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Live operative workshops: A critique

SANJAY NAGRAL

Surgical education, including training in operative surgery, is
undoubtedly a necessary and laudable objective. Over the years,
generations of surgeons were taught the art and craft of operative
surgery by observation, assistance, followed by actual perfor-
mance of the procedure under supervision. This was backed up by
theoretical descriptions from textbooks. Newly described opera-
tive techniques were learnt from books, journals and presentations
at meetings. This process of step-wise learning has largely stood
the test of time.

A wide variety of new teaching aids and techniques that have
the potential to make this process better and more interesting are
now available. Among these, a relatively new and popular method
of ‘live workshops’, where operative (including endoscopic) pro-
cedures are beamed ‘live’ to an audience from the operating room,
has arrived on the scene with a bang in the past few years. Many
surgical conferences in India and abroad are now dominated by
such sessions. Of course, this is now possible because of the
availability of technology that permits such live demonstrations.
Since the professed aim of this activity is to expose surgeons to
new surgical techniques and that too ‘live’ from the operating
room, why should it be the subject of controversy at all?

In a letter to this Journal,1 Dr Ananthakrishnan gives us
examples of incidents in such workshops which, in his opinion,
raise serious ethical issues. To anybody who has attended such
workshops with an open mind, the examples cited by him indeed
sound familiar and plausible. Although it is difficult to quantify
the extent of the problem, I have also witnessed several similar
incidents and been disturbed by them. Let me relate one of them,
which I experienced at close quarters.

A few years back, I participated as an organizer in a workshop
on liver surgery. A leading surgeon from abroad was invited to
demonstrate a resection of the liver. A huge tumour of the liver, the
removal of which would in any case be controversial in terms of
benefit to the patient, was given as a ‘challenge’ to the surgeon.
The surgeon, who had arrived late at night, was escorted straight
into the operation theatre the next morning. He was also a little
‘taken aback’ by the size of the tumour but chose to go ahead with
the procedure. The surgeon demonstrated what he claimed was a
‘bloodless’ and ‘quick’ method of removing the tumour by
clamping all the blood vessels to the liver and cutting through
the liver with a knife. A spellbound audience cheered at the end

of the procedure and the surgeon triumphantly came to the
stage and waxed eloquent about his method. A few hours later,
the patient bled massively and had to be re-operated in the
evening by the local team, the surgeon having moved on to
other commitments. Unfortunately, the patient succumbed some
days later. By that time, the workshop was over and the
audience was completely unaware about the complication and
sequence of events, which are, in fact, a known potential hazard
of the method used by the surgeon.

It is indeed tempting to casually brush aside such incidents
as aberrations, and criticism as negativism, by extolling the
virtues of such workshops. Instead, as professionals, we need
to address the criticism and introspect. In fact, we must go one
step further to see why such incidents occur because only then
will we have the opportunity of correcting them in the future, if
we wish to. In this context, it is important to look at the forces
driving the ‘live demonstration’ boom.

Presently, a large majority of such ‘live’ workshops are orga-
nized by private sector institutions. These workshops are essen-
tially a part of a grand marketing strategy for many of these
institutions. Thus, the form and content is often designed to
promote an institution, procedure, equipment or even an indi-
vidual, rather than representing a well thought out scientific and
educational activity. It is also no coincidence that this boom has
come at a time when technology has entered surgery in a big way;
the best examples being the fields of endoscopy and laparoscopy.
A huge and ever-growing medical equipment industry provides
the main funds for these workshops as for them it is a ready-made
opportunity to display and promote their wares. Often, the unwrit-
ten trade-off for such funding is the promise of subtle promotion
through the medium of the workshop. The relationship between
the industry and profession is really the subject of another debate
but the result is that only equipment-intensive (and, in turn,
glamorous) procedures form the focus of these workshops. Have
you heard of a live workshop on diabetic foot surgery? Or one on
doing a proper thyroid operation or an amputation? For that
matter, has a workshop ever been organized to show how local
innovations can make the practice of surgery cheaper in India?
Thus, the very genesis of these workshops is based on a dominant,
market-driven rather than a science- or education-based premise.
It is this background that manifests itself in the focus of these
workshops which, in turn, leads to such incidents that Dr
Ananthakrishnan writes about.

Additionally, the organizers of such workshops make the
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‘live demonstration’ the main focus to promote a meeting and
create a lot of hype around it. The audience is promised what
one brochure called a ‘visual treat’ and the delegates come with
the main intention of watching surgical feats on a big screen.
That by itself may not be so bad except that since all this is done
within an academic ‘conference’, it creates problems. It is
common to find the entire focus of a conference shifting to the
live workshop sessions and there is hardly any audience for the
panel discussions and papers. In fact, it is not uncommon for
conference organizers to cancel other events when the live
operative sessions overshoot the scheduled time. Thus, there
are a variety of factors that create the background for a certain
compulsion on the one hand for the organizers and, on the other,
for the surgeon to ‘perform’ the procedure in front of an
expectant audience even if, sometimes, that may not be the
appropriate thing to do from the patient’s or a scientific view-
point. It takes a great deal of courage and conviction for most
people to resist such pressure, which has the potential of
transgressing both science and ethics.

The argument that such workshops fill the void created by the
inability of postgraduate training programmes to expose students
to new operative techniques has its limitations, since these work-
shops are a poor alternative to structured teaching. First, such
workshops are not built into postgraduate programmes in aca-
demic institutions, but usually occur in the private sector
outside the realm of academia. The setting and manner in which
such procedures are demonstrated rarely allow a proper discus-
sion on perioperative issues, an important ingredient of the
surgical learning process. How often does one see a detailed
discussion on the indications, preoperative preparation, inves-
tigations, postoperative care as well as complications in the
setting of such workshops? How many times is the surgeon
asked critical questions during the procedure? How often does
this lead her/him to change the plan or even abandon the
operation in the setting of a live demonstration as she/he would
do in real life? In fact, there is a serious danger of some degree
of oversimplification of the operative process as, often in these
workshops, well-selected patients are operated upon by the
best surgeons with the best of equipment and back-up. It is not
uncommon therefore to hear of how surgeons try to emulate a
certain procedure they have recently observed in a workshop
with disastrous results.

If indeed the main aim of these events is based on the belief that
our medical fraternity must keep up-to-date with the latest devel-
opments in surgery, why not take the argument further and seek to
formalize this by conducting a regular re-certification examina-
tion? Will our friends who are so active in organizing and
promoting such workshops also be willing to support such a move
and take active interest in its implementation? At present, there is
no evidence to suggest that this is happening. The medical
profession in India has a record of resisting any move to introduce
re-certification of any kind. It is interesting that an alternative
method such as the use of operative videos, which in many ways
is simpler and does not have many of the problems of live
workshops, is not commonly used. One suspects that the absence
of glamour and drama that are so essential for ‘crowd-pulling’ is
the reason why they are unpopular.

There is also the issue of the patient’s involvement and consent
for the process, which is at the core of the ethical problem raised
by Dr Ananthakrishnan. Is the patient clearly told that she/he
will be the subject of a ‘live’ demonstration by a visiting faculty
in front of a large audience? And that the operating surgeon is

unlikely to be available to deal with postoperative complica-
tions if they arise? How often does the person performing the
procedure himself explain the procedure to the patient and
family? Are the principles of a proper informed consent re-
spected in the setting of such workshops? There is, therefore,
a larger issue that this debate raises. What ground rules should
govern the use of patients in the learning process? Let me quote
from an editorial in the journal Gastrointestinal Endoscopy2 by
the well-known endoscopist, Peter Cotton, ‘How detailed is the
informed consent process? How many experts have declined to
do a procedure because they cannot see a good indication when
confronted with the patient on the table, and an expectant
audience? To do so may be the most telling educational state-
ment of the day, but it is a brave (and rare) decision. How many
experts check on key environmental factors that they take for
granted at home—such as local practices for disinfection,
antibiotic prophylaxis, sedation, and monitoring. If it appears
that the local practices are different, should you insist on your
own standards or bend them for the benefit of “the show”? If
you compromise at all, how does this square with being an
expert teacher? The pressure to do what the organizer wants and
to “succeed” can be substantial. It takes real courage to “fail”
on camera or to desist when the benefit/risk ratio appears
inadequate—indeed to behave totally responsibly, especially
when jetlagged and well entertained.’ Coming from somebody
who, by his own admission, pioneered and participated in a
large number of workshops across the world for many years,
there is no doubt that the kind of problems Dr Ananthakrishnan
talks about are indeed an international phenomenon.

Are these then reasons enough to completely debunk the idea
of live workshops? Probably not, since there is a need for imagi-
native methods of delivering training in the ever-changing tech-
niques of operative surgery. But they are certainly enough reasons
to seriously question the manner in which such workshops are
conducted at present and for making major changes in their style
and content. There is a real danger that in our zeal to lap up a new
teaching method we are transgressing long established scientific
and ethical values in medical education. And indeed, if a gross
violation in the course of such workshops enters the public
domain, it could be yet another reason for bad publicity for the
medical profession, something that we could presently do without.
And even if we grant that in spite of the overwhelming market
presence there are those whose intention in organizing such
workshops is purely the lofty aim of continuing surgical train-
ing, it is debatable how much good scientific communication is
achieved amid the glamour and hype.

Good surgical education is too important an issue to be
dismissed on the ground that a particular individual has learnt
new procedures by attending a few surgical workshops, or by
the even more bizarre argument that ethical violations merely
reflect what happens in actual practice. Dr Ananthakrishnan
deserves praise for having the courage to publicly articulate
what has been, for some time, a subject of gossip and personal
debate. Whether it is the practice of medicine or the delivery of
medical training, the ends do not always justify the means.
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