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How to hold a good conference

Sir-With the enormous growth in the popula-
tion of the country, there has been a corres-
ponding rise in the number of doctors. Our
medical societies are large and our conferences
well attended. The big ones now last four days,
and this is quite clearly long enough, especially
as there is often a continuing medical education
session the day before the meeting. Many
aspirants want to present their work, and this
makes multiple parallel sessions necessary.
Whenever there are concurrent sessions in
different halls, it is essential that each individual
paper start on time. During the Annual Con-
ference of the Association of Physicians of
India in New Delhi this January, I wanted to
attend some papers in one hall and move to
hear someone else in another. Unfortunately, I
always missed one or the other, because the
timings followed in one hall bore no relationship
to the others. Punctuality should be maintained
in all the sessions, and each paper should start
and end on time.

A little thought should always be given to the
size of the audience the different sessions might
attract. There were times when people were
standing in the aisles, while other larger halls
were painfully sparsely populated. The
organizers should be aware of the interests
of the audience, and the drawing capacity of
individual speakers.

There are some areas which always attract
crowds such as the coffee stall or the places
where messages are received and sent. These
should be sited well away from the scientific

- sessions because there is always a lot of noise
and this disturbs the speakers as well as the
audience.

The major preoccupation of both the
organizers and the participants in a conference
in India seems to be food. It is a challenge to
cater to 2000 or more delegates, exhibitors and
volunteers. I do not think it a good idea to
provide an elaborate lunch. I prefer a light
sandwich lunch and a cup of coffee-it helps me
to remain alert. But this does not seem to be the
opinion of most of the delegates who fill them-
selves up enthusiastically and have difficulty
in keeping awake during the afternoon sessions.
If we must continue with the present system,
there should be enough tables to accommodate
all the delegates without requiring them to form
long queues.

It is customary to announce the time avail-
able fora paper and the time for discussion in
advance, and this information is clearly needed
for the speaker to prepare his or her presenta-
tion. Indian speakers have a tendency to try and
squeeze as much as possible into their eight
minutes. A photograph of the leading tourist
attraction of your city, and one of your hospital
make an excellent introduction to an hour long
lecture, but it is a luxury that cannot be

afforded in an eight-minute paper. There is
often too much matter on each slide, making it
totally incomprehensible to the audience. Most
of our slides are of poor technical quality. We
probably cannot do anything about this, at least
till photographic techniques of the country
improve, but we must design our slides well.
The standard instruction is.to keep the material
to eight lines on a slide, and this is a good dictum
to follow. The material should be laid out in a
3 x 2 format, and the slide should be photo-
graphed so that the material fills the slide with
no space left around. This will give the maximum
size to the letters, and improve visibility.

There is only so much that can be conveyed
in eight minutes, and we should not try too hard
to squeeze in more, and finally have to plead
with an irate chairperson for extra time. It is a
good idea to plan by allowing one minute per
slide. In the Delhi conference there were
instances of speakers exceeding their time so
much that towards the end they had to run
through slides full of data with only a word or
two of explanation. 'This slide shows the effects
of exercise on the heart', 'This one shows
the changes in the serum cholesterol', and the
audience knew nothing at all of what changes
were wrought by exercise or why the serum
cholesterol varied.

Lately there has been a lot of activity on
improving scientific writing, but not much has
been done with regard to oral presentations.
There are experienced speakers who are also
expert at presenting data, and they should
perhaps conduct courses on how good scientists
can put their messages across better.

Which brings me to the role of the chair-
person. As it happens, he or she is little but a
timekeeper, trying to stop the speaker at the
appropriate time. This is an absurd waste of
expertise. We should not have the chairperson
concentrating on his watch instead of on the
speaker. Someone else should keep an eye on
the time, and switch the coloured lights on and
off. It should be easy to fabricate a timer switch
which will do the job. The chairperson should
make sure that the speaker's message gets
across and all controversial statements are
discussed. If there is an inadequate response
from the audience, he should draw out the
experts on the subject present in the hall and
make them air their views.

There were instances of gross injustice during
this meeting. In two sessions I attended, there
were too many papers scheduled for the time
available. Although it is true that speakers
often drop out without warning, anyone who
has had a paper accepted should make it a point
to be there, as the acceptance of his or her
paper has denied someone else of an oppor-
tunity. If there is a good reason why someone
cannot make it, he or she should inform the
organizers in good time. A list of substitute
papers should be available, and the alternative

speaker should be called. I know many people
do not make the arrangements for travel early
enough, and so the organizers of the scientific
sessions, like the airlines, tend to overbook.
However, it is unfair to ask the speakers to pre-
sent their papers after the official time of the
session is over. Some of the audience may want
to move to the next session in another hall,
some may feel the pangs of hunger and want to
be first in the dining room. And above all, it
should never happen as it did in Delhi that the
chairperson makes a quick calculation and says,
'we have 90 minutes and 12 papers, so each of
you will have 6 minutes for presentation and
one and a half for discussion' when the speakers
have prepared 8-minute papers.

Some speakers treat academic dissent as
personal insults, and react violently. Some of
our seniors use the force of their personality
and reputation to demolish the scientific argu-
ments raised by the speaker. The chairperson
should be on the lookout for such incidents, and
should step in and make sure the speaker gets a
fair deal. It is unfortunate that sometimes he
has to act like a referee at a boxing match, but if
the occasion demands, he should fill the role.

We do not make the best use of poster sessions.
These are useful ways of allowing more people
to present their data than can be accommo-
dated in oral presentations, and discussions
round a poster can often be more fruitful than
in a big hall. Posters do not have the charm of
oral presentations, but they have come to stay,
and we should learn to use them properly.

In making all these comments, I realize I
have been treading on dangerous ground. I
plan to venture still further. There are a large
number of guest speakers at each of these meet-
ings, and they each speak for half an hour.
The expense of bringing such persons out is
enormous; they usually travel business class,
and the cost of their tickets and local hospitality
comes to lakhs of rupees. We should first think
whether any half-hour lecture is worth this
much? My own feeling is that it is not and when
one spends so much on such people we should
get much more out of them. Let there be only
one guest at each meeting. He should be care-
fully selected on the basis of his ability to speak
well, in addition to being a leader in his field. (I
once heard a famous scientist speak at one such
meeting. He put his entire audience to sleep;
and the effect of his visit could have been
achieved at infinitesimally less cost by giving
each of the delegates a tablet of a good hypnotic.)
The guest speaker should give more than one
talk, maybe three or four, at each meeting, and
the talks should be scheduled for an hour and
include ample time for discussion. The best part
of a talk is the question time, which ensures that
every serious listener in the audience has a
chance to make sure that he understood what
the speaker had to say. As one who sometimes
gives guest lectures, I can say that the part I
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enjoy most is being questioned by the audience.
I often learn as much during these sessions as
I have taught. Let us not deprive our guest
lecturers of this opportunity.

23 April 1993 M. K.Mani
Department of Nephrology

Apollo Hospital
Madras

Tamil Nadu

Laparoscopic surgery

Sir-The rapid acceptance of laparoscopic
surgery in the last few years has been without
precedence in surgical history. After the first
laparoscopic cholecystectomy by Dr Philip
Mouret in 1987 at Lyons, it has spread to most
countries of the world like an epidemic. In
India, it was introduced by Dr T. E. Udwadia
of Bombay, who performed his first laparoscopic
cholecystectomy in the beginning of 1990.
He has done pioneering work in training many
surgeons in this fascinating procedure.

The question that now faces thinking profes-
sionals is whether this development has been a
blessing or a curse. The critical questions that
need to be answered in attempting to under-
stand this dilemma are:

1. Why should laparoscopic surgery be done?
Does laparoscopic cholecystectomy offer any
advantage over the conventional procedure?
2. When should it be done? Which patients are
appropriate candidates for laparoscopic
surgery?
3. How should it be done? Is the risk of major
operative complications and mortality greater
with the laparoscopic approach? What are the
necessary precautions?
4. Who should be allowed to perform this type
of surgery? What constitutes adequate training?

The most extensive experience with laparo-
scopic surgery has been in patients with
gallstone disease. Various studies (all non-
randomized), and individual experiences have
shown that postoperative pain is dramatically
less after the laparoscopic approach than after
open cholecystectomy. Most patients are able
to leave the hospital within a couple of days
after the procedure. By far the most important
advantage it offers is a markedly decreased
recovery period. The patient is able to resume
his regular work within one to two weeks in
contrast to eight to twelve weeks after conven-
tional cholecystectomy. An important spin-off
of laparoscopic surgery is the revolution in
instrument technology. Imaginative instrumen-
tation is being developed, which a few years
ago, would have been considered a fantasy.
The experience thus gained is also now being
applied to open surgery.

Although many surgeons initially believed
that only a minority of patients would be eligible
for laparoscopic cholecystectomy, they soon
rea1ized that almost every patient was a candi-
date. Now the only contraindications are
generalized peritonitis, irreversible coagula-
pathy, pancreatitis, pregnancy and situations
which make the patient unfit for general
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anaesthesia. Relative contraindications
usually include acute cholecystitis, prior
upper abdominal surgery, massive obesity,
choledocholithiasis, cirrhosis of the liver and a
cholecysto-enteric fistula. These, of course, are
general guidelines and will be modified after
further experience in this field. The most
important determinant of whether these
complicated cases should undergo laparoscopic
intervention is the experience of the surgeon
and his willingness to convert to open cholecys-
tectomy if the situation so demands.

Is laparoscopic cholecystectomy as safe as
conventional surgery? This, at present, is a
difficult question to answer because the pro-
cedure has gained acceptance so fast that
professional regulating bodies have not had the
time to lay down norms. One frequently sees
advertisements in the newspapers, highlighting
the advantages of the procedure for the 'educa-
tion' of the public. There is rarely any informa-
tion on its potential risks and limitations.
Unfortunately, these risks are more frequent
when the procedure is performed by inad-
equately qualified people with misdirected
intentions. They also tend to, for obvious
reasons, under-report their morbidity and
mortality. Rational analysis, however, indicates
that the procedure is probably as safe as con-
ventional surgery provided it is performed with
all the respect and caution that it deserves.
Where the surgeon gets 'diverted' by the financial
gains or intoxicated by the thrills of this high-
tech procedure, the morbidity and mortality
rates of the laparoscopic operation tend to be
much greater than that of conventional
cholecystectomy. Another important reason
that increases the chance of complications is the
reluctance of a surgeon to convert the proce-
dure to an open operation.

The high morbidity and mortality following
laparoscopic cholecystectomy in this country
(both reported and unreported), raises the
question of who should be performing this type
of procedure and what constitutes appropriate
training. Virtually all surgical residency pro-
grammes now teach laparoscopic surgery and
this type of hands-on experience is clearly the
best way for young surgeons to acquire regained
skills. The dilemma arises for those who are
already practising open surgery. Is it necessary
for every surgeon to switch over to laparoscopic
cholecystectoiny? I believe that an experienced
general surgeon, who has a special interest in
gastrointestinal (GI) surgery, should acquire
skills in laparoscopic procedures. It will be
easier if he or she has some experience in GI
endoscopy and in diagnostic laparoscopy. It is
useful to begin working on a trainer model or
do some animal work before doing the proce-
dure assisted by an expert laparoscopist. After
a period of assistance, he or she should operate
on a number of cases under direct supervision
before performing the procedure independently.
It may be an advantage to make video record-
ings of the procedure for self improvement.
Unfortunately, one rarely sees this system
being followed but instead many use short cuts
and ~nprofessional tricks to attract patients.
Thus a good procedure may fall into disrepute.

In the best interests of the procedure and the
profession, therefore, professional regulating
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bodies such as the Medical Council of India,
Indian Medical Association and the Association
of Surgeons of India should lay down norms for
starting laparoscopic cholecystectomy. It
should be made mandatory that a detailed
record of such cases is preserved in a uniform
manner so that it can be ana lysed by a central
authority. This is all the more urgent because
apart from cholecystectomy, other laparo-
scopic techniques such as fundoplication,
truncal and selective vagotomy, appendicec-
tomy, hernioplasty, colectomy, hysterectomy
and gastrectomy will also soon become routine
procedures.

23 April 1993 P. K. Kohli
Kohli Nursing Home

Sonepat
Haryana

An Indian SeUafield in the offing?

Sir-The Indian Express carried a news item
on 12 March 1993 titled 'MPs concern over
radiation hazards in Rajasthan'. According to
this report the members of the Rajya Sabha
expressed concern over the rise in miscarriages,
infertility and immunodeficiency due to radia-
tion hazards from the Rawatbhata Atomic
Power Plant in Rajasthan. The honourable
members suggested that people should not
be allowed to work anywhere within a two-
kilometre radius of the plant.

A decade ago when there were similar
suggestions of an increased incidence of cancer
in the vicinity of nuclear installations in the
United Kingdom, an advisory group chaired by
Sir Douglas Black was constituted. This group
investigated whether there was an increased
incidence of cancer in the vicinity of the
Sellafield nuclear reprocessing plant in West
Cumbria and produced a report' discussing the
discharges around the site and the extent of
radiation exposure, giving estimates of likely
risks. Many other areas were also systematically
studied such as Dounreay,? Aldermaston and
Burghfield! as well as nuclear installations.'
The report caused a lot of interest and concern
especially after the cohort and case-control
studies of the area around Sellafield.>? It
seemed that the children of men who had been
exposed to external penetrating ionizing radia-
tion were at an increased risk of leukaemia."
This finding is still being vigorously pursued
as shown by a study published recently on
the incidence of leukaemia around nuclear
installations."

Indian nuclear plants differ from those in
Britain as our plants do not deal with radio-
active material meant for nuclear weapons.
However there may still be similar problems
in the vicinity of the atomic power plant at
Rajasthan. As medical scientists committed to
the promotion and protection of human health,
we must at once initiate epidemiological studies
to determine whether such a problem exists.

The necessary expertise for doing this is
available in this country as we have trained
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epidemiologists, oncologists, radiation physicists
and biostatisticians.

The results of such a study will benefit us
immensely. If a problem exists then we can
improve and strengthen our safety measures at
the atomic plants and prevent further damage,
whereas if it does not then it will silence those
who oppose the use of nuclear energy here.

5 April 1993 P. Badrinath
Department of Community Medicine

Kasturba Medical College
Manipal

Karnataka
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Isoniazid induced cerebellar ataxia

Sir-Isoniazid (INH), despite its relatively few
side effects, causes diverse neuropsychiatric
abnormalities including peripheral neuropathy,
psychosis and epileptiform seizures. We have
recently observed another rather unusual
neurological abnormality-cerebellar ataxia.

A 33-year-old lady, who had been sympto-
matic for one year with cough, haemoptysis,
breathlessness and generalized anasarca, was
admitted to a hospital in respiratory distress.

On examination, she was found to have an ele-
vated jugular venous pressure, clubbing of the
fingers, pedal oedema, ascites and hepato-
megaly. Bilateral extensive rales and bronchial
breath sounds were heard over a large area
in the left infraclavicular region. Her chest
skiagram revealed bilateral extensive pulmonary
infiltrates, both in the upper and middle zones
with cavity formation in the left lung. Acid-fast
bacilli were detected on examination of the
sputum.

A diagnosis of bilateral active cavitatory
pulmonary tuberculosis with chronic cor
pulmonale was made and she was treated with
rifampicin (450 mg), INH (300 mg), ethambutol
(800 mg) and pyrazinamide (1.5 g). After two
weeks, she developed vertigo, slurred speech,
nystagmus and truncal and limb ataxia,
although on review there had been no history
of diabetes, head injury, stroke, seizures,
alcohol abuse, chemical exposure or a family

. history of neurological disease. There was no
evidence of peripheral neuropathy. Biochemical
investigations, cerebrospinal fluid analysis and
a cr scan of the head were normal. INH was
stopped and pyridoxine added. During the next
72 hours, her cerebellar signs decreased con-
siderably and by day 5, no clinical signs of
cerebellar involvement were detectable.

Rapid reversibility of the cerebellar syndrome
on withdrawal of INH and introduction of
pyridoxine suggests a causal relationship. The
metabolism of pyridoxine, a cofactor in the
generation of synaptic transmitters and gamma-
aminobutyric acid (GABA),1 is inhibited by
INH. Furthermore, its hydrazine metabolite
interferes with GABA metabolism.? GABA is
the neurotransmitter produced by the Purkinje
cells of the cerebellum.l a pertinent obser-
vation in the context of this case. A review of
literature reveals only one previous case of a
cerebellar syndrome induced by INH though
the patient also had renal failure and peripheral
neuropathy.

25 April 1993 Prasoon Jain
R. Bhaskara Reddy

AnoopMisra
D. K. Mukhopadhyay

Department of Medicine
All India Institute of Medical Sciences

New Delhi
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Medical journalism

Sir-Medical journalism deserves its rightful
place among other specialties in mass communi-
cation such as developmental journalism, rural
journalism, sports journalism, agricultural
journalism and science journalism.

In India there has recently been a consider-
able increase in the number of journals on all
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aspects of medicine, and there are many regular
columns on health matters in newspapers. Yet
the field of medical journalism remains rela-
tively unexplored and unrecognized. Medical
journalism should be included in the curricula
of various communication courses in our country.
The course should cover the latest develop-
ments in medicine, the problems faced by the
medical profession, the collection, analysis,
and dissemination of information regarding the
preventive, curative, health promotive and
medico-legal aspects of disease. Burning issues
regarding the ill-directed growth and develop-
ment of health services should be discussed.

Medical journalists can be divided into various
groups and include doctor journalists who write
research articles for medical journals, popular
health articles in various newpapers and
magazines, and who deliver health talks on
radio and television.

The second category includes journalists who
are not doctors but specialize in health care
matters-the medical journalists. These journ-
alists may not be experts in diagnosing diseases
or know the composition of various drugs, but
they ought to have basic information on medical
care as well as on how to extract, analyse and
present data. These are scarce in India though
in the United States they are numerous and
many are well known. The New York Times, for
instance, has three such journalists on its staff.
A trained writer will make medical news attrac-
tive and lively. It is important that lay people
are better informed on medical matters so that
they can make intelligent contributions and
analyse decisions regarding their own health
care.

13 April 1993 R. S.,Bhatia
Model town

Ludhiana
Punjab

The plight of the applicants

Sir-Thousands of candidates apply for exami-
nations and jobs in this country, but despite
paying substantial fees, their applications are
rarely acknowledged and no information is sent
to those who are either not considered eligible
or have been unsuccessful. I propose that in
future

1. All applications must be acknowledged.
2. The date of examination or interview must

be conveyed to all eligible applicants.
3. The results must be conveyed to all applicants

including those who have been unsuccessful.
This may be done using self-addressed
postcards.

4. The results should be published in the same
newspapers in which the original advertise-
ment appeared.

It is about time that the authorities showed
a little more consideration.
2 April 1993 V. K. Kapoor

Department of SurgicalGastroenterology
Sanjay Gandhi Postgraduate Institute of

Medical Sciences
Lucknow

Uttar Pradesh


