmc.nic.in/> 

< http://www.delhimedicalcouncil.nic.in/> 

< http://www.gmc-uk.org/>  

<http://www.gmcgujarat.org/> 

<http://www.karnatakamedicalcouncil.com/> 

< http://www.medicalcouncil.kerala.gov.in/> 

 < http://www.mpmedicalcouncil.net >

< > 

 < http://www.punjabmedicalcouncil.com/> 

 < http://rmcjaipur.org/> 

< http://tnmedicalcouncil.org/index.aspx>

<http://upsmfac.org/Static/MedicalCouncil.aspx> 

< http://www.wbmc.in/>
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