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Surgical training in India

S. P. KAUSHIK

I have been a part of medical education in India for over four
decades now, and have been actively involved initially in the
teaching and training of medical graduates in general surgery and
later in the superspecialty of surgical gastroenterology. Having
worked in undergraduate (Government Medical College,
Chandigarh) as well as postgraduate institutions (Jawaharlal
Institute of Postgraduate Medical Education and Research,
Pondicherry; Postgraduate Institute of Medical Education and
Research, Chandigarh; Sanjay Gandhi Postgraduate Institute of
Medical Sciences, Lucknow), my experiences have been varied
and interesting. Any criticism the reader may find is meant to be
constructive, to help improve our systems and increase the aware-
ness of our policy-makers.

All teaching residency programmes in India are essentially
degree-oriented, leading to the degree of MS at the postgraduate
level and MCh at the superspecialty level. The MS programme is
for a duration of3 years after graduation and the MCh programme
for another 3 years after the degree in general surgery. The
selections are through a competitive examination. This means that
a minimum of 6 years' training is required and only a person with
merit can obtain certification and the title of a specialized surgeon.

In the undergraduate curriculum, at present, surgical training
and teaching is essentially theoretical with a few postings to the
ward and outpatient departments. Not only is a graded and guided
exposure to operative surgery lacking, a bedside day-to-day pa-
tient care and problem-oriented approach is also missing. Senior
professors usually do not have time to take classes or update their
lecture notes. The theoretical inputs thus provided are patchy and
often outdated.

The objective of the postgraduate programme is to train a
doctor with MB,BS qualifications in the field of surgery. The goal
of training is to provide qualified, competent and trained man-
power for the care of patients with surgical diseases.

Universities and institutions are expected to undertake an
exercise in formulating a detailed curriculum keeping in view the
local conditions, pattern of surgical diseases in the area and
availability of manpower. What is expected of the trainees at the
end of the training needs to be clearly defined and the learning
objectives laid down right at the beginning. To facilitate the
learning process, these learning objectives ought to be known to
the teachers as well as to the students. In actual practice, neither
faculty members nor students would have studied and understood
the course curriculum.

Interestingly, the MS course curriculum of one of the local
universities that was made available to me some time ago had only
details of the selection process, examinations, thesis requirement,
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fees and related administrative procedures. It had completely
omitted the course content and the minimum practical (hands-on
training) experience that was to be imparted to the students! The
situation is not likely to be different in other universities and
institutions. Frequently, the course curriculum does not keep up
with the advances in the field. One such glaring example is the
omission of minimally invasive surgery (MIS) from the MS
training programme. The number of teaching surgical depart-
ments, institutions and hospitals in the country with an MIS
training programme for MS or MCh residents and qualified
faculty in the said discipline can be counted on the fingers of one
hand. As a matter of fact, many departments do not even have a
complete set of the latest equipment, or, if they do, it is usually
under lock and key for the use of only a select few.

I had the opportunity of setting up the Department of Surgical
Gastroenterology at the Sanjay Gandhi Postgraduate Institute of
Medical Sciences, Lucknow which was among the first depart-
ments to start an MCh course in this superspecialty at the national
level. A detailed exercise was undertaken to frame the course
curriculum with the involvement and interaction of the Director,
Dean, peers from other institutions, the departmental faculty and
senior residents. The curriculum has been followed strictly; how-
ever, it awaits revision and updating after a gap of nearly a decade.

Some of the major components of the residency training
programme are theoretical inputs, comprehensive patient care,
training of upcoming faculty and seniorresidents, an audit of one's
performance and research. Equal emphasis needs to be given to
each of these aspects.

Theoretical teaching has to be properly structured. It must have
an aspect of self-learning by the residents in the form of seminars,
problem-oriented group discussions, case presentations, reviews,
etc. Tutorials and lectures are no doubt desirable, but teachers
ought to modify their inputs to the level of the residents' compre-
hension and must not reproduce textbook chapters verbatim. It
would lend greater credibility to these sessions if the entire
departmental faculty attends each session and comes on time to
participate in a meaningful discussion at the end of the session. All
these sessions should also be evaluated independently by the
students and other teachers and this feedback should be given due
importance for future modification. It is disappointing that, in
reality, these practices are far from satisfactory and greatly differ
from what has been outlined above.

The clinical care programme starts from the moment of the first
patient-doctor contact, be it in the outpatient department, or in the
wards. Every patient needs to be thoroughly examined, clinical
details noted down, a provisional diagnosis made and relevant
investigations planned. At every stage of this process, faculty
supervision is mandatory. The patient and family members must
be taken into confidence and appropriate counselling measures
provided to keep up their confidence. Once a clearer diagnosis
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emerges, often on a revisit, a decision is taken to treat the patient.
When the patient is in the ward, theoretical knowledge is rein-
forced by detailed reading about the illness and related matters,
mutual and guided discussions are held on the subject, compre-
hensive preoperative work-up of the case is completed, anaesthe-
sia clearance is taken, and the patient is prepared for surgery. Good
perioperative care is possible only if the residents have updated
their knowledge of the relevant anatomy, operative steps and the
supportive measures that may need to be taken to successfully
guide the patient through the surgical stress. Graded surgical
experience should be passed on to the residents and the young
faculty, depending upon their stage of training. The assistants
gradually become first assistants and then operate under the
supervision and guidance of their senior colleagues. The process
continues till the trainees develop confidence in their capabilities
and learn to perform appropriate procedures safely on their own.

Postoperati vely, patients need close monitoring and need tobe
watched for the development of any possible complication. Pre-
ventive and/or corrective measures need to be instituted in time so
that the outcome is desirable and the patient sent home with
complete follow up advice. At the follow up visit in the outpatient
clinic, additional therapy, if required, is planned and the patient's
rehabilitation is given due importance. The approach differs a
little in emergency situations and in the presence of complications.
However, it would not be out of place to mention that the ground
realities are very different and not many training centres can boast
of such close monitoring of their trainees and patient care
programmes.

In a graded system of hierarchy , the faculty as well as residents
are expected to work in a step-ladder pattern. By and large, there
are no equals in a team, no autonomous centres of command other
than the team leader who supervises juniors in carrying out their
duties and distributes decision-making responsibilities as per the
stage of their experience and capability rating. The best training is
imparted only if the above system exists and everyone in the team
works for the positive and successful outcome of the patient's
ailment. Unfortunately, most departments today lack a team
approach. Every faculty member has more or less become autono-
mous, has reached the zenith of all possible learning, and can
perform everything under the sun better than any other colleague!

To create an excellent record-keeping facility, a computer-
based patient data entry system on a day-to-day basis is essential.
It goes without saying that data ought to be honest and reliable,
complete and retrievable. If the clinical records could become
proforma-based, and patient care programmes protocol-based, the
value of such data would increase further and would lead to a very
fruitful audit. Surgical audit is a means to regulate practice,
improve the quality and efficiency of patient care, limit expenses
within available resources and prevent malpractice. The senior
surgical fraternity is duty bound to make surgical audit a routine
exercise. Audit has often been considered by many (not rightly so)
to be an infringement on their clinical freedom. Strong resistance
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to audit by the faculty is, therefore, not unusual, but it should be
overcome by mutual discussion and persuasion.

Complete and honestly kept data over a period of time have
always formed the basis of good clinical research. Clinical research
is an important prerequisite for the development of evidence-based
medical care which, in a given geographical and epidemiological
region, is bound to give a better insight into the understanding of
surgical diseases and in improving the results of intervention. The
preponderance of certain specific surgical diseases in certain re-
gions (such as cancer of the gallbladder in northern India) further
highlights the need for maintaining data. Greater emphasis needs to
be laid on the necessity of audit so as to enhance the utility and
importance of these observations. Clinical research is thus more
applicable than laboratory-based or experimental research. Unfor-
tunately, most of the 'research' in India has remained confined to
case reports or, at best, to cases pooled by two to three faculty
members, often raising doubts about the authenticity ofthe material.

Accountability is the keyword in all success stories. Teachers
as well as students have to be honest, sincere and accountable in
all the duties allotted to them as befits their stage of training and
position. A logbook should be maintained, not only by students,
but also by the faculty. Feedback from the students should form an
important consideration for deciding, grading and evaluating the
performance of teachers. However, we all know that the actual
practice is very different. Annual confidential reports have be-
come a farce, are never objecti ve and often used as a tool to destroy
rather than to help reflect on one's performance and capabilities.

The ethical monitoring of surgical practices in India does not
exist beyond the confines of a few boardrooms. Very few institu-
tions, if any, have functional and effective ethics committees.
Ethics, which has an important individualized or personality-
based component, also involves professional interactions with
patients and their relatives, colleagues and students. How many
medical institutions in India have included ethics as a part of their
curriculum? In practice, the individual's own interests seem to
override all other interests-whether of the department, of the
institution, or even that of the patient. This approach has resulted
in the discipline of surgery becoming a not so user-friendly or
scientific department in the majority of our teaching institutions.
Most of the surgical departments have become an arena for
individual infighting that is perpetuated with the sole objective of
one-upmanship and ego satisfaction.

The overall scenario is, therefore, disappointing. It is largely
responsible for the pessimistic outlook among young postgradu-
ates who feel lost even after obtaining their degrees, and lack the
confidence to perform even simple procedures expected from them
at their level of qualification. It is not surprising that if one looks
around for any landmark contribution in the past 50 years by
fellow surgeons working in India, in terms of the development of
newer techniques, instruments, equipment or original research,
one would be sadly disappointed. It is time that Indian surgeons
rise to face reality and meet the challenge head-on.


