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Editor’s Foreword

Students as the three winners of the new ASiT/Elsevier
elective prize describe the highlights of their trips.
Many thanks to all of those who have taken time from
their busy schedules to contribute. An especially big
thank you to Ish Ahmed who, before handing over the
role this summer, did a fantastic job of recruiting many
of these articles and thereby considerably easing my
role. I am also extremely grateful to our publisher, Anne
Rowe of The Rowan Group, whose continued
dedication keeps us on track every year.
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Roddy O'Kane our past Vice President advising James Nesbit and his juniors
Luke and Michelle on the set of the new ITV drama ‘Munro’

STUDENTS

I am delighted to have been given the opportunity to
edit the 2011 ASiT Yearbook. The Yearbook is one of
the main tools ASiT uses to give back to its members
the support that you offer us. I hope this year’s will live
up to your expectations in providing you with up to
date clinical information and essential careers advice.
As an organisation, ASiT is unique in uniting the voice
of British surgical trainees and as such has an
increasingly important political role. This year we
present our position statement: The Future of Surgical
Training. This aspirational document outlines the
essential changes required within the NHS to ensure
provision of the highest quality of surgical care.
Our Training and Education section includes many
anecdotes from those who have taken different paths
to progress up the surgical ladder. One interesting
option for less than full time training illustrates the
challenges of striving for excellence simultaneously in
Athletics and Orthopaedics. In combination with the
Medical Student articles I hope we can provide guidance
and advice for those at any stage.
It is always a delight to read reports from members
who have benefited from the many prizes and
fellowships ASiT now offers. This year, in addition to an
excellent depiction of Neurosurgery in Argentina
courtesy of our most recent winner of the
ASiT/Covidien Travelling fellowship, for the first time
we are taken around the world with our Medical
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President’s Report

So What has ASiT Done This Year?
ASiT’s role remains unchanged: As an organisation run
by trainees for trainees our goals are to provide a voice
for surgeons in training and improve the quality of
training for better patient care. We aim also to provide
an opportunity to present scientific data, attend
competitive courses and reap the reward of the

ASiT - the pursuit of excellence in training

5

TRAINING & CAREERS
SCIENTIFIC

collective brain. Many Council members have been to
many meetings and defended surgical training and fed
back current opinion. We have had better receptions
in some quarters than others. To our supporters and
friends, thank you.
“The Future of Surgical Training” is our position
statement on what we see as the necessary
developments to ensure quality in surgical training. The
report is available on the website and should be
appearing further on in this yearbook - I advise you all
to read it. It has been given significant discussion time in
many forums and we are grateful that two council
meetings at the RCSEng were dedicated to this
important subject.
Thank you to the over one thousand members who
completed our “Cost of surgical training” survey. As
expected it told us what we all knew - that trainees pay
for a considerable proportion of their training and that
over the years that proportion has risen. The debate is
wider than the £125 fee to support the administration
of training by the JCST; in fact this is small beer
compared to the average medical student qualifying with
£17,000 of debt. “But this is an investment in their own
future” some have said - it will also discriminate against
those who are not independently wealthy.
A friend of mine now in core training left medical school
with debts of £52,500; this not only means they have to
save to sit examinations and take courses but also has
more wide ranging consequences. This trainee is unable
to get a bank loan, a mortgage or a credit card.
Unbelievably they can’t even change mobile phone
provider as they have such a poor credit rating. This will

STUDENTS

Sitting in my room in hospital accommodation as a
general surgical SHO in 2000, watching the email group,
I never imagined that I would become so involved with
the association. I had wanted to have a better understanding of training issues, become better educated and
not be an “angry” trainee, but I also had a personal
connection. ASiT was founded 35 years ago and many of
the changes that have occurred in surgical training have
been through the work of the association - it is now
those founding consultants who are the decision makers
in the colleges now.
As ever the evolution of surgical training continues, but
with help from ASiT hopefully in the right direction. To
those who have told me over the last year that “ASiT
doesn’t change anything” - you have no idea how bad
things would be without our timely intervention on
many responses and consultations!
The email forum has been rather quiet in recent times
and is an area we must improve for the future. It is one
of the greatest strengths of the association, where we
gather wide-ranging opinion and benefit from our
collective brain. I hope that in the future trainees have
the confidence and opportunity to post their thoughts
and share ideas.
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not allow all trainees to compete for a surgical career.
We will continue to pressure those in authority to allow
surgical education to be available to all and eagerly await
the outcome on the MPET review on the funding of
medical education.

trainee posts was a deliberate act of workforce planning
designed to increase the proportion of care delivered by
consultants, especially out of hours. This opportunity to
provide higher quality and consistent patient care has
not realised.

Independence

Future of the Surgical Workforce

Independent representation for surgeons in training has
always been a principle that ASiT has stuck to. Many of
you will have been surprised this year when ASiT,
BOTA and the TSAB representatives were removed
from the Royal College of Surgeons of Edinburgh
Council. We have tried to promote the benefits of ASiT
to the RCSEd but our request for re-instatement on the
council has not been successful to date. The RCSEd is
experimenting with a new approach to gathering trainee
opinion. After lobbying from ASiT and also a governance
review at the RCSEd a surgeon in training will be
reinstated on their council. Unfortunately this Royal
College insists that this trainee can only come from
within the membership of their college.
In 1976, right at the foundation of our association, the
then President of RCSEng suggested that ASiT should
be the trainee organisation of the RCSEng. He was
worried that the association might form an independent
pressure group. His offer was declined and it is now not
difficult to see why. An isolated trainee on any council
will always be open to potential pressure and coercion,
as they do not have the protection of a mandated
independent body. It may also allow ambitious trainees
to present themselves and not necessarily convey
true opinion. The risk to the RCSEd is that their
representative may tell them what they want to hear
and their college may become subsequently overlooked.
All new leaderships strive to innovate and make changes
for the better - hopefully this will be a temporary
dispute and will not interrupt more than 30 years of
good relations with the Edinburgh College. I hope that
ASiT members will not negatively interpret this move
by the RCSEd as parochial and that the trainees
appointed in the future will be experienced, supported
and committed to the same goals as ASiT.

It always surprises how new agencies are rapidly
introduced and have ambitious timescales; some even
provide reports prematurely. The Centre for Workforce Intelligence (CWFI) was born this year. A month
after the CWFI’s inception their first report was
published with recommendations! Organisations with
decades of workforce experience were not consulted
and it does not inspire confidence in the agency’s ability.
The debate on whether the CCT is fit for purpose is
again upon us with some prominent individuals arguing
that the qualification has been degraded. This will again
bring to the surface the sub-consultant grade debate.
With newly qualified consultants already being offered
different contracts in the private sector it is a worrying
time. The title “Consultant” is one that is recognised by
patients, relatives and staff alike. It is also one that has
been proven to provide high quality and the most cost
effective model of healthcare. We must not focus on
the negative effects that have occurred as the training
structure has changed, but instead on improving training
and the mentoring of young consultants, sadly this may
be too forward thinking for some. As for the existing
sub-consultant grade - plenty of consultants are already
in that role - they just need adequate recognition by the
colleges!
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European Working Time Regulations
Professor Sir John Temple’s report looked into the
effect of EWTR on training. The report upheld many of
the concerns that ASiT has highlighted in previous
position statements since 2006. As a result of the report
we have re-invigorated our EWTD campaign by adding
pressure, with the RCSEng, to those in power. We have
written to the Secretary of State for Health and are
shortly to have meetings with Medical Education
England. Rather concerning is that the recommendations from the Temple report will take years to
implement and offer little hope for those already
enrolled in the system. Urgent changes are needed but
the necessary reconfiguration of services is a grand and
expensive plan. Prolonging training may not be a longterm solution but would also provide some elasticity in
the workforce. The increase in consultant posts and
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What Does the Future Hold?
The recent (July 2010) White Paper on health, “Equality
and excellence: Liberating the NHS”, revealed a greater
commitment to evidence based commissioning. This will
be at the heart of the future NHS along with outcome
measurement and accountability. For education and
training - there is the intention to return the decision
making to the profession including structure, content
and quality. I hope that this is a role the Royal Colleges
can return to again as the quinquennial visits of the SAC
were excellent at identifying poor quality training posts.
One of the benefits of a detailed and rigorous inspection
of a department’s training posts was that it often
brought to light service difficulties, problems and
conflicts and so acted as an early warning system to
failing departments and trusts. As someone who has
been interviewed for a school of surgery visit, I was not
satisfied that the same level of scrutiny or commitment
to protect training opportunities was present compared
to the old-style SAC visits.
The cynical amongst us will be wondering if the
profession having more control over the commissioning
is really a “longer game” being played out from
Whitehall. The funding for the NHS struggles to keep
pace with technological advances and increasingly
specialist practice. Knowing that we are entering a
period of severe financial austerity, it would be foolish
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not to put the poisoned chalice back into the hands of
the profession. I wonder where the fingers will be
pointing in 5 years time when the NHS has become
more frugal and there is a media outcry over
“rationing”.

Thank you

ASiT COUNCIL

One of the stalwarts of the association is Suzy Mercer
who goes above and beyond her duty as secretariat for
the association. The ASiT machine is run with military
precision by Suzy and Kristina and we are lucky to have
them on our conference team too.
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The ASiT Executive has been fabulous this year. As
always the majority of the work is done by a few, and all
that work in their own time. I, like them, never looked
forward quite so much before this year to public
holidays and annual leave so I could “really get something
done”. The exec has my sincerest gratitude - thank you
to Simon, Goldie, Bettina, Jonny, Jess and David. A
special thanks to our Treasurer Rob for picking up the
baton and giving the association financial stability and
the trustees better quality sleep. I’m sure you all agree
that Ed has surpassed himself with such a great
conference. He has also been the font of all ASiT-related
knowledge, has passed on much valuable information
and always been available for advice and direction.
When I look at where my personal journey started with
ASiT, I have an immense sense of pride about all that
the association has achieved over the last three decades.
We have a niche that has blossomed to provide all
trainees with an independently mandated, well
connected, highly productive, record breaking and social
benefit.
It might feel like we work in gloomy times with constant
worries over surgical training and patient care, but I
would never discourage doctors who choose a career
in surgery. Having toured medical school surgical
societies I have no doubt that the future of the
profession will be in safe hands and it is good to see so
many medical students interested and enthusiastic about
a career in surgery. It is still the best job in the world,
and we should all take heart and inspiration from our
colleagues to strive for excellence.

ASiT - the pursuit of excellence in training
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Honorary Treasurer Report
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Looking to the forthcoming year the council faces many
new and recurring challenges. The planning and
budgeting for the Sheffield 2011 annual meeting is
already in full swing and we hope to build upon the
success of Hull 2010 and achieve yet another record
attendance.
I look forward to seeing as many of you as possible at
Sheffield 2010.

STUDENTS

My predecessor as Treasurer, Tom Edwards, signed off
his duties at the last AGM and the council is grateful for
all his efforts in ensuring the continued financial growth
of ASiT during his tenure.
The key responsibility the position of honorary
treasurer has is to ensure the financial security of ASiT.
I am pleased to announce that ASiT’s current financial
situation is looking remarkably healthy despite the
ongoing economic uncertainties. Membership has now
exceeded 2200 people resulting in a healthy
subscription income. Sponsorship from the medical
industry continues to represent a significant source of
income and the council aims to further develop this area
of our financial portfolio over the forthcoming year.
Expenditure on our charitable activities has generally
increased, reflecting the increased activity of the
association in many areas including educational courses
and fellowships. We would welcome any new project
proposals from our members.
The annual meeting remains one of the highlights of the
surgical calendar and Hull 2010 was a huge triumph. The
successful combination of an excellent programme and
an enjoyable social environment led to a record
attendance of over 400 delegates during the main two
days. Large sums of money are needed to host such
meetings and predictably the annual meeting continues
to represent the largest economic entity within the
association’s financial portfolio.
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With the current drive towards subspecialisation in
General Surgery, the current FRCS exam will change to
accommodate this. ASiT are working closely with the
Exam Boards to ensure these changes are best for
trainees, with a particular focus on ensuring costs stay
down. The recent Cost of Surgical Training survey has
illustrated the cost burden already imposed on trainees
and it will be important to try and minimise this in the
future.
Looking to the future, work-force planning and surgical
employment are likely to be important issues. It will be
important for ASiT to ensure trainees are properly
informed about opportunities for progression in surgical
training and maintaining the integrity of the end product
of training.

STUDENTS

It has been a great pleasure working with Charlie and
the rest of the executive since April. I think it gives a
good balance having committee from different areas in
the UK. My main areas of focus since appointment have
been representation at the Edinburgh College and
working on groups regarding the changes in exam
format as well as continuing to run educational courses
locally.
Whilst the resolution of the Edinburgh College
representation is not ideal for ASiT and its members,
we have made a lot of progress since initial changes to
representation were announced. The College will now
have a trainee member on committee and whilst this
person will not routinely come from the ASiT
committee they will have responsibilities to report back.
Of course if someone involved in ASiT were to be
elected to the position this would be all to the good,
and there will be an opportunity for this to happen. The
recent training day at the College was a great success
and Charlie and myself were well looked after. Other
than the representation issue a number of important
topics including work-force planning were discussed and
I think the College now have a good idea on trainees’
views.
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Let us resolve to be masters, not the victims, of our history,
controlling our own destiny without giving way to suspicions
and emotions. - John F. Kennedy
I am truly honoured to be elected Vice President for
ASiT - the only true voice for surgical trainees since
1976. I was 3 and most of our members were not born!
Personally this year has been about the exit FRCS exam
for 4 of the executive, myself, President Charlie, other
VP Simon and Director of Education Bettina. A truly
humbling experience for me - even though we all
passed!
This year the political landscape has also evolved
drastically with the credit crunch election, end of new
labour and the bomb shell of the coalition governments
white paper - Equity and excellence: Liberating the NHS.
Thanks to ASiT the UK's interpretation of EWTD is
finally up for renegotiation. However the expansion of
trainees and students continues, jobs remain scarce and
work force planning remains a murky image in a crystal
ball. In this current political climate, where the balance
sheet is king, ASiT's remit has never been so imperative.
2010 finds most trainee surgeons still working long
hours, ignoring EWTD, downbanded in their pay,
attending on rostered days off, whilst simultaneously
commuting long distances, working for exams, taking
courses, undertaking research, producing publications,
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jumping through hoop after hoop and trying to second
guess what the next hoop will be. We must defend
surgery as a craft specialty against those politicians and
managers who see only numbers and spreadsheets
rather than people and lives.
The fascination of surgery is that it is constantly evolving
and there is always so much to learn. Remaining up to
date is a never ending process of learning. We are all
trainees regardless of what acronym we are labelled
with - F1/F2/CT1/CT2/CT3/ST3-8/SpR1-6+ and we
have the same concerns and worries. We all want to
be safe, competent and skilled surgeons who serve
patients in a professional and caring manner. However,
this is only possible through appropriate education and
training. I am thrilled to see juniors half my age with a
sparkle in their eye and a keenness to learn surgery
which the system cannot extinguish and what we should
move heaven and earth to protect and nuture.
Our conference in Hull was a resounding success and
Sheffield promises so much more - I look forward to
seeing you all there!

ASiT - Editor’s Foreword

Honorary Secretary’s Report
David Cruttenden Wood
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My first ASiT meeting at the college was approximately
5 years ago travelling from the south west as a regional
representative? Whilst eating a pasty (Cornish naturally)
on the train I began to tuck into the intended
forthcoming council agenda. At this point it was focused
on rumours that an educational body was thinking of
updating, some may say ‘modernising’ medical careers.
This went on to become a highly emotional time for all
trainees especially the ‘lost tribe’ of SHOs who
struggled to progress. During this period I saw ASiT
mature and fight for the training values it holds so
dearly. I also realised it was one of a select group of
organisations the royal colleges and government bodies
actually listened to.
The council meetings quickly taught me that a well
thought out ‘grand plan’ for our surgical training does
not exist. If we want high quality education it is up to us,
the trainees, to push for it. ASiT over recent years has
grown significantly in size and now has a loud highly
respected voice allowing us to significantly improve our
future in surgery.
It is great to be part of a body that is obsessed with
improving the standards in surgical training. This year I
have enjoyed my role as honorary secretary. This role
within the executive seems to be in constant flux. Last
years secretary was found with two pencils up his nose
wearing his underpants on his head rocking inconsolably
from side to side after almost single handedly organising
the annual conference whilst maintaining his role within
the executive. Very wisely this year we have appointed
a conference organiser to help coordinate and delegate
tasks within the council.
This has allowed me to organise the regional elections.
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I am pleased to say we have had healthy competition
for regional representation in Oxford, Yorkshire and
the North West. By the time you read this the elected
representatives will be active within your area. Please
seek them out and tell them how you would like us to
represent the worries you have regarding education in
your region. I have also been spending considerable time
checking and rechecking various final proofs of last years
conference abstracts for publication in the International
Journal of Surgery. I am often approached by
organisations wishing to be affiliated with ASiT so they
can be linked with our website etc... Generally, I think
we field these requests sensibly. However, if you feel
we are lacking in certain areas please contact me to let
me know.
I have no doubt the debates within the council will
continue regarding how to secure the best training
within the confines of the EWTD. We continue to try
and rally support from government to acknowledge that
we, as a craft specialty, have different needs within our
working environment. We will continue to push for a
working environment that allows us to be safely and
efficiently trained.
I often find it frustratingly ironic how life tends to repeat
itself. Despite the lessons supposedly learnt from MMC
and the ‘lost tribe of SHOs’ we are now seeing a ‘CST
bulge’ of trainees due to an ongoing mismatch of
workforce planning. ASiT has to continue to strive to
offer solutions in order to improve service
reconfiguration. It is not acceptable to create an
environment that misleads people into thinking they
have a chance of a surgical career when they are
intended to fill gaps in service provision. This is where
we as a single voice of trainee surgeons, encompassing
all specialties, have enough of an impact to make a
difference. ASiT relies on you to keep it alive. If you are
interested please don’t hesitate to get involved.
Do not go gentle into that good night.
Rage, rage against the dying of the light.

ASiT - the pursuit of excellence in training

Director of Education Report
Bettina Lieske
The role of Director of Education was created in 2009
and its first incumbent, Will Hawkins, has worked very
hard to establish himself and ASiT in the field of surgical
education.
Will invented “ASSETS”, the ASiT Surgical Skills
Education and Training Scheme, after realising the
demand for courses beyond what ASiT had been
offering to trainees attending the annual conference as
pre-conference courses. Strong links with our industry
sponsors Covidien, Ethicon and Karl Storz and their
ongoing support have made it possible to offer a variety
of courses to our membership at low cost and within
easy reach.
When I took over from Will at the Conference in Hull
in 2010, I knew that I had a lot to live up to! Over the
last few months I have been trying to maintain what Will
had already established and at the same time evolvethe
role of ASiT in surgical education further.
I am currently developing the concept of making the
Foundation Surgical Skills course available to more of
our junior members, after it has been so successful as a
pre-conference course and at the Royal College of
Physicians and Surgeons in Glasgow, where it is run a
few times during the year. Following on from Will’s idea
to make courses available locally and at low cost to all
trainees, the aim is to offer this course to trainees in
more locations throughout the UK, involving local
faculty and resources. The current economical climate
demands that educational resources are available to
trainees without the need to travel long distances and
the additional costs of hotel accommodation.
I am also working on extending the ASiT educational
portfolio for ASiT’s senior trainee membership.
Following on from Miss Lucy Wales’ inspiring talk on
how to prepare for consultant interviews and obtain a
consultant post, I was intrigued to establish an
opportunity for ASiT members to benefit from courses
covering the leadership and management aspects of our

work as surgeons. Many of these aspects are shared
throughout all medical specialties, some are unique to
surgery. Not only is attendance at some management
and leadership courses a training requirement, it also
benefits participants in their day to day work, and the
exchange with colleagues from other specialties can be
an eye-opener. Giving the membership the opportunity
to participate in already well established courses, as well
as developing new ones designed for a surgical audience
is an aspiration that I hope to fulfil before I hand the
responsibility for education over to my successor in this
post.
ASiT continues to have a strong voice on the
Intercollegiate MRCS Exam Board. I observed the
MRCS OSCE examination at the Royal College of
Surgeons in London in May this year, in its first run in
the new format. OSCEs require a huge amount of
organisational work, many hours of planning and a large
faculty on the day of the exam. I was impressed how
well it was run, and had a chance to speak to some of
the trainees after their examination to gather their
views. ASiT is represented on the main exam board, and
we are invited to attend the various subgroup meetings.
I also took part in the Angoff standard setting for the
MCQ/EMQ exam question paper and can report that
the process is as fair to all trainees as it can possibly be;
however, we will continue to be the voice of trainees
demanding transparency and fairness of the process in
the years to come.
Surgical education is an evolving field, and with the
current ongoing changes of our working patterns, we
have to find new and innovative ways to train and
educate the surgeons of the future. The opportunities
we offer for ASiT members will further their education
and foster an environment which not only puts trainees
first, but also in charge of continuing what ASiT as an
organisation strives for - the pursuit of excellence in
training!
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The ASiT website has grown and developed over the
past few years into an up-to-date resource for members
seeking information on surgical news, events and
training resources. It is a great privilege to take up the
post of ASiT Webmaster and I thank Ish Ahmed, Ewen
Harrison and my predecessors for their hard work in
developing and maintaining the various sections of the
site to a high standard.
At a time when surgical training is undergoing
considerable reform, it is more important than ever for
ASiT to promote transparency in communication
between trainees and the wider community. The
website plays a key role in this, as our major interface
with members, designated societies, corporate patrons
and the general public. The past year has seen us expand
our presence on social networking websites such as
Facebook through the formation of an active ASiT Page
(www.facebook.com/ASiT.org). By liaising with the British
Association of University Surgical Societies (BAUSS) we
have also been able to promote ASiT events to a wider
audience of medical students nationally. With the everincreasing popularity of Twitter, we are in the process
of setting up an ASiT account as a means of providing
the latest information on news and events.
I aim to work alongside Justice Reilly, the ASiT Student
Represenative, to improve the accessibility and breadth
of resources available to medical students interested in
a career in surgery. This will take the form of video
streams of educational content as well as regularly
updated podcasts uploaded onto the website. The 2011
ASiT Conference will provide an exciting source of talks
and sessions delivered by renowned surgeons, which
we plan on recording and uploading onto the website.
I will also be working with Kumaran Shanmugarajah, the
ASiT Foundation Year representative, to develop and
expand the foundation doctors’ section into an
information hub with valuable advice for those looking
to apply for core surgical training. In addition, I hope to
revamp the interface of the message boards to facilitate
active discussion on exam revision, interviews and
training issues for the benefit of junior and senior
trainees alike.
If you have any suggestions on how to improve the
website or would like to get involved yourself, please
feel free to get in touch at:
omair.shariq06@imperial.ac.uk!

President
Past President
Vice President
Vice President/
Secretary
Treasurer
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taught on a simulator model. We need to improvise and
adapt our training in the face of a rapidly evolving
landscape as a surgeon in training 2010.
As Bob Dylan said: the times they are changing.

Eyad Issa

Mersey
It has been a pleasure representing Mersey on ASiT
council during 2010 - in conjunction with being Vice
President. At council I have outlined regional news and
highlighted some national issues that have been of
particular interest and/or concern to trainees in this
region. As I am a Calman trainee and an old style SpR
year 6 - I felt that it was time for new blood. A very
competitive online election was unleashed with 6
candidates vying to be assistant Mersey Regional
Representative. Mr Chris Battersby a ST4 trainee was
duly elected and I welcome him into the ASiT fold. He
will also seamlessly provide the region with a line of
succession. Together we are organising regular evening
local ASiT meetings in 2011 - with the aim to increase
the social profile of ASiT. The very popular local
laparoscopic simulator course that I initiated in 2008 for
trainees of all levels continues with leaps and bounds.
Basic hand eye coordination, handling of
instrumentation safely and advanced suturing are all

I have been actively involved with ASiT for the last few
years, having been its Editor and Webmaster. Since
stepping down from these roles recently, I have been
keen to promote ASiT’s profile regionally. My initial
focus has been on developing our regional website with
more information for trainees. I have been liaising with
the head of school of surgery for a trainee section
within the deanery website with interactive features.
This has been constructive, though there are several
issues that need to be sorted before this happens. I am
fairly optimistic that this may be up and running early
next year.
We have had a few structural changes to the region
with the previous program director for higher trainees
taking up the position of Head of School of Surgery. This
has now been filled by the previous core trainee
program director.
After a quiet summer, our regional teaching has
recommenced which had excellent feedback last year.
The regional trainees are very grateful to Peter Coyne
and Ben Carrick for arranging these.
The North of England Surgical Society (NESS), which is
now over a hundred years old, is developing stronger
ties with other national and regional partners. This was
previously a consultant network organisation although
arrangements have been made for trainees to be able to
join. Regional SpR training is now held in collaboration
with NESS. The Royal College of Surgeons of Edinburgh
can be seen developing closer ties with NESS with a
joint regional training day held in May 2010. This was
attended by several college council members, and
included talks by the President, Mr David Tolley and Mr
Rowan Parks, Chair of the Surgical Speciality Training
Board for Scotland. We had a similar joint educational
afternoon in collaboration with ASGBI and ASiT titled
Training the Consultants of Tomorrow in March 2010.
Whilst I would continue to promote ASiT’s profile
locally, I would be keen to step down from this position
to allow trainees with fresh ideas and enthusiasm to
take this forward. If you may be interested, please do
get in touch with me.
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It has been an honour to represent the LNR region for
the last 12 months. As in the rest of the country, EWTD
is still the main issue which all surgical trainees feel
strongly about. Having attended many international
surgical conferences during the last year, I had the
chance to meet many of our fellow surgeons across
Europe; frankly I was quite surprised how most of them
never heard of the EWTD. However, the trainees in
our region are very grateful to the Royal College of
Surgeons in England and especially to it its president Mr
John Black for his campaign against the implementation
of the EWTD in surgical training. Mentioning the Royal
College of Surgeons in England, I could not ignore the
recently raised issue about the Royal college of
Surgeons in Edinburgh rejecting any representations
from many trainees associations. Most of the members
of the Edinburgh College in the deanery are adamant to
transfer their memberships to the English college
especially after the differences in fees and benefits had
been highlighted by ASiT.
Finally, I would like to thank all the University of
Leicester Medical students’ reps for their much
appreciated effort in raising ASiT profile among medical
students as well as publicising ASiT annual meetings.
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North-West England
Under the battering of early EWTD implementation in
the Northwest, Surgery has perhaps been facing the
strain more than many of the other specialties in the
region. Fewer people present on the paper-compliant
rota at any one time & horrendous rota gaps are
unfortunately nothing new to us, and the situation has
now been echoed throughout the UK. However, there
has been some good news at least for the Northwest in
surgical training with an especially busy pocket at
University Hospital South Manchester (UHSM), which
has now opened a new Surgical “Academy”, boasting
state-of-the-art surgical training tools & simulators. In
addition, at the same hospital your outgoing ASiT
representative secured a £100K DoH EWTD grant to
pilot a surgical skills concept that ASiT Council has now
discussed at length to improve the quality of on-the-job
training: Do away with the long coffee breaks twiddling
your thumbs in-between operations as you wait for
your next patient to be anaesthetised. Instead, take your
consultant with you to the surgical training suite and use
your inter-operation breaks to do a dry run simulation
of the next case, without leaving the theatre corridor!
Surgical simulation has been raved about as one way in
which we can improve our training, but access to
simulators is often patchy and difficult to arrange. If the
ASiT/UHSM pilot works out well, ASiT Council will
push for this model to be rolled-out to every hospital in
the region, and in the UK. If you rotate through to
UHSM, please exploit this facility!
At the time of writing, regional online ASiT elections
are being undertaken for a new regional rep as Paul
Malone, who has represented the Northwest from
2007-2010, moves to pastures new. Good luck to the
new Rep in taking the region forwards. Please email
your Rep with thoughts, problems and suggested
improvements for Surgical Training, and keep them upto-date with any new developments or innovations at
your hospital, which could improve surgical training.
Using your Regional Rep to report such things to ASiT
Council can help to ensure that together we can all
positively impact upon the Surgical problems that both
MMC and the EWTD have left in their wake – although
it is often an uphill battle, we are making progress!
Paul Malone

STUDENTS

North-West Thames
The ongoing challenges to surgical training afforded by
European Working Time legislation and the subsequent
rota issues which are being seen nationally are also
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evident in the North-West Thames Region. A number
of Trusts have been let to undertake numerous
modifications to on call rotas. This is particularly the
case at ‘SHO’ level, with FY2 and core surgical trainees
requested to cover an expanding remit of surgical
specialties out of hours. In many cases, this has not been
paralleled by an adequate increase in clinical nurse
specialist support to stretched junior doctors.
In keeping with the situation nationally, we have been
made aware by a number of trainees that several
hospitals in the region are pressuring surgical registrars
to sign contracts stating that they will be working an
EWTD-compliant full-shift rota. They consequently will
be paid a 1A or 1B banding, when the actual rota is a
non-compliant, non-resident 24 hour on call. This sort
of duplicity on behalf of Trusts takes advantage of
trainees’ desire to maximise their training opportunities
whilst failing to appropriately remunerate them for
hours worked. This must be addressed on a national
level if for no other reason than it is placing trainees in
an unacceptably compromised position both on grounds
of moral probity (the GMC have made it clear that they
will take a dim view of trainees who collaborate with
Trusts to falsify their hours) and in terms of potential
litigation.
On a lighter note, a glimpse of the life of surgical
trainees has recently been broadcast on ITV. Surgery
School followed 10 CT1 surgical trainees through the
trials and tribulations of their first year in the London
School of Surgery. It particularly highlighted the
difficulties faced in achieving a balance between service
and training, and in chalking up sufficient operating
experience in their log books to satisfy the annual
review panel.
A one-day Safety Skills in Surgery course, run by the
Clinical Research Safety Unit at Imperial College on
behalf of the London Deanery, was piloted at the
regional training half day for North-West Thames
surgical training registrars. Led by Professor Charles
Vincent, Mr Krishna Moorthy and Miss Sonal Arora (a
trainee in the Region), the session was a combination
of interactive talks and scenario discussions, and was
well received.
ICSM Surgical Society has been busy including organising
its annual and highly popular Trauma conference. The
guest of honour this year has been Professor Ken
Boffard, his invitation was prompted by his inspirational
keynote talk at the 2010 ASiT Conference.
North-West Thames representation on the ASiT
Council has recently increased with the recent
appointment of Kumaran Shanmugarajah as the
Foundation Doctors’ Representative and Omair Shariq
(a fourth year medical student at Imperial) as the new
Webmaster. Notably, Omair also won the medical
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South Yorkshire
2010 has been a period of change in South Yorkshire.
Reconfiguration in Sheffield Teaching Hospitals will lead
to the eagerly anticipated single site Gastro-Intestinal
Surgery service at the Northern General Hospital and
unification of Reconstructive Plastic Surgery with Breast
Surgery and Head and Neck Surgery at the Royal
Hallamshire. A joint Neurosurgical/Orthopaedic Spinal
Surgery service at the Royal Hallamshire Hospital is also
planned. These changes will lead to improved patient
care and a more efficient service – let us hope that these
improvements also further enhance surgical training in
Sheffield. Mr Jeremy Bannister has been succeeded by
Mr Sewa Singh as Higher Surgical Training Director of
General Surgery and I thank Mr Bannister, on behalf of
the many trainees over the years, for his valued support
and guidance. Mr Richard Slater has taken on the role of
coordinating the General Surgery HST teaching
programme which has incorporated Colorectal
symposiums at Rotherham using the live theatre video
link, the biannual East Midlands Surgical Society
meetings, the RSM Coloproctology Section President’s
Day at the Northern General in March this year and the
successful annual Registrar’s Research Day. The Core
Surgical teaching programme, which has a large amount
of trainee input, was well attended and the first CST
Research Day proved a success. A similar day of
research presentations and guest speakers in Surgery
and Critical Care aimed at Foundation trainees is
planned for next year.
Over the last year a large proportion of HSTs in
General Surgery have opted for out of programme
experience both in research and clinical training. The
recent merger of the South Yorkshire and Humber
Deanery with the Yorkshire Deanery, forming the
Yorkshire and Humber Deanery, has lead to more
opportunities for senior trainees to gain training
experience in their sub-speciality interest away from
their base Teaching Hospitals. With difficulties
recruiting LATs these factors initially lead to training
posts being left unfilled for October 2010. We do,
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Having been the Oxford Regional Representative since
2007, this year I felt it was time to move on. I resigned
from my position at the ASiT Conference in March, but
remained in post until my successor, Jane Pusey, was
elected this summer.
I welcome the outcome of the election, having worked
with Jane before I think she is an excellent choice to
help shape the future of training in Oxford and
represent trainees’ views on the ASiT Council.
Surgical Core Training in the Region has taken up a lot
of my time in the last year, not only with regards to
helping shape the Teaching programme, which is now
running in its third year, providing formal Deanery wide
sessions for all surgical core trainees once a month.
Oxford has decided to offer trainees CT3 positions,
which was welcomed by all trainees who have not been
shortlisted or accepted for ST3 posts on finishing their
CT2 posts. The majority of these posts are
unsurprisingly in Plastics and Trauma & Orthopaedics,
where competition rates for Higher Surgical Training
posts are stiff. Many of the CT3 positions allow trainees
to gain experience on the middle grade on call rota and
in some hospitals have been termed “transition posts”
into higher surgical training. Whether Oxford will be
able to offer these CT3 positions in the years to come
is currently unclear, as formal decisions about optimal
length of Core Training Programmes are still awaited.
The ARCP process is now operating fully electronically,
and the majority of trainees have passed their
assessment with acceptable outcomes, after a fair
number had been given extra time to provide missing
information.
A considerably smaller number of posts than last year
had been unfilled at the start of the Programme in
August, resulting in less “rota gaps” and disturbances in
training for the Core Trainees.
The next challenge is going to be the national
recruitment round for Core Training positions next
August, held in February 2011. All applicants will be
guaranteed interview at their first and second choice
Deanery, which could result in highly variable numbers
of trainees being interviewed in Oxford.
Higher Surgical Trainees face similar challenges to last
year, with EWTD compliance, shift work versus nonresident on call, and the general feeling that most of us
are working more than 48 hours a week. There is still

TRAINING & CAREERS

Oxford

SCIENTIFIC

Joseph Shalhoub, Sarah Mills and Alexander von
Roon

debate as to which rota provides the best work life
balance and training opportunities combo, and many
trainees arguing that one should be responsible enough
to decide when too tired and when additional training
opportunities should take priority over going home.
In the end everyone has to take charge of their own
training, but finding support in the wider trainee
community and specialty organisations goes a long way.

STUDENTS

student prize at the ASiT Conference 2010.

ASiT EXECUTIVE

Page 17-23_Layout 1 10/03/2011 11:07 Page 3

STUDENTS

SCIENTIFIC

TRAINING & CAREERS

POLITICAL PORTFOLIO

ASiT COUNCIL

ASiT EXECUTIVE

Page 17-23_Layout 1 10/03/2011 11:07 Page 4

however, welcome the growing number of senior
trainees from outside the region to South Yorkshire in
post-CCT and Laparoscopic Fellowship posts.
Trainees and trainers in the region are adapting to the
European working restrictions in order to optimise
training opportunities however concerns obviously
continue with a loss of continuity of patient care, lack of
firm structure, an increased out of hours burden on
Consultants and inferior trainee logbooks.
Understandably there is increasing anxiety amongst
Core Surgical and Foundation trainees with regards the
projected CT-HST bulge. In response to the Medical
Programme Board recommendations, it is expected that
next year the number of CT1 posts in South Yorkshire
will be halved. This will, of course, lead to increasing
numbers of non-surgical trainees filling posts in order
to achieve compliant rotas.
Another important issue amongst GI trainees is that of
endoscopy training. JAG states that, as one of the
requirements in the granting of training status to an
endoscopy unit, colonoscopy training is equitable for all
trainees. The ACPGBI ‘Unit-recognition process’
requires that surgical trainees gain appropriate access
to training colonoscopy lists. Despite this there are
increasing numbers of training lists being replaced by
target-driven service lists with a continuing inequality in
endoscopy training between surgical and medical
trainees. These concerns must be addressed.
Finally, we look forward to the 2011 Annual ASiT
Conference to be held in Sheffield on the weekend of
16th/17th April. The splendid venues of Cutler’s Hall
and City Hall with provide a backdrop to what will be a
memorable weekend. See you all in April!
Jonathan Wild

West Midlands
For general surgical higher surgical trainees progress
remains slow in developing the rotation. The allocation
of jobs was published earlier this year, but many trainees
remain frustrated with their placements and seeming
lack of involvement in the process. Training days are
starting to appear as promised, but with less structure
and regularity than had been hoped. It is essential that
the trainees in the West Midlands take more ownership
over their training and ensure that these problems are
ironed out before it impacts significantly on your
training.
One area where the trainees are taking a lead is the
West Midlands Research Collaborative. New faces are
being seen at the meetings and we encourage everyone
to get involved. There are a number of trials in different
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disciplines running, which means that there should be
something of interest to everyone. Meetings run at
6.30pm in UHB on the first Monday of every month.
We are completing our rotations this year and will be
stepping down from ASiT after six years. It has been a
rewarding experience (most of the time) and we both
intend to be involved in training for the rest of our
careers. We wish our successor all the best and thank
the region for their support over the years.
Will Hawkins

Yorkshire
It’s been nearly 10 years since I joined ASiT as a house
officer, inspired by the treasurer at the time who was
my registrar and who always had his finger on the pulse
of “surgical training”. He is now a Professor and I’m a
Plastic Surgical registrar, how things change!
It has certainly been a tumultuous few years, and an
important few years for all trainee representative
groups including ASiT. I remember many heated
discussions at some of the ASiT night’s I organised
around the time of the MMC implementation and
questions that could only be answered with time. It
highlighted to me how ASiT had and continues to
develop; it is as professional on the inside as it looks on
the outside. It also highlighted how as a group, surgeons,
make up such a small number of medical professionals
that we must stick together no matter what our
individual specialty interest because one coherent voice
is stronger then several smaller ones. ASiT has made a
real effort to increase all specialties to be involved and
I hope it continues to.
Finally for those of you thinking of stepping up to take
on the role let me whole heartedly recommend it. I
have no doubt the knowledge I accrued from being
current on training issues helped me plan my career to
the best of my abilities. It also offered me other nonclinical skills that become increasing valuable the more
senior I become. It has deepened my own interest in
training and I have met some fantastic friends along the
way. Thank you ASiT, and my colleagues and friends in
Yorkshire for their support over the years.
Sara Atkins

Scotland
East
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North East
The ongoing challenges of surgical training in the post
EWTD era continue to affect local trainees. Vacant
posts within on-call rotas mean trainees continue to
work increasingly unsociable hours at the expense of
elective experience. The rise of a Scottish national
treatment centre at Strathcathro mean crucial training
opportunities are lost from the region. The projected
reduction in ST3 posts mean many of the current CT
1/2 face an uncertain future. Senior trainees are
increasingly aware of the looming competition for

The success of the Foundation Skills in Surgery Course
developed by ASiT and held at the Royal College of
Physicians and Surgeons of Glasgow continues with each
course receiving excellent feedback from medical
students and foundation trainees alike. The course is
oversubscribed and the hope is to increase the
frequency with which it is run in the West of Scotland
as well as developing it in other regions.
ASiT continues to work closely with other relevant
institutions in the region with representation at the
RCPSG trainee group and lectures to medical students
at the University of Glasgow who have an interest in a
career in Surgery. Links with local training committees
continue with ASiT contributing to improvements in the
local teaching schemes.
Its been a great pleasure representing the West of
Scotland to AsiT but we'll be looking for a keen local
trainee to take over the role going into next year.
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limited consultant posts in the years ahead. On the
bright side, a recent GMC visit was particularly
complementary of the innovative remote and rural
surgical training scheme which aims to prepare trainees
for consultant jobs in geographically remote parts of the
country. The general surgical training programme
includes a monthly dedicated full-day teaching session,
which are often coupled to evening lectures and social
events organised through the A96 club (the main road
connecting all training hospitals in the deanery). Links
between current surgical trainees and the Ogston
society (the local undergraduate surgical group)
continue to grow. The recent opening of a new clinical
skills centre in Aberdeen and a similar initiative in
Inverness have greatly improved the standard of
educational facilities available. Congratulations to all
local trainees those who have passed membership and
fellowship exams in the last year. Lastly, congratulations
to Alan Grant (my predecessor as NE regional rep) who
has taken up a consultant appointment within the
region.

Simon Gibson

Wales
The last year has seen considerable change for the
Welsh Trainees. The Welsh Barbers Society and the
new web page www.welshbarbers.org.uk have been
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This is only the second year that the East of Scotland
deanery (the smallest in the UK) has had an ASiT
representative and I feel I have managed to make some
progress in publicising ASiT amongst my colleagues.
The major issue facing trainees within our region this
year has been the presence of “rota gaps” which has
been a new phenomenon for us. Early this year a
significant proportion of surgical trainees were either
away on out of programme training, on maternity leave
or had completed their training and moved on. Being a
small deanery out of programme activities have always
been strongly encouraged. However, whilst previously
there has always been a ready supply of LAT's / FTSTA's
this no longer appears to be the case and we found
ourselves with a real staffing crisis.
Having a manpower shortage caused much angst,
especially amongst those who organise rotas. The
impact on training was variable, it did mean that some
registrars gained considerably more theatre sessions
than they might have expected but other trainees felt
they had limited time to attend special interest sessions.
Thankfully staffing levels are now approaching normal
again but I think we all have to expect that trainee levels
will fluctuate in the future and existing working
arrangements may have to change to optimise surgical
training.
Apart from this issue, news from the region is generally
optimistic. In previous years we have had real problems
with JAG limiting opportunities for surgical trainees to
perform endoscopy but this issue now appears to be
greatly improved. Several senior trainees have passed
their exit exam / moved onto consultant jobs.
Last year, I reported that Mr Griffiths, our training
programme director had decided to resign from this
position. Due to a unique set of circumstance, Mr
Griffiths has now been re-appointed programme
director and has been warmly welcomed back by the
registrar body.
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developed to provide support, information and a forum
for all grades of surgical trainee. Although in its infancy,
a research collaborative has been set up with support
from Cardiff University and considerable effort from
Julie Cornish and we hope that next year will see some
publications.
Further developments were seen in the Welsh
Laparoscopic Training Scheme, which has now provided
specialist laparoscopic training to all of the senior SpRs
with a specialist interest in Colorectal Surgery. Set up
with funding from the Welsh Assembly Government,
trainees are offered lectures and skills sessions, followed
by an animal lab visit which is then accompanied by
hospital visits to perform laparoscopic colorectal cases.
(Ann R Coll Surg Engl (Suppl) 2010: 92: 18–20).
Our new Programme Director, Sue Hill has now been
in post for over a year, and many trainees are waiting to
see what the future holds with EWTD and core and
specialist training applications in terms of numbers and
competition.
There has, however, been recent success in the FRCS
and many trainees are now coming to an end and face
the prospect of the competitive consultant job market,
with which we wish them every success.
Ceri Beaton

Northern Ireland
The Northern Ireland committee have been meeting
and addressing issues to the School of Surgery in
Northern Ireland on behalf of trainees, as well as
coordinating meetings and events for Northern Irish
trainees.
Throughout the past year there have been difficulties
experienced by all trainees through the implementation
of WTD compliant rotas, resulting in numerous rota
gaps and problems with training. These have been
addressed to the School of Surgery and action is
hopefully forthcoming in relation to trying to maintain
training opportunities.
Previously the NIASiT Committee surveyed trainees in
Northern Ireland in relation to medical student teaching
and have presented the deanery and university with a
report outlining the lack of support for medical student
teaching. As a result, for this year, a pilot scheme is
being rolled out in which 5 surgical trainees working in
the Belfast Health and Social Care Trust have been
offered the opportunity to complete a 1 year
Postgraduate Certificate in Clinical Education at Queens
University Belfast free of charge in return for increased
involvement in medical student teaching. This
demonstrates a commitment of the university and
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deanery to support those people keen to teach as
evidenced in our report. We hope that this scheme will
be further expanded in future years.
We have had 2 trainee meetings in Northern Ireland
since our last annual report, which have been useful
social and networking events as well as interesting
covering topics of ‘overseas fellowships’ and ‘events
medicine’, including the presence of some very high
profile speakers, including Dr Mike Webb, director of
medical services for Ulster Rugby. Whilst these
meetings have been well attended we are aware of a
feeling of apathy among trainees at present and hope
that we can reinvigorate interest and collegiality among
surgical trainees at a time when this is more important
than ever given the pressures on trainees. We are
grateful to our sponsors in Northern Ireland for making
it possible for us to hold these meetings and provide
food and drinks at the meetings and aiding trainees in
getting together.
The NIASiT Committee has been able to present to the
Core Surgical Training induction days, foundation
doctors careers seminars, careers events, and SpR
teaching days in Northern Ireland facilitated by the
Northern Ireland deanery. Representatives from our
committee also attend the School of Surgery Board
meetings to represent the surgical trainees in Northern
Ireland on a wide variety of topics, and are able to
effectively put across trainee opinion. We are
continuing to try and maintain contact with QUB scrubs
(medical student society) however this is proving
difficult to engage at the present time despite numerous
offers from surgical trainees to get involved and help.
Our previous Core Surgical Training representative,
Ciara Stevenson, has been successful in attaining a NTN
in Trauma and Orthopaedics and therefore vacated this
post to be replaced by Lara Thompson, a CT1 trainee
in General Surgery, who was elected at the most recent
NIASiT trainee meeting. Lara will fill an important role
in the committee with the establishment of a new Core
Surgical Training Committee in Northern Ireland at
which she will be the sole trainee representative. The
committee and trainees would like to thank Ciara for
her work on the committee and representing core
trainees at School of Surgery board meetings, and wish
her every success in her future career.
The NIASiT is committed to continuing to work and
represent surgical trainees in Northern Ireland and we
hope that engagement of trainees in Northern Ireland
will help us to be able to better represent your needs.
Our future NIASiT plans in process at present include:
1. Further NIASiT regional trainee meeting January
2011
2. Combined NIASiT/NIGAT medicolegal seminar &
mock coroners court in conjunction with Mr Leckey
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(Coroner for NI)
3. NIASiT charity table quiz
4. NIASiT formal

STUDENTS

SCIENTIFIC

TRAINING & CAREERS

POLITICAL PORTFOLIO

ASiT COUNCIL

NIASiT Committee: Conor Marron, President, Ben
Dodd, Treasurer, Ruth Johnston, Secretary and
Lara Thompson, CST Rep
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Jo Rimmer and Chee Yean Eng

AUGIS Trainee Committee
The AUGIS Trainee Committee represents
hepatobiliary, pancreatic, oesophagogastric and bariatric
trainees from across the UK and Ireland. 2010 has seen
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I was recently elected to represent AOT in ASiT council
and attended my first ASiT Council Meeting on the 17th
September 2010. Given that I am new to the role, the
AOT president has kindly furnished me with the
specialty report below to get me started.
This year ENT trainee attention has been focused on
the introduction of National Selection, following a pilot
scheme last year. The interviews themselves were
deemed relatively fair and unbiased, but there were the
inevitable teething problems surrounding applications
and short listing, in particular the short notice given to
candidates selected for interview.
A definite issue is the newly introduced scoring system
for short listing, based on the neurosurgical model. This
gives points for each month of ENT experience up to
eighteen months, and then points are deducted for each
month over that. The idea is that if a trainee spends
more than that in the specialty, they should show proof
of career progression eg publications, research and
presentations, which will counteract the loss of points.
Trainees have therefore been advised to seek posts in
allied specialties (Plastics, Neurosurgery, Maxfax etc.)
rather than taking further jobs in ENT, including LAT
posts.
The specialty remains highly competitive, and with a lack
of consultant jobs for those finishing training, NTNs are
being reduced to correct workforce issues. A major
issue is the ration of CT posts to ST posts (currently
2.7:1), leading to a highly competitive application
process and inevitable disappointment. We hope this
will be addressed, but service provision could then
become a problem.
New CCT requirements have been introduced and
trainees have raised concerns, as some posts may not
provide sufficient opportunity. These specify numbers
required for certain procedures. Also requested is
“proof” of the number of major/non-major cases each
hospital does per trainee per year, as well as the
number of on calls done and how many emergencies
have been dealt with over the 6 years.

John Hammond

British Neurosurgical Trainees Association
The BNTA represents the Neurosurgical trainees in the
UK and Ireland. It was formerly open to members in
higher Neurosurgical training. With the introduction of
run-through training we now include all ST trainees and
FTSTAs in Neurosurgery with career intentions for
Neurosurgery.
We meet twice a year during the Society of British
Neurosurgeons conference. This year we have had two
successful meetings in Chelsea football ground hosted
by Great Ormond Street and earlier in the year we met
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the trainee membership grow to over 200. To respond
to this AUGIS has set out to engage more with its
trainee members. It staged the first formal election for
its trainee representative and is in the process of
establishing a new trainee committee.
The main focus of the AUGIS trainee calendar is the
annual training day run prior to the AUGIS conference.
This year the training day was organised by Mr Nick
Maynard in Oxford. The aim of the training day was to
provide an opportunity to learn from the experts, with
small group teaching and viva sessions run by members
of the AUGIS council and visiting experts. This is the
second year the training day has used this format and it
continues to provide an invaluable training opportunity
particularly for those approaching their exit
examination.
Natasha Henley (our trainee representative) has been
involved in the consultation on the future of endoscopy
training in the U.K. This consultation is being
undertaken in collaboration with the Association of
Coloproctology and the Joint Advisory Group on GI
Endoscopy (JAG). This has been supported by a JAG
sponsored national survey of surgical endoscopy
training, the results of which will be published in early
2011.
The time has come for AUGIS to rebrand the Barrett’s
Club to better represent the diversity of its subspeciality interests. We will be launching the new name
together with the trainee website later in the year.
Natasha Henley has come to the end of her two years
as trainee representative. She will be replaced by John
Hammond an ST5/Clinical lecturer in hepatobiliary and
pancreatic surgery from Nottingham. The next 2 years
will see the development of an AUGIS trainee
committee, the completion of the trainee forum and the
first trainee day run separately from the National
conference in 2012.
We look forward to AUGIS 2011 in Belfast.
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up in Cambridge.
The issues facing Neurosurgical trainees are very much
aligned with the concerns of the whole surgical
community. The BNTA continues to fully support the
pan surgical stances taken by ASiT in its pursuit for
excellence in training
This year has seen the first Neurosurgical trainee
course that was organised and hosted by Cambridge.
This proved to be a highly valuable course and
subsequent courses are being set. Thanks to Adel
Helmy, the Cambridge group and all who contributed to
it.
The report by the centre for workforce intelligence
makes for concerning reading. Essentially too many
trainees and not enough corresponding consultant posts
for us. This is not a new issue and the concern must be
that we are sleep walking into this, potentially facilitating
a sub consultant type position in the future
The BNTA continues to work alongside ASIT on these
issues for the benefit of trainees.
Roddy O’Kane

Carrel Club
Last year's Carrel Club report succinctly elucidated the
problems associated with the full implementation of the
European Working Time Directive. It would be nice to
report that things are looking-up, but without wanting
to sound too much like a harbinger of doom, it's as bad
as predicted.
Transplantation by its nature is a specialty in which
periods of on-call are extremely unpredictable. A
registrar covering transplant retrieval may spend the
entire night undisturbed in bed, or may travel and
operate continuously for a period exceeding the limits
set by the EWTD. Full-shift systems do not solve the
problem of nonstop operating through the night, result
in poor utilisation of staff and unnecessarily curb training
opportunities on the day following an uneventful on-call
shift. Yet many units still work tradition on-call rotas
which are rarely compliant leading to tension with
management. Not that there is funding available to
provide the extra staff required to make rotas compliant
anyway, which of course nobody wants as it dilutes
down precious training opportunities. Trusts are
financially penalised for non-compliant rotas whilst
insufficiently funded to rectify the position: the original
catch-22. What a mess.
Be under no illusion, there is no answer. There is not a
golden rota out there waiting to be discovered,
compliant to regulation whilst delivering an ideal balance
of training and service commitment. The EWTD was
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drafted for environments apt for clocking-on and off.
The struggle to deliver continuity of care, daytime
training and 24-hour coverage was not anticipated and
therefore not legislated for. The politicians know this. In
their election manifesto, the Conservative party aspired
to "restore national control over those parts of social
and employment legislation which have proved most
damaging to our businesses and public services... for
instance the application of the Working Time Directive
on the [National Health Service]". The coalition
agreement articulates the less ambitious aim to
"examine the balance of the EU's existing competences
and ... work to limit the application of the Working
Time Directive in the United Kingdom". Meanwhile we
muddle on.
But it's not all doom and gloom! The Department of
Health's Organ Donation Taskforce recommendations
seek to increase the number of donors identified, and
increasing numbers of donor referrals suggest that the
implementation of these recommendations are
underway to good effect. Kidney transplants have
already increased by 50%, mostly due to an increase in
non-heartbeating donors. This will hopefully extend to
other organ transplant numbers, an expansion in
transplantation services and an increase in transplant
training opportunities and consultant jobs.
Ewen Harrison
www.carrelclub.org.uk

Dukes’ Club
The Dukes’ club is a national group of surgical trainees
united by an interest in colorectal surgery. It is entirely
free and we currently have 871 members. The club
primarily
interacts
via
our
website:
www.thedukesclub.org.uk and new members can sign
up online. The website also offers up-to-date
information on useful conferences, meetings, courses
and fellowships as well as operative and endoscopic
training issues. We would strongly encourage all
colorectal trainees to join the Dukes’ club.
The two main highlights of our year are the Dukes club
annual weekend meeting and the session we hold as
part of the ACPGBI national meeting.
The annual meeting was held in April this year in
Warwickshire. Fifty members attended this very
enjoyable and informative weekend. The meeting
opened with a hands-on session for trainees to practice
laparoscopic techniques on Ethicon’s state-of-the-art
trainers. We had excellent talks on a variety of topics
including clinical fellowships in TEMS, pelvic floor,
laparoscopic colorectal surgery and fellowships abroad.
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Mammary Fold
Currently the Mammary Fold consists of approximately
300 members, composed mostly of trainees.
Membership remains free and is open to any doctor
interested in the management of breast disease.
Committee members are in post for one year with new
members elected annually in October.
This last year has seen our website manager Jonathan
Horseall keeping very busy with the development of a
new user friendly website which has been recently
launched. The new website is more interactive and will
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allow additional educational content to be included. Visit
the new website at (www.themammaryfold.com).
The Mammary Fold continues to strengthen its link with
the Association of Breast Surgery (ABS). Recently, a
memorandum of understanding has been agreed
between us and we look forward to working with ABS
more closely in the future to promote high standards
of training in breast surgery.
Meetings
The MF organised a successful educational and social
evening in May immediately before the annual ABS
conference in York. Topics included the consultant
interview, results of the survey on the Oncoplastic MS
degree and "How to be a Super Surgeon" by Mr Sinha.
The MF also had a separate parallel session during the
York ABS conference. This included an interactive
session by Professor Pereira outlining the proposed
Oncoplastic MS degree. New for this year was the
student mentoring programme organised by ABS in
conjunction with MF. Eight medical students attended
the York meeting and the feedback has been positive.
MF committee and ordinary members acted as mentors.
The annual BASO trainees meeting in Glasgow
organised by Ms Julie Doughty was once again well
attended and included a fast-paced mix of short lectures
and interactive live theatre link-ups. The evening dinner
was lively and ended with some interesting moves on
the dance floor.
Oncoplastic MS Degree
The University of East Anglia is planning a distancelearning course in oncoplastic surgery. This will consist
of 3x16-week modules per year (Cost £500/module)
and consist of e-coursework in addition to mentoring
and operative goals overseen by a local tutor. The MF
have been involved in generating a survey of trainee
opinions on the proposed degree and some committe
members sit on the steering committee in an advisory
role. The start date is Jan 2011.
Looking ahead, the MF is supporting a poster prize for
the next ASIT conference meeting so look out for the
abstract deadlines to be in with a chance. We will also
be surveying members on the quality of their current
posts to establish the standards of breast training
provided by individual units.
Education rep (Sue Down) is organising the much
anticipated first Mammary fold Alpine Educational
weekend planned for 24th March in Morzine, France.
Suzanne Elgammal

Military Surgery
The profile of the Defence Medical Services (DMS)
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The (then) President of the ACPGBI, Professor Najib
Haboubi gave us a great insight in to what it was like to
be “a Pathologist amongst Surgeons,” which was
definitely one of the highlights of the weekend. Talks on
how to pass the exit exam, life as a new consultant,
updates on the JETS endoscopy website and military
trauma surgery truly provided something for all trainees
and made the weekend a great success.
The Dukes’ Club forum at this years ACPGBI meeting
in Bournemouth was proud to welcome Mr Mike
Parker, the new President of ACPGBI, and Professor
John MacFie, Vice President of ASGBI, host a lively
debate on "This House believes that the colorectal
surgeon is the new general surgeon." This was
extremely topical at a time when controversy
surrounds the future of general surgical emergency
work, as well as the possibility of colorectal surgeons
providing specialist colorectal on-call services. With a
new Dukes’ committee elected in June of this year,
many thanks are extended to last year’s committee for
their hard work, which we promise to continue this
year.
One venture which we are especially keen to support
and promote is the development of an ACPGBI
National Education Network, started by the Education
and Training committee last year. The idea of this is to
provide structured teaching of the ACPGBI syllabus to
trainees nationwide in a 3-year programme, using a
variety of expert and trainee-led teaching methods such
as lectures, case-based discussions, debates technical
tips and practice viva sessions. The scheme is being
piloted in the West Midlands and Scotland. The first
training day was held at Wolverhampton in May this
year with excellent trainee attendance and feedback.
The next Dukes’ Club Spring Meeting will be held in
April 2011 and further details will be posted on the
website in due course. We look forward to seeing you
there.
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remains prominent within the public sphere, with the
result that the subspecialty of Military Surgery continues
to grow. A very successful session on military surgery at
the ASGBI Meeting in Liverpool has resulted with the
annual
Military
Surgical
Conference
(www.militarysurgery.org.uk) will be held in conjunction
with ASGBI Meeting in 2011. A number of sessions will
be open to everyone and ASiT members would be very
welcome if they wished to attend.
Military trainees are now embedded with the training
programmes of six regions – South West/Wessex/
Midlands /London/North East and Eastern Scotland. In
order to address the need for a military surgeon, a
number of options are in place to ensure trainees gain
a greater exposure to a wider range of subspecialties.
Core trainees are being rotated, where possible,
through QEH, Birmingham to support care of
repatriated wounded from conflict zones to gain
experience at an early stage of the complex nature of
military trauma. All general surgical and orthopaedics at
ST5 level are being rotated through the UK lead Military
Hospital in Camp Bastion, Afghanistan. The training is
now recognised by JCST and is an excellent experience
for the demands of surgery in a deployed setting. The
MOST (Military Operational Surgical Training) Course
is well established at the Royal College of Surgeons of
England and is mandatory pre-deployment training. The
five day course provides surgical cadaver experience
encompassing neuro-/maxillo-facial/thoracic/abdominal/
vascular and orthopaedic techniques.
Currently senior trainees still chose a sub and supersubspecialty to ensure they gain employment with the
NHS sphere. However with development of Level 1
Trauma Centres has provided a unique opportunity for
the military to commence developing a new training
programme for Trauma and Emergency Surgeons. This
is will be aimed at ST5-8 and provide training in general,
vascular, neuro- and plastic surgery. The first two posts
will be starting within the Greater London area this
year.
The Academic Department of Military Surgery and
Trauma (ADMST) remains the alma mater for military
academic surgeons and remains a “virtual” department
for wherever the trainee is under the guidance of
Surgeon Captain Mark Midwinter, the Defence
Professor of Surgery. It covers all surgical specialities
pertinent to trauma: general, vascular, plastics,
orthopaedics, maxillofacial and neurosurgery. There are
currently 10 trainees registered and working for higher
degrees based in Birmingham, Porton Down, London,
Texas and Afghanistan. All trainees are expected to
work with the department, even if a higher degree is
not the ultimate goal.
The MSc in Trauma Surgery (Military) is run by the
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University of Swansea with ADMST support. All
trainees interested in orthopaedics, general and plastic
surgery are strongly encouraged to complete this and
funding is gained through the Defence Postgraduate
Deanery. It is aimed for Core and ST3-5 trainees.
Further information is available at:
http://www.swan.ac.uk/medicine/PostgraduateProgram
mes/MScTraumaSurgeryProgrammes.
The current rate of deployment and need for surgical
input in current conflicts has meant that both
recruitment and retainment of surgeons in all specialties
has been high. This means that the recommended
numbers of required surgeons in each specialty will be
filled over the next five years, or will be exceeded (as in
plastic surgery). This is beginning to impinge on trainees
by the number of training slots available. The current
CT Bulge that has evolved in the NHS also exists with
the Defence Medical Services and is particularly severe
in plastics and trauma/orthopaedics. If applicants are not
successful at application for ST3 numbers in their
chosen specialty it may result in that person having to
leave the military and compete for an NHS number.
If you require any further information about the DMS or
are currently in the reserve forces, then I would be
happy to hear from you.
Catherine Doran

Oral and Maxillofacial Surgery
Oral and Maxillofacial Surgeon Surgery is unique. Of the
9 surgical specialties recognised by the Surgical Royal
Colleges, it is the only Specialty that requires both a
medical and a dental degree. This makes our training
programme one of the longest. Historically trainees in
OMFS were first dentally trained and subsequently went
on to read medicine & complete their basic surgical
training before commencing their higher surgical training
in OMFS. The diversity and challenges of the speciality
have in recent years appealed to young doctors who
now read dentistry as their second degree. As a result
we now have approximately an equal number of
trainees applying for higher surgical training from either
an initial dental or medical background.
Over the last few years recruitment into Speciality
Training (ST) has gone full circle. With the advent of
Specialty Training, OMFS initially had a run-through
programme with 1 year of Core Training (CT) and 5
years of ST. This run-through programme ran for only
2 years. , following which, like most other surgical
specialties, there was ‘uncoupling’ of CT and ST. OMFS
speciality recruitment this year undertook a further
change with a central recruitment process. A full MRCS
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ISCP
In paediatric surgery there are specific numbers of
WBAs required in order to get an ARCP 1 at yearly
review. ST3-ST4 should complete 4 CBD, 4 CEX,
2SDOPS, 12 PBA and 1 MSF, ST5–ST8 should complete
6 CBD, 4 CEX and 12 PBAs. There is currently
discussion within the SAC about increasing these
numbers. At present we do not have the numbers of
trainees who received an ARCP 2 or higher due to noncompletion of the required number of WBAs.
National selection and workforce planning
The first national selection in paediatric surgery was
completed in May and 11 NTNs were offered. One has
deferred entry to complete a research program. A
number of LATs were offered.
Although we recognise and support the reasons for
standardisation, it does make the process appear more
like an exam than an interview. There will be a second
round of appointments per year, the next is scheduled
for November 2011.
The recent Centre for Workforce Intelligence report
(CfWI) which in paediatric surgery recommends
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continuing with the status quo includes the fact that the
extra 10 NTNs which were introduced in 2007/8 will
then not be recruited to when the current incumbents
complete their training.
We anticipate that in 2013 to 2015 there will be ~20
trainees receiving CCT per year and ~11 consultant
posts available per year. There is therefore some
concern about a bottleneck at this level. It is very
unlikely that training numbers will expand any further
from their current status.
General paediatric surgery (GPS)
There continues to be a major problem with provision
of GPS/General Surgery of Childhood (GSoC) given that
the number of general surgeons trained, willing and able
to undertake this in the DGH is dropping off. This has
been a major cause of concern to all involved. One
option is of course to increase the number of trainees
and consultants and have a specialist team working in
the children’s hospitals and a general team working in
the DGH. This will cause problems given the workforce
planning debate above and it is doubtful that trusts will
want to employ a team providing 24 hour cover.
We are aware that there is some reluctance from the
anaesthetic staff to anaesthetize children under the age
of two in an emergency situation although the Royal
College of Anaesthetists believes that this should not
be the case.
If this service is lost then not only will the paediatric
medical teams have a problem, but also the ability of
local anaesthetic staff to deal with children will be
reduced. This will lead to problems with other surgical
services involving paediatrics such as ENT.
Summary
Paediatric surgery continues to be the only surgical
discipline in which one can practice general surgery.
One theatre list can involve things as varied as excision
of a branchial remnant, an inguinal hernia repair, a
neonatal laparotomy and a perineal reconstruction
following a congenital ano-rectal malformation. We
operate on patients from the extremes of prematurity
such as 24 weeks gestation weighing 500grams to 16
years of age and in some cases weighing 95kg.
The urology section of paediatric surgery is currently in
the process of applying for sub-specialisation and in the
future may be able to award its own CCT.
Max Pachl

Rouleaux Club
The Rouleaux Club (RC) represents the views of
vascular surgical trainees in Great Britain and Ireland
through trainee representation on the councils of the

ASiT - Reports from the Regions

21

STUDENTS

at the time of entry into training is necessary however
a Dental Fellowship although desirable is not a necessity.
OMFS trainees meet twice a year; late summer for the
SpR conference and early summer for the Annual
Scientific Meeting of the British Association of Oral and
Maxillofacial Surgeons (BAOMS). This year’s highly
successful SpR Meeting was held in York and next year
(2011) will be held in Oxford. The BAOMS Meeting in
June 2011 is being held in Nice.
OMFS continues to expand as a speciality. Facial
aesthetic surgery for example, forms part of our remit
with Fellowships in this area available to trainees. This
area of surgery is no longer the domain of any single
specialty. Additional Fellowship programmes are
available in Head and Neck, Craniofacial and Cleft Lip
and Palate surgery.
The future of the speciality looks strong. We have an
excellent team of trainer’s who are keen to pass on
their skills to future generations. I have no hesitation in
recommending this pathway of training to any one
interested in what we feel is the most fascinating area of
surgery.
For those interested, further information is available
from the BAOMS website: www.baoms.org.uk.
Consultants and trainees are always available for
discussion.
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Vascular Society, British Society of Endovascular
Therapy (BSET), Venous Forum and ASiT. Membership
is open and free to all vascular surgical trainees and
provides many benefits.
2010 has been another busy year for the RC with
progress made in all aspects of the clubs educational and
training portfolios. One such example was an innovative
collaboration between the British Journal of Surgery
(BJS) and the RC that saw the publication of podcasts by
the RC committee reviewing vascular papers published
in the BJS.
The RC annual summer meeting continues to be a huge
success both educationally and socially. This year, in
conjunction with the junior British Society of
Interventional radiologist (BSIR), the meeting was
integrated into a tripartite Endovascular Fusion meeting
involving BSET, BSIR and the Vascular Society. This
proved to be an excellent event that provided The
Rouleaux Club with designated sessions at a major
vascular meeting. We hope to build upon this success in
the forthcoming year.
Perhaps the most significant development this year for
vascular surgery within the United Kingdom was the
successful application to the Department of Health for
speciality status at stage one. This is the first step in
obtaining recognition of vascular surgery as a separate
surgical speciality. The next step (stage two) will be
seeking the approval of our vascular surgical curriculum
and assessment methodology from the GMC.
Finally, I look forward to meeting as many of you as
possible at the ASiT annual meeting in Sheffield as the
Rouleaux Club representative.

and is reflected in a reduction in Urological NTNs,
(supported by SURG), to minimise any possible bulge in
post CCT Urologists.
Concerns over shortened training and a Sub-Consultant
grade Urologist seem to have subsided (much to
SURG’s relief), and although the SAC & BAUS continue
to try to improve Urological Surgical training, the
current 5-year CCT looks likely to continue for the
foreseeable future.
SURG feel enthusiastic about the future of our
speciality, as our target population continues to
increase, and our workload increases. Combined with
this, Urological Surgery continues to be one of the
leading sub-specialities with regard to novel surgical
techniques and technology. Examples of these include
the growing use of lasers in prostatic and stone surgery,
and Robotic Surgery in Prostatic, Bladder and Renal
malignancies. An ongoing challenge for BAUS and SURG
will be how to optimise the training of Surgeons in these
emerging techniques.
The highlight of this year for SURG was the AGM, held
at Clare College, Cambridge. This 3 day event
incorporated an excellent educational and academic
programme, including superb workshops on microsurgical skills, Ultrasound scanning, laparoscopy and
Robotic surgery. The social side was also outstanding in
the beautiful surroundings of Cambridge, and we were
honoured at the black-tie gala dinner to be given a
presentation by Dave Alred (Jonny Wilkinson’s kicking
coach) on ‘Performance under Pressure’. Oxford are
hosting the SURG Annual Conference/AGM in
September 2011, and have much to live up to!

Robert Davies

Philip Charlesworth

Senior Urological Registrar Group (SURG)

ASGBI Council Report

The Senior Urological Registrars Group is a national
organisation dedicated to representing and supporting
Urological Specialist Trainees and any junior doctor
with an interest in Urology. We look to provide a forum
throughout the UK and Ireland for members to discuss
matters and express opinions on training issues arising
on a Regional or National level. SURG represents
Urological trainees at relevant National meetings
including the SAC, ASiT and ESRU, as well as on the
British Association of Urological Surgeons (BAUS)
council. Any junior doctor with an interest in Urological
Surgery is very welcome to join (for free), or attend our
AGMs (every September).
Urology over the past few years has seen a considerable
expansion in Consultant posts, due to a significant
increase in workload. This expansion is now slowing,

ASiT plays an active role in the Council of the
Association of Surgeons of Great Britain and Ireland,
where we are fortunate to have Observer status.
Working with the ASGBI Affiliates Rep, trainee matters
are well represented and indeed actively sought. From
EWTD to JAG, trainee concerns have been discussed
and supported, and ASiT are grateful for the positive
approach ASGBI are taking towards trainees - who do
of course represent their future membership.
Developments in the past year include the sponsorship
of the ASiT-ASGBI Short Paper Prize at the ASiT
Conference. With a generous cash prize and
complimentary three-day registration for the ASGBI
Scientific Congress, we are certain this will act as both
a suitable incentive for abstract submissions and justrewards for the well-deserved winner.
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Promoting healthcare research has become a priority
for the National Health Service and bodies such as The
National Institute for Health Research have attempted
to ensure that the infrastructure and monies are
available to empower clinicians to carry out research.
This is reflected at trainee level where academic
credentials and research output continue to play an
important part in selection and in the training of
surgeons. Dedicated academic training pathways have
for the first time allowed those individuals who are
interested in pursuing an academic career to follow a
structured programme that encompasses an academic
element whilst ensuring that clinical training is
maintained. Despite these promising initiatives only 2%
of the total research budget in the UK is spent on
surgical research and surgical specialties are often
poorly represented on decision panels of major funding

I have been the Foundation Doctor representative on
the ASiT Council since early 2010. During this time I
have been able to work with the junior members of
Council on initiatives to raise the profile of ASIT
amongst Foundation Doctors and medical students. This
has included the development of a new course for
Foundation Doctors entitled “Making the most of
Foundation Training”, scheduled for November 2010.
This one-day course will be delivered in a series of
seminars and interactive lectures, by members of the
ASiT Council. The aim is to provide information on
careers in surgery, advice on how to maximise on
training opportunities during the foundation years and
guidance on applications to core surgical training. At the
time of writing, places on “Making the most of
foundation training” were being rapidly reserved.
Jess Johnson (previous medical student representative
and current Yearbook Editor) and I have received
Council approval to develop a series of podcasts on
anatomy during the autumn of 2010. These podcasts will
be developed in partnership with Podmedics and will be
designed for medical students and junior doctors who
may be revising for exams.
Following the great success of the ASiT Conference
2010, I will be working to promote an even greater
Foundation Doctor presence at the next Conference.
The current ASiT medical student representative Justice
Reilly and I will be hoping to put together an engaging
timetable for the juniors section, that will be relevant
to both foundation doctors and medical students who
are interested in a career in surgery. In addition, I am
aiming to establish a foundation doctor prize, awarded
to the best conference poster by a foundation doctor.
The foundation years include the difficult transition from
medical student to doctor and the important decision
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SARS/Academic Surgery

Bijan Modarai

SCIENTIFIC

Ed Fitzgerald

bodies. We can have a pivotal role in raising the profile
of surgical research. In April this year The Society of
Academic and Research Surgery (SARS) published a
consensus document entitled “The place of research
and other educational experience in UK surgical
training: Guidance for surgical trainees.” This document
was compiled following a consensus conference held at
The Royal College of Surgeons of England. It attempts
to reflect the current issues surrounding surgical
research in the UK and is interesting reading for all
trainees. SARS considers representing the views of
surgical trainees as one of its most important functions
and I would urge all trainees to join and contribute.

STUDENTS

We were also particularly grateful for the ASGBIStryker Educational Bursaries, which we were able to
offer to all the major ASiT prizes winners at the 2010
Conference. These covered the costs of a place on an
educational course at the Royal College of Surgeons of
England to the value of Ł1,000.
Following representations from ASiT, trainees will also
be getting a better deal at the ASGBI Scientific Congress
in 2011, with a re-designed trainee’s session, and new
discount for the Gala Dinner. We hope many will take
advantage of this.
In terms of future strategy, ASGBI’s charitable work has
been re-founded this year as the Surgical Foundation
(www.thesurgicalfoundation.org.uk). This aims to be a
pan-surgical-specialty charity promoting the highest
standards in emergency surgery, supporting research
and excellence, and promoting international surgical
education and training. It will be interesting to see how
this develops, and there is obvious potential for linking
up with ASiT where our charitable objectives overlap.
Dr Nicholas Gair (Chief Executive of ASGBI) and his
PA/boss Suzy Mercer(!) have been instrumental in
helping us forge mutually beneficial links with ASGBI and
we are grateful to them for their hard work in this area.
It has been a pleasure working with Professor Horrocks
over the past two years, who has been a strong
supporter of trainee’s interests. By the time the
Yearbook goes to press, Professor John MacFie will
have been inaugurated as the new President of the
Association and ASiT looks forward to continuing our
productive working relationship with him.
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over which type of career to pursue. We hope our
efforts can continue to provide guidance and create
opportunities for doctors in their foundation years.
Kumaran Shanmugarajah

Since joining ASiT in May, I have been appointing local
University ASiT representatives throughout UK medical
schools and linking them up with their corresponding
regional representatives. One of my main objectives is
to implement an ASiT Surgical Training lecture in each
medical school as I feel it is an important way to
motivate surgically-inclined students by making them
clear about career progression. The first of these
lectures was held in Edinburgh in September with over
60 students attending and I am encouraged as many
more ASiT University Representatives set a date for
their equivalent lecture. I have also been pleased by how
readily most Regional Representatives give their time to
promote the student interest. At the moment my next
big task is to set the programme for the Student Section
of the ASiT conference in Sheffield and I look forward
to reading the ASiT/Elsevier elective award applications
in the New Year.
Justice Reilly
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on the approval process and the required paperwork
can be found on the following website:
http://www.jcst.org/mmc_trainee_info/mmc_trainee_info/
takingtimeout_html

Bettina Lieske

There are different types of OOP:

1. Time Out Of Programme for
Approved Clinical Training (OOPT)
The time can be spent in an approved post in a different
unit in the UK, in an un-approved or other specialty slot
in the UK, or in a unit overseas. Any clinical training
period out-of-programme not already in a recognised
training post has to be prospectively approved via the
GMC. Approved training will count towards the CCT
date and not lengthen the training programme. It is
important to notice that no retrospective approval can
be given for the post, so if trainees wish to count the
fellowship towards training everything has to be
approved by the Deanery, SAC and GMC prior to
taking up the appointment. The GMC will recognise
training in a post approved by the statutory authority
in the EEA/Switzerland as approved and no additional
approval is needed. Trainees keep their NTN while in
an OOPT, as long as this has been agreed by the
Postgraduate Dean and the trainee has satisfied the
requirements for the annual review. OOPT will
normally be for a period of one year in total but it can,
exceptionally, be up to two years. Further information

3. Time Out Of Programme for Research
(OOPR)
OOPR will allow trainees to undertake research while
retaining their training number.
This time is specifically designed for non-Walport
trainees (Walport trainees have an academic training
number). Time during an OOPR will not be counted
towards CCT, unless trainees retain clinical work which
will allow them to maintain their existing competences
whilst out of programme. However, at least 50% of the
total amount of time must be spent in approved clinical
training if it is to count towards the award of a CCT,
and prospective GMC approval must be sought if the
clinical work is being done in a non-educationally
approved post.
Most trainees who apply for an OOPR either take two
years out to complete an MD, or three years to obtain
a PhD.

4. Time Out Of Programme for Career
Breaks (OOPC)
OOPC can be requested for any reason but priority is
given to a few key areas. These include: Care for
dependants that cannot be accommodated through
flexible training or job share, illness, and for the
achievement of life goals that cannot be deferred - this
would apply to groups such as athletes. The OOPC will
permit trainees to step out of programme for a
designated and agreed period of time to pursue other
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OOPs are for trainees who have successfully obtained
a national training number (NTN) for higher surgical
training. Once settled into the training programme,
trainees may wish to undertake some time out. All
OOPs have to be approved by the Deanery and the
SAC for the individual speciality; therefore it is advisable
to discuss plans as early as possible.

TRAINING & CAREERS

Taking Time Out Of Programme (OOP)

These are similar to the OOPT but are clinical
experiences undertaken outside the training programme in an unapproved post and do not count
towards CCT. This time out needs to be agreed by the
Postgraduate Dean. Whilst on an OOPE, the training
programme is put on hold and the CCT date postponed. OOPEs are ideal for work in developing
countries and in non-approved posts in units
throughout the world for trainees who would like to
gain clinical experience in different areas of practice.
OOPEs are usually for a period of one year, but can be
up to two years with the agreement of the Postgraduate
Dean. In exceptional circumstances part of the OOPE
can sometimes be counted towards training, a
maximum of three months can count towards training
if a satisfactory application for SAC support is
submitted.

SCIENTIFIC

Fellowship is the period of medical training following
completion of a residency training programme which
doctors undertake to subspecialise in the United States
and Canada. During recent years however fellowships
have gained much popularity this side of the pond.
There is a huge variety available, but all have one thing
in common - they divert the fellow from the common
stream-lined training path.
Fellowships can be undertaken any time during training.
They can prolong training, but they don’t have to, or
they can be an adjunct to training right at the end.
This article aims to give an overview of what is currently
available and how to go about organising a fellowship
that suits best.

2. Time Out Of Programme for Clinical
Experience (OOPE)

STUDENTS

Diversion, Detour or the Fast
Lane - a Guide to Fellowships
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activities, such as domestic responsibilities, working in
industry, or developing talents in other areas. Trainees
can take up an OOPC after their training programme
has started but it should not be accepted until they have
been in training for at least one year. OOPC cannot be
used to defer a start date. Trainees should bear in mind
that career breaks might affect their ability to maintain
a current licence to practise with the GMC, and of
course most reasons for a career break do not
constitute a fellowship.
Further information regarding OOPCs can be found on
the following website:
http://www.jcst.org/mmc_trainee_info/mmc_trainee_info/
takingtimeout_html

STUDENTS
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Financial Implications
Depending on the activity undertaken during the time
taken out of programme and the type of fellowship,
trainees might find themselves in a situation where
money gets tight. During the OOP, the trainee is not
entitled to any payments from the Deanery who
oversees their training programme. If the trainee is
undertaking an OOPT and occupies an approved
training post in the UK, then they will be paid via the
Trust that employs them during this period. The same
will be true for many posts abroad, although pay varies.
Payment during an OOPE is even more variable,
especially if the time is spent working for charitable
organisations in third world countries. However, in
these cases trainees will qualify for bursaries, and it is
well worth looking into the different options available.
Below is a list of some websites that might be helpful:
http://www.internationalsurgery.org.uk/fellows_bursaries.htm
http://www.asgbi.org.uk/en/awards_fellowships/overseas_
surgical_fellowship.cfm
http://infoscholarship.net/training-fellowships-in-surgicaloncology.html
http://www.surgeonsnews.net/content/content.aspx?ID=1013
http://www.bssh.ac.uk/education/fellowships
http://www.rsm.ac.uk/academ/awards/index.php
Trainees undertaking an OOPR will have to apply for
research grants for their project and their pay. Some
advertised posts have already attracted grants as part of
a larger project, but some might require a successful
grant application, prior to starting the project.
The following websites might be of interest to trainees
considering an OOPR:
http://www.wellcome.ac.uk/Funding/index.htm?gclid=CKC3h
PzxoKUCFSL92AodHwIZIg
http://www.rcseng.ac.uk/surgical_awards_and_grants/
fellowships/research.html
http://www.rcsed.ac.uk/site/573/default.aspx
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Please be aware that changes have been made to the
NHS pension scheme which will directly affect trainees
undertaking out of programme training. For further
information visit the following link on the NHS: Business
Services Authority website:
www.nhsbsa.nhs.uk/Documents/Pensions/TN7_-_2010__Employer_Newsletter.pdf

When to go OOP
Trainees can take time out any time during their training
programme. Most trainees however decide to settle
into their programme first and gain some experience
before embarking on an OOP. Certain organisations
require some minimum training experience, and
especially a fellowship in a subspecialised area is best
undertaken in the latter half of the training programme,
which is when most trainees decide to take time out.
OOPRs tend to happen earlier in the career pathway,
especially if the trainees devote themselves entirely to
their research project and do not undertake clinical
work, or remain as part of an on call rota to ‘keep their
hand in’, but don’t have the opportunity to progress in
their clinical training.

Where to go OOP
The decision where to go for the OOP is not any easy
one to make and depends on the aims and ambitions of
the individual surgical trainee, as well as their personal
circumstances. For trainees wishing to follow a calling
and work in the developing world, some of the websites
below might be helpful, but the list is not exhaustive,
and there are plenty more. Many trainees have already
been abroad during their student electives and might
want to go back and work at a different level; others
might have heard colleagues reporting their experience
and are tempted to see for themselves.
http://www.globalvolunteernetwork.org/
http://www.africaguide.com/charity.htm
http://www.vso.org.uk/
http://www.msf.org/
Trainees who wish to gain experience in a subspecialty
area or want to see how units in other parts of the
world work might want to try and compete for a
training slot in the US, Canada or Australia. This can
then be counted towards training, but beware, these
positions are the normal training slots for American,
Canadian and Australian trainees and it might not be
that easy to obtain a post. One way around the tight
competition might be to apply for a post as an
International Medical Graduate (IMG).
http://fellowshipcouncil.org/
http://www.trauma.org/index.php/resources/fellowships/C65/

ASiT - the pursuit of excellence in training

Academic Clinical Fellows (ACFs)
Trainees interested in research might want to apply to
become ACFs. This career path attracts an academic
training number (these trainees are also called Walport
trainees). Trainees are recruited into core training level
and usually spend half their time in research and the
other half in clinical work. Academic clinical training is
run through training and ACFs do not have to compete
for a training number into higher surgical training. In
order to progress they have to fulfil their clinical and
research objectives. They are then expected to take
time out to obtain an MD or PhD, and will return into
academic clinical practice as a Clinical Lecturer.
More information can be found on the following
website:
http://www.nihrtcc.nhs.uk/

Medical Education Fellow (MEF)

Conclusion
Regardless of where individual trainees are on their
current career path, the chance that they will at some
point embark on a fellowship is increasing. Whether this
will be during or after completion of their training
programme depends on the individual. Most important
is to have a clear idea with regards to the aim and
objectives to be gained from the fellowship, and leaving
plenty of time to plan it, especially if it involves approval
for training and/or a period abroad.

STUDENTS

These posts are advertised individually and there is great
variation. Many of them will be suitable for trainees who
have not got an NTN, but having an NTN does not
mean that trainees can’t apply for the post. The time
can then be taken as an OOP. Trainees should read the
job description thoroughly to be sure that the duties of
the post suit their expectations and learning needs.
There will be an element of regular teaching in all posts,
but the volume, variety, target audience, and the
methods used will be different in every post. The
emphasis of the post may also vary and can range
from being predominantly focused on the delivery of
established teaching programmes to a much more
strategic role in helping to steer the direction of medical
education in the trust. Most posts allow the fellow to
obtain a formal qualification in Medical Education like a
Diploma or a Masters via one of the many programmes
available.

These fellowships are also in medical education,
however in the very specific area of simulation. These
posts are mainly of interest to trainees in surgical
specialties and anaesthesia, as those specialties lend
themselves to extensive simulated practical training and
the acquisition of specific skills. There are several posts
available throughout the country, usually in centres
affiliated with universities and medical schools. The
trainees have the opportunity to gain insight into
simulation, the educational theories behind it, the actual
simulation facility and might get involved with research
into simulation as well.
Below is a summary written by a simulation fellow at
the Cheshire and Merseyside Simulation Centre in
Liverpool:
http://careers.bmj.com/careers/advice/view-article.html?id=
20000744

ASiT COUNCIL

There are several fellowships that are of interest to
trainees prior to obtaining a national training number.
These fellowships cover the areas of academia, medical
education and management & leadership.

Fellowship in Simulation
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Other Fellowships

The website below describes the experience of a
paediatric trainee who completed a fellowship in
medical education at Great Ormond Street:
http://careers.bmj.com/careers/advice/viewarticle.html?id=20001585

TRAINING & CAREERS

These fellowships are usually advertised individually and
attract trainees who have finished their training
programme and would like to gain more experience in
certain areas of their practice before they apply for a
consultant position. The posts are usually for six months
or a year, and will often be in tertiary referral centres
with very specialised services. Some of them are
industry-sponsored.
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Post CCT Fellowships
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The Hospitals
I started my OOPT at one of the best Neurosurgical
centres in South America namely the FLENI
(www.fleni.org.ar) Neurological Institute, Buenos Aires,
under the supervision of Dr Condomí Alcorta. I was
immensely impressed with the high standard of
neurosurgery performed in this institution but only
spent 2 months there before moving on to other units
to gain a broader experience of Neurosurgery in
Argentina. After FLENI, I continued my experience at
the Hospital Italiano, Buenos Aires, and then at the
Sanatorio Allende in Cordoba, supervised by Prof
Carrizo and Prof Suarez, respectively. Initially I planned
a six-month project visiting three hospitals in Argentina
from February to August 2009 but at the end of my time
at FLENI I was offered the exciting opportunity to
return for a further six months as a Neurosurgery
Registrar with daily operating theatre time and
responsibility for ward and neuro ITU patients. I was
honoured to be offered this position as competition for
rotations at FLENI is fierce. After gaining the support
of my Training Programme Director, the SAC
Neurosurgery and PMETB I enthusiastically agreed to
take up the post in August 2009.

FLENI
The FLENI Neurological Institute was set up as a
charitable not for profit foundation for Neurological
Diseases of Childhood and has now been expanded
to offer a complete range of adult and paediatric
neuroscience services including endovascular and
radiosurgery services.
It is an 81-bed hospital which offers neurosurgery,
neurology and cardiac services to an exceptionally high
standard. The facilities easily rival the best US and UK
hospitals not only in their acute hospital in Central
Buenos Aires (figure 1) but also at their state-of-the-art
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I spent a year (Feb 2009-2010) practising neurosurgery
in Argentina. I chose three clinical centres in Argentina
each serving different communities to gain a broad
understanding of the challenges facing neurosurgeons in
Latin America.
Argentina was established in 1816 after gaining
independence from Spain. It is the second largest
country in South America (after Brazil) with an area of
1m sq miles and a population of 40m (the UK, by
comparison, has an area of 94500 sq miles and a
population of 60m). The population is mainly descended
from Italian and Spanish immigrants during the colonial
era (~90%) with very few indigenous Amerindians
remaining (7%). Argentina has had a turbulent history
with many internal political conflicts. It was very
prosperous in the late 18th-early 19th century, thriving
from its export-led agricultural economy. It remained
neutral in both world wars but an era of Peronist
authoritarian rule and then a military junta followed
World War II. Democracy was re-established in 1986
and persists today despite continued political and
economic turmoil - most strikingly the severe financial
crisis of 2001, which led to a run on the banks and
violent clashes in the capital with soaring inflation and
unemployment. Gradual economic recovery has been
made since 2002 although current global financial
instability is taking its toll.
Argentina benefits from rich natural resources and has
a highly literate population (97% of those aged 15 and
over have attended at least 5years of school). It has a
strong literary tradition as well as world-renowned
music, cinema, sport and cuisine. Healthcare in
Argentina is provided by a combination of private,
employer/union-based and government insurance
schemes. Approximately 10% of the population pay for
private health insurance and 50% of the employer-based
insurance schemes are publicly subsidised. The
government provides insurance for those over
retirement age and emergency care for the uninsured.
Forty percent of the population are not covered by any
form of insurance. There is a striking difference in the
quality of health care provided in public compared to
private hospitals. Significant advances were made in
health care measures during prosperous times and life
expectancy has now reached 76y at birth (UK 79y), but
infant mortality remains high (11.78 per 1000 live births
cf UK 4.93 per 1000 live births).
Out of Programme Training (OOPT) in Argentina

TRAINING & CAREERS
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Eleni Maratos

provided me with a new perspective across all aspects
of Neurosurgery. It was an unreservedly positive
experience. The posts undertaken were approved for
training by the Postgraduate Medical Education and
Training Board (PMETB) and funding was provided
by the ASiT/Covidien Fellowship prize, the Ethel
Househam Fellowship, and Bart’s and the London NHS
Trust study leave.
I worked at three Neurosurgical centres in Argentina.
I was supervised locally by the head of Neurosurgery
in each hospital and overall by Dr Alberto Gidekel, a
consultant Neurosurgeon at the Hospital Argerich,
Buenos Aires.
This report of my experience aims to illustrate the
similarities and differences between the provision of
Neurosurgery services at home and abroad.

STUDENTS

Neurosurgery in Latin America
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rehabilitation centre in Escobar, Greater Buenos Aires,
which boasts a swimming pool, adult gym, children’s gym
and video assisted gait analysis studio as well as
physiotherapy, occupational therapy, art and music
therapy.

play an active role in the management of the hospital. All
adult specialties are provided, with a marked emphasis
on orthopaedics and trauma. It is a private hospital with
140 general in-patient beds, 26 intensive care beds, a
day hospital and a chemotherapy day unit.
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Figures 1 - FLENI Institute acute
services, Central Buenos Aires

Figure 2 - The Hospital Italiano,
Buenos Aires

Hospital Italiano

Figure 3 - The Sierras Chicas, Cordoba

The Hospital Italiano in Buenos Aires rivals FLENI for
the position of best neurosurgical centre in Buenos
Aires. The Italiano is also a private hospital but accepts
patients with a wider range of health insurance plans
than FLENI. It was established in 1872 to provide care
for the large immigrant Italian population and its classical
Italian style is immediately obvious in the ornate marble
entrance (figure 2). The main difference between the
Italiano and FLENI is that the Italiano has a full range of
adult and paediatric medical services, not just neuro and
cardiac, with 500 inpatient beds and one of the largest
trauma and orthopaedics departments in the country.
The general surgery department has the only DaVinci
robotic operating system in Argentina. Staff at the
Italiano also provide medical care at a satellite district
hospital in the borough of San Justo, Greater Buenos
Aires, allowing patients to be seen and have initial
investigations done nearer their homes, without having
to travel into the centre of Buenos Aires.

Sanatorio Allende, Cordoba
Argentineans often complain that the world and their
own media focus on Buenos Aires, as if the rest of the
country, “el interior”, did not exist. In order to
experience Neurosurgery in “el interior” I went to The
Sanatorio Allende in Cordoba Capital, Cordoba
Province. Cordoba City lies 700km northwest of
Buenos Aires at the foothills of the Sierras Chicas
(figure 3) and is home to Argentina’s oldest university,
established in 1613 by the Jesuit Order. The city has
1.3m inhabitants and still has a strong University feel.
The Sanatorio Allende was established by the Allende
family who were orthopaedic surgeons and who still
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Hospital Infantil, Cordoba
The neurosurgeons at the Sanatorio Allende also
practise at the Hospital Infantil, Cordoba. This is a public
children’s hospital (est. 1968) funded by the Municipality
of Cordoba and, as such, had markedly different level
of funding to the other hospitals I attended. In 2008 the
Infantil had 77,000 A&E attendances, performed 9,000
emergency operations and over 3,400 inpatient
episodes. Emergency and elective paediatric neurosurgery is performed by the surgeons from the Allende
assisted by the first year paediatric surgery resident.

Neurosurgery Department Infrastructure
The People
All the Neurosurgery Departments I worked in had the
same basic structure of 1-5 residents reporting to 3-4
consultants under the auspices of the Chief of Service
(Jefe del Servicio) who had ultimate responsibility for all
patients and all academic work produced by the
department. In FLENI and the Sanatorio Allende, the
previous Chief of Service was still active providing
support during the transition to the new Chief of
Service. There was no further subdivision of the adult
neurosurgical service into consultant-led teams but the
paediatric, epilepsy and functional teams were often
separate.
The Adult Neurosurgery service at FLENI, where I
spent the majority of my time, is led by the most senior
neurosurgeon Dr Jorge Salvat with Dr Condomí
Alcorta as Head of Service and two other consultants Dr Andrés Cervio (Skull Base and Spine; figure 4) and
Dr Ruben Mormandi (Neurooncology). The paediatric,
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The Neurosurgery team at the Italiano was led by
Professor Carrizo (Figure 5 & 6) whose subspecialty is
skull base surgery, particularly transphenoidal pituitary
surgery. His team includes Dr Knezevich, Dr Vecchi, Dr
Ajler, Dr Tramontano and Dr Baccanelli. There were
also five neurosurgical residents at the Italiano.

Figure 5 & 6 - Professor Carrizo, Chief of Service at the Italiano resecting
a brainstem cavernoma

At the Sanatorio Allende the previous Chief of Service
Professor Julio Suarez was still active and led a team of
four consultants Dr Viano (Chief), Dr Herrera, Dr
Pueyrredon and Dr Arneodo. Dr Viano and Dr Herrera
also had weekly theatre sessions and outpatient clinics
at the Hospital Infantil, and allowed me to join them
there (Figure 7). Dr Arneodo is also a University
Lecturer in Anatomy and under his supervision I was
able to spend time in the evenings in the dissecting lab
practising microsurgical techniques.

Figure 5
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SCIENTIFIC

The theatre suite comprised 5 operating theatres. Adult
neurosurgery was performed in 3 or 4 of these theatres
every day. All subspecialties were covered including
neurooncology, pituitary and skull base surgery,
neurovascular, trauma and spine. Complex spine
surgery was performed in conjunction with two neuroorthopaedic consultants.
There was a dedicated 10 bed neuro-intensive care unit
and inpatients were cared for in specialist neuro wards
with dedicated neuro nurses and neurophysiotherapists.
In the immediate post-operative period each patient
was assessed and reviewed by this multidisciplinary
team.
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Figure 4 - Dr Andres Cervio, Consultant Neurosurgeon, FLENI
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functional and epilepsy services are run by different
teams who I was encouraged to observe and assist on
a number of occasions.
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Figure 7 - The Hospital Infantil (L to R) Dr Herrera, me and Dr Viano
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The Places
FLENI was the only hospital that had a dedicated
neurotheatre suite with inpatient care in specialist
neuro-wards with dedicated neuro-nurses and neurotherapists. The effect of having patients scattered across
the hospital at the Italiano and the Sanatorio Allende
was notable not just in longer ward rounds, but also in
the confidence of the general nursing staff in managing
neurosurgical conditions. Physiotherapy was available
routinely at FLENI and all post-operative patients were
assessed by a specialist neurophysiotherapist. In
contrast, at the Italiano and the Allende patients would
mobilise independently or with the help of a family
member postoperatively, a marked contrast to the UK.
As with the general inpatients, those patients requiring
intensive care were nursed in the general intensive care
unit at the Italiano and at the Allende while at FLENI
there was a dedicated neuro-intensive care. I found
generally a very high standard of care across all ITUs,
even that of the municipal hospital although access to
emergency imaging was more difficult for them.
In general, the availability of a dedicated neuro-team in
a dedicated neuro-location improved patient care and
allowed for earlier detection and management of
complications.

worked well on a local level and each resident knew
what was expected of them and what they could be
expected to achieve in each year, confident that they
would always progress and a junior trainee would
appear behind them. At the Italiano, for example, it was
known that the Year 3 resident would do the Foramen
Magnum decompressions while the Year 5 resident
could expect to clip an aneurysm before finishing their
training. This degree of control can only come from an
appropriate service provision contract, of course. The
general pattern at FLENI would be that a senior resident
would perform the surgical approach or, if appropriate,
would take a junior resident through the surgical
approach, and then the consultant would do the
procedure eg remove the tumour, clip the aneurysm,
and the residents would close again unless the chief
resident was able to perform the whole procedure.

A typical day at FLENI
0700
0730
Lunchtime Meeting

1400
1600

Ward Round
Theatre
Vascular (Tues)
Neurooncology (Weds)
Epilepsy (Thurs)
Complex spine (Fri)
Theatre
Ward Round

Training
Neurosurgery residency in Argentina is 5 years and
some programmes request general surgery experience
beforehand. There are private and public residency
programmes and there is no status difference between
the two. There are also private and public medical
schools but the public medical schools in general have
stricter entry criteria and therefore better reputations.
Residents are encouraged to undertake national or
international fellowships, although these are not always
fully funded.
Workforce planning is conducted at a local level with
each private institution deciding how many residents it
can take on each year. At FLENI and at the Italiano
there are five residents - one in each year of the training
programme - under the supervision of a Chief Resident
who is responsible for division of labour among the
more junior residents (Figure 8). I found this system

2

Figure 8 - The Neurosurgery Residents at FLENI (L to R): Guillermo Vergara,
César Sereno, Marcelo Ferreira (Chief), Matias Rojas, Ernesto Castellani

In this way the residents are able to progress under the
careful supervision of a senior member of the team.
The on-call rota and number of hours worked, as well
as the pay, was also decided locally. In each year of
training there are different on-call commitments. The
Year 1 resident does the majority of resident on-calls
and is covered by a Year 4 or 5 resident from home.
As the residents progress they reduce the number of
resident on-calls and increase the non-resident on-calls.
There are general medical trainees on the ward at all
times. This system allows smooth service provision and
plenty of training opportunities. However, only the
larger institutions are able to justify having five residents.
The Allende had one resident. Just one. He was on-call
24 hours a day, 365 days a year, albeit ‘non-resident’,
for five years. Needless to say, he was pleased when I
arrived. In practice, two of the consultants were junior
and their role, out of necessity, was more like that of a
chief resident than a consultant.

ASiT - the pursuit of excellence in training

Figure 9 - Intra-operative MRI
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Using all these modalities it was possible to perform
awake craniotomies (figure 10) Although by and large
equipment matched or exceeded UK standards there
were a couple of examples of re-usable rather than
disposable equipment and I noticed that surgical patties
for haemostasis, for example, were occasionally handsewn by theatre staff.

Figure 10 - Awake craniotomy

Among the most notable differences between private
healthcare and the UK NHS was that pressure for
discharging patients came not just from management but
also from the insurance companies who often had a limit
on how many days of treatment would be covered.
Perversely it was often the same companies who were
delaying authorising or providing the necessary surgical
equipment or investigations therefore causing the
prolonged hospital stay. Of note, all doctors are
required to sign, stamp and date all entries in the
patients record as in the UK but in Argentina the
hospital management were also able to fine the service
directly if the doctors were not compliant with this
standard of care. Computer systems with electronic
patient records and sophisticated image-link software
were available in all hospitals. There was no system of
linking images across different hospitals.
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In Argentina private hospitals do have emergency
departments but it is often not possible to demonstrate
insurance cover at the scene of an accident for example
so patients are generally taken to a public hospital first
for stabilisation and then transferred to a private
hospital later. This means that the opportunities for
optimising patients and minimising secondary brain
damage in trauma are often not under the control of
neurosurgeons.
The implications of widespread private healthcare were
most notable when trying to obtain surgical equipment
and appliances. At FLENI there was no problem
sourcing all equipment. Specialist scrub nurses working
for the big drug companies would bring, for example,
spinal fixation trays and would scrub in and assist the
surgeon during the relevant part of the procedure. The
cost of the procedure would rise according to the
instrumentation used. By contrast, at the Allende in
Cordoba there was often a shortage of consumables
and it was a struggle to get even a simple external
ventricular drain, while at the same time advanced
imaging techniques such as tractography were easily
available (figure 14). When I queried why this was I was
told that it is not cost beneficial for the drug companies
to send cheap equipment to the interior of the country
as the delivery costs negate the profit. We often had to
improvise or wait for days for equipment to be agreed
by the insurance company and then sourced, usually by
the relatives of the patient themselves. The implications
for serious cerebral infections of delaying essential
surgery are obvious.
FLENI is very well equipped. As well as two operating
microscopes they have neuronavigation for intraoperative localisation of tumours, neuroendoscopes for
pituitary and third ventricle surgery, motor and sensory
electrophysiological monitoring for all spinal cases and
they also use intra-operative MRI to assess the extent of
resection in pituitary or low grade tumours (figure 9).
Patients were routinely imaged using functional MR and
MR spectroscopy if the tumour was near eloquent
cortex or there was doubt regarding the diagnosis.

STUDENTS

Equipment and Resources
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Entry criteria for training are also decided at a local level
- usually with an exam and an interview. There is no exit
exam. Trainees are encouraged to become members of
the Argentine Association of Neurosurgeons, which
involves attending a number of weekend courses over
a two-year period and then passing a rigorous exam. In
practice, most neurosurgeons take the exam in their
first few years as consultants rather than as residents.
In summary, training in Neurosurgery in Argentina is
controlled at a local level, which makes workforce
planning easier but lacks uniformity across the country.
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Operative Experience
Although the differences in healthcare provision and
infrastructure and human resource management
interested me the main aim of my project was to
broaden my neurosurgical experience. There were
many opportunities for me to do just that with daily
theatre sessions.

Congenital abnormalities
As a catholic country abortion is illegal in Argentina.
This, combined with major improvements in neonatal
intensive care mean that a number of children with
severe congenital abnormalities come to the attention
of the neurosurgical services. Although folic acid
supplementation of flour is routine there is also a high
level of neural tube defects, some of which present late
due to lack of uniform healthcare provision across the
country.
During my time at the Sanatorio Allende and the
Municipal Hospital Infantil I assisted with surgery for
severe craniosynostosis (figures 11 and 12).
All the photos below were taken with the patient’s or
their guardian’s consent.
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Figure 12 - Craniosynostosis post-operative

correspondingly high. Of the more unusual cases I saw
was a high voltage electrocution accident, which
resulted in necrosis and subsequent infection of the
cranial vault and overlying scalp requiring craniectomy
and vascularised flap reconstruction (Figure 13).

Figure 13 - Devitalised cranial vault after high voltage electric shock

Vascular

SCIENTIFIC

Of the more interesting vascular cases I saw was a
young girl who presented with multiple cranial nerve
palsies and was found to have a pontine cavernoma
(previously shown, (Figure 5 & 6)). As she had had a
number of haemorrhages with significant neurological
deterioration each time, a complete surgical resection
was performed.

Tumours
Figure 11 - Craniosynostosis pre-operative

STUDENTS

Trauma
It could be said that Argentina takes a much less
paternalistic view of health and safety than the UK.
Although seatbelt and helmet laws exist they are not
widely enforced. The incidence of severe head injury is

2

At FLENI all patients with intrinsic brain tumours were
worked up with MRI (3T) and SPECT. If dominant or
eloquent cortex were involved functional MRI would
also be performed. Neuronavigation was used
frequently (Figure 4) and one patient underwent an
awake craniotomy (Figure 10) for excision of a lowgrade glioma in eloquent cortex.

ASiT - the pursuit of excellence in training

ASiT EXECUTIVE

Neurosurg in latin america AR edit 3_Layout 1 22/03/2011 08:09 Page 7

Infection
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During my time at FLENI I participated in surgery for
extensive craniofacial aspergillosis (figure 14). The
patient recovered well but subsequently deteriorated
with a massive intracerebral haemorrhage secondary to
fungal invasion of the carotid artery. Urgent carotid
artery embolisation and haematoma evacuation was
performed but the patient subsequently deteriorated
secondary to hemispheric infarction (although there was
a patent circle of Willis on angiography) and died despite
a decompressive hemicraniectomy.
Figure 14a-d - Craniofacial surgery for aspergillosis with intracranial
spread:

POLITICAL PORTFOLIO

b) Aspergillosis - note pus adjacent to retractor

TRAINING & CAREERS

c) Aspergillosis - craniofacial reconstruction

Functional Neurosurgery
Epilepsy and movement disorder surgery were
performed at all three hospitals. The team at FLENI was
separate to the main adult neurosurgical team but I was
able to spend some time with them and assist in the
placement of electrodes for deep brain stimulation.
My knowledge and understanding of operative
neurosurgery has been consolidated and advanced by
my time at all three hospitals.
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a) T1 weighted MRI post contrast showing extensive aspergillosis
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My Role
During my initial visit to FLENI I was made to feel very
welcome by the whole team and as their confidence
grew in me I was invited to assist with operations. On
my return in August I was immediately reintegrated into
the team and from day one I was scrubbed in theatre,
assisting all the consultants. I progressed surgically so I
was able to to perform craniotomies of increasing
complexity (figure 15), excise metastases and I was even
able to perform some intradural spinal tumour
resection under supervision.

on a number of other projects with him and other
members of the team.

Conclusion
At all three hospitals I was received with warmth and
enthusiasm. My aim was to broaden my neurosurgical
experience and I was not disappointed. Both from a
training and personal perspective all my aims were met.
In general, the standard of Neurosurgery was excellent
and comparable to that in the UK. It was interesting to
compare the exceptionally high level of equipment
available at FLENI with the struggling Municipal Hospital
Infantil in Cordoba.
I returned to the UK in February 2010 with a much
greater understanding of Neurosurgery in general and
having made significant advances in my operative and
other clinical skills as well as having gained a greater
knowledge and understanding of the challenges facing
healthcare providers across the world.
I am sincerely grateful to the ASiT/Covidien and my
other funders including the Ethel Househam Fellowship
for enabling me to undertake this Out of Programme
Training. It has been an overwhelmingly positive
experience.

Figure 15 - Performing a craniotomy under the supervision of the Chief
Resident, Dr Marcelo Ferreira

Academic Experience
During my time at FLENI I was offered the opportunity
to go to the World Federation of Neurological
Surgeons (WFNS) Postgraduate Training Course and
Congress in Salta, Argentina. The course and the
congress both covered current controversies in
Neurosurgery including new uses for the endoscope,
intraoperative imaging and advances in vascular and
tumour surgery. International speakers included Majid
Samii (Germany), Peter Black (Boston, USA), Jacques
Brotchie (Belgium) and many others. Their talks on
acoustic neuromas, meningiomas and intramedullary
spinal cord tumours clarified and updated these topics
for me. FLENI hosts an annual neuroscience symposium
with international speakers, which I attended in
September 2009. The team of residents also submitted
3 abstracts to the Buenos Aires Neurosurgery
Conference in Pinamar in December 2009 winning the
prize for Best Oral Presentation. During the conference
we attended series of lectures given by the world
authority Mr Mayer on minimally invasive spine
techniques and a course on temporal lobe anatomy
given by Dr Ture and Dr Evandro Oliveira, both well
recognised as among the best in their fields.
I published a case report in Skull Base with Dr Andrés
Cervio on Trigeminal Lipomatosis and continue to work
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The last census estimated 45 million people in South
Africa. There were 664 registered general surgeons at
the beginning of 2010, that is, 67,771 patients for each
surgeon. Only 17% have private medical insurance, and
thus an overwhelming burden is placed on the public
hospitals. Consequently our training is very service
orientated, with ample knife time.
Concepts like the Libby Zion Law and the Calman
report are foreign to us, problems from another world,
ones that do not affect us. Confidently we beat our
chests. We are being trained to be surgeons.
Nevertheless training in South Africa is changing. Our
call rota is generally less rigorous than 10 years ago. The
average work week is 84 hours, which includes two 24
hour calls. We have also entered the research arena,
with a research dissertation compulsory for final exam
entrance from 2012. Through this we are falling into line
with Euro-American training, less hours and more
bench time, though fortunately we haven’t been
subjected to an inquisition.
The personality of our trainees has changed. No longer
is there a cemented lifelong commitment to surgery
alone. Extracurricular pursuits are the norm, with a
craving for a life beyond the knife? During the recent
European Society for Surgical Research meeting
Professor Menger from Germany gave a keynote
lecture on the fate of academic surgery. One of the
significant changes in German training is that nearly 75%
of first year medical students were female. Surgical
trainees are asked as to their child bearing aspirations,
and their rota is accommodated accordingly as far as
possible. How the profile of the surgeon has changed!
Despite the changing mood, surgery remains an
apprenticeship, learned under harsh lights in a sterile
theatre, with patient and surgeon. Several studies have
been published regarding the minimum time required
to become competent in a procedure. Most of this has
been done by the aviation industry, and extrapolated
into medicine. To my mind, the minimum time required
to become competent is the time it takes to become
confident enough to perform the procedure safely
without supervision. Research and reading are vital.
Research not only answers a question, but nurtures an
enquiring mind, often enthusing the person to ask more
questions. It also teaches scepticism (or cynicism). We
read through different eyes. Was the study randomised,
was there a control group, how did they blind
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Martin Brand, Chairman SASSiT/
Co-chair ISS Trainees Forum

investigators, are the results valid? This is a challenge
for South Africans. Firstly to cultivate enthusiasm for
research amongst large case loads, secondly to
overcome a mountain of adversity; non-existent hospital
record keeping; patients not returning for follow-up;
dwindling hospital resources.
I think that 64 hours a week would suffice, if this was
dedicated to clinical work and teaching. Research,
training courses and study fall out of this time. A letter
to the BMJ in 2004 made an insightful comment: not all
consultants should be involved in training, but those that
are should have their workloads reduced, and be
supported in their endeavours. I would hope to see
something similar happening in South Africa.
The grass isn’t greener on the other side of the fence,
it’s just a different species. I am a firm advocate for
trainees travelling abroad to experience other
environments. I was fortunate enough to spend three
years in Ireland before returning to South Africa and in
the same situation would do it all over again. I
developed a different perspective on training, research,
patient management and interpersonal relations, skills
that I regularly implement today. However, home is
always best, no matter where you come from. It can
however always be improved.
In my opinion, the modern surgeon is an academic
craftsman. Someone who has an understanding of the
discipline of general surgery, is competent to manage all
its emergencies, has a subspecialty interest, is
conversant with the recent scientific literature and has
extrasurgical pursuits. With this in mind I would like to
invite you all to the first International Surgical Trainees
congress next year in June in South Africa, followed in
August by the first Trainees Day during the International
Surgical Week in Yokohama.

STUDENTS

Surgical Training: a South
African Perspective
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Firstly, we were very fortunate to have the support
from the Academic Department of Surgery. It is critical
to find an experienced consultant to provide support
and guidance in setting up multicentre research projects.
In addition, they also can give the collaborative access to
the infrastructure available such as trials unit,
statisticians, scientists and other academic groups. A
steering group set up by the trainees met regularly to
discuss project ideas and spoke to colleagues to develop
a research network.
To encourage everyone to take part in the
collaborative, trainees and trainers in the region were
involved from the start. The Higher Surgical Trainee
committee was informed and regular presentations
were made at our regional trainee meetings, updating
the region on our progress and encouraging surgical
registrars and specialist/core trainees to get involved.
We were pleasantly surprised by the support provided
by consultant surgeons across the region, who quickly
saw the value in the initiative. We have also benefited
from the support of the regional training committee and
importantly the West Midlands Surgical Society, who
have encouraged the initiative, nominating training
days and giving important fora in which to publicise
developments.
To ensure a smooth running of the collaborative, a
management committee was formed, who are elected
on a yearly basis. The committee roles are as follows:
• Chairperson: Oversees the whole collaborative
and chairs meetings.
• Secretary: Organises collaborative meetings,
manages minutes of meetings & ensure minutes and
all communications are distributed.
• Webmaster: Manages the website and keeps
membership of the collaborative up to date.
• Junior surgical liaison: To act as a link between
the collaborative and the junior surgical trainees
• Treasurer: Manages the finances of the
collaborative and obtains sponsorship from industry
for future meetings, courses and studies.
• New study manager: Encourages new project
discussions and recruitments.

TRAINING & CAREERS

In recent years there has been heightened awareness of
the importance of high-quality clinical research and a
sound evidence base for surgical practice. A core
knowledge of surgical research evidence is an essential
element of clinical practice. The ability to critically
analyse study design, results and conclusions facilitates
good patient care, and participation in clinical trials is
recognized as a central part of delivering a high quality
service.
Exposure to research in surgical training traditionally
requires undertaking a higher degree (eg an MD or
PhD). However, for a trainee to embark on a formal
research programme requires at least two years out of
surgical training. In the current post-MMC climate the
role of full time research training is less clear and many
trainees will not want to willingly interrupt or delay
their higher surgical training, unless they definitely wish
to pursue an academic career pathway.
The need for training in clinical research has perhaps
never been greater as new minimally invasive techniques
are introduced and novel medical therapies modify the
role of surgery across the disciplines. One option is to
create well designed clinical research programmes,
introduced during the course of training, that are
relevant to patient care and provide necessary exposure
and experience for surgical trainees. Such experience
could provide the research active consultant surgeons
that the NHS so clearly requires.
Unfortunately, with increasing scrutiny from the public
and healthcare professionals on medical research,
anything more than a case report often requires a
plethora of background work such as formal study
design, authorisation through local R&D departments
and Ethics committee (via IRAS; integrated research
application system). This can be time consuming for one
surgical trainee with a one year rotation in a particular
hospital. Therefore the project often remains unfinished
as trainees move to different hospitals. Every trainee
can recall a fantastic idea for a paper or study which
never got published because it never got off the ground
or only a handful of patients were recruited before the
posts rotated and everyone moved on.
One solution is to form a research collaborative, where
a group of trainees can work together to achieve the

Here is an account of how we set up our research
collaborative in the West Midlands.
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Kaori Futaba, Tony Mak, David
Bartlett, Lisa Whisker, Shelagh
Macleod and Thomas Pinkney

same goal and learn to carry out clinical studies whilst
continuing with their full time work as surgical trainees.
With a little planning and co-ordination, a group of
motivated surgical trainees can easily undertake the
same research at the same time in several units across
a region (or nationally). Suddenly a small idea becomes
a credible and powerful piece of evidence to add to the
literature.

STUDENTS

Setting Up a Registrar-led
Surgical Research Collaborative
- the West Midlands Experience
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• Chief Investigator of each team: Leader of each
project team coordinates their own working group
and updates the committee on the progress of the
study and any problems encountered.
The committee orchestrates the network and trial
development (diagram 1). This helps to keep the
momentum going. We communicate regularly via e-mail.
Information on our ongoing studies and upcoming
meetings and minute of previous meetings are accessible
via our webpage. (www.wmresearch.co.uk)

Diagram 1

We hold monthly meetings centrally after work to have
an update on ongoing projects through which we learn
how to manage different obstacles faced in various
stages of different types of studies. We also discuss new
project ideas proposed by members, in addition to
educational talks.
The trials setup by the collaborative are managed
entirely by the collaborative, from conception, putting
together a protocol, ethics and grant application,
running the trial to collecting the data, data analysis and
publication of results. This process provides training and
exposure to trials research and gives all involved an
excellent founding in research methods and skills.
Surgical trainees rotate through units within a region,
hence are uniquely placed to undertake multicentre
clinical research, producing a much larger and higher
quality study than would be possible working in one unit
alone.
We have received essential support from the Primary
Care Trials Unit and the Birmingham Clinical Trials unit
without which establishing multicentre trials would not
have been possible. In addition SARS have instituted a
clinical trials forum, providing a national platform for
multicentre trials, giving prominence to trainee
initiatives.
We formed the West Midlands Research Collaborative
in 2007 and the collaborative has subsequently evolved.
Three years on, we are currently working on 6 different
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studies. Our first prospective randomised controlled
trial started recruitment in April 2010, with 10 sites
open nationally and recruiting to target. There are three
multicentre retrospective studies in progress with two
studies near completion. We are due to launch another
prospective RCT in December and currently working
on another prospective study.
We have taken the concept of research collaborative
to other regions and other specialties nationally.
Trainees in other regions are not only involved in some
of our trials but are forming their own research
collaboratives and starting their own trials. Groups have
started in London and West of England. A National
collaborative has just started in Cardiothoracic Surgery.
There is a myriad of benefits of setting up a registrar-led
research network, not only for the trainees but for the
patients (diagram 2). The trainees learn important skills
and are involved in every step of trials development.This
will allow the trainees to get experience in writing ethics
submissions, protocols and clinical research forms.
Completion of the projects will provide experience in
writing abstracts, papers presentations and full
publications. An active member of the research
collaborative will also gain important transferable skills
including team leading and multidisciplinary team
working, all enhancing their curriculum vitae.

Diagram 2

We believe that trainee-led multicentre research will
emerge as a valuable resource for the creation of high
quality surgical trials, limited only by the motivation and
resolve of trainees and dependent on the support of
consultants and trials units. For more information about
our collaborative, please visit www.wmresearch.co.uk
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How to Teach and Train
“As surgeons, if the next generation of surgeons are not
better than us, then we have miserably failed”.
If we really believe in this motto and act accordingly,
then I believe we shall all be able to train. To teach
professionals, do not tell them what you want to teach
but let them learn from your actions. This is reinforced
by ensuring that you provide for them the ‘sense of
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It is understandable, and hopefully true, that medicine
should attract those whose goals are to achieve the
happiness and relieve the suffering of others. This is the
feeling of internal happiness and satisfaction on
witnessing the well being of unrelated others. This
unique emotion throughout the evolution is maximised,
and perhaps only confined to the human race. Therefore
it would be intuitive that medical professionals should
strive hard to achieve satisfaction not only for their
patients and their relatives, but also for their trainees.
The transfer of knowledge has been the mainstay of
human progress over generations. The drive to improve
is not limited to oneself but also to stimulate others.
Learning is always a two-way process; involving the
desire to teach and the motivation to learn.
In this article, as I do not have any background or formal
degrees in Educational Science, I humbly present my
ideas of how to teach ‘professional surgeons’, and how
to learn as a ‘professional surgeon’. I have no doubt that
Educational Theories and Methods have advanced the
learning processes. However, from my limited knowledge (the most being attending a ‘training the trainer’
course) I get the impression that they are more designed
to teach students rather than postgraduate trainees.
The following account is not intended to be advice, as I
do not feel I have the capacity to do so, it is just a
summary of what trainers and trainees already know and
do. Perhaps reading it may emphasise the well being of
surgical training and overcome any sense of despair
regarding it.
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Ramez Kirollos, Consultant
Neurosurgeon

belonging’. Operative training and whatever it takes to
improve surgical planning and techniques requires a lot
of patience. Time cannot be an obstacle, as it is a fact
that we all find time to do what we love.
We have to be aware that our trainees are not
undergraduate students. They are postgraduates who
are fully qualified. Remember that soon they will
become your colleagues. If you become friends with
your trainees (not just pretend to treat them as friends),
then this relationship becomes invaluable. You get to
know them and protect them from difficulties.
A lot has been written on how to deal with a trainee in
difficulty. As a trainer, you can criticise and advise them
as friends, and get to know them well so that you can
predict and prevent them from ever reaching the stage
of ‘being in difficulty’. It is the fine balance between this
and the fact that again they are qualified professionals
and that of course we should not just become
‘protectors’. It is also very important to allow them the
autonomy and the ability to face problems and mistakes.
We have the first duty to protect our patients.
However, we know in practise that the majority of socalled mistakes fortunately only result in creating
difficulties for ourselves to manage so that patients
remain unharmed. These are valuable lessons that we
all have to go through alone. Harmful mistakes on the
other hand should be predictable and prevented to
protect both patients and trainees.
Do not forget as a trainer to be prepared to learn from
your trainees. Your trainees are progressing and you
need to progress also. This allows the ever-changing
practices and innovations. Non-professionals can blindly
follow protocols, but professionals should appreciate
guidelines that allow for variation in practice.
Raising the standard is an important concept according
to our motto as trainers and hence come evaluations
and assessments. Putting trainees under reasonable
pressures and competitions to improve their progress
will yield dividends at the end. However, still it is
important to remember their ‘professional’ status. There
may be some trends to ‘brainwash’ the profession to act
as ‘civil servants’. Paper work, for example, may become
offensive; it is unprofessional to ask a trainee to provide
‘evidence’ that they attended a particular course and not
take their word as professionals. After all, an honest
trainer will train an honest trainee.
Finally, there isn’t a better sense than the feeling of pride
that your trainees have achieved greater goals and
become better than yourself.

How to Learn
Filling in the paper work and ticking the boxes is not
training progress - it is important to do it without
making it time-consuming or making it an ‘end-point’ in

ASiT - the pursuit of excellence in training

3

STUDENTS

2010 Silver Scalpel Award
Winner: The Art of Training
Professionals

ASiT EXECUTIVE

SSA winner - Kirollos 2_Layout 1 22/03/2011 08:07 Page 1

ASiT EXECUTIVE

SSA winner - Kirollos 2_Layout 1 22/03/2011 08:07 Page 2

quality

that will never let
you down
The world’s leading surgeons and
healthcare professionals can always rely
on the consistent quality, precision and
performance of surgical blades, handles
and scalpels from Swann-Morton.
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handles. Used in various disciplines for
both general and specialist surgery, all
our products are subject to the strictest
quality control procedures and are
guaranteed never to let you down.

Where only Swann-Morton will do.
For more information on the complete range of
surgical blades, handles, scalpels, disposable, fine
and retractable scalpels please go to our website.

All medical devices are CE marked
in accordance with the Medical
Device Directive (93/42/EEC)

FM 73368

Owlerton Green, Sheffield S6 2BJ
Telephone: 0114 2344231, Sales: 0114 2344223,
Fax: 0114 2314966
uksales@swann-morton.com,
exportsales@swann-morton.com
www.swann-morton.com
‘Swann-Morton’ and the ‘Ring Pattern Logo’ are the registered
trade marks of Swann-Morton Limited and related companies.

training. As a trainee, your mission is to learn and
become a more professional surgeon. I should not
repeat what you already hear over and over again, that
surgery is not just operating. But the fact remains that
surgery is surgery and you cannot just learn everything
else and abandon the operative skills. Everything is
important: planning surgery, knowing when not to
operate, perioperative management etc... but it is
operative surgery and not communication skills that is
the pinnacle. Some components may be more valuable
than manual dexterity, for example knowledge of
operative anatomy, 3D imagination and planning
trajectories (including transfer of information from
imaging into action), and planning every other step
(patients’ position, incision etc). These require not only
performing but also attending numerous surgeries.
“The eye does not see what the mind does not know.”
The detailed basic knowledge underlying surgery is what
makes ‘brilliant surgeons’. Beware, that surgery is very
deceiving; it is remarkable that with very little
knowledge, one can perform surgery, including some
complex procedures, but it will not be surprising how
badly these can be performed.
Nothing is easy, and good surgical training requires a lot
of effort. As a professional do not expect your trainers
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to teach you - it is your job to learn. You should regard
everyone as your ‘trainer’. At worst, the best trainers
may be the worst surgeons, as you may learn from them
what not to do. Learning good operative technique is
good but it is better to see how surgeons tackle
difficulties and mistakes. These are impossible to learn
outside the actual operating theatre. These are certainly
the moments you will appreciate more in your future.
Remember again that nothing is easy and obstacles are
not new, there will always be obstacles. Everyone can
achieve what they desire. If you love to do something,
you’ll always find time. I do not have to mention what
you already know, that you need to plan, overcome
difficulties and find ways to learn, but beware of
excessive planning and no action. Similarly, beware of
spending time examining all existing and even potential
obstacles and not finding solutions. Finally, beware of
attending numerous courses and missing opportunities
to learn in the operating theatre.
Through all these efforts hopefully surgical training will
continue to flourish and progress. In the meantime,
trainers and trainees should fight every attempt,
regulations or rules that compromise the idea that
surgery (and medicine as a whole) should remain as a
‘professional’ discipline. Therefore, for now we should
continue to train as professionals. I am indebted to all
my teachers and trainees from whom I learned.
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Figure 1 - How big is the problem (excludes legal costs)?
NHSLA September 20102

What is the NHSLA doing?
With immediate effect solicitors on the NHSLA’s clinical
panel will prepare a risk management report on all new
CNST claims. This risk management report will be sent
to the Claims Manager at the Trust who will be
expected to share this with appropriate colleagues for
action. In most organisations this will mean that the
report will be presented to the board. A copy of the
report will also be sent to the NHSLA.

Figure 2 - Total value of reported CNST claims by specialty as at 31/03/09
(since the scheme began in April 1995)2

Figure 3 - Total number of reported CNST claims by specialty as at 31/3/09
(since the scheme began in April 1995)2

The Standard of Care in Negligence
In the general law of negligence the standard of care is
that of the reasonable person:
“The reasonable man test”:
Courts tend to impose objective tests, and in most
situations the standard required will be that of the
‘ordinary or average prudent man’ - often referred to as
‘the man on the Clapham omnibus’ (Hall v Brooklands
Auto-Racing Club [1933])3. The required standard of
skill is, however, higher when professional people are
involved. They are considered to possess a ‘special skill’,
and the standard expected will be that usually met by
such persons.
“Nobody is deceived by the fiction that the judge is stating
not what he himself thinks, but what an average reasonable
man might think” (Sir Carlton Kemp (CK) Allen 1964
cited in The Nature and Authority of Precedent by Neil
Duxbury)4.
Two questions are asked to determine whether due
standard of care was followed:
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There was a greater than 11% increase in National
Health Service Litigation Authority (NHSLA) clinical
claims in 2008/09 and for 2009/10 the trend is
continuing. In 2008/09 payments made under the
Clinical Negligence Scheme for Trusts (CNST)
exceeded £600 million. This represented a 34% increase
on 2007/8 and for 2009/10 the trend continues
upwards1. Money to settle these claims is paid by
Trusts. This is money that could otherwise be spent on
providing patient care.
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What is the Problem?

SCIENTIFIC

Les Boobis, Medical Director,
City Hospitals Sunderland

For individual trusts the NHSLA may seek confirmation
that action has been taken. This will entail the NHSLA
sending a risk management report asking what action
has been taken in relation to the claims received.
Responses will be reviewed and evaluated and poor
responses will be followed up by a telephone call or visit
to the trust. Where the outcome is unsatisfactory, the
NHSLA will pursue the matter directly with the Trust’s
chief executive and if he or she is unable to provide
assurances further action will be taken. This may include
an additional full assessment against the NHSLA
standards and referral to the Care Quality Commission
or other relevant body that for foundation trusts will
include Monitor, the independent regulator. The annual
risk management report will be shared with Det Norske
Veritas (DNV). With effect from 1 April 2007 DNV
entered into a five-year contract with the NHSLA
(National Health Service Litigation Authority) to
provide services for managing risk within the NHS.
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as a New Consultant
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i. How ought a person in the position of the defendant
have acted in the circumstances? This is a question of
law, which sets the standard of care that the
defendant was required to meet.
ii. Did the defendant meet the required standard? This
turns on factual matters. The courts frequently deal
with both matters simultaneously.

Definitions
Breach of Duty. In the general law of negligence the
standard of care is that of the reasonable person.
Clinical Negligence. The standard of care is that of the
reasonable healthcare professional at the same level and
with the same qualifications.
When assessing whether negligence has occurred
factors reasonable people take into account include:
assessment of risks; utility of conduct; the expense of
taking precautions.
Negligence is based on a “fourfold test”. Firstly it must
be established that there is a duty of care (between a
doctor and patient, this can be taken for granted).
Secondly it must be shown that the duty of care has
been breached. This is where the Bolam test is relevant
- falling below the standard of a responsible body of
medical men means that person will be considered
negligent5. Thirdly it must be shown that there was a
causal link between the breach of duty and harm.
Fourthly it must be shown that the harm was not too
remote.

became policy or law but there is now nevertheless an
acceptance that an apology should be given when things
go wrong.
ii) Apologies and Explanations
“The NHS Litigation Authority will not decline indemnity or
take any point against a member on the basis of an apology,
explanation or expression of sympathy made in good faith”.
Apologies: It is both natural and desirable for those
involved in treatment which produces an adverse result,
for whatever reason, to sympathise with the patient or
the patient’s relatives and to express sorrow or regret
at the outcome. Such expressions of regret would not
normally constitute an admission of liability either in
part or in full.
Explanations: Patients and their relatives increasingly ask
for detailed explanations of what led to adverse
outcomes. In this respect they are no different from
their equivalents in any other field. Closely linked to this
desire for information is the frequently expressed view
that they will feel some consolation if “lessons have been
learned for the future”.
Public’s Attitude to Medical Injury: Of the nearly 5%
who had been affected by medical injury, the main
responses they wanted from the NHS were: 34% an
apology or explanation; 23% an enquiry into the causes;
17% support in coping with the consequences; 11%
financial compensation; 6% disciplinary action (Source:
MORI survey commissioned for the Chief Medical
Officer’s report, 2002)7.

How I Can I Avoid Litigation?
i) Communication is the key and this must be both
verbal and written. The court will normally take the
view that “if it isn't written it didn’t happen”.
“You may have done nothing wrong, but unless the medical
records prove this, it can be difficult to defend a claim. Courts
have a tendency to believe the memory of a patient, for
whom it is a once in a life time experience, rather than the
memory of a doctor, recalling many years later one of many
similar procedures’’ (Medical Protection Society)6.
Admit your mistake and apologise when things go
wrong. Always make an effort to meet with patient and
family and show empathy with them. When patients die
(and sometimes they do!) take the trouble to meet the
family and ask if they have any concerns about the care.
Failure to do this is frequently the source of subsequent
complaints by the family. Coroners are often contacted
by families because they have concerns about the care
that led to their relative’s death. Confronting these
concerns for the first time in a coroner’s court
is distressing for all concerned. “Making Amends: A
consultation paper setting out proposals for reforming
the approach to clinical negligence in the NHS. A report
by the Chief Medical Officer, June 2003“7. This never
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iii) Know your Limitations
Do not undertake procedures you have limited
experience of early in your career or indeed at any time
in your career. Do not be too proud to defer to more
senior or experienced colleagues. If you have limited
experience with a procedure operate with a more
senior or experienced colleague. If undertaking a new
procedure make sure that you can demonstrate that
you have undergone the appropriate training. Clinical
governance arrangements in your trust should address
this. Even so, for the first few cases operate with a
colleague. When first appointed there is a tendency for
some doctors to feel that they can do anything. It is
important not to be over-confident.
iv) Consent
Be aware of legal precedents. These have now been
incorporated into the Department of Health Reference
Guide to consent for examination or treatment, Second
edition (2009)8. See for example Chester v Afshar
(1994)9.
The patient, a 51-year-old journalist suffered low back
pain; an MRI scan revealed evidence of disc protrusions.
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v) Do Not Rely on Bolam
The Bolam Test/Defence5: “A doctor is not guilty of
negligence if he acted in accordance with a practice accepted
as proper by a responsible body of medical opinion... A doctor
is not negligent if he is acting in accordance with such a
practice merely because there is a body of opinion that takes
a contrary view”.
The Bolam v Friern Hospital Management Committee
(1957)5. A patient who was given electroconvulsive
therapy (ECT) without the use of either relaxant drugs
or manual restraint. He went on to sustain fractures
during the administration of the therapy. Medical
opinion at the time was divided over the use of drugs
and restraint. One group of specialists favoured relaxant
drugs, another did not. There were also two views
about the use of manual restraint when no drugs were
used. The court judgement stated that a doctor must:
‘act in accordance with a practice which is an accepted
body of skill’. “A man need not possess the highest expert
skill… it is well established in law that it is sufficient if he
exercises the ordinary skill of the ordinary competent man
exercising that particular art”. Consequently, a doctor is
not considered negligent if he was acting in accordance
with a practice accepted as proper by a responsible
number of his peers. The case also spelled out that the
law does not expect healthcare professionals to work
to an unrealistic standard. What is expected of them is
that they will work as any competent, reasonable
healthcare professional would.
Criticisms of the Bolam Test: It is too protective of
doctors.

SCIENTIFIC

Rogers v Whitaker (1992)11. In this case, Maree
Whitaker became essentially blind after an unsuccessful
operation on her right eye caused sympathetic
ophthalmia in her left eye. There was no question that
the surgery had been performed with the requisite skill
and care. The patient petitioned the court for the failure
of the ophthalmologist, Dr. Christopher Rogers, to
warn her of the possibility (approximately 1 in 14,000)
that the sympathetic ophthalmia condition could
develop. The High Court of Australia affirmed the
Supreme Court of New South Wales determination
that a doctor has a duty to warn a patient of any
material risk involved in a proposed treatment. A risk is
considered material if a reasonable person in similar
circumstances would attach significance to the risk, or
if the doctor is, or should be, cognisant that the
particular patient would express concern about the risk.
The trial court's award of damages was affirmed
because, in spite of Ms. Whitaker's expressed specific
concern that her "good eye" not be harmed, Dr Rogers
did not inform her of the potential risks associated with
the surgery.

STUDENTS

She was referred in 1994 to Mr Afshar, a distinguished
neurosurgeon, privately. He examined the claimant on
a Friday for about 15 min with 30 min discussing her
condition. He advised that three intervertebral discs
should be removed. Miss Chester alleged (and this was
accepted by the trial judge) that Mr Afshar did not warn
her of the risk of paralysis and that he merely employed
a throw-away line he had “not crippled anyone yet”. The
patient consented to operation and it went ahead the
following Monday. There was no complication during
the surgery but as soon as she recovered consciousness
she had both sensory and motor impairment below L2.
Diagnosis was of cauda-equina syndrome. Expert
evidence was that there had been no negligence in
performance of the surgery, and that the operation
carried a 1-2% risk of cauda-equina syndrome
developing. Miss Chester could not state that, had she
been given a proper warning as to the risks of caudaequina, she would never have had the operation. All she
could say was that she would have discussed matters
with others and explored alternative options. In other
words, the operation would not have proceeded that
Monday, but she might have agreed to have it
performed at a later date, perhaps by Mr Afshar himself.
The risk on any such future occasion would have been
the same, ie 1-2%. Lack of knowledge of this particular
risk was held to have denied the patient the chance to
make a fully informed decision.
Following the decision by the House of Lords in this
case which has significantly extended clinicians’ liabilities
in cases where less than full consent is obtained, the
NHS Litigation Authority issued NHSLA Risk Alert 410.
This outlined the details of the case, explained its
implications and made recommendations in relation to
the taking and recording of consent. Prior to this legal
precedent, the law on causation has been that unless a
claimant can prove, on the balance of probabilities, that
the defendant’s negligence caused his or her injuries, the
claim fails. The House of Lords ruling has altered this
approach by modifying the principle of causation. Failure
to take adequate consent now over-rides any argument
that such failure did not cause the adverse outcome,
provided that the warning ought to have been given and
the condition or consequence which ought to have been
mentioned actually develops. Extreme care in the taking
of consent is even more crucial than ever. Careful and
comprehensible warnings about all significant possible
adverse outcomes must be given. These warnings must
be properly recorded in the notes. The patient should
be invited to sign the relevant entry to confirm that
he/she has been given the warning, has understood it,
and accepts the risk. It is equally important to make a
full entry in the notes, preferably signed by the claimant,
if treatment is refused, including the reason when given.
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Judges are not permitted to choose between competing
expert views, a “responsible body” is not defined and is
seen by many as a sociological rather then a normative
framework.
The Bolitho test12:
A two-year old boy suffered brain damage as a result of
the bronchial air passages becoming blocked leading to
cardiac arrest. It was agreed that the only course of
action to prevent the damage was to have the boy
intubated. The doctor who negligently failed to attend
to the boy said that she would not have intubated had
she attended. There was evidence from one expert
witness that he would not have intubated whereas five
other experts said that they would have done so. The
House of Lords held that there would have to be a
logical basis for the opinion not to intubate. This would
involve a weighing of risks against benefit in order to
achieve a defensible conclusion. This means that a judge
will be entitled to choose between two bodies of expert
opinion and to reject an opinion which is 'logically
indefensible'. This has been interpreted as being a
situation where the Court sets the law not the
profession. The judge is permitted to choose between
two conflicting expert opinions and can reject one of
those opinions if it is not “logically defensible”.
vi) Res Ipsa Loquitur
Res ipsa loquitur - “the thing speaks for itself”. A legal
concept, describing a situation in which an injury
occurred when the defendant was solely and exclusively
in control and in which the injury would not have
occurred had due care been exercised. Classic examples
of res ipsa loquitur are a swab left in the abdomen after
abdominal surgery or the amputation of the wrong
extremity.
vii) Keep to Accepted Guidelines and Standards
of Practice
To date there are a number of different problems with
following guidelines:
There are definitional problems; too many guidelines;
conflicting guidance; difficult to establish place in
hierarchy; objections from medical profession; difficult
to enforce.
The following are guidelines that should be considered:
- Guidelines issued by the Courts?
Re MB (Adult) (Refusal of Caesarean Section). MB
(1997)13.
A pregnant woman who had consented to an elective
Caesarean section, but who had a pathological fear of
needles such that she refused permission for the
anaesthetic. The case went to court, and eventually to
the Court of Appeal. This held that her fear of needles
rendered her temporarily incompetent to make the
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necessary decision, and so it declared that
overpowering her in order to give her the anaesthetic
injection would not be unlawful. The operation then
went ahead. In giving the court’s judgment Dame
Elizabeth Butler-Sloss, then President of the Family
Division, made a number of landmark declarations in
terms of English law. These included the following: MB
(1997) - Butler-Sloss “A competent woman, who has the
capacity to decide, may, for religious reasons, other reasons,
for rational or irrational reasons or for no reason at all,
choose not to have medical intervention, even though the
consequence may be the death or serious handicap of the
child she bears, or her own death. In that event the courts
do not have the jurisdiction to declare medical intervention
lawful and the question of her own best interests, objectively
considered, does not arise.” and:
“A fetus, up to the moment of birth, does not have any
separate interests capable of being taken into account
by a court considering an application in respect of the
performance of a Caesarean section on the pregnant
woman carrying the fetus. A court does not have
jurisdiction to declare medical intervention lawful to
protect the interests of an unborn child, even at the
point of its birth.” and: “If Parliament were to think it
appropriate that a pregnant woman should be subject to
controls for the benefit of her unborn child, then doubtless it
will stipulate the circumstances in which such controls may
be applied and the safeguards appropriate for the mother’s
protection. In such a sensitive field, affecting as it does the
liberty of the individual, it is not for the judiciary to extend the
law.” Therefore a woman’s right to refuse treatment
prevails over her unborn child’s need for medical
assistance.
- DOH guidelines - Thomson v James:
Thomson v Blake-James & Others14. A GP who failed
to adhere to Department of Health guidelines on
measles vaccination was found to have been negligent
at first instance. One month after birth the claimant had
suffered from a suspected seizure, which was felt to be
a simple breath-holding attack after in-patient paediatric
assessment. The claimant’s parents consulted their GP
in 1982, when the claimant was five months old, as there
had been some bad publicity at that time, particularly
regarding the risks of pertussis vaccine. In the light of
the history, which the GP reasonably believed was of a
seizure, he advised against pertussis and measles
vaccination, and recommended a homeopathic
preparation. The GP failed to advise the claimant’s
parents of the CMO’s guidelines that measles
vaccination could be administered to a child with a
history of seizures, using precautions such as anticonvulsants or specific immunoglobulin. The claimant
developed wild measles and suffered brain damage. The
advice was felt to be short of the standard of care, skill

ASiT - the pursuit of excellence in training

Application of Law on Consent
i. The Pearce Case
Pearce v Bristol United HC Trust 199819: A pregnant
woman, Mrs Pearce, was concerned that her delivery
was 14 days overdue. She requested that her baby be
induced or delivered by Caesarean section. Following
an examination, her consultant explained the risks and
disadvantages involved in this procedure and advised in
favour of a natural delivery. Mrs Pearce accepted his
advice and was admitted to hospital one week later,
when she gave birth to a stillborn baby.
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guideline to record in the patient’s notes at the time why
they did so, because there is a general legal view that NICE
guidelines will replace the Bolam test in medical negligence”.
However a less restrictive view has more recently been
adopted by the Medical Defence Union as quoted in the
Legal Context of NICE: “As the MDU say “Courts rely on
expert evidence, not guidelines, to determine what is
reasonable practice. Experts guide the courts as to whether
there is a responsible body of opinion which would have
adopted the same course of action as the doctor concerned,
regardless of whether or not the doctor followed guidelines.”
The MDU conclude “Ignorance of NICE guidance is a poor
defence, but a reasoned and reasonable decision to reject
the guidance in an individual case, together with a good
record, made at the time, may be acceptable.” Conversely
as NICE guidance is based on evidenced clinical practice
and likely incorporates a consensus of current expert
medical opinion, one would expect that a doctor who
practices within NICE guidance should be able to count
on this fact to help with any defence18.
The Institute’s Concerted Action on Legal Reforms add
additional weight to the responsibility and accountability
of clinicians. These include: The Civil Procedure Rules
1998; The Protocol for the Resolution of Clinical
Negligence Disputes; Use of the NHS Complaints
System; Use of mediation; Mandatory Reporting System.
The National Reporting and Learning System (NRLS)
was introduced in 2003 with voluntary reporting of
incidents. From 1 April 2010 it became mandatory for
NHS trusts in England to report all serious patient safety
incidents to the Care Quality Commission as part of the
Care Quality Commission registration process. The
compulsory reporting of near misses and adverse events
is made to the NRLS who then informs the CQC. This
introduction of a single national database allows analysis
of complaints, litigation adverse incidents and near
misses. This should allow the development of a new
culture of naming without blaming.
There are though Clinical Governance Issues which
include: bleeps; “systems and policies (or a lack of policies);
record keeping; medical back-up; court recognition of risks
and benefits; causation; capacity.”

STUDENTS

and competence of a reasonably competent GP, and
that this was the cause of the parents’ reluctance to
have the claimant vaccinated, which was in turn the
cause of the damage. This decision was reversed on
appeal. The Court of Appeal held that it was not
foreseeable that the GP’s failure to mention the
alternatives published in the CMO’s guidelines would
define the parents’ decision, when the claimant’s mother
had been fully aware of the possible alternatives, from
later conversations with other GPs.
- BMA Guidelines - Kent v Griffiths and London
Ambulance Service?
Kent v Griffiths, Roberts and the London Ambulance
Service15.
A pregnant asthmatic patient failed to establish that
failure to follow guidelines on the management of
asthma published by the National Asthma Campaign and
in the British Medical Journal in 1990 in itself was
negligent, since this would involve rejection of clinical
judgment on the part of the treating general
practitioners. The judge concluded that: “...No evidence
was led in the case to suggest that the art of general practice
had been reduced, in effect, to a “tick box’’ rubric. All the
experts agreed that clinical judgment still had a relevant part
to play, even in a case such as this, notwithstanding the
existence of guidelines. Accordingly I am satisfied that it is not
generally accepted in the profession that even if the BMA
(sic) had established guidelines in any given area of medicine,
there had to be rigid adherence to them to the exclusion of
clinical judgment...’’
- NICE Guidelines.
Their official status is close to the top of the hierarchy.
NICE guidelines are disseminated throughout the NHS
and must be implemented. This is now being monitored
regularly by the Care Quality Commission and
compliance will provide a normative basis to measure
the standard of care in negligence cases. The expert’s
views are: “If guidelines have been produced by a respected
body and have been accepted by a large part of the
profession, a doctor would have to have strong reasons for
not following that guidance”. (Dr Graham Burt of the
MDU 1993)16. The Scottish Office’s Advice is that:
“With the increasing use of guidelines in clinical practice,
they will be used to an increasing extent to resolve questions
of liability. Those who draft, use and monitor guidelines
should be aware of these legal implications”17. NICE
guidelines are therefore likely to constitute a responsible body
of medical opinion for the purposes of litigation”. Sir Michael
Rawlins has stated that “Doctors are advised to record
their reasons for deviating from guidelines” and it is now
evident that deviation may not be regarded as “logically
defensible” (Clinical Practice Guidelines and the Law,
2003)16. He has gone onto to make this abundantly
clear: “I always urge doctors when they depart from a NICE
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Mrs Pearce sued in negligence, arguing that the
consultant should have advised her of the increased risk
of the baby being stillborn if delivery was significantly
delayed. She contended that had she known of this fact,
she would have insisted on delivery by Caesarean
section. Mrs Pearce lost her case as the increased risk
of stillbirth was extremely small, and even if she had
been informed of the risk it is likely that she would still
have agreed to a vaginal delivery. The court also
expressed its reluctance to interfere with the clinical
opinion of an expert medical man who would be in the
best position to decide what information should be
given to the patient (particularly, as here, where the
patient is distressed). While Mrs Pearce was
unsuccessful, this case does seem to signal a more
patient-friendly approach. In particular, the leading judge
in the Court of Appeal, Lord Justice Woolf MR, stated
that: “If there is a significant risk which would affect the
judgment of a reasonable patient, then in the normal course
it is the responsibility of a doctor to inform the patient of
that significant risk, if the information is needed so that the
patient can determine for him or herself as to what course
he or she should adopt”19.
ii. The BMA and GMC both provide some guidance on
consent but this needs to be interpreted in conjunction
with the new Department of Health’s Reference Guide
to Consent (Second Edition)8.
The BMA advises that we consider: The nature and
severity of the condition; Complexity of the treatment;
Risks of the procedure; The patient’s own wishes. The
GMC guidance includes that we consider: The purpose
of the investigation or treatment; Options - including
the option not to treat; Known possible side effects;
A reminder that the patient can change his or her mind;
Raise with the patient the possibility of additional
problems coming to light during the procedure.
iii. Some other factors concerning consent that we
should be aware of include: Timing; The circumstances
of individual patient; Emergency situations; Who should
consent the patient.
Additional measures and agencies which may impact on
how a court will view whether a doctor has breached
his or her duty of care include: National Patient Safety
Agency; National Clinical Assessment Service;
Mandatory National Reporting System; Confidential
Inquiries; NCEPOD (National Confidential Enquiry into
Patient Outcome and Death); Annual appraisal and
enhanced appraisal of all doctors leading to revalidation;
Changes to GMC and other professional organisations;
Care Quality Commission for private health care; Public
Interest Disclosure Act 1998; Mental Capacity and
Consent.
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iv. Mental Capacity Act 200520
Mental Capacity Act now includes additional guidance
through the Deprivation of Liberties Safeguards
(DOLS)21. This includes Lasting Power of Attorney,
Independent Advocacy Service, Deprivation of Liberty
Safeguards (Bournewood Gap).
The Capacity to Consent: the test for capacity applies
both to capacity to consent to treatment and capacity
to consent to (or refuse) disclosure of confidential
information. Remember the presumption is that patients
have capacity and lack of capacity must be affirmed.
- The Test for Capacity
The common law has been codified in the Mental
Capacity Act 2005. The patient should be able to:
understand, in simple language, what treatment is
proposed; understand the likely benefits and risks of the
treatment (and the consequences of not treating); retain
information for long enough to weigh it in the balance
and arrive at a decision.
- The Test for Capacity in Practice: Re B (2002)22
Competent patient entitled to refuse artificial ventilation.
Following haemorrhage of spinal column patient
tetraplegic and placed on a ventilator. The patient
requested withdrawal of ventilation notwithstanding
clear advice she would die. Psychiatric assessment that
patient had capacity, but despite this treatment
continued. The court held the treatment was unlawful.
- Adults who Lack Capacity
Doctors may treat, without consent, provided the
treatment is “necessary’’ and “in the patients best
interests”. Best interests are not limited to medical
interests (see MB Adult (1997) above). The use of
reasonable force may be permissible.
Assessing Best Interests: Section 4 MCA 200523
It is important to ask is it likely the person will have
capacity in the future?
You must also consider the patient’s past and present
wishes (in particular any written statement made when
the patient had capacity); the beliefs and opinions likely
to influence his decision if he had capacity; other factors
he would be likely to consider if he had capacity.
Who can you consult? Nobody can consent to or refuse
treatment on behalf of an incompetent adult (but see
Lasting Powers of Attorney) but you must take into
account, if practical: anyone named by the patient as a
person to be consulted; anyone engaged in caring for
the patient; anyone with a Lasting Power of Attorney.
- Lasting Powers of Attorney
The Mental Capacity Act 2005 has introduced ‘’Lasting
Powers of Attorney (LPA).” LPA can authorise donee
(attorneys) to make decisions about a patient’s welfare
but this must be made while donor (patient) has capacity.
This can include refusal or consent to treatment,
provided express provision is made to that effect. It only
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A Final Thought
“There are very few professional men who will assert that
they have never fallen below the high standards rightly
expected of them. That they have never been negligent...
What distinguishes Mr Jordan from his professional
colleagues is not that on one isolated occasion his knowledge
and skill deserted him, but that damage resulted” (Lord
Donaldson in Whitehouse v Jordan 1981)25.
The claimant was a baby who suffered severe brain
damage after a difficult birth. The defendant, a senior
hospital registrar, was supervising delivery in a high-risk
pregnancy. After the mother had been in labour for 22
hours, the defendant used forceps to assist the delivery.
The Lords found that the doctor's standard of care did
not fall below that of a reasonable doctor in the
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Litigation is uncommon in clinical practice. Patients and
relatives often accept that errors of judgement occur.
Apologies, empathy and an assurance that clinicians and
trusts have learned from mistakes is often all that is
sought. If litigation does ensue then be open and not
defensive. Be honest with yourself and reflect on Lord
Donaldson’s statement that:
“there are few (if any) doctors who have never fallen below
the standards expected of them”.
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And Lastly
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v. Conclusions
Human Rights considerations could expand the scope
of liability. Nice Guidelines will define the standard of
care. Further NHS structural changes may improve
quality of care. Fruitful analysis and action on complaints,
litigation and reported incidents should result in fewer
mistakes therefore less litigation. Successful clinical
governance should ensure that lessons learned are
widely disseminated and more Cases will be settled out
of court.
Healthcare workers and care workers could be the
casualties of the legal system: they have rights too!

circumstances and so the baby was awarded no
compensation.
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comes into effect where donor no longer has capacity.
- Advance Decisions
Rules for validity include that it is only applicable to over
18 years of age with capacity; it is not withdrawn; there
is no subsequent Lasting Power of Attorney; there is no
other ‘’clearly inconsistent’’ act. The medical profession
can seek a declaration from the Court over existence/
validity of Advance Decision.
- Children and Young People
There is a presumption of competence at age 16. Under
the age16 you have to consider the child’s competence
(see the test below). If child is incompetent, a person
with parental responsibility can consent.
- Competent Children and Consent
Generally, a competent child can consent to treatment
and refuse disclosure of confidential information to a
third party (including a parent), (Gillick Competence)24.
- Competent Children and Refusal of Treatment
Logically, a competent child ought to be able to refuse
treatment. However in a situation where a competent
child refuses life saving treatment in practice the Courts
have been prepared to rely upon parental consent,
or order treatment against the child’s wishes. It is
important though to always seek legal advice before
treating against a competent child’s wishes.
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One of the most difficult challenges a doctor faces in
clinical practice is responding professionally and
effectively to a patient who has suffered a serious
adverse outcome under their care - whether it be the
result of a recognised complication of treatment, the
unfolding consequences of serious underlying pathology
or, most challengingly, an error.
How effectively a doctor does respond can be
significantly influenced by their emotional reaction, their
communications skills competence and the degree of
specific training they have received in how to manage
such situations.
Every day, doctors begin with the best of intentions to
improve the quality of their patients’ lives within the
resources available to do so. However, despite these
best intentions, not all patients will do well. Recognised
risks will occur, serious pathology will manifest and
errors and mistakes will be made. As doctors, we need
to acknowledge that no matter what our intentions or
how hard we work, a small but important part of our
professional practice will always reside in the
‘disappointment business’.
Yet most doctors lack comprehensive training in
recognising the key elements of, and designing effective
strategies to work with, patient disappointment. In this
most challenging area, many doctors report that their
only form of teaching or training had been chance
observation of a senior colleague whom they either
copied or vowed never to copy!
Patient and societal expectations of the standard of
professional and ethical behaviour required of doctors
when disappointment occurs have been climbing
significantly. Professional regulatory authorities and
healthcare systems across the world have been
increasingly defining the key expectations they have of
a doctor’s response following a serious patient adverse
outcome. These rising expectations have been a major
contributor to movements calling for greater
transparency and more effective communication after
an adverse outcome - often called ‘open disclosure’ or
‘open communication’.
Providing the highest quality of care is an ethical duty
that does not decrease because a patient is
disappointed, angry or upset. Doctors intuitively know
their ethical duty is to effectively respond to an adverse
outcome, as doing so:
• Assists patients to psychologically recover
• Ensures patients are fully informed when making
decisions about future care

SCIENTIFIC
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• Provides opportunities for self-reflection and
analysis, so that lessons can be learnt and practice
improved if required
Research undertaken into patient expectations
following an adverse outcome clearly shows that
patients wish to be told the truth, to have their
experience acknowledged by their doctor, have their
questions answered and an agreed plan for ongoing care
and follow-up negotiated.
In addition, patients often expect an expression of
regret or sorrow and information on how similar
outcomes could be prevented in the future if possible1.
This is nothing less than we ourselves would expect if
we suffered an adverse outcome while under the care
of a healthcare professional.
However, responding effectively can be easier said than
done. Doctors have no difficulty in recalling the intensity
of feelings and emotions they experienced when a
patient suffered a serious adverse outcome under their
care - especially where they believed an error or
mistake on their part may have contributed. Doctors
can have well-founded fears that patients may take some
sort of action against them, that their reputation could
be damaged and that they may not be adequately able to
communicate important messages effectively to the
patient and family. A doctor may also be grappling with
the thought that they have made an error - something
that is never easy to do. So while patients’ needs are
easy to define, doctors may find an effective response
difficult given these feelings and concerns.
Important research into the motivating factors as to
why patients commence action against a doctor
following an adverse outcome is now widely available.
Communication failure is recognised as one of the most
important precipitating factors leading to a patient
making a complaint or claim against a doctor2.
A common concern expressed by doctors about
discussing an adverse outcome with a patient,
particularly where an expression of regret is considered,
is that this may harm their chances of successfully
defending an action taken against them by a patient, or
that MPS may take a negative view of undertaking such
a conversation. It is important that this widespread
misconception is challenged.
It is also important to discuss facts - not speculation.
Speculation should be avoided. Questions should be
answered honestly, including an acknowledgement that
a question cannot be answered with the current
available information if this is the case.
Doctors should also confine any discussion to care
provided by themselves alone and should not seek to
represent the actions of another clinician or institution
without their prior knowledge or consent.
Key elements in an effective and open response to an
adverse event include:
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• Acknowledgement that an adverse event had
occurred
• Acknowledgement that the patient is unhappy with
the outcome
• An expression of regret for what had occurred
• Provision of the known clinical facts and discussion
of ongoing care plans
• An indication that an appropriate level of
investigation will be held or is being undertaken to
determine precisely what happened
• An agreement to provide feedback from this
investigation
• Clear advice in terms of expected timeframes and
contacts within the healthcare organisation
It is widely accepted that an open approach to
communication in the wake of adverse events is
understandably the ethical approach for a doctor to
take, and it is recognised that effective communication
in such instances may reduce the risk of further legal
action. MPS fully supports open communication as part
of a doctor’s overall response to such a situation and
we have made communication a central topic in our
educational offerings to members.
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Less-than-full-time (LTFT) training is becoming more
common in all areas of medicine and surgery as more
employees seek flexible working patterns for a wide
variety of reasons. The most obvious and common of
these is maternity and childcare which are category I
reasons where employers are obliged to provide flexible
working opportunities. Less usually trainees have an
interest outside of medicine that they wish to pursue
such as sport, music, arts or charity work (category 2
reasons). In such situations permission must be granted
both from the training programme directors and the
employing trust to train flexibly. More information on
how to apply for LTFT training can be found on the
deanery website:
(http://www.londondeanery.ac.uk/var/flexible-training).
I am 30 years old and graduated from Edinburgh
University in 2004. After local house jobs I did a 2 year
BST in Glasgow before getting an ST2 run through in
Trauma and Orthopaedics in the London/KSS deaneries.
My other life started in 1996 in a gym and continued
throughout medical school, representing Britain at
under-20 and under-23 levels and narrowly missing out
on the 2002 Commonwealth Games in the sport of
Olympic weightlifting. The aim of the game in my sport
is to lift as much weight as possible in two disciplines,
the snatch (overhead in one movement) and the clean
and jerk (from floor to chest and then overhead).
Competition is organized in weight classes so a small
chap such as myself doesn’t have to compete against the
bigger men most associate with my sport.
Most of those reading this yearbook will be familiar with
what it takes to be a successful surgical trainee, but few
will understand what it takes to be a successful athlete.
Natural talent is only a small part of the equation,
particularly in weightlifting. It takes years of continual
practice, discipline and commitment to be successful.
Early years of medical work significantly reduced my
training frequency and I soon realized that if I ever
wanted to go to a major games I would need to have
periods of at least part-time work, if not time off
altogether. I declared this when applying for my current
post and received warm support from the deanery.
With an eye on the 2010 Commonwealth Games in
Delhi I undertook a year as an LTFT ST3 from October
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2008-9. I then had a year out of programme to
concentrate on training, though unfortunately was not
successful in qualifying for the games. After this I
restarted LTFT work in October 2010 with the goal of
working towards and being selected for, the World and
European championships in the next 2 years. If all goes
to plan this will involve another year out of programme
to attempt selection for the London 2012 Olympics.
After this I will return to full-time employment and
retire from competing at a serious level.
My first ST3 LTFT timetable consisted of 6 sessions
(60%) per week and a year in the same job in the
subspecialty of hand and upper limb surgery. This was
made up of 2 clinics, 3 theatre lists and a teaching
session each week and involved working one full day
and 4 other mornings. This gave me 4 afternoons and
the weekend to fit in my sports training; I was able to do
7 training sessions made up of 3 afternoons and two
double training days. Regular appraisal of surgical
training opportunities has had to form an integral part
of my work and my LTFT timetables have had to be
very flexible. Early on it was apparent that I was not
getting enough simple trauma experience and this was
rectified with several timetable changes. In my current
job I have a 7 session (70%) timetable which splits my
week right down the middle. On Tuesday lunchtime
I become an orthopaedic registrar and do 3 clinics,
3 theatre lists and a teaching session (with a light
evening lifting session or two) to take me to Friday
evening when I change back into an athlete and do 6
training sessions before the following Tuesday
lunchtime. I will rotate through posts after 6 months
and it is likely that I will embark on my first job share
with a colleague returning from maternity leave. Whilst
being happy to grant my wish to work part time, the
process of actually designing and carrying out a parttime schedule has had a degree of trial and error and
drive from my end. Orthopaedic training has significantly
less experience than many other specialties in employing
LTFT trainees.
Any LTFT in a training specialty is going to have their
commitment questioned by colleagues and bosses. Are
you committed to work or training? Can you be
committed to both? The vast majority of surgeons don’t
understand why someone would want to do anything
other than surgery. They may understand sport and
sport-related injuries but they rarely understand what it
actually takes to be an athlete with a serious
commitment to a sport. Pregnancy and the demands of
motherhood are much more well-defined and
understood situations, though LTFT trainees in this
position also feel they have to prove themselves. So
although bosses know that I am an LTFT trainee the
level of commitment and experience they expect from
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me is that of a full-time Registrar. These are the
standards by which we have to be judged, which is
certainly something I am aware of having had a year out
of operating theatre practice. Doing something different
is never easy.
Do you end up doing two things badly rather than
one thing well? There is a feeling that sometimes
opportunities pass you by in both areas, though sport is
much more predictable than operative cases. It is
difficult training for two separate high practice
requirement skill sets. Sport has it’s own particularly
brutal method of judgment and is instantaneously win
or lose. My competitors do not usually keep themselves
as busy when they’re not in the gym. Additionally,
medical career progress is slow. My current plan will
result in me remaining at ST3 level for 5 years as time
off negates much of my time spent in LTFT surgical
training.
Training flexibly really hampers your flexibility. Carrying
two timetables, both a work timetable and a training
schedule doesn’t leave many hours in a week
unaccounted for. This makes it much harder to address
any problems in either sphere if they arise. Importantly,
there has to be some time to relax or performance in
both areas will suffer. I am lucky to count on the support
of my fiancée and close family, none of who are medical
or athletes!
This has been and will continue to be a great experience,
but keeping both goals alive has not been and will never
be easy. Though I will obviously be sad to hang up my
lifting shoes it will be good in the future just to
concentrate on one career. My message to anyone else
wanting to keep two careers on the go is don’t be put
off. It may not be easy but if there is something else that
you want to do, do not give it up.
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I have just completed my foundation years in the West
Midlands and have embarked upon my military training
with the Royal Air Force. I was selected for RAF
sponsorship during my time at medical school and was
subsequently employed as a medical officer on
graduation in August 2008.
The year has started with Officer Training, an arduous
three month course at RAF Cranwell, Lincolnshire
aimed at equipping future officers with military
grounding. It is based around three main exercises;
these last from three to ten days where we live and
work outside in local military training grounds. Cadets
(which we all have become) learn survival skills; sleeping
in makeshift tents, coping with adverse weather and
cooking outside. They take turns in leading groups of
fellow cadets in 'missions' usually involving protecting
grounds and assets, intelligence gathering and managing
crises whether fire, enemy attack or casualties. Each
cadet learns to manage a task and their team, how to
meet individual needs and how to balance these
effectively. When at base we are in the classroom
learning oral and written communication, leadership,
force protection, current affairs, public speaking and air
power studies. There is a very strong emphasis on
physical fitness which may be running, swimming,
circuits or 'battle fitness' involving carrying loaded
stretchers or heavy resources through long distances
with weighted rucksacks. The course is mentally and
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Two days after the September 11th attacks in the
United States of America in 2001, I travelled to York
for the annual training of the Medical Branch of the
Royal Navy Reserves. The conversation of the time was
“What was going to happen”, “I wonder what this will mean
for the future?” That event has lead to the conflicts in
Iraq and Afghanistan and has pushed Military Medicine
and importantly the treatment of battlefield casualties
to the fore. This in turn has changed the direction of
training and certainly my career.
I had joined the Royal Naval Reserves in 1999 whilst I
was a SHO in Glasgow to add a different dimension to
my career. After that training period in York in 2001
and time spent at Dartmouth Naval College in Devon,
I found that I loved the challenges that a military career
had to offer in both surgery and in life outside medicine.
I transferred from the NHS to full time military career
in 2002 and have never regretted that decision.
Although the year spent as a general duties doctor
aboard Royal Naval Warships and the three months at
the Defence Academy at Shrivenham delayed my
surgical training pathway, they have enhanced my career
more than I could have imagined.
The majority of doctors join the Defence Medical
Services (DMS) as a medical cadet at University;
although others can join at different stages of their
career, even as a consultant. After foundation training,
doctors enter military training at the Officer Entry
College of their particular service, Sandhurst Military
Academy for the Army, Dartmouth Naval College for
the Navy and RAF Cranwell for the Air Force. This is
very challenging but rewarding time becoming
acquainted with military life mixed with a tough fitness
regime and leadership training. Other courses are
completed such as Underwater Medicine, Aviation
Medicine and Battlefield Trauma Life Support to prepare
each doctor for their time as a general duties medical
officer. This time can be one of the most rewarding
times in the service. Doctors wishing to continue in a
surgical career return to surgical practice do so by
competing for CT1 posts in the same manner as their
NHS counterparts. All military trainees go through an
identical selection process.
To highlight the different aspects of the career pathway
I asked fellow trainees in the DMS to write extracts of
where they were in training. Firstly is Flight Lieutenant
Claire Webster who has completed her foundation
training and is spending her year in military training
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Catherine Doran

starting with three months at RAF Cranwell. Captain
Olivia McBride is a CT2 trainee in General Surgery and
she spent her general duty time after her foundation
training with the Royal Scots Dragon Guards. Her
account of this period of her training highlights clearly
the extraordinary opportunities that exist in a military
career. Major Kate Brown is an ST3 in Trauma and
Orthopaedics and has just returned from 18 months
doing her research in USA with the US Forces, which
not only enabled her to complete a higher degree but
also provided the unique experience of working abroad.
Squadron Leader David O’Reilly is an SpR in General
Surgery who is currently doing his research at the
Defence Science Technology Laboratory at Porton
Down, Salisbury. He has just returned from two months
working at the UK Hospital in Camp Bastion in
Afghanistan. Finally Surgeon Captain Mark Midwinter
finishes this introduction to military surgical training. He
is the current Defence Professor of Surgery and runs
the Academic Department of Military Surgery and
Trauma, the alma mater of surgical trainees.
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physically demanding requiring high levels of stamina,
robustness and organisation to be successful. The
ultimate aim is to produce efficient, politically astute,
physically fit leaders suitable for performing well in
adversity.
On completion I am required to do the Basic Air
Warfare Course also at Cranwell; a two week course
detailing the structure and function of the Royal Air
Force and the wider military. This is followed by
battlefield medical care at the Defence Medical Services
Centre at Keogh Barracks, then a four week course at
RAF Henlow studying aviation medicine, that can
ultimately progress into a diploma.
After six months of this training, I will then be assigned
to five months 'general duties' time. This involves a
posting to a RAF base to be a junior medical officer in a
primary care setting and I have been fortunate to be
posted to RAF Akrotiri in Cyprus. As well as primary
care in the medical centre I will do search and rescue on
calls every four days collecting casualties in a sea king
helicopter. RAF Akrotiri has excellent sporting facilities
including a fully equipped gym, lunchtime circuits, sailing,
scuba diving and sea kayaking which can be taken
advantage of and strongly recommended!
I aim to become a general surgeon with the Royal Air
Force and will return to core training next year. I have
no doubt this year will greatly enrich my ability to deal
with my future career.

Captain Olivia McBride
Royal Army Medical Corps
My first day in my time as a General Duties Medical
Officer (GDMO) could not have been more different
to my NHS job as I joined a 4 man team to start a
rather long cycle ride that would take us from
Edinburgh to Everest. The trip had been planned with
military precision in less than 6 weeks and would see
the team cycle over 12,000 miles (we were not taking
the quick route!) through Europe, Russia, Central Asia
and finally into China, Tibet and Nepal. It was a truly
fantastic but physically challenging trip allowing us to
experience so many different cultures at a speed that
is rarely possible in today’s fast paced society. It was
also fantastic training for Sandhurst and more
importantly we raised over £18000 for Aspire, a spinal
injuries charity, and the Nepal Trust.
Within 24 hours of arriving back from the wilds of
Kazakhstan (I had to leave the team a little early) I was
at Sandhurst Military Academy in Surrey. With the
addition of a touch more discipline, a little more drill
and significantly more polishing it was not a million miles
from the routine of cycling and camping! The 4 weeks
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that Professionally Qualified Officers spent at Sandhurst
were intense but thoroughly enjoyable. The staff had
their work cut out when 86 doctors, dentists, vicars,
vets, lawyers and pharmacists entered the gates and
have just one month to complete the transformation
from “civvy” to soldier! On reflection now, it is an
inspiring place to train.
Following this I went on to complete the Entry Officers
Course (EOC) and Postgraduate Medical Officers
(PGMO) courses before I was appointed as Regimental
Medical Officer (RMO) to the Royal Scots Dragoon
Guards (Carabiniers & Greys) in March 2008. I arrived
with only a month before deployment to Iraq. It was a
busy time to ensure the Regiment was ready for
deployment, partake in a 2 week Mission Rehearsal
Exercise and get to know the people I would be
working with and looking after for the next 18 months.
The six months I spent in Iraq, I worked as part of a 3
man doctor team delivering primary health care to
approximately 2000 British Military and 500 US
personnel. In addition I was involved in writing and
delivering the medical plan for the Military Transition
teams based in South East Iraq in preparation for the
UK forces to withdraw. This included the training of the
combat medical technicians (CMT’s) and nurses
(approximately 40 soldiers) who were attached to the
group. One particular aspect of my time was the
rewarding and interesting work with the Iraqi Army
medical teams in the local communities.
I completed my GDMO time, back in Germany with the
Regiment which provided me with invaluable experience
for my future Army and medical career. The skills I
acquired through managing the healthcare needs of the
Regiment, organising health promotion events and
rehabilitation schemes, medical planning for Exercises,
as well as training and ensuring the career development
of the CMT’s has greatly aided me in my surgical
training.

Major Kate Brown
Royal Army Medical Corps
I have enjoyed a dynamic and successful career within
the Army and this was greatly enhanced by my research
year which was spent in Texas. I was working at the
Institute of Surgical Research in San Antonio in between
my ST2 and ST3 training in Trauma and Orthopaedics.
There I worked in the Regenerative Medicine
department researching the development of a novel
scaffold for the delivery of antibiotics and Bone
Morphogenetic Protein into a contaminated critical
sized bone defect in a rat model. The aim was to reflect
the severe extremity injuries sustained by military
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The Defence Professor of Surgery (DPS) is a tri-service
(Royal Navy, Army & Air Force) appointment made by
the Surgeon General on the recommendation of a panel
after interview at the Royal College of Surgeons of
England. The function of DPS is to lead research and
development of military surgery in order to improve
the outcome for those injured in combat (uniformed
and civilian). This requires knowledge and appraisal of
current developments in the literature that may be
applicable to the military environment, audit of
performance and processes in current operations,
developing protocols and research programmes to
answer the requirements and problems identified and
the translation of the results to improve care. I head the
Academic Department of Military Surgery & Trauma
(ADMST). In recognition that trauma care is not best
served by the ‘stove piping’ of the traditional surgical
specialties in UK surgery, the department is constructed
around 5 multi-disciplinary trauma working groups
(Head & Neck, Extremity, Torso, Wounds & Burns and
Physiology). These groups decide priorities, examine
current literature, carry out audit and refine relevant
research questions. ADMST liaises with other military
academic departments (eg. Emergency Medicine,
Anaesthesia & Critical Care), Defence Scientific and
Technology Laboratories, a number of UK universities
and foreign academic institutions (eg see section from
Major Brown above). ADMST currently has 12 research
fellows who have taken time out of training programme
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I have just returned from a two month deployment as
the general surgery registrar at the field hospital at
Camp Bastion in Helmand Provence. It is a British
facility with personnel from all three Services and a
contingent of Americans working in a purpose-built
environment. Thankfully the European Working Time
Directive does not extend that far and under the
Afghan Working Time Directive I held a trauma call
bleep 24 hours a day, except for a couple of hours on
the afternoon after being the overnight ward cover
(about once a week). Along with other registrars in
orthopaedics and medicine and an SHO, we covered
the wards and kept the hospital machine ticking over.
This could be interesting as often almost the entire
hospital census would change in a 16 hour period as
patients were evacuated to other facilities or to the
UK and USA. During my eight week attachment I
participated in over a hundred operations on coalition
servicemen, afghan security forces, civilians and
insurgents. Most of the operations involved a form of
wound debridement - cutting out non-viable tissue
that has been impregnated with dirt and bacteria by

Surgeon Captain Mark Midwinter
Royal Navy,
Defence Professor of Surgery
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explosives: this is time consuming and could literally
take hours. However, there were many varied
general, vascular and orthopaedic cases. I am a year 3
SpR and I doubled my logbooks entries for trauma
laparotomy in the first two days. It was an excellent
learning environment with close consultant
supervision and fantastic teaching at every
opportunity. This experience has greatly prepared me
for the requirements of a military consultant.
However dealing with so many trauma cases,
especially in children, certainly carries an emotional
burden. This has been helped on my return by the
opportunity to meet some of my patients again in
Birmingham and at our rehabilitation unit, Headley
Court. The resilience and good humour of these men,
even after triple amputation, is truly amazing. This is
only one of the periods of my military surgical training
that has been rewarding, challenging and overall
inspiring.

STUDENTS

personnel secondary to blast and ballistic wounds and
thus can be used to address the main complications
ensuing, namely infection and non-union.
As with any research period, my initial work was on
background critical appraisal of the literature and
completing the course in working with animals in the
laboratory. This lead to the development of the model
with the methodology being designed and writing the
necessary proposals to gain ethics approval. This also
allowed time for translational studies working within a
team in the laboratory. This was essential to learn the
skills of animal husbandry, lab skills needed from the
bioengineering department and the ever needed
statistician. My research time has proved to be a
valuable part of clinical training. I learnt to appreciate
the importance of appropriate critical analysis of the
literature, how to correctly undertake investigations
and analyse the results and the application to the clinical
setting. Furthermore, I had the opportunity to work
under the auspices of the Armed Forces Institute of
Regenerative Medicine, with close association with the
Military Extremity Research Project. This allowed me
to write clinical papers in conjunction with both the UK
and the US in extremity injuries. The laboratory work
will be used towards completing a higher postgraduate
degree. A well-structured and supervised period of
research is a credit to any surgeon’s career.
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to pursue research in these institutions and are
registered for higher degrees. Research is carried out
both in the UK and abroad, including in Afghanistan. The
research goals must be militarily relevant and potentially
translatable to clinical practice over a 5-10 year period
and often have relevance to civilian trauma practice.
Current areas of interest are wide with projects on
coagulopathy, resuscitation goals, haemorrhage control,
effect of blast on blood vessels, optimal postdebridement wound management, fracture patterns,
eye injury, neck protection and optimising surgical
teams.
The aims and objective of ADMST is, through this
research, to improve care to combat casualties, to
develop a skilled cadre of clinical military surgical
academics in this field for the future and establish the
department as a nationally and internationally
recognised centre of excellence.
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At a time when the ‘blame industry’ is in overdrive,
defensive practice is ever more common and
bureaucracy is overwhelming us, do surgeons really
need another incident reporting system? If so, what is
the relevance to the surgical trainee?
This was the very reasonable question put to the
Association of Surgeons of Great Britain and Ireland
(ASGBI) when CORESS was proposed and subsequently
discussed in an editorial in the Annals of the Royal
College of Surgeons of England1, on which this article is
based. The answer, of course, is that if this proposal is
simply another layer in the clinical governance
framework, then it is unlikely to achieve support. So,
what is different about this reporting system and why
has the organisation received increasing support since
inception in 2005, culminating in its launch as an
independent charity by the NHS Medical Director at the
House of Lords in 2010.
The purpose of CORESS is, exclusively, to share lessons
learnt from unexpected or adverse incidents in surgical
practice. It is similar to a system set up for aviation in
1982 following several high profile accidents. The chief
executive and his team at the aviation reporting system
(CHIRP) have been instrumental in helping to set up the
confidential aspects of the reporting system through
which CORESS functions, although there are differences
between systems suitable for aviation and surgery.
CORESS is an educational service provided by surgeons
for surgeons and is concerned with any safety-related
issue from which lessons can be learned. Any surgeon
or surgical trainee, irrespective of specialty, can submit
reports, in confidence, to CORESS. Reports can be
made ‘online’ or by mail, using a form which can be
downloaded from the website (www.coress.org.uk).
Reports may concern any safety-related incident
involving the reporter, other people, a hospital or other
organisations that the reporter deals with. Incidents may
be diagnostic or operative errors, technical or
maintenance failures, regulatory or procedural aspects
or unsafe practices and/or protocols. Useful lessons may
often be learned from incidents which do not result in
adverse consequences and may only be known to the
reporter. However, we’ve found that there is no
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educational value in incidents where no lesson can be
learned. Incidents with no safety content or issues
involving conflicts of personalities and problems
involving industrial relations or terms and conditions of
employment are not, generally, useful.
CORESS relies on complete confidentiality between the
reporter and the system. Confidence in the integrity of
the system is essential in this respect. Next, educational
value of feedback both to the reporter and to the
professional body concerned must be excellent. For
there to be confidence in the credibility of feedback, the
advisory panel of ‘experts’ which provides feedback and
advice on reports must include people of acknowledged
distinction who actively practice their profession. Both
ASiT and BOTA have active representatives providing
respected opinions on the CORESS Advisory Board, as
do all the specialty surgical associations, the Royal
College of Anaesthetists, and the staff grade doctors.
The Board also has lay and legal representation. Lastly,
confidence in the system by those interested but not
directly involved is essential. These systems are
complementary to existing statutory, professional and
organisational measures for the protection of the public
and do not replace them. The necessary support of
regulatory bodies and society in general is dependent
on this being made very clear. These principles are
embodied in the operating framework of CORESS,
originally devised and operated under the auspices of
the ASGBI and overseen by an independent Board of
Directors.
Confidentiality is fundamental to the concept of the
CORESS service. On receipt of a report, it is
transferred to a stand-alone computer with no wired
or wireless connections to any network. Identifying data
are available only to the programme director. All
identifiable data are removed before a report is
reviewed by an advisory committee of experts in the
appropriate specialty all of whom have signed a
confidentiality agreement. If useful lessons can be
learned, an unidentifiable version is incorporated in a
feedback document. This will be published in the Annals
of the Royal College of Surgeons, The Surgeon, the
journal of the Royal College of Surgeons of Edinburgh,
the ASGBI Newsletter and, as from 2010, in relevant
specialty and trainee newsletters and bulletins. Reports
are also distributed to other interested bodies.
Whether or not the report is incorporated into the
published feedback, the reporter is informed of the
advisory committee’s comments and the proposed
outcome. All identifying data is securely deleted from
the CORESS system before any feedback publication.
All reporters whose reports are published will
eventually receive a Certificate of Contribution to the
safety process, which recipients may choose to keep for
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appraisal purposes or for instance as a component of
training portfolios used for RITA assessment and job
applications.
How does CORESS contribute to safety? Unlike the
National Patient Safety Agency, CORESS does not
systematically analyse and feedback information to NHS
organisations. There is no point in duplicating this
necessary and large-scale project. Rather, CORESS aims
to complement this activity by providing individual
feedback to surgeons and to the surgical community in
general. ‘There but for the grace of God go I’ is a
powerful educational tool which surgeons have always
valued but have, perhaps, felt less able to use in recent
years. CORESS gives us a new opportunity to share our
experiences and asks for your support!
Included below are two recent CORESS cases provided
by trainees from which valuable lessons can be learned.
If you know of a case from which others may learn, why
not send it to CORESS at www.coress.org.uk?

Reporter’s Comments Endorsed by the Advisory
Board
Even when introducing a laparoscopic port under direct
vision, care must be taken not to use inappropriate
force. The skin incision should be large enough for the
port to be introduced without resistance from the skin.
Having recognised bleeding, the trainee made the right
decisions, converting to an open procedure, controlling
bleeding and calling for assistance. For any vascular
injury in the pelvis, the peritoneum must be opened to
visualise the vessels. Venous bleeding, due to the
insidious but often copious nature, may constitute a
greater threat than arterial bleeding and must be
identified. Concomitant ureteric injury should be
excluded.

CORESS Feedback ASiT 2010

CORESS Comments
A useful mnemonic for the essentials of vascular control
in this situation is: LAMPS (light; access; manpower;
pressure; suction)
Association of Laparoscopic Surgeons of GB & Ireland
guidelines on Recognition, Management and Prevention
of Abdominal Complications of Laparoscopic Surgery
can be found at:
http://domain1686280.sites.fasthosts.com/uploads/ALS%20
Complications%20Management.pdf

1) Vascular Injury During Laparoscopic
Procedure (Ref: 71)
As on-call vascular surgeon, I was called to theatre by an
experienced general surgical trainee who had been
undertaking laparoscopic appendicectomy on a 42 year
old man. On placement of a suprapubic 5mm port under
direct vision by the camera, which had already been
introduced uneventfully, the trainee encountered
moderate resistance requiring some force to introduce
the 5mm port. This inadvertently penetrated the right
pelvic retroperitoneum. The trainee noted immediate
development of an expanding retroperitoneal
haematoma and converted the procedure to an open
procedure by low midline incision. He was unable to
localise the source of bleeding and since the patient had
already lost approximately one litre of dark blood into
the pelvis, he applied pressure and called for assistance.
Extending a peritoneal incision over the right pelvic
vessels confirmed a trocar-sized hole in the right iliac
vein. Bleeding was controlled by two rolled swabs in
sponge holders applied firmly to either side of the
laceration, which was repaired with three 4.0 prolene
sutures. Gentle exploration for the ureter revealed this
to be undamaged, but only 2mm from the site of injury.
The patient made an uneventful recovery and, after
detailed explanation, was grateful for his (normal)
appendicectomy.

2) Perioperative Hypotension of Cardiac Origin
(Ref: 88)
An elderly man with a history of TIAs and claudication
underwent routine elective repair of a symptomatic left
inguinal hernia under general anaesthesia. During the
procedure, the patient had two hypotensive episodes,
treated by the anaesthetist with boluses of ephedrine.
Surgery was uneventful but 4 hours after the operation,
the patient had a further hypotensive episode on the
ward (BP 70/40; Pulse 75/min). This was treated by the
F1 doctor with 500ml of colloid. An ECG was normal.
A further 4l of crystalloid and colloid were given
overnight for subsequent hypotensive episodes.
The following morning haemoglobin was measured at
Hb 6.4g/dl, (albumin 23; PCV 0.18), although there was
no evidence of bleeding or haematoma in the wound.
The patient was transfused with 4 units of blood but
remained hypotensive. The F1 doctor noted that
oxygen saturation levels were diminished and requested
a chest x-ray which demonstrated bilateral pleural
effusions. A Troponin I test was elevated at 23.86ng/ml
(normal - < 0.1ng/ml), confirming diagnosis of
myocardial infarction. Fluids were stopped and
furosemide administered. The patient was transferred
to the Coronary Care Unit and eventually made a
satisfactory recovery.
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Reporter’s Comments
In a patient with peripheral and cerebrovascular disease,
co-existing coronary disease is highly likely and
myocardial infarction should be considered as a
potential cause of peri-operative hypotension. FBC,
ECG and Troponin I or T should be checked before
administering over-zealous fluid resuscitation. Absence
of chest pain and a normal ECG can occur in patients
with myocardial infarction. Haemodilution can
contribute to an apparently low haemoglobin
concentration and may exacerbate myocardial
ischaemia. Fluid overload (reflected by chest x-ray
findings, low albumin, PCV and haematocrit) and
inappropriate transfusion, in the absence of an obvious
cause of bleeding, may have compounded the situation
in this case.
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CORESS Comments
The Royal College of Anaesthetists’ representative on
the Advisory Board had the following comments:
In an elderly patient with significant co-morbidities it
would have been advisable for the patient to have been
pre-assessed in an anaesthetic pre-assessment clinic;
appropriate investigations performed and an anaesthetic
plan discussed - including the advisability, or not, of a
general anaesthetic.
The patient is most likely to have had an NSTEMI - non
ST elevated myocardial infarction - in the peri-operative
period, as evidenced by the raised Troponin I. Whether
this resulted from a period of hypotension or whether
the hypotension was a manifestation of the MI is
unclear.
The ward staff and F1 doctor responded appropriately
to the initial hypotensive episode by administering
500ml of colloid. Subsequent administration of a 4 litres
of fluid and 4 units of blood in response to further
hypotensive episodes, without consideration of
diagnoses other than hypovolaemia secondary to
haemorrhage, was an error. The failure of the patient to
respond should have alerted the FI to seek senior help
and this should have been reinforced by the ward staff.
Such eventualities can be reduced by the use of risk
assessment scores such as the Patient At Risk Score
(PARS) or the Modified Early Warning Score (MEWS).
These scoring systems assess deviation from the
normal, for a basket of vital signs: systolic BP, heart rate,
respiratory rate, temperature and level of
consciousness. Summation of the scores for each
variable results in a total, from which the need for the
patient to be transferred to an HDU/ICU environment
can be judged1.
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A year out of training is certainly nothing new.
Be it the obligatory MD/MSc to snare one of the
dwindling training posts, or an antipodean adventure
after House jobs; a solitary year devoted to clinical or
scientific research is often a surgical right of passage. So
the question soon posed itself, how do I make my year
outside the NHS the most constructive and moreover,
enjoyable?
The year was to all intents and purposes forced upon
me; the uncoupling of my F1 and F2 and an unsatisfactory second year posting, led to obsessive head
scratching and soul searching. Clearly, orthopaedics was
my career of choice, and I knew I had a hankering to be
at the forefront of bench-based research. And thus after
much direction from colleagues and bosses alike, the
solution seemed clear, a year out between F1 and F2
devoted to a blend of clinical and lab based orthopaedic
research.
But where? With whom? And how was I to fund the year?
The answers stem from an equal weighted concoction
of luck, naivety and perseverance. My fourth year
elective sunning in St Kitts was capped with a
contrasting four weeks at New York’s Hospital for
Special Surgery (HSS). Thankfully, a meeting at the
American Academy for Orthopaedic Surgeons with the
elective supervisor and prolonged discussion on why
I want to spend a year in research, culminated in a
Research Fellowship job offer.
Now, this perceived stroke of luck did take a degree of
planning. Internet and journal scouring made it clear that
a great deal of orthopaedic research originated from
North America, moreover from Bench-to-Bed, HSS is
renowned for both clinical excellence and research
productivity; plus, it goes without saying, living in the
twice named city had its own appeal. And so, the
location was set - a one year research fellowship in New
York at the Hospital for Special Surgery.
Once the ‘where’ was answered, the ‘with whom’ soon
followed.
As much as I wanted to become au-fait with research
techniques, I also wanted to continue growing surgically,
thus an MD was out of the question as it would leave no
time for clinics or theatre. In turn word of mouth found
me a surgical-scientist who was not only involved in
progressive research, but also was world renowned as
an outstanding revision arthroplasty surgeon. The year
was to involve a mix of lab and theatre days and from
the outset it was made clear that productivity in
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manuscripts and acquiring skill sets was my primary
purpose.
Having finally settled on the contents of my year, the
previously ignored matter of funding soon dominated
my thoughts. Multiple calls and emails made it apparent
the gulf of awards/scholarships available to Foundation
doctors; alas, I fell into the wilderness between
Registrar and medical student so far as grants were
concerned. Thus, 80 hour locuming weeks, kind
donations from my current employers and a small
(though not insignificant) salary that accompanied the
position, were thankfully aided and abetted by a sizeable
contribution from an orthopaedic design company. And
so, after 4 swift months of visa seeking (the J-1 can be
an arduous process), USMLE contemplating (three 8
hour exams - without which you’re not legally
permitted to operate in the US) and an ample dose of
apprehension, I found myself packed and deposited at
terminal 5. As haphazard as the planning was at times, a
great deal of trepidation was felt by most - was it the
right time to take a year out, how would I cope with
the incessant working hours (our 48 hour EWTD pales
into insignificance in comparison to the 80 hour
American maximum) and maybe most troubling, as
fabulous as New York was for annual Summer
vacations, how would I manage alone in Manhattan?
As it materialised my fears were largely unfounded.
Indeed, on reflection the greatest boundary was
language, I’m still amused by the frequency with which I
was asked to slow down or ‘speak English’ by patients
and New Yorkers alike. On the plus side, it goes
without saying that the English accent (and in particular
South London colloquiums) certainly led to the opening
of many doors and the sparking of the occasional
unwanted conversation.
Landing in JFK I sought a SoHo loft apartment with
stripped floors and floor-to-ceiling windows, but quickly
settled on a flat share in Midtown.
The welcome I received at HSS allayed the majority of
my worries, yet the work ethic was a startling surprise.
0430 starts were interspersed with ‘late’ mornings,
when I wandered bleary eyed into the OR at 0730;
these were compounded in later months by 1800-2300
finishes. Indeed, a number of themes ran throughout the
fellowship, ‘spoon feeding was to be left on the other
side of the Atlantic’; in fact, ideas were seldom
suggested to me, instead the reception to any ideas I
produced was always positive. I was given free-rein to
investigate any research question, to become adept at
any technique I chose and to study whichever pathology
I wished. Moreover, the funding and resources to
investigate as I pleased, were without exception readily
available. Of course this came with the caveat that it all
resulted in PubMed like productivity.
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Hours in the lab osteotomising rat tibiae and squinting
at micrometers of callus, were interspersed with twice
weekly OR days. The magnificence of the institution was
reiterated on a daily basis, from working with Salvati,
Ranawat and Helfet, to focussed forums with Ganz and
Sculco - there was a palpable sense of excellence.
Following the initial 2 months of being overwhelmed and
in awe, I soon settled on four projects to be run
simultaneously - two lab based and two clinical.
My daily trip to HSS on the Upper East Side made the
fellowship that much better; trudging the two miles in
my Hunters when the city was 3ft in snow was in
contrast to the leisurely stroll in the 38C summer heat.
As palpable as the surgical excellence at HSS, so was the
tangible vibrancy of being in Manhattan; indeed, on my
return I regaled many friends with Sex and the City and
Soprano type tales.
Ultimately, the fellowship furnished me with research
and clinical skills I was unlikely to learn elsewhere so
early in training. If I could offer any advice to those
thinking of doing the same, then diligence and
perseverance would be at the heart of every pep-talk.
And so, eight papers, conferences in New Orleans and
Athens and a handful of abstracts later, the months
seemed to slip by far too quickly. For those who take
every opportunity to furnish their CVs then a year in
research overseas is a definite bonus solely for the shear
number of published papers. Yet, for those who have a
particular interest in becoming a surgical scientist or
embarking on a clinical fellowship later in training, a year
in an institution with surgeons whom are worldrenowned yet confident enough to remain humble, and
where no question or quandary is dismissed, then the
research year is a necessity.
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Introduction
The European Working Time Directive (EWTD) took
effect from 1 October 2001 enacted into British Law as
the Working Time Regulations, to be implemented over
12 years and resulting in a contract limiting active work
to just 56 hours. Working time was defined as “any
period during which the worker is working, is at the
employer’s disposal, and carrying out his/her duties in
accordance with the national laws and/or practice.” An
amendment in 2000 by the European Court included
time spent resident on call in the definition of work.
August 2009 was the deadline for the implementation of
the 48 hour working week, with exceptional
circumstances allowing for an additional 3 years of a
52 hour working week until the final deadline of 2012
for compliance. Rest break requirements became legally
enforceable in 2004 with every worker entitled to an
11 hour break in every 24 hours1,2.
However, full compliance with the working limit is
challenging across the board. Under no circumstances
can patient care and quality of training be compromised,
and the challenge lies in maintaining the acute medical
cover for patients without detrimental effects on
specialty training. This demands a huge investment in
staffing (consultant workforce as well as other
healthcare professionals). A survey in 2009 by the
Medical Workforce Unit of the Royal College of
Physicians of London2 revealed a somber mood with
results showing trainees felt that both patient care and
specialty training had been adversely affected and that
although quality of home life had improved, this was at
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Since the implementation of EWTD, reduced exposure
to patient presentations has resulted in fewer training
opportunities. Simulation offers a means of training that
does not substitute for theatre time, but does allow for
a safe environment in which to become familiar with the
equipment and procedures before proceeding to
theatre with a patient who may previously have suffered
significant injury with an uninitiated trainee. There are a
variety of simulators available, but not all have
undergone validity testing.

Postgraduate surgical education has to balance ethical
and legal issues with the investment in current and
future surgical training strategies4. In modern society, it
is no longer ethical to ‘practice’ on patients and animal
rights issues remain pertinent. Training opportunities
have reduced as a direct consequence of the
implementation of EWTD1,5 and the subsequent limit
on after hours’ surgery. Most big emergencies going to
theatre after hours would require consultant
supervision and many consultants make the choice to
complete the procedure themselves for the sake of
speed. Due to the reduced number of hours on the
‘shop floor’, trainees miss out on involvement with
many cases presenting out of hours, which are often the
more challenging and testing situations. The EWTD has
also promoted the development of the hand-over
culture which often means that trainees do not get to
follow their cases through the entire patient journey
and can miss the opportunity for valuable feedback3,6.
Traditionally surgical training has been via a mentoring
philosophy with a “see one, do one, teach one” approach
and has relied heavily on chance patient presentation,
thus providing a random ad hoc exposure to less
common procedures. Consultants are often asked to fill
gaps in the registrar rota with some consultants
choosing to remain resident on call. As these time
commitments for consultants increase along with target
orientated waiting list initiatives, breach time pressures
and the 2 week cancer protocols, consultants are finding
their time as well as their enthusiasm for providing
training diminishing. Some consultants have been
anecdotally heard to say that there is no benefit to
themselves to provide training as the days when the
registrar did most of the procedures is long past due to
the increasing medico-legal implications and the
perceived lesser experience of the modern trainee.
The aviation industry has used virtual reality (VR)
simulation training very effectively for pilots for several
decades7,8 and there have been a number of well
publicized aviation mishaps where disaster was averted
due to the pilots practicing emergency drills via
simulation9-1. Lessons learnt from these aviation drills
can be effectively applied to surgery12,13, especially in
the domains of teamwork and technical skills14.
Laparoscopic surgery lends itself very well to VR

TRAINING & CAREERS

Abstract

Discussion

SCIENTIFIC

Debbie Lees, Core Surgical Trainee,
Northern Deanery and John Hanson,
Consultant Colorectal Surgeon, Royal
Victoria Infirmary, Newcastle upon
Tyne

the expense of a more stressful work environment.
As consultants have had to step into rota gaps, there
are fewer trainers around to deliver teaching,
consequently, many feel that the quality and amount of
training has reduced with a very real possibility of
implications for the competence and experience of new
specialists as they take up their consultant posts2,3.
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simulation training and a number of studies have
demonstrated the transfer of generic laparoscopic skills
from the VR simulator to the operating theatre15-17.
However, further work is required to define the exact
role of VR simulation in surgical training15,17.
Simulation offers the promise of learning in a safe
environment where the consequences of mistakes do
not result in harm and subsequently also implies a cost
benefit to the employer trust. New approaches can be
explored and unusual or less common procedures
rehearsed, the time of training is pre-determined and
the environment may be set by the trainer or set for
the individual with no anaesthetic or tourniquet time
restrictions. This allows the trainee to become initiated
into the use of new equipment and to familiarize
themselves with the steps of the procedure. Although
recent literature is reporting a good level of skills
transfer from the simulated to live situation15,16,18, many
questions still need to be addressed, ie although it is
possible to train a person to a high technical standard
prior to operating ‘live’, how does this compare to
actually performing the procedure ‘live’4 and what
number of simulation procedures are necessary to
translate to the ‘live patient experience’15,19.
One of the biggest attractions of simulated training is
that it provides opportunity for maximum numbers of
trainees to benefit from the consultant pool knowledge.
One consultant can teach many trainees and it is also
possible for trainees to experience teaching from a large
number of consultants, not necessarily in their area.
Teaching sessions can be focused and can be repeated
or even recorded for future sessions.
A big advantage is that everyone present at simulated
sessions can get hands-on experience instead of
standing observing, which is an all too common
experience in theatres. There are opportunities to
practice independently with objective feedback on a
trainee’s technique and in some cases, opportunity to
video the simulated procedure and then play the session
back, allowing for comments from supervisor as well as
personal reflection.
There are currently a range of surgical simulators
available that provide a means of both training and
evaluation. Although there have been a large number
papers in the literature regarding the role of simulation
and training, few simulators have undergone a rigorous
evaluation of their teaching effectiveness and validity.
A review of the recent literature however, does
demonstrate a trend to towards good transfer of skills
as well as objective evaluation4,20.
The types of simulators available have not been formally
classified, but can be grouped by either level of fidelity
(low to high with various dimensions: visual cues, tactile
features, haptic feedback, and dynamic interaction), the
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task simulated (part or whole procedure), or their level
of technology (bench models, mechanical, simulators,
animal or human cadavers, mannequins, computerbased virtual reality, or hybrid models).
The list below is a summary to provide a quick overview
of what is currently available. These are the domains
where there is at least one virtual reality simulator
commercially available.
• Laparoscopic surgical simulator (basic laparoscopic
skills or complex procedures)
• Endoscopic simulators
o Bronchoscopy
o Colonoscopy and sigmoidoscopy
o Upper GI endoscopy
o Endourological procedures
o Hysteroscopy
o Sinusoscopy
• Anastomosis simulator (bowel or vascular)

•
•
•

Orthopedic and arthroscopic simulators
Ophthalmologic simulators
Intravenous catheter insertion simulators

Simulation model and computer analysis at the North East Simulation Centre
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The North East Simulation Centre situated at the
Freeman Hospital, Newcastle upon Tyne, established in
May 2009, offers training for both new and experienced
surgeons with realistic theatre simulations and is
growing in popularity as well as reputation as a centre
of teaching excellence. It is affiliated with the University
of Newcastle and the Northern Deanery and provides
a unique, state of the art, dedicated space where
trainees can learn and practice their skills. In addition
to the Simulation Centre, the Freeman Hospital also
houses the Newcastle Surgical Training Centre (NSTC)
which was established in 2007 and offers cadaveric
orientated practical procedures. It has since attracted
acclaim as a centre for advanced cadaveric education,
and in particular, for the development of endoscopic
skills. This centre is one of the very first anatomical
examination units of its kind in the UK to carry a formal
license from the Human Tissue Authority enabling some
of our leading surgeons to deliver cadaveric training in
a unique and extremely high specification ‘wet lab’
environment. Enquiries regarding forthcoming training
events may be addressed to:
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In this article, we attempt to answer these questions by
looking at a) the range of simulations that are currently available,
b) the purpose of simulation,

Perhaps the simplest surgical simulator is a length of
string graduating to suture material for practising knot
tying. This, of course, can be done anywhere and at any
time although formal jigs to facilitate knot tying practice
are available (figure 1). The next step is usually suturing
and performing instrument ties which can be practised
very effectively on dense foam rubber which can be cut
with a knife. Handling instruments, and in particular
artery forceps and needle holders, can and should be
practised in isolation before using them in complex real
or simulated procedures.

Figure 1 - Knot tying practice using a simple jig (courtesy of the Cuschieri
kills Centre, University of Dundee)

Simple Animal Tissue Models
Animal tissue affords an excellent medium for practising
basic surgical techniques. Again, suturing and instrument
ties may be practised using tissue such as pigs’ trotters
which provide a slightly more realistic environment than
synthetic material. Animal tissues can also be used to
practice chest drain insertion and cricothyroidotomy,
and these models have been utilised in ATLS and other
courses. Likewise, animals’ small or large bowel can be
used to practise both hand anastomosis techniques
(figure 2) and stapling. It should be noted, however, that
porcine ileum, which is widely used, does not display
the clear demarcation between mucosa and submucosa
seen in the human equivalent. Despite its limitations,
however, animal tissue provides an excellent
introduction to handling tissues.
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In the past 20 years the use of simulators in the training
of surgeons has increased to the point where it is
producing significant change in medical education at
both undergraduate and postgraduate levels1. Simulator
technology has long been used in other non-medical
sectors such as aviation, military and nuclear power;
indeed, the use of simulators to both practice standard
skills and emergency situations is a pivotal part of air
safety2. Given their utility in these areas, it would seem
that simulators, in theory at least, should be ideal for
medical education as they provide the ability to practice
a routine or emergency skill or technique multiple times
without endangering patient safety.
For those who commenced their medical careers within
the last decade simulation is not a new aspect of
education. Prior to carrying out procedures on patients,
it is now usual for undergraduates to practice skills such
as venepuncture and catheterization on plastic models.
Thus simulation is introduced as an integral part of the
learning culture in medicine at an early stage. In
postgraduate study many of the courses aimed at those
who wish to pursue a career in surgery use simulators
to demonstrate and allow practice of techniques and
situations, but the use of simulators by junior surgeons
is often haphazard, and depends on what courses are
available and where the trainee is working3.
The old adage of see one, do one teach a one is rapidly
being superseded by the integration of sophisticated
educational techniques and competency assessments4
and it is important to have an appreciation of how
simulation fits into and enhances this framework. Three
relevant fundamental questions for any surgical trainee
are:
1 What simulated surgical training is and should be
available?
2 How can simulation be used to educate and assess
surgeons in training?
3 How should surgical simulators be validated prior to
integration in an educational programme?

Surgical simulators are available in various levels of
complexity. In this section these various levels are
described and examples are given.
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c) the problems surrounding validation of simulators
and
d) the manner in which simulation can be integrated
into surgical training.
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The Role of Simulation in
Surgical Training
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Figure 3 - Colonoscopy using a real colonoscope with a physical simulation
consisting of a synthetic “colon” (courtesy of the Cuschieri Skills Centre,
University of Dundee)
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Complex Animal Tissue Models
Particularly for laparoscopic surgery, it is possible to
construct quite complex models using animal tissue in
order to simulate procedures such as laparoscopic
cholecystectomy or laparoscopic intestinal resections
and anastomoses (figure 4). Again these models allow
the trainee to develop a feel for handling tissues using
real surgical instruments.
Figure 2 - Hand sewn anastomosis practice using porcine ileum (courtesy of
the Cuschieri Skills Centre, University of Dundee)

Complex Physical Models
Acquiring basic laparoscopic skills lends itself to
simulation. In the first instance a ‘box’ laparoscopic
trainer can be used with real laparoscopic instruments
to provide the trainee with an environment with which
to acquire the essential visuo-spatial skills required to
perform this type of surgery. To start with, relatively
simple tasks such as transferring objects from one
container to another are useful and such tasks can be
arranged in hierarchies of difficulty5. Ultimately, quite
complex tasks such as laparoscopic intracorporeal
suturing can be mastered in this way. In orthopaedics,
plastic bone models can be used to simulate a wide
variety of techniques ranging from simple plating to joint
replacement and arthroscopic techniques. This type of
simulation, which has a long and distinguished history6,
has become a central component of orthopaedic
training. Flexible endoscopy may also be practised using
physical models such as enclosed synthetic models of
the colon or oesophagus and stomach (figure 3), and
these offer the trainee the opportunity of handling real
instruments. At the upper end of the complex physical
models are manikins: models of human patients that can
simulate physiological changes in a realistic manner. Such
manikins are suited for use in ‘scenario’ simulations.

4

Figure 4 - Intracorporeal laparoscopic sutured anatomosis technique training
using animal tissues in a laparoscopic trainer (courtesy of the Cuschieri Skills
Centre, University of Dundee)

Live Animal Models
The use of live animals for training in surgery is illegal in
the United Kingdom. It is permitted in many other
countries, however, and does offer the opportunity to
carry out surgical procedures in perfused tissue,
something that has not yet been successfully simulated
in physical models. The main disadvantage, of course, is
the problem of matching human anatomy to an
appropriate animal and this match is never perfect.

ASiT - the pursuit of excellence in training

Figure 5 - Screen-based virtual reality laparoscopic simulator (courtesy of
the Cuschieri Skills Centre, University of Dundee)

Purpose of Simulation
The main purpose of surgical simulation is to enhance
surgical training without the risk of harm and discomfort
to patients. The effect of simulation allows learners to
progress at their own rates, permits safe learning from
mistakes and would be expected to shorten learning
curves when the trainee starts to apply his or her skills
to patients. In addition, simulation has the potential to
be used for assessment.

Acquiring Skills

Figure 6 - Screen-based virtual reality flexible endoscopy simulator (courtesy
of the Cuschieri Skills Centre, University of Dundee)

Scenario Based Simulation

For the novice trainee, simulation offers an opportunity
to develop basic skills in a stress free environment
which then can be translated directly in to the clinical
situation. As mentioned above, examples of this would
be knot tying and suturing. For trainees who have
acquired basic skills, a similar approach can be taken for
more advanced procedures, using more sophisticated
simulators. Research evidence relating to the transfer
of skills acquired on a simulator to clinical performance
is available, particularly for laparoscopic and endoscopic
simulators11-16. These studies have shown consistently
positive results in terms of the effect of training on
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Clearly, human cadavers provide the ideal medium for
practising surgical procedures but, until recently, this
has been limited by the Anatomy Act and traditional
fixation methods which rendered soft tissues stiff and
discoloured. However, with the recent change in the
UK Anatomy Act which allows human cadaveric
material to be used for practising surgical operations
and with the introduction of both fresh frozen cadavers
and new methods of fixation such as Thiel embalming,
this approach is now highly feasible9,10. A single cadaver
can be used for multiple procedures by different
specialties and although this approach is well established
for temporal bone surgery in ENT surgery, it is now
being used more and more by general surgeons,
orthopaedic surgeons, plastic surgeons and other
specialties. The potential of cadaveric training in all
aspects of surgery is enormous.
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In surgery the emphasis in simulation has focused very
much on individual tasks or procedures with little
attention to the non-operative technical skills which are
necessary for the successful conduct of a surgical
operation. Electronic manikins are useful in this context
but have been used more in anaesthesia than in surgery
for training and assessment. However, surgical teams
can be trained using simulators in this context and some
work has been done using a computer controlled
anaesthetic manikin combined with a laparoscopic
simulator8.

SCIENTIFIC

Recently there have been significant advances in the
development of screen-based ‘virtual reality’ simulators
owing to advances in interactive technology and
graphics. Such simulators employ haptic feedback in
order to allow trainees to sense resistance from the
virtual tissue displayed on the screen. Such simulators
have been developed for laparoscopic surgery (figure 5)
but perhaps the area where it has become most
established is in flexible endoscopy. The complexity of
flexible endoscopy can now be reproduced extremely
well using this approach (figure 6)7.
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simulators on proficiency in carrying out the real
procedure. Results of such studies however, must be
treated with caution owing to problems such as lack of
randomisation, small sample size, lack of blinding of the
assessors and the use of human cadavers or animal
models to estimate competence. Rigorous research
in this area is, however, hampered by ethical
considerations. It may be seen as unacceptable to carry
out a randomised study whereby patients are treated
by trained or untrained individuals, despite the fact that
many trainees still learn surgical operations in patients
without previous simulator experience. There are ways
round this problem by ensuring that the randomised
trainees are very carefully supervised, preferably by
blinded senior surgeons, although in some cases the
benefit of acquiring skills before applying them to
patients is perhaps so self-evident as to obviate the need
for such studies. In any event, it is important that
simulation should be validated before it is widely applied
as discussed below.

Simulation in Assessment
As in all other areas, assessment of surgical technique
can be either formative or summative. In formative
assessment, the aim is to provide feedback to a trainee
in order to provide them with an insight into their own
progress. Summative assessment, however, is a cornerstone of selection and therefore requires to have
predetermined outcome measures. Various approaches
have been taken to assessing surgical skill17 and perhaps
the most widely studied is the Objective Structured
Assessment of Technical Skills (OSATS)18. Originally
created to be used in a laboratory, it has now been
adapted for use in the operating theatre.
Simulated procedures are now used in selection and
examination OSCEs, but only to test very basic skills.
More sophisticated approaches are available, and
motion analysis has received some considerable
attention recently. Studies have been carried out on 5
different instruments from centres in London, Dundee,
Dublin, Hiroshima and Delft. Although some interesting
research has been done using these devices which track
the motion of the hands or laparoscopic instruments
there is, as yet, no robust evidence that the results of
such analyses can be used to reliably predict skill in a
clinical setting17.
Likewise a number of virtual reality simulators have
been studied with respect to assessment and most of
these use motion analysis parameters to assess
economy of motion and time used to complete a
specific task. Again, there is limited evidence that
performance on simulators can be used as an accurate
means of determining an individual’s technical ability in
the operating theatre17.

2

Validity of Simulation
It seems self-evident that practice with simulators will
improve surgical performance and, if realistic enough,
can be used for assessment. However, before introducing simulators into training programmes for either
purpose, it is essential that validity is established. Validity
can be described as “the property of being true, correct
and in conformity with reality”19, and there are various
levels of validity including face, content, construct,
discriminant, concurrent and predictive. Face validity
involves obtaining the opinion of users regarding the
utility of a given simulation. Content validity relates to
whether or not the content of a simulation is
appropriate. Construct validity refers to whether or not
the simulation achieves measurable improvements in the
trait in question, in this case surgical skill. Discriminant
validity refers to whether or not performance on the
simulator can discriminate between individuals, for
instance, between experts and novices. Concurrent
validity involves comparing a simulation with other
simulations of the same task. Predictive validity refers
to the ability of performance on a simulator to predict
ability in the clinical situation. There are other forms of
validity and indeed, there is little uniformity as to the
definition of validity or how it should be measured19-21.
Despite this, the majority of studies carried out on
simulators to assess their utility report their results in
terms of some form of validation but very few objective
studies have been done which look at whether or not
simulator acquired skills can be effectively translated
into clinical skills22.
In the military, it has been recognised that simulators
should only be introduced into training if there is good
evidence that they meet the appropriate requirements
and this has led to the military applications of simulator
and training concepts based on empirical research
(MASTER) Project22. This Project defined 3 phases of
developing a training programme based on simulation:
1 Training Needs Analysis (TNA)
2 Training Programme Design (TDP)
3 Training Media Specification (TMS)
TNA involves describing the general steps of the
procedure in question, drawing up a list of the
difficulties encountered during such a procedure and
carrying out an analysis of these difficulties during
procedures on patients.
TPD consists of describing the training programme and
the simulator or simulators that are required and then,
after evaluation of the simulator, introduction of the
simulator into the training programme. The final step is
full evaluation of the training programme.
TMS is a crucial phase that should take place after the
training programme has been planned but before the
introduction of the simulator and consists firstly of an
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Figure 7 - Skills centre for simulation training (courtesy of the Cuschieri Skills
Centre, University of Dundee)

Conclusions
Currently many simulators covering a wide range of
procedures and levels of complexity are available to
surgical trainees and the recent report by the CMO in
England entitled ‘Safer Medical Practice, Machines,
Manikins and Polo Mints’23 has emphasised the
importance of integrating simulation into all medical
training programmes. Clearly some specialties will
benefit more from simulation than others but it is fair to
say that all surgical training programmes have the
potential to be enhanced by a considered introduction
of simulation. However, at present, trainees are faced
with a bewildering array of possibilities, many of them
expensive, with little guidance as to what is truly
beneficial. It should also be emphasised that, in surgery,
simulation has focussed on specific technical skills and
yet it has been recognised for many years that nontechnical (human) factors have an effect on outcome
that outweighs that of purely technical ability24. Despite
this, simulation of decision making and the integration of
technical and non-technical skills has yet to find its place
in surgical training schemes.
In surgery, if the CMO’s vision is to be translated into
reality, it is essential that training programmes are
developed where simulation is incorporated appropriately. Such simulation must be of the highest quality,
and given the expense of the more sophisticated
simulators, the only sensible approach is to concentrate
high-level simulation in state-of-the-art centres (figure 7).
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manner will require a multi-disciplinary approach
involving expert surgeons, trainees, educationalists,
simulation designers and programme directors working
together to ensure that a rational, affordable syllabus of
simulation training is developed and integrated into
training programmes.
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prospective studies on the simulator with the emphasis
on transferability of simulator acquired skills into the
clinical situation.
Only by going through this rigorous process can we be
certain that simulators will indeed make a significant
contribution to a training programme.
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The goal is to prevent death due to rupture by
excluding the aneurysm sac from the systemic
circulation by using an appropriately sized stent that
eliminates pressure on the walls of the sac removing the
risk of rupture.
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Arun Balakrishnan and Michael Wyatt,
Northern Vascular Centre, Freeman
Hospital, Newcastle upon Tyne

Endovascular Repair of Abdominal Aortic
Aneurysms

Introduction
The first endovascular repair of an abdominal aortic
aneurysm was described by Parodi and his colleagues in
19911. Since then treatment of aortic aneurysms with a
stent has become widely accepted as a viable alternative
to open repair in selected patients. Significant advances in
imaging techniques and stent technology combined with
a better understanding of endovascular therapy has seen
this technology now being used to treat thoracic, thoraco
abdominal and complex abdominal aortic aneurysms.

Indications for Treatment

Figure 1 - On-table angiogram showing a standard infra renal aneurysm with
an undeployed stent

TRAINING & CAREERS

The aim of treatment is to prevent death due to
rupture. The majority of patients with aortic aneurysms
have no symptoms when the diagnosis is made.
Abdominal aortic aneurysms are usually incidental
findings on clinical examination and/or imaging for other
conditions. They can present with abdominal pain, back
pain or tenderness.
Aneurysms can rupture and present with sudden onset
severe abdominal/back pain and collapse. Greater than
50% of patients with a ruptured aneurysm will die
before reaching a hospital. The mortality for ruptured
aneurysms is in the order of 90%.
Thoracic aortic aneurysms are usually incidental findings
on chest imaging. They can present with symptoms or
rupture. The mortality rates from ruptured thoracic
aortic aneurysms are significant. Elective intervention is
associated with a significantly lower mortality rate.

POLITICAL PORTFOLIO

Endovascular Repair of
Abdominal and Thoracic Aortic
Aneurysms
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Figure 2 - On-table angiogram on the same patient showing a fully deployed
stent with no endoleak

Indications for EVAR
EVAR was developed as a treatment option for patients
who were deemed unfit for open surgical repair. The
current indications are less clear. Increasingly patients
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The available evidence would recommend intervention
for asymptomatic AAAs that are 5.5cm in diameter or
greater. Symptomatic or rapidly expanding aneurysms
also merit treatment as they indicate impending rupture.
Based on the results of the UK Small Aneurysm Trial
and US Aneurysm Detection and Management (ADAM)
Trials current guidelines are that aneurysms smaller
than 5.5cm in diameter are managed with best medical
treatment and surveillance2,3. It is generally accepted
that TAAs should be treated if they are symptomatic,
reach a diameter of 6cm or are rapidly expanding.
Patients should have treatment if the balance of risk
favours intervention.
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and physicians consider it the method of choice in high
risk patients. EVAR is preferred in patients with
unfavourable abdominal anatomy (eg adhesions due to
previous surgery). The advantages are minimal incisions,
decreased operating time, less blood loss, reduced
requirement of critical care beds, fewer systemic
complications and quicker recovery. Older high risk
patients should be offered EVAR.

Patient Assessment and Planning for EVAR
Patient fitness and morphology of the aneurysm
determine suitability for EVAR. The patient should be
assessed in a pre-admission clinic. Their cardiac, renal
and pulmonary status must be assessed and optimised
prior to intervention if possible. The risks of treatment
should be far less than the benefits therefore favouring
intervention.
70% of aneurysms are anatomically suitable for standard
EVAR4,5. The development of fenestrated and branched
stent grafts has seen the percentage of patients suitable
for EVAR increase. Preoperatively all patients now have
detailed cross sectional imaging with contrast enhanced
CT. Three dimensional reconstructions of the
aneurysms are generated. This helps with assessing
suitability, accurate measurements and choosing an
appropriately sized device.
Not all aneurysms are anatomically suitable for EVAR.
Long term success needs the presence of adequate
proximal and distal landing zones and sealing. Key
anatomical characteristics that make an AAA suitable
for standard EVAR are:
• Proximal neck length of at least 15mm
• Diameter of neck no greater than 30mm
• Limited angulation of neck
• Smooth walls of the neck with none or minimal
thrombus
• Iliac arteries of 7mm in diameter to allow the
delivery device to pass
• Absence of occlusive or stenotic disease in iliac
arteries
Adverse anatomical features can be overcome by
experienced vascular specialists. Devices have been
designed with difficult anatomy in mind to overcome
these problems (eg AORFIX device for tortuous necks).
Low profile devices permit access through smaller
arteries.

STUDENTS

Devices
Four device configurations are currently available to
treat infrarenal AAAs. They are:
• Tube Grafts
• Bifurcated grafts
• Aorto-uni-iliac grafts
• Combined bifurcated and iliac branched grafts
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Most stents are modular and are available in a variety of
sizes.
The grafts have a metal skeleton that is made of stainless
steel or nitinol. The fabric is made of woven polyester
or PTFE. Hooks or radial force facilitate attachment.
The proximal landing zone is in the infrarenal aorta in all
devices but the distal landing zones vary. Bifurcated
stent grafts are commonly used and provide distal
fixation beyond the segment that is most likely to
develop aneurysmal dilatation in the long run. Aortouni-iliac stent grafts can be used but require extra
anatomical bypass in the form of a femoral to femoral
artery crossover graft and endovascular occlusion of the
contra lateral iliac artery to maintain perfusion of the
contra lateral limb. Iliac branched grafts can be used in
younger patients with bilateral aorto-iliac aneurysms.

Complications Associated with EVAR
EVAR is associated with specific complications apart
from standard postoperative morbidity associated
with AAA repair. Complications can occur during the
procedure or after:
Allergic reaction to contrast.
Access site related complications: Haematomas or
false aneurysms may develop and require immediate or
late intervention.
Endoleak: It describes the continuation of blood flow
into the extra graft portion of the aneurysm; this then
increases the size of the sac6,7. They are important as
they are associated with pressure on the walls of the
sac, continued sac expansion and eventual rupture. They
can occur in the acute setting or in the post operative
period. Endoleaks are classified according to the source
of abnormal blood flow (table 1).

Table 1

Sac expansion and rupture is more commonly
associated with Type 1 and Type 3 endoleaks8. There is
direct communication with the aortic lumen and these
leaks require intervention to prevent rupture. Type 2
endoleaks are due to back bleeding from collateral
vessels in particular the lumbar arteries and the IMA.
There is divided opinion about their management. Some
groups would advocate watchful waiting as long as there
is no expansion of the sac. Others would advice
intervention as any leak represents a pressurised sac
that can rupture.

ASiT - the pursuit of excellence in training

Occlusion: Distortion of the stent can lead to
thrombosis due to poor flow through the graft with
subsequent occlusion. An occluded limb may require
surgery. Patent but stenosed limbs can be treated
endovascularly.

Evidence Base

Figure 4 - Contrast enhanced CT showing an occluded left limb

Migration of graft: Due to fixation of the graft with
barbs migration is rare. Grafts can migrate with a
significant risk of a Type1 endoleak. They therefore
need treatment usually with an endovascularly deployed
cuff or a further stent to extend the covered section of
the graft to the level of the renal arteries to prevent an
endoleak.
Renal failure: Renal function can be impaired due to
the use of nephrotoxic contrast, renal arteries being
covered by the covered part of the stent and
embolisation.
Stent associated infection: The stent graft can
become infected. A clinical diagnosis can be confirmed

Two large multicentre randomised controlled trials in
Europe have provided the evidence to justify the use of
EVAR in selected patients.
The UK EVAR 1 trial enrolled 1082 patients with
aneurysms anatomically suitable for EVAR and were
considered fit enough to have open surgery. They were
randomised to either EVAR or open repair. The 30 day
mortality rate for the EVAR group (1.7%) was
significantly lower compared to the open group (4.7%)9.
At four years the aneurysm related mortality in the
EVAR group was 4% compared to 7% in the open repair
group. There was no significant difference in all cause
mortality.
The Dutch Dream trial was a smaller but similarly
designed study. A significantly lower operative mortality
rate post EVAR was found (1.2% vs. 4.6%)10.
Long term results of the EVAR 1 TRIAL were published
recently. EVAR was associated with a significantly lower
operative mortality than the open surgical repair group.
There were no differences seen in total mortality or
aneurysm related mortality in the long term11. EVAR
was associated with increased rates of graft related
complications and reinterventions and was more costly.
EVAR is popular with patients and surgeons. To patients
who are faced with an operative mortality risk that
is three times greater with an open procedure EVAR
would be a preferable option.
Most clinicians continue to offer EVAR to older high risk
patients.
The UK EVAR 2 trial enrolled 338 patients who were
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Figure 3 - Contrast enhanced CT showing an endoleak

Ideally the device should be durable and should not fail
during the life time of the patient. Grafts do fail with
resulting endoleaks and symptomatic kinking or
occlusion of the limbs. Endoleaks are associated with
persistent pressure on the walls of the sac, continued
sac expansion and possible rupture. Surveillance
therefore should be for life unless the patient
subsequently becomes unfit for intervention. Various
modalities are used depending on the centre. They
include MRI, CT, ultrasound and plain radiography.
A typical schedule would be a CT at one month
followed by annual surveillance.
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Surveillance

SCIENTIFIC

Distal embolisation: Deployment of the stent and
manipulation of wires within the AAA sac can cause
distal embolization of atheromatous material into the
lower limb vessels.

STUDENTS

by a CT scan or a labelled white cell scan. Treatment is
with appropriate antibiotics, explantation of the graft
and repair.
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anatomically suitable for EVAR but medically considered
unfit for open repair. They were randomised to either
EVAR or best medical therapy. The early mortality in
the EVAR group was 9% and at a mean follow up of 3.3
years there was no difference in all cause- or aneurysmrelated mortality12. The rates of graft-related
complications and reinterventions were higher with
endovascular repair, and it was more costly.
The patient who is totally unfit for open repair should
not be offered intervention. In the others attempts
should be made to optimise their cardiac, respiratory
and renal status. The high risk patient population should
not be denied treatment on the basis of the EVAR 2
trial.

fenestrated endografts have been developed to
overcome these difficulties. Internal iliac artery branch
grafts have been developed to preserve flow in the
internal iliac artery in aorto-iliac aneurysms.
Development of such devices will increase the number
of AAAs treated by EVAR. The experience with such
devices is limited to a few specialized centres.
Randomized controlled trails will be needed to assess
how safe and efficient these devices are.

EVAR would seem an attractive option in the case of
ruptured AAAs. Several vascular centres advocate its
use. Patients benefit physiologically by the avoidance of
a laporotomy. To provide such a service centres need
to have a dedicated vascular intervention rota 24/7 and
appropriate facilities. Only a few centres are capable of
providing such a service. A randomised controlled trial
is underway in the UK - The IMPROVE aneurysm trial
Immediate Management of the Patient with Rupture:
Open Versus Endovascular repair.
The aim of the trial is to compare the mortality from
ruptured abdominal aortic aneurysm in patients treated
by an endovascular first strategy versus the conventional
treatment of immediate open repair.
There are limitations with currently available stent
grafts. Only about 70 % of aneurysms are anatomically
suitable for EVAR. Unfavourable anatomy is due to
shorter and more angulated necks. Branched and

Figure 6 - Partially deployed fenestrated graft with all visceral vessels
cannulated
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Figure 5 - Fully deployed branched stent graft
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Figure 7 - Completion angiogram of a fully deployed fenestrated graft with
all visceral vessels preserved
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Endovascular treatment of thoracic aortic aneurysms
has evolved over the last two decades. The pace of
development has not been as rapid as in the case of
infrarenal AAAs. This is due to size of the devices,
durability and anatomical constraints.
Avoiding a thoracotomy and cross clamping of the aorta
as would happen in an open repair would seem to
confer a physiological advantage. The aim of treatment
is to exclude the aneurysm and prevent death due to
rupture. A proximal landing zone of 20mm distal to the
left subclavian artery is necessary. A distal landing zone
of 20mm proximal to the celiac axis is necessary. In
order to achieve an adequate proximal seal the origin of
the left subclavian artery may need to be covered.
A surgical bypass procedure is recommended to reduce
the incidence of spinal cord injury. Advances in
endovascular therapy have seen branches being
developed for arch branches and visceral vessels to
increase landing zones and improve fixation. Several
centres have conducted prospective non randomised
trails comparing TEVAR and open repair13,14.
The operative mortality would seem to be less in the
TEVAR group. There seems to be no difference
in aneurysm related mortality. TEVAR specific
complications are stroke, paraplegia and endoleak.
Randomised controlled trials are necessary to
determine if TEVAR is superior to open repair. TEVAR
has become the procedure of choice in patients with
aneurysms of the descending thoracic aorta.
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Mechanical prophylaxis for the prevention of venous
thromboembolism (VTE) can be classified into static and
dynamic methods.

•
•

1. Static
Graduated Compression Stockings (GCS), which can be
applied above or below knee, are incompletely
understood in terms of their exact mechanism of action,
but it is thought that the change in the diameter of the
vein lumen, as a result of graded circumferential
pressure, forms the basis of their thromboprophylactic
function1.
A 2010 Cochrane review of elastic compression
stockings for prevention of DVT examined eighteen
randomized controlled trails (RCT) involving GCS
alone, and with other DVT prophylactic methods. For
GCS alone, 13% developed DVT in comparison to 26%
in the control group (without GCS). For GCS with
another prophylactic method (chemical), 4% developed
DVT compared with 16% in the control group of GCS
alone. The effect of GCS with another method was
statistically significant (P<0.00001)1.
Of these eighteen RCTs, Hui et al 1995, studied GCS in
elective hip and knee arthroplasty. In this study 177
patients were randomized to above or below knee
stockings after primary hip and knee arthroplasty, with
the control group receiving no DVT prophylaxis.
Bilateral ascending venography was performed between
the fifth and seventh post-operative days. Patients who
had total hip replacement and wore below knee
stockings had a significantly higher rate of proximal or
major calf DVT. However the combination of below
knee stockings and GCS resulted in a significantly lower
rate of DVT2.
Despite this the NICE guidance from February 2010
does recommend their use in elective hip and knee

•
•

Cardiac failure
Severe leg oedema or pulmonary oedema from
congestive heart failure
Unusual leg size or shape
Major limb deformity preventing correct fit

ASiT COUNCIL

Peripheral arterial bypass grafting
• Peripheral neuropathy or other causes of sensory
impairment
• Any local conditions in which stockings may cause
damage for example fragile ‘tissue paper’ skin,
dermatitis, gangrene or recent skin graft
• Known allergy to material of manufacture

POLITICAL PORTFOLIO

A. Mechanical Prophylaxis

•

2. Dynamic
Dynamic mechanical thromboprophylaxis encompasses
intermittent pneumatic compression devices and foot
impulse devices.
The origins of intermittent pneumatic compression
devices (IPCD) are based upon the causal factors of
DVT, namely Virchow’s triad of stasis, vessel damage,
and hypercoagulability. The main objective of IPCDs is
to prevent stasis alone by squeezing blood from the
deep veins in the calf, and displacing a column of blood
proximally through competent valves. Upon deflation of
the cuff the veins refill, and because the system is
intermittent, ensures periodic flow through the deep
veins. Haematological research has also shown that
IPCDs have an anti-thrombotic effect by inhibition of
the tissue factor pathway, the major physiological
initiating mechanism of blood coagulation4.
IPCDs generate inflation pressures of 40mmHg or more
to displace 100-150ml of blood contained in the deep
veins at any one time. The devices are available in a
variety of designs; they can cover the whole leg or just
the calf; can inflate uniformly or sequentially with graded
inflation pressures in a ‘milking’ action; and can have
moderate or high inflation rates. Studies have also
shown that IPCDs used in conjunction with graded
compression stockings produce lower rates of DVT4.
Silbersack et al 2004, prospectively randomized 131
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Introduction
Venous thromboembolism is common in trauma and
orthopaedic surgery, with significant associated
morbidity and mortality. Modern thromboprophylaxis
utilizes both mechanical and chemical methods in a
multitude of combinations. This article is intended to
provide an overview of current methods used, their
evidence base, and a summary of the current NICE
guidelines.
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surgery, and in hip fracture surgery, especially around
the time of surgery when patients are not covered by
chemical prophylaxis3.
GCS should be measured and fitted by trained staff to
produce a calf pressure of 14-15mmHg. Patients should
be encourage to wear their GCS until they no longer
have significantly reduced mobility. However they
should be discontinued if there is marking, discolouring,
or blistering of the skin, especially over the heels and
bony prominences3. GCS should not be fitted to
patients who have:
• Suspected or proven peripheral arterial disease
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Thromboprophylaxis in Trauma
& Orthopaedic Surgery
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patients after primary total hip and knee replacement
to either IPCD and low molecular weight heparin
(LMWH, enoxaparin), or GCS and LMWH.
Compression ultrasonography was performed on both
lower limbs between the sixth and twelfth postoperative days, and the sixth and twelfth post-operative
weeks. This showed no thrombosis in the IPCD and
LMWH group. In the GCS and LMWH group the
prevalence of thrombosis was 28.6% (40% after TKR,
14% after THR). This difference between the groups
was significant (P<0.0001)5.
Intermittent pneumatic compression should begin
immediately after surgery, in continuous use until the
end of the first post-operative day. Subsequently it
should be used for at least six to eight hours daily
depending on the mobility of the patient. Patient
compliance with IPCDs is essential, and the easier, more
comfortable, and less constrictive the system is, the
better the compliance is.
Foot impulse Devices (FIDs) such as the A-V Impulse
System (Novamedix, UK) replicate a physiological
pumping mechanism in the sole of the foot that is
activated by weight bearing. During the stance phase of
weight bearing, rapid flattening of the plantar arch
empties the plantar venous plexus. Furthermore both
natural weight bearing and FIDs, with their rapid
inflation pressures, both generate sudden and
intermittent increases in blood flow with pressures
sufficient to force a column of blood to the heart6,7.
Video phlebography has shown that these venous pulses
also produce turbulence in the valve pockets where
thrombosis normally begins. Shear stresses caused by
sudden pressure changes causes the release of
endothelium-derived relaxing factor (EDRF), which is
nitric oxide. This diffuses to the arterioles close by and
relaxes their smooth muscle thereby increasing blood
flow to the whole limb. FIDs typically require higher
inflation pressures of 130mmHg or more to displace the
20-30ml of blood in the plantar venous plexus, because
the muscles are less readily compressible. This means
that patient compliance is frequently a problem4.
Fordyce and Ling 1992, conducted a prospective
randomized controlled trial studying the efficacy of the
A-V impulse system FID in preventing DVT after total
hip replacement. 84 patients were randomized to one of
two groups (FID and GCS, and GCS alone) after
primary total hip replacement. Ascending venography
was performed on the operated leg between the sixth
and ninth post-operative days in 84 patients. The
incidence of venographically-proven DVT was 40% in
the control group and 5% in the foot pump group
(p<0.001)7.
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The evidence studied by the orthopaedic subgroup of
NICE demonstrated that IPCD/FID were effective in
reducing DVT, and were practical alternatives to GCS.
Furthermore it was felt they were especially important
in the period around surgery when patients were not
covered by chemical prophylaxis3.

B. Chemical Prophylaxis
1. Low Molecular Weight and
Unfractionated Heparin
Heparins are available in the format of low molecular
weight (LMWH), or unfractionated (UFH) heparin, and
have been a mainstay of venous thromboprophylaxis for
the past 50 years. They are subcutaneously
administered in once or twice daily regimens, and exert
their effects by binding to the natural inhibitor
antithrombin, and inhibit activated coagulation factors,
mainly thrombin and activated factor X (FXa). In the
thromboprophylaxis setting, neither requires dose
monitoring, but platelet counts must be checked due to
the risk of heparin-induced thrombocytopaenia. They
can both also be used in the treatment of established
thrombosis, but in this setting UFH must be closely
monitored due to wide interindividual variability in
response to the doses administered8.
Both LMWH and UFH are not without their drawbacks,
with subcutaneous injection being difficult to tolerate in
longer regimens. Heparin-associated thrombocytopenia
(HAT) is an important complication of heparin use. It is
immune-mediated and usually occurs between five and
10 days (up to 20 days) after initiation of heparin. It can
occur at any dose of either UFH or LMWH, although
LMWH is less likely than UFH to be associated with
antiplatelet antibodies. HAT should be considered in any
patient whose platelet count falls by 50% or more. It
may present as, or be complicated by, thrombosis.
Heparin should be stopped if thrombocytopenia
develops, or if the platelet count drops by 50% or
more8,9,10.
The recent NICE guidelines recommend the use of
LMWH and UFH (UFH only in patients with renal
failure) after elective hip and knee surgery, and in
patients with hip fractures3. Colwell et al 1994,
conducted a prospective randomized, unblinded, clinical
trial comparing the safety and efficacy of LMWH (in this
case enoxaparin), with that of UFH, after elective total
hip replacement. Treatment was initiated within 24
hours of the operation and continued for seven days.
The rate of DVT was significantly lower in the group
receiving enoxaparin every twelve hours than in the
group receiving UFH9. The superiority of LMWH over
UFH has been replicated in several other studies,
notably by an earlier large meta-analysis by
Nurmohamed et al 1992, who studied all randomized
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Proximal femoral fractures (or neck of femur fractures)
are very common in the elderly population and carry
significant morbidity and mortality. The 2010 NICE
guidance estimated the risk of VTE in patients with
fractures of the proximal femur not receiving
thromboprophylaxis was, for symptomatic and
asymptomatic DVT 37%, symptomatic PE 6%, and major
bleeding events 2%3.
Rajaganeshan et al 2006, conducted a national survey of
thromboprophylaxis for patients with neck of femur
fractures. In all, 55% of orthopaedic consultants
followed thromboprophylaxis protocols routinely, and
of these 50% used both mechanical and chemical
thromboprophylaxis, 42% used chemoprophylaxis only,
and 8% used mechanical prophylaxis only. Among
consultants using chemoprophylaxis, 46% used LMWH,
30% used aspirin, 6% used UFH, and 3% used warfarin.
However 11% of all consultants surveyed did not use
any thromboprophylaxis at all13.
Mcnamara et al 2009, prospectively studied 5300
consecutive hip fracture patients in a single institution.
From 1989 to 1992 UFH was used, and from 1992
LMWH (enoxaparin) was used for fourteen days. No
method of mechanical thromboprophylaxis was used,
but all patients were mobilized as soon as possible after
surgery. The study found an incidence of symptomatic
VTE of 2.2%, with other similar studies reporting rates
between 1.3% and 6%. Statistically significant risk factors
for VTE despite chemical thromboprophylaxis included
better pre-operative mobility, living in one’s own home,
high mental test score, high pre-operative haemoglobin,
and fixation with dynamic hip screw. In particular the
incidence of symptomatic VTE in intertrochanteric and
subtrochanteric fractures was twice that of
intracapsular hip fractures14.
The 2010 NICE guidance recommends VTE prophylaxis
with mechanical and pharmacological methods to
patients undergoing hip fracture surgery. Mechanical
thromboprophylaxis should be started on admission,
whether this should be GCS, IPCD, or FID will depend
on individual patient factors. Providing there are no
contraindications, chemical thromboprophylaxis should
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Factor Xa (FXa) inhibitors are a new class of chemical
thromboprophylaxis, recently introduced into elective
orthopaedic surgery. Those FXa inhibitors licenced for
use in the UK are Rivaroxaban, Fondaparinux, and
Dabigatran etexilate.
During the clotting cascade, activation of factor X to
FXa initiates the conversion of prothrombin to
thrombin, which leads to conversion of fibrinogen to
fibrin, and eventually clot formation. During surgery the
release of tissue factor from tissue damage and bone
marrow causes direct and indirect formation of FXa,
the only function of which is to promote and amplify
the coagulation process. Rivaroxaban is a direct FXa
inhibitor, whereas fondaparinux and dabigatran are
indirect, that is they inhibit FXa by potentiation of the
inhibitory action of antithrombin. This mode of action is
the same as those of unfractionated heparin (UFH), and
Low Molecular Weight Heparin (LMWH)8,11.
At our institution, Rivaroxaban (Xarelto, Bayer
Healthcare) is the main method of chemical prophylaxis
used after elective hip and knee arthroplasty. It is a once
daily oral anticoagulant, administered at a dose of 10mg,
6-10 hours after major orthopaedic surgery. Extended
thromboprophylaxis guidelines for Rivaroxaban
recommend 5 weeks for hip surgery and 2 weeks for
knee surgery. After oral intake the bioavailability is
more than 80%, and has a half-life of 5-9 hours, with
elimination via the hepatic and renal routes11.
The four RECORD (Regulation of Coagulation in major
Orthopaedic surgery reducing the Risk of DVT and PE)
phase III clinical studies compared Rivaroxaban with
Enoxaparin after elective hip and knee surgery. In three
of the trials, Rivaroxaban showed statistically significant
superiority to Exoxaparin with respect to the primary
outcome of symptomatic and asymptomatic DVT, and
non-fatal PE. In two of the trials symptomatic venous
thrombo-embolism (VTE) (a secondary endpoint) were
reduced by 80% and 66% respectively11.
Melillo et al 2010, conducted an extensive review of
rivaroxaban for thromboprophylaxis after major
orthopaedic surgery. Rivaroxaban use was significantly
more effective for thromboprophylaxis in patients
undergoing THR and TKR compared to enoxaparin for
the cumulative incidence of DVT, non-fatal PE, and all
cause mortality. Bleeding rates occurred at statistically
similar rates12.
Although major bleeding was rare in the RECORD
trials, unresolved issues with Rivaroxaban include the

SCIENTIFIC

2. Factor Xa Inhibitors

lack of an antidote, safety in patients with impaired renal
function, and delayed administration in patients with
prolonged nausea and vomiting after surgery.
Nonetheless, Rivaroxaban and the other FXa inhibitors
display many of the characteristics of the ideal
anticoagulant, namely their effectiveness in reducing
VTE; predictable pharmacokinetics and pharmacodynamics; no coagulation monitoring or dose adjustment;
low rate of bleeding events, and oral, once daily dosing
(Rivaroxaban)11.
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controlled trials comparing LMWH and UFH between
1984 and 1991. Furthermore LMWHs are as effective as
vitamin K antagonists (warfarin) but have a lower
haemorrhagic risk10.
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continue for 28-35 days and include one of the
following:
• LMWH (or UFH in patients with renal failure),
started at admission, stopping 12 hours before
surgery, and re-starting 6-12 hours after surgery
• Fondaparinux sodium, starting 6 hours after surgical
closure3

D. NICE Guidelines3
The February 2010 NICE guidelines on reducing the risk
of venous thromboembolism gives specific guidance
relating to elective hip and knee replacement, hip
fracture surgery, and plaster casts. Routine
thromboprophylaxis for patients undergoing upper limb
surgery is not recommended. Whilst the guidance for
hip fractures and plaster casts are discussed elsewhere
in this article, the recommendations for elective hip and
knee surgery are as follows:
Mechanical thromboprophylaxis should be started on
admission choosing from GCS (thigh or knee length),
IPCD (thigh or knee length), and FID. This should be
continued until the patient no longer has significantly
reduced mobility. Chemical thromboprophylaxis should
include one of the following:
• Rivaroxaban, starting 6-10 hours after surgery,
continuing for 5 weeks for hip surgery, and 2 weeks
for knee surgery
• LMWH, starting 6-12 hours after surgery (UFH for
patients with renal failure)
• Fondaparinux sodium, starting 6 hours after surgical
closure providing haemostasis has been established
• Dabigatran etexilate, starting 1-4 hours after surgery

E. Foot and Ankle Surgery and Plaster Casts
In the 2010 NICE guidelines routine thromboprophylaxis for upper limb surgery is not routinely
recommended, and although recommendations for
spinal surgery exist, there is overlap with neurosurgery
and any discussion on thromboprophylaxis in this
context is beyond the scope of this article. Although
foot and ankle surgery is not specifically referred to in
the guidelines, it does come with a VTE burden and falls
under the “other orthopaedic surgery” section of the
guidelines. In this section one should offer mechanical
(GCS/IPCD/FID) and chemical (LMWH/UFH) thromboprophylaxis based on an assessment of inclusion criteria.
Those criteria specific to foot and ankle surgery would
include surgical and anaesthetic time exceeding 90
minutes; expected significant reduction in mobility; and
one or more of the following risk factors:
• Active cancer or cancer treatment

•
2

Age over 60 years

•
•
•
•
•

Critical care admission
Dehydration
Known thrombophilias
Obesity (BMI over 30 kg/m2)

One or more significant medical co-morbidities
(such as heart disease, metabolic, endocrine or
respiratory
Plaster casts are used in a wide variety of patients in
trauma & orthopaedics. There are those who do not
require surgery, those who are being protected in cast
after trauma, and after elective foot and ankle surgery.
The period of immobilization is also varied ranging from
six weeks to three months. The asymptomatic and
symptomatic DVT risk in this group of patients has been
reported as between 4-40%. The 2010 NICE guidelines
regarding plaster casts are identical to those for “other
orthopaedic surgery”3. Batra et al 2006, conducted a
survey of thromboprophylaxis practice for lower limb
injuries in plaster casts across 70 randomly selected
hospital across the UK. 62% of departments did not use
thromboprophylaxis in this group, only 11% of
departments risk-stratified this group, and 99% were
unaware of any guidelines concerning this topic15.
In contrast Chipperfield and Redfearn 2007, conducted
a random survey on the use of thromboprophylaxis
amongst 71 foot and ankle consultants. 94% of foot and
ankle surgeons prescribed LMWH to their postoperative patients in plaster, and 65% continued this for
out-patients. The duration of treatment ranged from
ten days to the entire duration of cast immobilization.
This practice far exceeds the NICE guidelines16.

Conclusion
The choice of thromboprophylactic methods used in
trauma and orthopaedic surgery depends upon surgeon
preferences, individual patient characteristics and
choices, and national guidelines that are based upon an
extensive review of various studies and RCTs. For
surgeons in training, it is important to have an
understanding of what thromboprophylactic methods
are available, their mechanism of action, when to use
them, and problems associated with their use. Further
guidelines will be available from the British Orthopaedic
Association in the near future.
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Aetiology of Pain in Cancer Patients
The cornerstone of effective pain management is to
determine the aetiology of the pain8. It is important to
understand the fundamental underlying pathophysiological mechanisms of pain in order to direct effective
analgesic therapy. Pain could be somatic (52%), visceral
(22%), neuropathic (10%) or mixed (16%)9. In patients
with cancer, pain may occur as a result of the tumour
itself, or of its treatment from surgery, radio- or
chemotherapy. There may be complex tumour pain
mechanisms10 - both inflammatory and tumourigenic
and simply using a single modality of treatment may not
be sufficient. Tumour-related nociceptive pain
syndromes may also be present, due to neoplastic
invasion of tissues including bone, causing a complication
such as obstruction, infiltration and compression of
visceral structures or nerves11. Pain associated with
cancer may be a persistent problem eg chronic postsurgical pain syndrome (CPSP)12,13, thus clinicians need
to be aware of such syndromes to diagnose and

Pre-operative

Pre-existing pain >1 month, repeat surgery, psychological vulnerability
including passive coping mechanisms, tendency to “catastrophise”,
workers’ compensation

Intra-operative

Surgical technique, nerve trauma

Post-operative

Severe uncontrolled pain, adjuvant radiotherapy to surgical area,
chemotherapy, psychological tendencies as above

Table 1 - Risk factors for developing post-operative chronic pain (adapted
from Perkins and Kehlet)
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In cancer survivors, chronic pain frequently occurs as a
consequence of cancer treatment. With survival being
the primary endpoint, any other possible side-effects or
risks of treatment are frequently brushed aside as
inconsequential14. A survey of chronic pain patients in
the UK revealed that the second most common
aetiology of chronic pain was surgery (22.5%)15. The
National Mastectomy and Breast Reconstruction Audit
2010 found that one in two patients who had undergone
mastectomy reported persistent pain at 3 months
following surgery16. There are numerous other
reported post-surgical pain syndromes, including postthoracotomy, post-radical neck dissection and stump
and phantom pain11,17.
Mechanisms of CPSP are complex and ill-understood.
Many of the syndromes result from changes to the
nervous system after injury (eg surgery, chemo- and
radiotherapy) and are neuropathic in nature. This may
partly be due to sensitisation or modulation of pain
pathways. However, again this is not clear-cut - CPSP is
not completely prevented by merely avoiding sectioning
major nerve trunks, also direct damage to nerve trunks
will also not always cause chronic pain13. Siddall and
Cousins18 describe persistent pain as a disease entity.
Thus not only must the primary pathology be addressed,
but also any contributing factors such as neuroplasticity
(central sensitization or ‘wind up’), cognitive and
emotional factors, environmental and genetics. They
describe these as ‘secondary’ and ‘tertiary’ pathologies.
Table 1 shows that a number of risk factors have been
proposed to influence the prevalence of persistent pain
following surgery, including poorly controlled acute pain,
adjuvant chemo- and radiotherapy, and choice of surgical
procedure and technique. Many patients who experience
persistent pain after surgery assume that a mistake was
made, or something had gone wrong. Both patients and
doctors would benefit from removing blame from the
situation13 - patients are known in particular to have a
poorer response to pain treatment and expectation of
future pain treatment if they believed that there is fault
to be apportioned19.
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As a consequence of improvements in cancer
treatments, patients with cancer are living longer and
‘cancer survivorship’ issues such as quality of life and
good pain control are aspects of care that need to be
prioritised1. Whilst the management of acute postoperative pain has improved by systematic assessment
and treatment, with input from the Acute Pain Team,
chronic persistent cancer-related pain can still be poorly
managed.
Pain is one of the most common symptoms in cancer2.
Patients may have cancer pain, pain related to cancer
treatment, or non-cancer pain3. A recent meta-analysis
showed that irrespective of staging, 53% of patients with
cancer have pain, and one-third of these patients have
moderate to severe pain (pain score ≥5/10)4. Another
meta-analysis showed that 43% of patients with cancer
pain have inadequate pain treatment5. This is despite
many guidelines available from agencies such as the
WHO1 and the Expert Working Group of the
European Association for Palliative Care6. The current
international consensus is that “…the unreasonable
failure to treat pain is poor medicine, unethical practice, and
is an abrogation of a fundamental human right”7.

Chronic Pain

SCIENTIFIC

Ping-Yi Kuo, Pain Research Fellow and
John Williams, Consultant in
Anaesthesia and Pain Management,
Royal Marsden Hospital, London

subsequently treat appropriately. Finally, the possibility
of tumour recurrence and other emergency
complications (such as spinal cord compression) must
not be missed3.
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Under-treatment of Pain

Assessment of Pain

A cross-sectional study in an oncology outpatient
population across all cancer groups found that even in
patients with moderate to severe pain, with pain
duration of over 6 months, less than a quarter had a
prescription for strong opioids and approximately one
in five had no analgesics prescribed at all20. Undertreatment of pain may result in patients having increased
morbidity21,22, increased prevalence of depression and
anxiety7,23, poor sleep24,25, poor concentration and
poor personal interactions26. It also has massive socioeconomic costs including loss in productivity27,28, work
days7 and litigations29.
Barriers to good pain management have been identified
by many research studies9,20,31,32,33,34. These barriers
may be classified into three categories: systemic,
professional and patient factors35 (table 2). Many causes
are seen to overlap in the categories. However, a metaanalysis by Deandrea et al. suggests that there is a
temporal trend towards slightly improved cancer pain
management (by evaluation using the Pain Management
Index), which they attribute to better medical
education, and targeting by national and international
agencies such as the WHO and the Joint Commission
on Accreditation of Healthcare Organisations.

The assessment of any pain in patients requires
attention to not only physical, but also psychological
aspects, including how the pain and disease may impact
on their quality of life11. A detailed history and careful
examination must be the initial step of any assessment
to establish the aetiology of the pain, the impact of pain
on the patient’s quality of life and the relative impact of
the analgesic drugs and techniques. The emotional and
cognitive components of pain may be more significant in
cancer pain compared with non-cancer pain48. Thus in
addition to the standard features of location, temporal
features, severity, quality and factors which may
exacerbate or relieve the pain11, it may also be
necessary to explore the psychological, functional, social
and spiritual impacts of pain and cancer49. This requires
the expertise of specialties such as psychological
medicine, psychiatry, allied health staff, and others to
provide a multi-disciplinary team approach. Palliative
care medicine encompasses all of these facets of cancer
management, and as such is an invaluable source of
information and assistance.

Assess pain severity
Take a detailed history of the pain
Assess the psychological state of the patient and the psychological aspect of the pain

Systemic Factors
•
•
•
•
•

Perform a physical examination

Low priority given to cancer pain treatment35
Poor inter-disciplinary communications36
Delayed commencement of palliative treatment37
Legal regulatory obstacles to using opioids7
European or Asian country of study, low gross national income per capita5

•
•
•
•
•
•
•
•

SCIENTIFIC

•
•
•
•
•
•
•
•
•
•
•

Discrepancy between physician’s and patient’s estimate in severity of pain5
Poor communication to patients, poor history taking, poor assessment38,39
‘Disease-based’ rather than ‘symptom-based’ prescribing5 - ie rated ‘less ill’ or at earlier
stages of disease, with no metastases
Insufficient knowledge of pharmacology of drugs and lack of experience of pain
management, ‘opiophobia’, ‘opioignorance’* 3,7,9,30,33,40
Multiple concurrent other treatments3,30,41
Delayed commencement of palliative treatment37
Believing that pain is natural, essential for diagnosis, severe pain after surgery or in
association with cancer is unavoidable21
Believing that undertreating pain has negligible economic consequences21

Age (> 65)31,32
Gender - women5,20
Poor adherence to analgesics20
Lower education and cognition5,31, 32,41
Minority cultural groups5,31,32
Pain not related to cancer32
Multiple concurrent other treatments41
Unaware of right to pain relief and options31
‘Opiophobia’, ‘opioignorance’*7, 40
Fear of ‘not being a good patient’7, distracting the clinician from treatment of the
cancer40,42, cancer recurrence42,43
Believing that pain is natural, essential for diagnosis21

* Opiophobia - concerns regarding addiction, tolerance3,31,33,
hyperalgesia36,38,44, dose escalation, dependence, side effects45, monitoring36,
used at ‘the end’36, fear of delaying accurate diagnosis of changes in
condition, ‘some pain is inevitable’, fear of regulatory scrutiny of opioid
prescribing, believing opioids have a negative impact on survival40.
Opioignorance - lack of training or exposure to pain management39,46,47,
concerns regarding age
Table 2 - Factors associated with under-treatment of pain

4

Order appropriate investigations
Consider different methods of pain management
Monitor treatment outcomes

Table 3 - Assessment of pain (adapted from WHO1)

Professional Factors

Patient Factors

STUDENTS

Believe in the patient’s report of the pain - ‘The pain is what the patient says it is’
Initiate discussions about pain

Treatment of Pain
The mainstay of the management of pain is to target the
source of the pain. Radiotherapy, chemotherapy and
surgery are often used to control this. Analgesic drugs
and techniques are also used concurrently with these
anti-cancer treatments.
Pharmaceutical interventions should comply with the
WHO analgesic strategy1 as follows:
a. ‘By mouth’ - using the oral route unless contraindicated.
b. ‘By the clock’ - regular administration, giving the next
dose before the previous one wears off.
Breakthrough analgesia is given in addition, not as a
substitute.
c. ‘By the ladder’ - following the WHO 3-step analgesic
ladder, sequential increase from non-opioid, through
mild opioid to strong opioid.
d. ‘For the individual’ - there are no standard doses.
The correct dose for the patient is the one that
relieves pain. Careful titration is necessary to
prevent complications. Adjuvant analgesics such as

ASiT - the pursuit of excellence in training

References
Modification of pathological process

Radiotherapy
Hormone therapy
Chemotherapy
Surgery

Drugs

Analgesics (3-step WHO ladder):
Step 1 NSAIDS, paracetamol.
Step 2 weak opioids – eg codeine, tramadol.
Step 3 strong opioids – eg morphine, fentanyl,
oxycodone)

1
2

Adjuvants
Anxiolytics - eg lorazepam
Antidepressants - eg amitriptylline, paroxetine
Anticonvulsants - eg gabapentin, pregabalin
Steroids
Lidocaine patch
Modification of daily activities

Physiotherapy
Occupational therapy
Physical pacing schedules

Psychological

Cognitive behavioural therapies
Pain management programme eg coping strategies

Interruption of pain pathways

Local anaesthetics (eg lidocaine, bupivacaine)
Neurolytic agents (eg alcohol)
Neurosurgery (eg cordotomy)

Complementary

Acupuncture, massage therapy, art and music
therapy

Table 4 - Treatment of cancer related pain (Adapted from WHO 19961)
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Patients with cancer will often have inadequately treated
pain. This will likely stem from a multitude of reasons,
including systemic, professional and patient issues.
Treatment of pain is primarily directed at aetiology.
Effective treatment will become paramount as numbers
of new cancer cases diagnosed and number of cancer
survivors increase. Undertreated pain has personal
implications as well as huge socio-economic ramifications.
Effective pain treatment will include a multidisciplinary
approach, aiming to restore normal function, but may not
eliminate pain completely. Recent WHO guidelines
estimate that up to 90% of cancer pain can be effectively
managed56. Current figures are far below this but with
better education of both professionals and patients, there
is hope that this will improve in the future.
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Pain management is incomplete without consideration
of contributing factors, such as psychological and social
involvement. Early instigation of behavioural strategies
such as cognitive behavioural therapies may have a
positive effect on both acute and chronic pain for cancer
patients17. Promoting physical well being and function
could help to decrease the incidence of chronic pain in
cancer survivors17. Involving patients in the pain
management plan, with shared decision making and
chronic disease self-management, have been shown to
improve their outcomes52,53. As with patients with
chronic non-cancer pain, the emphasis of treatment may
need to shift towards managing and coping, rather than
expect complete obliteration of the pain17,31. Organised
centres for the multidisciplinary care of chronic pain
have shown some encouraging results in chronic pain54
and chronic cancer-treatment-related pain55.
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anti-depressants, anti-convulsants, local anaesthetics,
bisphosphonates, steroids may also be added.
e. ‘Attention to detail’ - timing of doses, relating to
sleep or known pain triggers (eg physiotherapy),
clear instructions for patients, attention to and
prevention of potential side effects (eg laxatives, antiemetics), monitoring of response and regular
follow-up. Treatment with opioids should never be
stopped abruptly but weaned according to the
clinical situation50.
The route of administration of drugs may change as
disease progresses eg from oral to subcutaneous
continuous infusions. Invasive methods such as nerve
blocks, epidurals or intrathecal drug delivery may be
employed if appropriate. Specialist advice from the pain
team or palliative care medicine may be invaluable.
Advanced interventional treatment options may provide
symptom relief with little morbidity if patients are
properly selected51, eg patients for whom all other
conventional treatments have failed or have resulted in
unacceptable side effects. Types of interventional
procedures include the following51:
a. Implantable neuropharmacological delivery systems epidural, intrathecal, intraventricular spaces, with
percutaneous or external pump. Can deliver opioid
and local anaesthetic mixtures.
b. Neuroablative procedures - to temporarily or
permanently interrupt or alter pain transmission
pathways eg intrathecal phenol, radioablative
procedures.
c. Neurostimulatory procedures - using electrical
stimulation of the central and peripheral nervous
systems eg spinal cord stimulators.
d. Tumour-directed procedures - include debulking,
enteric bypass, laminectomy, amputation and others.
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Figure 1 - Principle of LVR as described by D’Hoore et al7

ASiT COUNCIL
POLITICAL PORTFOLIO

Figure 2 - Operating room setup for LVR (numbers indicate port-site
diameter, VDU = monitor position)

To reduce the incidence of functional side-effects from
abdominal rectopexy, the technique of laparoscopic
ventral rectopexy (LVR) using a limited anterior
dissection and mesh fixation in the recto-vaginal space
has been described7. In female patients, LVR achieves
not only a reduction of the intussusception and ventral
support of the rectum, but also results in support of the
perineum and the posterior vaginal vault (figure 1).
The diagnosis of rectal intussusception and prolapse is
based on clinical assessment but should be confirmed
by video defaecating proctography. Where appropriate,
patients should be assessed for possible pre-existing
sphincter dysfunction by ano-rectal physiology studies.
Patients are routinely pre-assessed for surgery under
general anaesthesia and receive two pre-operative
phosphate enemas. The operating room set-up and
port-placements is shown in figure 2. The patient is
positioned in a steep head-down tilt to achieve
gravitational reduction of small bowel and sigmoid colon
out of the pelvis. The abdominal cavity is inflated to a
maximum pressure of 13-15mmHg where appropriate
and inspected with a 30º laparoscopic camera. The
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Full-thickness rectal prolapse is anatomically an
intussuception of the rectum through the anal canal,
potentially causing sphincter damage and faecal
incontinence1,2. With higher incidence in females
compared to males, rectal prolapse often is associated
with a history of pelvic floor descent, rectocele or
enterocele, and obstructed defaecation syndrome
(ODS).
The treatment of rectal prolapse is aimed to correct
rectal intussusception and, where possible, restore
continence and prevent further weakening of the
sphincter complex. A wide range of surgical techniques
and procedures have been described, but usually
balance the risk of recurrence with the occurrence of
negative effects on bowel function. Traditionally,
operations for rectal prolapse can be classified into
procedures using either the perineal or abdominal
approach. It is well recognised that the less traumatic
perineal procedures, namely Delorme’s operation3
(rectal mucosectomy with plication of the muscularis
layer) and Altemeier’s operation4 (full thickness
resection of the rectal wall with end-to-end
anastomosis), have a comparatively high rate of
recurrence5 (up to 30 per cent) and result in a
reduction of rectal capacity, compliance and sensitivity6
alongside the potential risk of further sphincter damage
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during surgery. Lower rates of recurrent prolapse seen
for abdominal rectopexy procedures make this
approach favourable for patients who are fit enough to
undergo abdomino-pelvic surgery, but constipation is
reported in up to 64 per cent following surgery7.
Functional problems of rectopexy surgery are thought
to be particularly associated with autonomic nerve
injury and rectal denervation during posterior
mobilisation of the rectum8,9; to avoid subsequent
constipation, a sigmoid resection together with suture
rectopexy to the sacral promontory is employed and
has been seen as the gold standard of prolapse
treatment in fit patients10. Abdominal rectopexy
procedures are now frequently carried out by a
laparoscopic approach, which has been shown to be at
least as safe as open surgery11,12.
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Surgical Technique:
Laparoscopic Ventral Mesh
Rectopexy
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Figure 3 - Pelvic exposure and initial dissection of the right mesorectal
peritoneum

sigmoid colon is mobilised out of the pelvis with full
reduction of the rectal prolapse (figure 3). The uterus
may be anteverted towards the abdominal wall using a
vaginal retractor or sutured to the abdominal wall.
Retracting the upper rectum to the left, the peritoneum
on the right side of the upper mesorectum is incised
from the sacral promontory to the deepest part of the
pouch of Douglas using the Harmonic ACE® (Ethicon
EndoSurgery Inc, Cincinnati, Ohio, USA), taking care
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dissection or posterior rectal mobilisation is carried out.
A non-absorbable mesh is prepared (the authors prefer
a 20x3cm Prolene mesh, figure 5) and sutured to the
anterior and lateral aspects of the upper anal canal and
rectum below and above the peritoneal reflection
(figure 6), using several interrupted non-absorbable
sutures (Ethibond®, Ethicon, Johnson & Johnson,
Norderstedt, Germany). Following this, the posterior
vaginal fornix in female patients is elevated and secured

Figure 5 - Mesh placement along anterior rectal wall

with at least three non-absorbable sutures to the
anterior aspect of the mesh, allowing closure of the
recto-vaginal septum and correction of anterior
compartment prolapse. The cranial end of the mesh is
then secured to the sacral promontory with four firings
with the Endo UniversalTM Stapler (Covidien plc, Dublin,
Ireland), avoiding to injure the pre-sacral veins and
nerves (figure 7). Finally, the peritoneum is closed using
a continuous suture over the mesh to achieve 100%
mesh cover, elevating the pouch of Douglas above the

Figure 4 - Extent of peritoneal dissection during LVR

not to damage the pelvic nerves posteriorly. The
rectum is then temporarily retracted to the right in
order to allow incision of the left para-rectal
peritoneum and an inverted J-shaped peritoneal incision
(figure 4). Continuing caudally and anterior to the
rectum, the recto-vaginal septum in females, or the
Denonvillier’s fascia in males is then opened and
carefully dissected to the upper anal canal. No lateral
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Figure 6 - Suture fixation of the mesh to the anterior rectal wall
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Figure 7 - Stapler fixation of the mesh to sacral promontory

colpopexy (figure 8). Post-operatively, the patient’s
recovery is planned according to enhanced recovery
principles13.
In their initial description of the technique of LVR,
D’Hoore et al reported no immediate morbidity or
mortality in 42 patients (four males), with a mean postoperative stay of 5.8 days (range 2-10)7. Two patients
experienced recurrence of their rectal prolapse at 54
and 91 months, respectively, both following failed
perineal procedures. Three further patients required
perineal procedures for mucosal prolapse, haemorrhoidal prolapse and symptomatic rectocele during the
follow-up period. Twenty-eight of 31 (90.3%) patients
with pre-operative incontinence reported improved
continence scores post-operatively, and 16/19 (84.2%)
patients with symptoms of ODS reported improvement. None of the patients reported sexual dysfunction.
In a series of 80 patients, Slawik et al14 reported one
case of post-operative leak, no recurrences, improved
continence (39/43 [90.6%]) and improvement in ODS
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Figure 8 - Peritoneal closure during LVR
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(20/25 [80.0%]). In a series of 17 patients with ODS, van
den Esschert et al15 reported symptomatic improvement in 15 cases [88.2%]. Thus, LVR combines the
efficacy of an abdominal procedure for rectal prolapse
with the safety and low operative morbidity associated
with the perineal approach. LVR should be recommended as first-line approach in the treatment of rectal
prolapse and ODR, avoiding the morbidity of posterior
rectal mobilisation16.
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Repair of hernias, in the developed world, is now
predominantly performed with the use of mesh. The
first mesh repair of a hernia was performed by Usher in
19581 and a number of years later Lichtenstein
popularized the inguinal hernia mesh repair technique.
There are numerous products available on the market
today but we shall focus on the principles of mesh
design and the materials used.
Mesh works by generating a foreign body reaction
leading to fibrosis and scar formation. Mesh is produced
as a multi- or monofilament. The broad categories of
mesh that are available can be simply divided up into
synthetic (comprising either degradable/non-degradable
or single/composite materials) or biological.
Synthetic mesh is produced by many companies, but
there are 3 basic materials that are used: polypropylene,
polyester and expanded polytetraflouroethylene
(ePTFE)2. These materials are non-degradable and
account for the bulk of products in current use. There
are only a few fully degradable meshes available made
from polyglycolic or polygalactin.
Understanding the properties of mesh is important in
order to utilize a particular product in the correct
situation. The tensile strength of a mesh is the amount
of force that needs to be exerted before bursting
pressure is reached with subsequent malfunction of the
product. The heavier a mesh becomes, the higher the
tensile strength. The typical maximum intra-abdominal
pressure generated (while coughing or jumping) is
170mmHg1. The majority of meshes are overengineered with burst pressures that are many times
greater than this.
Mesh pore size determines the amount of tissue
reaction that a particular mesh will generate and
therefore the degree of flexibility that there will be. The
pores have to be greater than 75µm in order to allow
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Introduction
This section will focus on the latest information in mesh
technology, the pros and cons of laparoscopic inguinal
hernia repair and the benefits of laparoscopic ventral
hernia repair.
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infiltration by tissue and subsequent fibrosis. The larger
the pore size the greater the amount of tissue ingrowth
and reduction in granuloma bridging (granulomas
becoming confluent between mesh strands) resulting in
improved flexibility3. However there will be a reduction
in tensile strength.
The weight of a mesh is dependant on the pore size and
the weight of the polymer used. A heavyweight mesh
has a thick polymer with small pores which confers high
tensile strength but with the offset of increased tissue
reaction and dense scarring. The reverse is true for the
lighter weight meshes.
There are an increasing number of composite meshes
available on the market. They combine the benefit of
two materials, with each side of the mesh having
different properties. They are typically used in incisional
hernia repair where one side provokes a tissue reaction
and therefore scar formation while the visceral surface
has a non-adhesive coating. The commonest combinations are of polypropylene with ePTFE or polyester with
collagen4.
The biological meshes comprise an acellular collagen
matrix of porcine, bovine or human derivation. These
become completely incorporated into the body by
providing a structure for tissue growth. They are
potentially useful in the situation where there is
infection or potential infection. While they are more
expensive in comparison to synthetic materials, and
long-term strength is variable depending on the product
used, in animals certain biological meshes have been
clinically proven to strengthen over time.
The use of mesh is not without its complications. There
is an infection risk varying from 0.1-3%5,6 which can
necessitate removal. Mesh can undergo shrinkage to
varying degrees depending on the material used. Mesh
can produce chronic pain, which may not present for a
number of years. Seroma formation and recurrence are
other recognizable complications. When mesh is used in
intra-abdominal procedures there is a risk of adhesion
formation. The mesh needs to withstand adhesions for
approximately 7 days until a neoperitoneum is formed
over the mesh4.
There are a plethora of products available and new
products are continually being produced. There is no
one ideal mesh, and one mesh does not fit all. Which
mesh is used comes down to surgeon experience and
preference, and the characteristics of any given hernia.

Laparoscopic Inguinal Hernia Repair
Laparoscopic surgical techniques have been used in the
management of inguinal hernia repair since the 1990s.
The two most frequently performed procedures include
the totally extraperitoneal (TEP) and the trans-abdominal
pre-peritoneal (TAPP) repair. This section describes the
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surgical approaches for each of these techniques and
will discuss their clinical outcomes and potential
complications. Specific considerations addressed include
the laparoscopic management of inguinal hernia
recurrence, mesh fixation and the expected learning
curves. The role of emerging alternatives to traditional
laparoscopic techniques is also briefly discussed.

Background
Approximately 70,000 surgical procedures are
performed each year in the United Kingdom to treat
inguinal hernia, which occurs in 0.14% of the population7.
A review of 41 controlled trials that randomised 7161
patients to laparoscopic or open inguinal hernia repair
concluded that laparoscopic techniques are associated
with less post-operative pain and a faster return to
normal activities of daily living at the expense of
increased operation time. Recurrence risk was similar
to open mesh repairs and there is an increased risk of
serious but rare complications such as visceral and
vascular injuries associated with laparoscopic repairs8.
A recent RCT performed supports these findings and
concluded that both TEP and TAPP repair gave similar
results9. Laparoscopic hernia surgery has previously only
been recommended for the treatment of bilateral and
recurrent inguinal hernia. It is now increasingly used for
the management of primary inguinal hernia repair. The
latest NICE guidelines now recommend that the
laparoscopic approach (TEP or TAPP) is one of the
treatment options in primary inguinal hernia repairs10.

Surgical Technique
The principle of both the TEP and TAPP repair involves
placement of a supportive mesh in the pre-peritoneal
space. In a TAPP repair, the peritoneal cavity is accessed
via an open or closed method and an incision is made in
the peritoneum superior to the hernia defect. Inferior
and superior peritoneal flaps are developed to allow
access, identification of anatomical landmarks and repair
of the hernia with a mesh placed in the pre-peritoneal
space. The peritoneum is then closed overlying the
repair using sutures or tacks.
In a TEP repair the extra-peritoneal space is entered
during the primary port insertion and enlarged using a
blunt technique or a balloon dissector under direct
vision. The balloon dissection technique is associated
with a reduction on operation time11. Two additional
ports are usually inserted to facilitate identification and
reduction of the hernia prior to careful placement of a
mesh in the extra-peritoneal space overlying the defect.
Dissection of the extra-peritoneal tissues must be
extensive enough to allow sufficient space for a suitably
sized mesh (usually 13 x 15cm) to be inserted that
adequately covers the defect and potential sites of
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recurrence without folds. Appropriately sized meshes
with generous defect coverage will help avoid mesh
dislocation during de-sufflation12.
A TEP repair is conducted in the relatively confined
extra-peritoneal space and the anatomy of the inguinal
canal is viewed from an unfamiliar perspective during
the early stages of the learning curve. These factors
partly contribute to more challenging nature of the TEP
repair. During the TEP dissection an inadvertent breach
of the peritoneum can result in insufflated CO2 leaking
into the peritoneal cavity. The pneumoperitoneum may
remain trivial but can progressively enlarge acting to
occlude the extraperitoneal operating space available.
Methods to avoid the occurrence of peritoneal breach
include careful manipulation and use of gentle traction
when distracting the tissues to separate the hernial sac
from the cord structures. Once identified a small breach
of the peritoneum can be repaired with intra-corporeal
sutures or clips. An established pneumoperitoneum can
be reduced by careful placement of a trans-abdominal
wall veress needle to expel the unwanted CO2.

Clinical Outcomes
A randomised controlled trial comparing outcomes of
24 TEP and 28 TAPP hernia repairs performed by an
experienced surgeon concluded there was a nonsignificant increase in mean operation time 52.3 (s.d
13.9) for TEP vs 46.0 (s.d 9.2) for TAPP. There was one
haematoma and one recurrence at three months followup in the TAPP group. Return to activity was similar with
either technique13. A number of non-randomised
observational comparative studies14,15 and case series16
have suggested an increased risk of rare complications
such as visceral injuries associated with transgressing the
peritoneal cavity during a TAPP hernia repair16 and that
an increased conversion rate is associated with TEP
repair14. TEP may be preferred to TAPP due to the
reduction in visceral complications17. Mesh infection and
serious vascular injuries were rarely reported with
either technique. A retrospective review of clinic
attendance for chronic groin pain in patients having a
total of 1916 TAPP and 198 TEP repairs demonstrated
that TEP repair was associated with a more frequent
attendance in clinic for chronic groin pain following
inguinal hernia repair (3.03%) compared with TAPP
repair (1.15%)18. However as significantly fewer TEP
repairs were performed, experience may play a part in
the higher rate of chronic pain observed in this study.

Specific Considerations
Mesh fixation techniques include the use of spiral tacks
and tissue adhesives but with adequate dissection and
good mesh placement fixation may not be necessary.
Circumstances where mesh fixation is advocated
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The presence of an irreducible inguino-scrotal hernia is
a relative contraindication to laparoscopic repair, but
TAPP repair has been successfully reported in a
retrospective series16,20. Retrospective analysis of a
small series of irreducible inguinal TEP repairs in
experienced hands also demonstrates the feasibility of
this approach. 3/11 cases were converted and no
recurrences occurred during follow up of 9-69 months.
It appears that although technically challenging a
laparoscopic repair of such hernias is possible when
performed by an experienced surgeon21.
Relative contraindications to TEP hernia repair include
surgery within the extraperitoneal space or previous
lower abdominal open urinary or prostatic surgery
where significant scarring of the extraperitoneal space is
likely to be encountered. Although re-do TEP has been
safely performed22 and is technically feasible it is
generally avoided by most surgeons in these circumstances and associated with higher conversion rates
with recourse to open surgery or a TAPP repair23,24.
The incidence of previously undetected defects on the
contra-lateral side has been reported as 10-25%25 and
repair of incidental contra-lateral hernias is advocated if
identified at the time of a unilateral laparoscopic repair,
to reduce the requirement for subsequent reoperation26.
Approximately 15% of all hernia surgery is performed to
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rectify recurrence of inguinal hernia27. The potential
aetiology of hernia recurrence is thought to relate to
surgeon inexperience, inadequate dissection, insufficient
mesh size or overlap of the hernia defects, poor fixation,
missed hernias, mesh folding, or lifting secondary to
haematoma formation28. A recent meta-analysis of four
randomised trials concludes that laparoscopic surgery
for recurrent inguinal hernia is associated with
significantly less post operative pain, reduction in
infection and quicker return to normal activities. There
was no reduction in further recurrence or chronic pain
and the duration of the operation was longer compared
to open surgery29.
An increase in operative time, post-operative pain,
hospital stay, and time to return of normal activities was
found when TEP repair is indicated for recurrence
compared to primary laparoscopic hernia repair30.
Recurrent bilateral inguinal hernia are considered more
cost effective laparoscopically than open repair but
increased operative costs associated with primary
laparoscopic hernia repair compared to open surgery
has led to efforts to identify a cost benefit for each of
the available laparoscopic techniques. For unilateral
primary inguinal hernia, TEP repair has been considered
more cost effective compared to TAPP however these
findings may relate to more experienced surgeons
performing the TEP procedures in the trials examined7.
Achieving competence at TEP hernia repair probably
occurs following 30-40 procedures33. It has been
suggested that for inexperienced surgeons (<20 cases
performed) that operation time will be approximately
75 minutes for TAPP and approximately 95 minutes for
TEP. Experienced surgeons can expect to perform
TAPP in 40 minutes and TEP in 55 minutes. The
technical feasibility and safety of single-port TAPP
bilateral repair31, and TEP32 has recently been
demonstrated in small case series. Further studies are
awaited to assess the long-term impact of these novel
approaches to laparoscopic hernia repair, their learning
curves and cost effectiveness.
The current evidence is unable to recommend a
preferential method for laparoscopic inguinal hernia
repair. The choice of technique will ultimately depend
on the individual surgeons experience. TEP and TAPP
repair are associated with a significant learning curve
that requires appropriate expert supervision to ensure
patient safety and achieve low recurrence rates.

Management of Ventral Hernias
The management of incisional hernias, or the less common
primary ventral hernia has changed over the last few
decades. The following paragraphs will provide an overview
of the history, techniques, and evidence pertaining to
laparoscopic ventral hernia repair.
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include the presence of large medial direct defects12 to
avoid the mesh herniation, and help reduce early
recurrence. The risk of chronic groin pain is perceived
by many surgeons to be attributed to neural damage
associated with some fixation devices leading to some
surgeons avoiding fixation. A consecutive series of 274
patients having 311 TEP hernia repairs without fixation
had no recurrence at one year follow up. Transient
seroma formation in 6.1% of patients was reported
as the only postoperative complication19. This complication can be almost entirely avoided by inverting and
fixing the transversalis fascia of direct herniae.
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Incisional hernias develop as a result of failure of the fascial
layers to heal correctly. Due to the large number of
laparotomies performed every year, the majority of
incisional hernias that occur are in the midline.
Approximately 10-15% of laparotomy wounds will develop
an incisional hernia34 at some point. Initially management of
incisional hernias involved a suture repair, but this had a
high recurrence rate of up to 63% at 10 years35. With the
advent of prosthetic mesh this recurrence rate reduced
dramatically. It is generally accepted that incisional hernias
with a defect greater than 3cm will require a mesh closure
technique34.
The risk factors for the development of an incisional hernia
are obesity, diabetes, emergency surgery, post-operative
wound infection, smoking and surgical technique34,36.
Incisional hernias will increase in size over time and may
cause abdominal pain, bowel obstruction and considerable
inconvenience for patients. Patients can either opt for
conservative management with surgical supports or
undergo surgery.
Surgical management of incisional hernias can be by either
an open or a laparoscopic technique. Open repair can be
with either a component separation procedure, where the
abdominal wall layers are freed allowing approximation of
the rectus abdominus muscles, or with mesh. Mesh can be
positioned as a sublay, inlay or onlay. The inlay method has
a high recurrence rate and is generally not used. The sublay
method places the mesh beneath the rectus muscles but
anterior to the posterior rectus sheath with the anterior
rectus sheath closed over the top. The onlay technique is
probably less technically demanding where the mesh is
secured to the closed fascia in the subcutaneous space.
There is no clear evidence as to which technique is better
with similar complication and recurrence rates reported37.
The high associated morbidity and persistent recurrence
rate with open repair prompted development of the
laparoscopic ventral hernia repair. The first laparoscopic
ventral hernia repair operation was reported by Le Blanc
in 199338. The laparoscopic technique involves creation of
a pneumoperitoneum with a Veress needle and insertion of
ports (usually two 5mm and one 10mm) as far laterally as
possible. The contents of the sac are reduced by careful
adhesiolysis avoiding injury to bowel. There is debate as to
whether additional suture closure of the defect with a
suture passer is benefical in reducing seroma formation39.
The hernial defect is measured and an appropriate sized
mesh is used to allow a sufficient overlap. The mesh used
should be a composite mesh with a non-adhesive coating
on the visceral side to reduce bowel adhesions. The
suggested degree of mesh overlap varies from 3-5cm39,40.
There is no clear standard for mesh fixation, with
variations of tacks, sutures or combined methods. The
majority of techniques reported use sutures for initial
placement. The mesh is then secured with tacks applied in
a liberal fashion.

2

There are a multitude of case series and non-comparative
studies looking at laparoscopic ventral hernia repair, but
not many robust randomized controlled trials comparing
the laparoscopic to open technique. A recent meta-analysis
comparing open to laparoscopic hernia repairs in 200935
found only eight studies that met their inclusion criteria.
There was no difference between the groups in hernia
recurrence rate (laparoscopic 3.4% and open 3.6%),
although the follow-up was only 6 to 41 months. Six out of
the eight studies reported a reduction in length of stay with
the laparoscopic technique, with a mean stay no longer
than 5.7 days for laparoscopic compared to 10 for open.
There was no significant difference in seroma formation,
haemorrhagic complications or bowel injury between the
groups. The risk of a wound infection not requiring mesh
removal was significantly lower in the laparoscopic groups
(1.5%) compared to the open groups (10.1%). If infection
required removal of the mesh there was no significant
difference. However, as the authors of this meta-analysis
point out, there is considerable hetero-geneity between
trials. Care must therefore be taken when drawing any
truly meaningful conclusions.
One analysis study has identified a significantly reduced
recurrence rate, number of wound complications, total
complications and reduced length of stay after laparoscopic repair compared to open41. This study was a pooled
data analysis and therefore incorporates considerable
variability between individual reports into the results.
It is difficult, therefore, to draw any firm conclusions from
current evidence as to which is the better technique.
Laparoscopic incisional hernia repair may offer potential
advantages such as improved recurrence rates (able to
identify button-hole defects), less post-operative pain and
a shorter recovery time. There are disadvantages such as
missed bowel injury, adhesion formation and seroma
formation, though these are not isolated to the
laparoscopic procedure.
In conclusion, laparoscopic incisional hernia repair
currently offers an alternative for the treatment of ventral
hernias. The technique should only be under-taken by
experienced laparoscopic surgeons and is probably not
suitable for large complex defects. In order to identify
whether there is a difference between laparoscopy or open
procedures a suitably powered and constructed RCT is
required. Due to the complexities of the condition this
may be difficult to achieve.
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Contact Radiotherapy - Who?

Malignant polyp at the start of contact treatment (big tumour)

Pre-treatment staging is important but one must realise
the limitations of currently available radiological
methods. In addition to MRI, endorectal ultrasound
should be carried out to evaluate the local extent of the
tumour. Contact radiation uses 50 KV X-ray machine
(Papillon RT50) and due to the low energy used the
radiation dose falls to 50% at 5mm and to 10% at 20mm.
Therefore, deeply infiltrating tumours are not suitable
for Papillon treatment.

Selection Criteria for Radical Contact
Radiotherapy
1. Histologically proven rectal adenocarcinoma less
than 3cm
2. Well to moderately well differentiated tumours
3. Mobile exophytic tumour
4. Rectum tumour situated below 12cm
5. No evidence of suspicious lymph nodes
6. No evidence of confirmed distant spread
7. Patient must agree for long term follow up
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Rectal cancer is a common malignancy with 14,334 new
cases diagnosed in the UK each year1. The number of
cases presenting with early rectal cancer has increased
from 8% to 30% and is likely to increase further with
the introduction of colorectal screening2. In a recent
publication, thirty percent of cases with early low rectal
cancers were offered APER3. However, it is important
to realise that mortality and morbidity from radical
surgery increases with advancing age. Thirty day
mortality increases from 5% to >25% in patients above
the age of 90 years4 with associated medical comorbidity increasing the risks further. Therefore, as the
ageing population is likely to increase in the next decade,
an alternative treatment with contact radiotherapy,
which is safe and effective, should be considered.
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Background
Local treatment for early low rectal cancer, although
controversial, is gaining popularity as it avoids major
surgery and permanent stoma formation. ACPGBI
guidelines (2007) recommend local excision for patients
with pT1 low risk rectal cancer less than 3cm. However,
as not all patients are fit for surgery an alternative
option such as contact (Papillon) radiotherapy should
be considered.
Contact radiotherapy is delivered in 4-5 fractions every
2 weeks. The total tumour dose given is between 110150Gy. Contact radiotherapy applies radiation directly
on to the tumour and irradiation to surrounding normal
tissues is limited. This reduces the total radiation
toxicity. In addition to this the delivery of radiation at
two weekly intervals allows time for normal tissues to
recover whilst the tumour is destroyed layer by layer.
Low energy radiation (50Kv) only penetrates a few
millimetres and does not affect the deeper normal
tissues. Therefore, a very high dose of radiation can be
delivered to the tumour without affecting the normal
tissues situated a few millimeters below. The response
to treatment can be assessed after 2 fractions when
most radiosensitive tumours can no longer be seen or
palpated. If the response is satisfactory, the treatment is
continued for a further 2 fractions using a reduced
volume and lower radiation dose.
Case selection is very important: rectal tumours should
be accurately staged prior to treatment. Patients with
suspicious lymph nodes should be excluded as contact
radiotherapy does not treat the mesorectal lymph
nodes. If there is uncertainty about the status of lymph
nodes external beam radiotherapy or chemoradiotherapy should be offered in addition to contact
radiotherapy. In properly selected cases a cure rate of
over 90% can be achieved. Local recurrence usually
occurs within the first 2-3 years. This can be salvaged by
radical surgery in selected cases so close follow up is
necessary during this high risk period. The risk of distant
relapse for early rectal tumour is very low (<5%).
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Multi-modality Treatment for More
Advanced Tumours

After one contact radiotherapy (tumour shrinks)

Exclusion Criteria
1. Anal adenocarcinoma
2. Poorly differentiated tumour
3. Lympho-vascular invasion
4. Infiltrating ulcerative tumours
5. Deep fixity to underlying structures
After careful selection and staging, if the rectal tumour
is suitable for contact radiotherapy the patient is
admitted overnight for bowel preparation. Patients who
prefer to have the treatment as outpatients are given
instructions for bowel preparation with ‘Micralax’
enemas at home. A low residue diet for 2-3 days prior
to treatment helps.
On the day of treatment, further enemas are given to
clear the bowel. The patient is treated in prone jack
knife position. Rigid sigmoidoscopy is carried out to
check the tumour size and position. The treatment
applicator is inserted using local anaesthetic gel to treat
the tumour with a 5mm margin. GTN cream is applied
to help relax the sphincter muscles. Radiation dose of
30Gy is given initially. The procedure is repeated after
2 weeks when a further radiation dose of 30Gy is given.
Before the 3rd application if the tumour is still palpable,
it is highly unlikely that the tumour will respond solely
to contact radiation. External beam radiation or
preferably chemoradiation is given using either oral
capecitabine 850mg/m2 (or) 5FU infusion 1G/m2
concurrently with radiotherapy 45Gy in 25 fractions
over five weeks. The dose of chemotherapy and
radiotherapy is modified as necessary depending on the
patient’s age and general condition. The tumour usually
regresses well to superficial ulceration or small residual
nodule. This area is resected using TEM or local
transanal excision to establish pathologically complete
remission in patients who are fit for short anaesthesia.
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Radiological staging for small rectal tumours is unreliable
especially if they are low and differentiation between T1
and early T2 or even T3 (T3a) tumours is not always
possible. Patients not fit for radical surgery or those
who refuse surgery (if it involves permanent stoma)
could be offered external beam chemoradiotherapy
initially and response assessed after 4-6 weeks. Some
tumours respond well and can be downstaged to ypT0
or ypT1. In such cases, a contact radiotherapy boost of
60-80Gy can be offered to improve local control. Any
small residual tumour or scarred area should be excised
either by TEM or full thickness local excision to
establish complete pathological response. The patient
should be fully aware that this is not a standard
treatment and that there is a higher risk of recurrence
for which they would need radical salvage surgery5.
Close follow up is essential. Clinical examination, repeat
endoscopy, biopsy of suspicious areas and radiology
(MRI, EUS) is carried out three monthly in the first two
years and six monthly up to five years. Late recurrences
can occur and annual follow-up beyond 5 year is
recommended6.

Complete response at the end of treatment (no tumour visible)

Results
Radiotherapy alone sterilises 5% of patients with
radiation dose of 40Gy (2Gy per fraction) or its
radiobiological equivalent. Increasing the radiation dose
will improve local control but normal tissue toxicity is
also increased, depending on the volume irradiated7.
Single agent chemotherapy either 5FU or oral
capecitabine given concurrently will improve local
control to 10-15%8. The addition of second drugs,
either oxaliplatin or irinotecan, will improve pCR rates
to 20-25%, but this increases toxicity and surgical
complications9,10. Increasing the radiation dose with
contact radiotherapy boost improves local control and
the chance of sphincter preservation as the high dose is
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Local treatment of early rectal cancer is a controversial
and complex issue that needs to be addressed and
discussed. The clinician in charge has the responsibility
of explaining all the treatment options that are available
to the patient without personal bias. The advantages and
disadvantages of each treatment option available should
be clearly explained so that patients and their relatives
can consider these options carefully and decide on
which treatment they wish to pursue. All discussions
need to be carefully documented as the patients may
accept the higher risk of local recurrence with radiation
in order to avoid a stoma. Complex and difficult cases
should be referred to specialist centres with experience
and expertise so that all available treatment options can
be considered.
We need to have a robust management plan that
respects a patients wishes without compromising their
chance of cure. It is therefore important to balance the
benefits of radical surgery, including lower local
recurrence (1-2%), against increased mortality (5-10%)
and morbidity (30-40%). This needs to be compared
with the slightly higher local recurrence (5-10%) and
much lower mortality (<1%) and morbidity (5-10%)
from conservative local treatments such as TEM and
contact radiotherapy12. It is difficult to organize a
randomized trial due to relatively small number (5-10%)
of patients treated for early rectal cancer at each
institute.
The Papillon treatment facility using Phillips 50 KV
machine is now obsolete, as the aging machines have
not been replaced since the mid 70s. There is an urgent
need for replacement machines as currently there are
only few centres in the world able to treat patients using
the Papillon technique. This is the main reason why
contact radiotherapy is not widely practiced. Since
2005, Professor Gerard from Nice, and the team from
Clatterbridge, together with engineers and physicist,
have been actively involved in designing a new Papillon
50 machine. The European Union (Ariane) company,
which is based in the UK, has finally produced two
prototype machines, one to be based at Clatterbridge
and the other to be shared between Lyon and Nice. Full
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Table 1

confined to the area of residual tumour11. The results
from international single institutional experiences are
shown in table 1.

production has started this year and several centres
around the world including some in the UK have
acquired machines to treat patients with early rectal
cancer. An international contact radiotherapy interest
group called ICONE has been set up and an
observational trial (CONTEM) is planned. The results
of this trial will take some time to mature. Until such
time, the controversy for local treatment in the UK is
likely to continue.
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Long Description of Question

Rectal Bleeding?

Have you any bleeding from the
back passage

Yes/No
Bright Red/Fresh

Colour of blood

What colour is the blood? Is it
bright, like when you cut your finger
or darker or is it a mixture

Dark/Old
Both
N/A
Location of blood

Is the blood on the toilet paper, in
the toilet pan or mixed in the motion

On the tissue paper only
Sometimes in the toilet pan
Sometimes mixed in the stool
N/A

Amount of blood

How much blood would you
estimate was present - is it a small
amount (smear or teaspoonful) or a
large amount (splattering the toilet
pan or an egg cup full) or is it
difficult to say?

Small (smears or teaspoonful)

Large (splattering the pan or
egg cups full)
N/A
Passing blood

Frequency of
bleeding

Do you ever pass just blood or
blood with wind

How often does this happen?

ASiT COUNCIL

Possible Response
<45 or >=45
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Introduction
Cancer of the large bowel remains a major health
problem and ranks third in incidence (36,109 in 2004)
and second in mortality (16,092 deaths in 2006)1. In
2000, the UK Department of Health (DoH) published
the NHS cancer plan2, which presented the government's strategy for investment and reform across the
NHS. This gave cancer services high priority and set
mandatory targets for urgent referral and management
of patients with suspected colorectal cancer (CRC).
These targets required all patients referred by their
general practitioners (GP) to be reviewed by a hospital
specialist within two weeks and that the time from
referral to the first treatment must not exceed 62 days.
To enable compliance with the national targets and
streamline the patient pathway, many Trusts have
introduced protocol-driven direct assessment for CRC.
Most systems are however reliant on the symptom
dataset indicated in the referral proforma or letter from
primary care which are neither universally complete nor
reliable. The ‘Choose and Book’ initiative was introduced to give the choice to the patient about the date
and time of appointment and increase the involvement
of patients in their healthcare. It is debatable however
whether the patient and GP are best placed to decide
on the most appropriate first appointment type and one
model is to allow referral into a clinical assessment
service where that judgement is made by secondary
care.
The Wansbeck General Hospital colorectal team has a
tradition of pooled diagnostic services with a high
proportion of straight to test access to flexible
sigmoidoscopy and colonoscopy for new patients.
Traditionally colorectal referrals were triaged by
consultants who allocated the most appropriate clinic
type, date and location for the symptom complex
described. The limitations of this system were lack of
patient choice and possible inappropriate clinic type if
symptom data were incomplete.
To overcome these limitations, a contact centre based

No
Yes
N/A
Every day
Every few days
1/week
Every few weeks
1/month
Every few months
1-2 times per year
N/A

Table 1 - Example of questions prompted by the ICARUS software

Materials and Methods
A retrospective review of all colorectal referrals from
30th Aug 2007 to 31st Oct 2009 was carried out by
interrogating the ICARUS database. The urgency of
appointment, waiting time to and type of first
appointment were analysed for all TT patients.
A further detailed analysis was performed in a
consecutive sample of 50 patients from each triage
group in April 2009. The SIRIS surgical events database,
ICE Histology database, WEBPACS X-Ray database and
Endosoft database were used to analyse the details of
the patient appointments and diagnoses.
Statistical analysis of the data was done using SAS
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triage system was offered as a Clinical Assessment
Service within Choose & Book. Clerical staff were
trained to hold a telephone interview with the patients
about their symptoms and input the information into
computer software, the Intelligent Clinical and Resource
Usage System (ICARUS© Xentec) with algorithms
designed to recommend the most appropriate
appointment type (table 1).
The aim of this study was to compare the waiting times
and number of appointments to diagnosis by the two
referral triage systems. The traditional consultant triage
(CT) of paper referrals (including tick-box proforma and
free-text letter) versus this novel, computer algorithm
based, telephone triage (TT) delivered by clerical callcentre staff.
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Clerically Delivered Triage of
Colorectal Referrals; Does It
Work?
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enterprise, SPSS and Microsoft Office Excel software.
The type of and time to first appointment and number
of clinical contacts before diagnosis were compared
using One-Sample Test.

Consultant Triage

6%

No Specific diagnosis
Polyp
Diverticular disease

4%

Analysis of Telephone Triage (TT) Data
Of the telephone triage group (n=719), 105 (15%) were
excluded due to no recorded urgency for the triaged
referrals, 203 (28%) were triaged as ‘urgent’, 26 (4%) as
‘soon’ and 385 (53%) as ‘routine’ (figure 1 and table 2).

NormalC o n s u l t a n t T r i a g e
Haemorrhoids

30%

2%

Results
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2% 2% 2%
2%
2%
2%
2%

Rectal prolapse
8%

Functional bowel disease
Proctitis

6%
20%

Fistula in ano

10%

2% 2% 2%

Telephone Triage

Constipation
Anal fissure

6%
2%
30%

2%

Skin Disease
Skin Tags

6%

Inguinal hernia
Peritonial mets fron liver

8%

Pelvic mass (gynae)
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Adhesional Obstruction
12%

Carcinoma rectum
28%

Faecal incontinence

Figure 2 - The final diagnosis compared in the Consultant Triage (CT)
and Telephone Triage (TT) groups

Discussion
COBH - Change of Bowel Habit clinic (includes Flexible Sigmoidoscopy)
OAFS - Open Access Flexible Sigmoidoscopy
OPD - Out Patient Department
Figure 1 - Time to clinic (in days) versus urgency R = Routine, S = Soon,
U = Urgent

COBH

Total
271

OAFS
OPD

215
128

Average appointment in days
Urgent ( U)
Soon (S)
Routine (R)
12
18
21
10
nil

17
Nil

19
19

Table 2 - Time to clinic (in days) on urgency and type of clinic

Comparative Analysis of 100 Patients from Both Groups
The outcome of TT vs CT were; mean time to first
appointment 17.4 vs 25.3 (p<0.001) days; mean time to
diagnosis 19.5 vs 34.6 days (p<0.001), and mean number
of clinical contacts before diagnosis 1.18vs 1.42
(p<0.001) respectively (table 3). The final diagnosis and
outcome were comparable in both the triage groups
(figure 2).
Consultant
Triage
25.3

Telephone
Triage
17.4

Time to diagnosis /
discharge (days)

34.6

19.5

<0.001

Clinical contacts to
diagnosis (number)

1.42

1.18

<0.001

Mean
Time to clinic (days)

Our results show that the mean time to first
appointment and diagnosis was shorter in the telephone
triage group. In addition, fewer clinical contacts were
required to achieve a diagnosis. This study does not
attempt to analyse the reasons for this improvement,
but the telephone triage does give more complete
symptoms data than is generally available in a standard
referral proforma or letter. The final diagnoses of
patients in the subgroup of study were comparable in
both groups.
Clerical telephone triage does appear to be a viable
alternative to traditional practice, offering both
efficiencies in the time to diagnosis and number of
attendances required and the element of patient choice
within Choose & Book.
Anecdotally, there have been no issues with the process
from the patient perspective, but a study is needed on
comparative patient satisfaction between the two
systems.

P Value
<0.001
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Table 3 - Comparative times between consultant triage and telephone triage
group
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Introduction
Facial plastic surgery, including septorhinoplasty, is
undertaken for both functional and aesthetic reasons.
Deformities may be congenital or post-traumatic, either
accidental or iatrogenic. In many cases some form of
augmentation is required, with or without structural
support. What material to use for such augmentation is
a controversial topic.
One of the most important factors influencing the
choice of graft is the intended location. The most
common sites requiring reconstruction or augmentation
are the nose, chin, malar region, orbit, maxilla and
mandible, but other areas may need addressing, for
example after craniofacial surgery or in congenital
craniofacial abnormalities1. Other considerations
include the amount of graft required and the quality of
soft tissue cover.
Grafts may be classified into autologous (patient’s own
tissue), homografts (human tissue), xenografts (animal
tissue) or alloplastic (synthetic material). Autologous

Homografts
Homologous, rather than autologous, costal cartilage
has been used in facial plastic surgery for many years, in
the form of irradiated cadaveric costal cartilage. When
used for facial contour restoration in the 1970s it was
found to be very effective with a low complication rate
and minimal absorption7. Similar results were found
when it was used for orbital and periorbital
reconstruction8. It was first used in nasal dorsal
augmentation in 1961, and has been used with good
success ever since9. It bypasses the comorbidity of a
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Facial plastic surgery may be primarily for aesthetic
reasons but can also have functional benefit for patients.
The underlying deformities or structural problems may
be congenital or secondary to disease, trauma or
previous surgery. Grafts are often required, both for
support and for augmentation purposes, and whilst
autologous tissue is undoubtedly the best, there are
many cases when this is not available. In these
circumstances, an alternative graft or implant material is
needed, and the ideal substance has not yet been found.
We discuss the different options available to the
surgeon, under the broad headings of homografts,
xenografts, allografts and injectable materials. The
different materials, their uses, successes and potential
complications are discussed. Specific surgical techniques
are beyond the scope of this article, but we hope the
reader will gain a broad overview of this complex and
ever-evolving area of surgical expertise.
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tissue is undoubtedly the most reliable and best graft to
use, for example bone grafts for facial recontouring, or
septal cartilage in septorhinoplasty surgery. However,
even these are not without their problems. Trauma or
previous surgery can reduce the amount of septal
cartilage available to use for grafting, and even if available
it may be too thin or too short depending on the
reconstruction needed. Conchal cartilage can be used as
an alternative, but it has a natural curve and may not
provide sufficient length. Costal cartilage is a good
alternative for nasal dorsal augmentation but is difficult
to sculpt, undergoes a variable amount of resorption
and has a tendency to warp2. Harvesting any autologous
graft, for example iliac crest bone or costal cartilage,
immediately increases morbidity with additional
scarring, postoperative pain and the potential for
complications, such as pneumothorax if harvesting rib
cartilage. The operative time will be increased, as will
the surgical complexity.
For these and other reasons, alternative sources of graft
material have long been sought. Gold implants, currently
used to give weight to eyelids to enable eye closure in
patients with facial palsies, were first used in the nose by
Roussett in 18283. Joseph reported the use of ivory
as a nasal implant in 19004. The use of silicone as an
implant, still widely used today, was first documented
in1953 by Brown5. Other materials used for nasal
reconstruction over the years are no longer in favour,
including paraffin, celluloid, glass, cobalt and cork6.
Complications of any graft or implant include infection,
resorption, migration and extrusion, as well as the
standard operative complications of bleeding, haematoma formation and ongoing cosmetic or functional
problems. The ideal implant would therefore be inert,
non-inflammatory, non-carcinogenic, non-allergenic,
non-resorbable, resistant to mechanical strain (ie elastic
not plastic), able to integrate into host tissue, readily
available, easy to shape, easily removable and fully
sterilizable4. This material has yet to be found, and there
are therefore many different options available for the
surgeon to choose from when autologous tissue is not
available.
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chest wall incision and potential pneumothorax, and is
available in essentially unlimited quantities. It can provide
structural support as well as cosmetic augmentation,
and is easily sculpted. There have been reports of much
higher resorption rates than autologous costal cartilage
when used for auricular reconstruction, but the same
authors found that this was not the case when used for
nasal reconstruction10. A large retrospective review of
1025 irradiated costal cartilage grafts used in the nose
showed excellent functional, structural and aesthetic
results; cases included complex revision rhinoplasty and
nasal reconstruction as well as septal perforation
repair11. Early concerns of an increase in cartilage
warping also seem to be unfounded12. Although all
donors are screened for infections including HIV and
hepatitis B, and the cartilage is treated and irradiated,
the theoretical risk of transmitted infection remains for
any human tissue graft.
The same risk applies to Tutoplast™ - processed
cadaveric fascia lata (Tutogen Medical GmbH,
Neunkirchen am Brand, Germany). The Tutoplast™
process denatures the fascia to eradicate the infection
risk and there have been no reported cases of disease
transmission. Tutoplast-processed fascia lata (TPFL) is
useful as a camouflage graft under thin skin, and can also
be used in nasal dorsal augmentation. As it is a thin
material, multiple layers can be sutured together for
augmentation purposes. Whilst no displacement,
extrusion or infection was noted in a series of 69
patients with a mean follow-up of 17 months, there was
a 4.3% major resorption rate, only seen when TPFL was
the sole graft material used13. It is perhaps therefore
more useful as a camouflage graft only.
AlloDerm™ (LifeCell Corporation, Branchburg, New
Jersey, USA) is an acellular cadaveric dermal tissue
matrix, freeze-dried to remove epidermal and dermal
cells. There are therefore no Major Histocompatibility
Complex (MHC) antigens so no immunological response
will occur. After implantation, soft tissue ingrowth leads
to eventual remodelling and replacement with native
tissue, so displacement, extrusion and infection are
rare14. AlloDerm™ has been used extensively for skin
replacement in burns15, as well as a gingival graft, for lip
augmentation and to fill various facial soft tissue
defects16,17. It has numerous roles in septorhinoplasty. In
patients with thin skin it has shown excellent results as
a camouflage graft, in particular eliminating adhesion of
skin to the nasal bones14. AlloDerm™ can be used to
correct palpable or visible dorsal irregularities or for
augmentation, both of the dorsum and collapsed lateral
nasal walls18. Its use has also been reported in septal
perforation repair as a connective tissue interposition
graft19. It comes in sheet form and can be easily cut,
folded or layered to create the appropriate size graft,
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although cannot provide more than 3mm of dorsal
augmentation. Rolling it (to increase bulk) seems to
increase the extrusion rate compared to layering, and is
therefore not recommended20. There is also a wellrecognized partial resorption rate of 10-30% after 1 year
in approximately 50% of patients, and so initial overcorrection has been suggested. Alternatively, patients
should be warned that there may be a need for further
augmentation should resorption occur21. AlloDerm™
may be contraindicated in patients with sensitivities to
certain antibiotics, as gentamicin, cefoxitin, lincamycin,
polymixin B and vancomycin are all added during its
processing18.

Xenografts
The xenograft Permacol™ (Tissue Science Laboratories
plc (Covidien), Aldershot, UK) is derived from porcine
dermal collagen. During manufacture, precisely
controlled cross-linking makes it resistant to collagenase
enzymes. It is acellular so no immunological reaction is
stimulated. It is naturally porous, allowing host cell
infiltration and revascularization with eventual
integration. In fact, at revision rhinoplasty, a ‘blanket’ of
tissue was identified at the site of a previously placed
Permacol™ graft. Histological examination showed this
fibrous tissue differed from Permacol™ by its irregular
collagen arrangement, nuclei and elastin, confirming
partial replacement of the original graft22. Permacol™ is
supplied in sheets of various sizes and thickness, and is
easy to cut to shape. Studies with up to 5 years’ followup have shown no evidence of infection, displacement,
resorption or extrusion when it is used as a camouflage
graft or in layers for dorsal augmentation, with
satisfactory aesthetic results (figures 1a-d)23,24.

Figure a - Frontal view preop
Permacol

Figure b - Frontal view postop
Permacol

Figure c - Lateral view preop
Permacol

Figure d - Lateral view postop
Permacol
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Allografts
As alloplastic implant materials go, silicone is probably
one of the most widely known and used. The
polymerization of silica (SiO2) and subsequent crosslinking forms either silicone gel or elastomer. The gel
has been used in rhinoplasty, but it is mainly reserved
for breast implants as there is a significant inflammatory
response6. Silicone elastomer, patented as Silastic™, is
more commonly used as an implant in the face and nose.
Available in preformed implant shapes, it has a smooth
surface and therefore no tissue ingrowth occurs.
Subsequent micromovement of the implant can cause
chronic inflammation with formation of a fibrous
capsule; delayed displacement, infection and extrusion
has been seen when used in the nose26. Interestingly,
these problems seem to occur less often in nonCaucasian patients with thicker skin, and it is probably
for this reason that Silastic™ use in nasal augmentation
is most common in Asia, where surgeons report good
results27. The use of Silastic™ implants for chin
augmentation (figure 2) does not seem to be associated
with the same marked extrusion rate reported in
Caucasian rhinoplasty patients, and produces long term
satisfactory aesthetic results28. Silastic™ is also used in
the nose in the form of septal buttons, which are
positioned across a septal perforation for symptomatic
control of crusting and bleeding (figure 3)29.

SCIENTIFIC

Figure 2 - Silastic chin implants

Polytetrafluoroethylene (PTFE), or Proplast™
(Promotus, Nyon, Switzerland) is a porous synthetic
graft material that is biocompatible, soft and easy to
shape. A Turkish group reported excellent results in
182 revision rhinoplasties over 32 years, with only 2
cases of infection requiring implant removal30. However,
FDA approval was withdrawn in 19902.
Expanded PTFE (ePTFE), more commonly known as
GoreTex™ (Gore Medical, WL Gore & Associates
(UK) Ltd, Livingston, Scotland), is widely used and
accepted as an implant, as GoreTex™ SAM
(subcutaneous augmentation material). It has a long
history in vascular surgery, with evidence of minimal
inflammatory response and a low infection rate.
Patented by WL Gore in the 1960s, solid nodules are
interconnected by fine fibrils to form a microporous
structure6. This allows some soft tissue infiltration but
the implant remains easily removable if necessary. It
comes as variable preformed implants or pliable sheets
of varying thickness and is easily cut to size and shape
(figure 4)31. It gives no structural support but has
produced good aesthetic results in dorsal nasal
augmentation. Some authors have reported concerns
regarding infection rates and even fistula formation, but
many others have documented low infection and
extrusion rates even after many years32,33. It is also used
for malar implants, designed to elevate the cheek bones
giving rose to a more youthful appearance.
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Figure 3 - Silastic septal button
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Surgisis™ (Cook Biotech, West Lafayette, Indiana, USA)
is an acellular porcine intestinal mucosa graft that has
been used as a camouflage graft in rhinoplasty26. It has
also been successfully used as an interposition graft
between bipedicled mucoperichondrial advancement
flaps in septal perforation repair, acting as a scaffold for
the regeneration of adjacent tissue25.
Patients must be consulted if porcine grafts are being
considered, as some religious beliefs may preclude their
use.
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Figure 4 - GoreTex implants
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High-density polyethylene implants, marketed as
Medpor™ (Porex Surgical GmbH, Munich, Germany)
have been widely used in facial plastic surgery. It is a
porous material, flexible at room temperature and
malleable when heated. It comes in preformed shapes
depending on the area to be implanted but these are
easily customized with a scalpel. As it is porous there is
ingrowth of host tissue and vascularization, which make
infection and extrusion less of a problem. It has a long
history of use in primary orbital reconstruction, and is
also designed for chin and malar implants (figure 5)34.
It has been found to be an excellent alternative to
autologous implants in the correction of various facial
defects and deformities, and has been used as a twostage composite graft for auricular reconstruction4,35.
Good cosmetic results have been obtained with its use
in rhinoplasty, with low infection, extrusion and
exposure rates (figure 6)6,18.
Mersilene™ (Ethicon, Livingston, Scotland) is polyethylene terephthalate, a polyester fibre mesh, chemically
inert and with limited resorption. It can be folded, shaped
and sutured, giving a natural feel for augmentation but no
structural support. It has been reported as an excellent
material for chin augmentation, with very low infection
and displacement rates of 0.8% and 1.5% respectively, in
a series of 264 patients over 14 years36. Good results
have been documented for its use as a nasal tip implant
in 98 rhinoplasty patients37. Others have used it for
dorsal augmentation, with a reported 4% infection rate,
and noted that subsequent removal could be difficult
because of marked tissue ingrowth31.
Supramid™ (S Jackson Inc, Alexandria, Virginia, USA) is
a polyamide (nylon) mesh that comes in sheets, easily cut
and contoured. It is porous, so allows host tissue
ingrowth that reduces infection rates but makes removal
more difficult, as with Mersilene™ above. There have
been concerns regarding hydrolytic degradation with
subsequent loss of bulk, but a series of 98 rhinoplasty tip
implants showed satisfactory results over four years38.

Polydioxanone foil, sold as PDS™ (Ethicon, Livingston,
Scotland), is being increasingly used for septal support.
It has a role in extracorporeal septo(rhino)plasty, when
severely deviated autologous septal cartilage is
completely removed from the nose. The cartilage can
then be divided into smaller, straight pieces, sutured to
the polydioxanone foil for support and then reinserted
between the two mucoperichondrial flaps (figures 7ab). Although polydioxanone is completely resorbed by
25 weeks, it provides structural support for the
repositioned cartilage as it heals. Results are very
promising, both from a functional perspective and in the
correction of the ‘twisted” nose secondary to gross
septal deviation (figures 8a-d)39-41. There is evidence
that polydioxanone foil stimulates new cartilage growth
within the nasal septum, and it is gaining popularity in
the repair of septal perforation42. It also has a use in
orbital floor reconstruction43.
Some authors have used titanium implants as struts for
the nasal valve region2, but significant complications
have been reported with their use44. This is not a
common nasal or facial implant unless a bone-anchored
prosthesis needs to be attached45.
Hydroxyapatite is a mineral matrix component of bone
that comes in various synthetic forms and has been used
in facial augmentation and contouring. It is easy to use,

Figure 8a - Frontal view preop PDS
foil

Figure 8b - Frontal view postop PDS
foil

Figure 8c - Lateral view preop PDS
foil

Figure 8d - Lateral view postop PDS
foil
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Figure 5 - Medpor chin implants

Figure 6 - nasal dorsal implants
Medpor

Figure 7a - Divided septal cartilage
on PDS foil

Figure 7b - Refashioned septal
cartilage sutured to PDS foil
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Conclusion
Whilst autologous material remains the ideal choice for
grafts in facial plastic surgery, their use is often
precluded by previous trauma including surgery, or
because of unacceptable comorbidity. No ideal implant
has yet been found, and there are therefore multiple
options available to the surgeon. Implant size, site,
characteristics and surgeon experience all need to be
considered when choosing the right graft for the job.
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Finally, patients are continually searching for ‘nonsurgical’ treatments such as Botox™ (Allergan Inc,
Irvine, California, USA) and dermal fillers. These latter
injectable implants can be used to augment or change
facial contours48. They can also be used for ‘injection
rhinoplasty’49.
Hyaluronic acid, a glycosoaminoglycan found in
mammalian dermis, is marketed as Restylane™ (Q-Med
(UK), London, UK). From 6 months it is metabolized
into carbon dioxide and water and eliminated by the
liver, but some authors have found that it appears to
have a longer-lasting effect when used in the nose. It can
be injected subcutaneously into the appropriate nasal
area, albeit off-label, and then moulded by digital
pressure. Restylane™ is now also available with 0.3%
lidocaine (Restylane™-L). Radiesse™ (Bioform Medical
Inc, San Mateo, California, USA), an injectable form of
calcium hydroxylapatite, consists of a 30% concentration of calcium hydroxylapatite spherical particles
in sodium carboxymethylcellulose gel. After injection, it
displaces soft tissue with subsequent collagen
proliferation giving a more prolonged effect49.
Injection rhinoplasty can be effective in various nasal
areas, for example a deep radix or underprojected tip,
or in the correction of post-rhinoplasty complications.
The risks are the same as those for dermal fillers,
namely infection, ischaemic necrosis secondary to
arterial embolism, pressure necrosis due to overinjection, and osteophyte formation secondary to
periosteal injection50.
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resistant to infection and does not appear to undergo
resorption46. It may even allow osseointegration so no
further structural support would be needed.
Hydroxyapatite granules come in dry form and are
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a cement form is also available47.
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The Purpose of a Surgical Attachment
The surgical attachment has three main purposes:
1. Education. This is perhaps the most obvious and will
help you pass your examinations or complete
foundation training.
2. Experience of the specialty. As a trainer I consider
this a priority, I feel a responsibility to give my
students and trainees an enthusiasm for surgery. I
would like to see all my students and trainees leaving
attachments on my team at least considering surgery
as a career.
3. Added extras. This is where you can make yourself
employable. Creating lines on your CV that will fill an
application form, give you something to talk about

•
•
•
•
•
•

Personal details
Qualifications/education history/prizes
Employment history
Research/audit experience
Teaching experience
Managerial experience/positions of
responsibility
• Courses/conferences you have attended
(Continuing Professional Development)
• Memberships of organisations
• References (2 or 3 of the consultants you
have worked with, usually from different
departments - always specifically ask them
if they will ‘support you’ before listing them)
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Application forms have superseded CVs when initially
applying for a training post, but it is a mistake to think
that you don’t need one. A doctor’s CV should be a
living document. It is not a concise two pages of A4 that
you might see in the business world, but a coverall
documentation of everything you have done in your
career. It is a vital part of your portfolio that you need
to keep updated and in many ways is the index to your
portfolio. It is the template when you complete an
application form and will be required when you attend
for interviews. It is also required if applying for posts
abroad, fellowships, research, grants, courses and
examinations. So every time you do something
noteworthy, add it to your CV in case you forget how
brilliant you have been!
How you lay out a CV is a very personal thing. It reveals
a lot about you. Which font you choose, how you
present it and how you describe your achievements
probably say a lot about your character. More
importantly though, it can demonstrate how organised
you are and how well you can use a computer.
However, the most important thing about your CV
remains the content. The broad categories that should
be included are shown in the table, but you may wish to
expand on this if you have had a previous career outside
of medicine or interests that warrants a section of their
own.

SCIENTIFIC

Medical school and foundation year surgical attachments
hold many opportunities. This is true whether you wish
to be a surgeon or not. The question is, how motivated
are you? If you are reading this, the chances are that you
are a member of ASiT and have either been on one of
our courses or conferences, possibly both, and intend
to follow a career as a surgeon. If this is true, then you
have already started to show motivation initiative and a
commitment to surgery, which are all essential traits for
a surgical trainee. Ultimately, as you progress through
training you must always be on the look out for chances
to develop skills that will help your future career and
employability.
Training in any branch of medicine is long and can be
tedious at times. You will not be doing things you love
all of the time, but you will find that most aspects of
your training offer something to your future career,
however irrelevant it may seem at the time. It is
important to maintain your humility and enthusiasm for
your chosen specialty if you want to be successful. An
important part of this is to remember that your training
does not finish at the end of the working day. As a
prospective surgical trainee (and during your actual
surgical training) you must invest some of your own
time in building your CV for the future. Surgery is a very
competitive discipline at every stage of the career, and
to succeed you will need to stand out from the other
candidates. The dreaded European Working Time
Directive, for all its misgivings, does mean that trainees
have more time than ever to do ‘extra-curricular
activities’. If you do not seize opportunities, your
commitment will be questioned and you will not
progress.

POLITICAL PORTFOLIO

Curriculum Vitae

TRAINING & CAREERS

Will Hawkins

in an interview and develop a professional
personality which will mature as your career
continues.

Behaving Like a Doctor
To get the most out of your attachments it is vital to
engage with your trainers. Critical to this is that you
behave like a doctor. You would think that this is
obvious, but I often have to explain what this means.
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You should dress professionally, although I risk sounding
like my dad, the wards are not a fashion parade! You
should be punctual, introduce yourself to the team and
not appear hung-over (even if you are). Be nice to the
nurses (they can be more influential than you might
realise), be considerate to the patients and ask your
trainers sensible questions (this will demonstrate that
you have some knowledge and may even have done
some reading). Overall, be enthusiastic, organised,
approachable, flexible and make sure you are where you
should be all the time. There is nothing more
demoralising to a trainer than organising a teaching
session just for no one to turn up. If you behave
properly and make your enthusiasm clear, it will make
the doctors you are working with more inclined to
engage with you, teach you and offer you other
opportunities, such as research.

Going to Theatre
There seems to be some reluctance amongst students
and junior trainees to go to theatre. This is partly
because so many other activities are organised during
the attachments and there may be no time to get to
theatre, but it does offer many opportunities. It is where
the consultant is going to be, so you will get to know
them better. This will lead to ad hoc teaching and when
they have projects that they would like student
involvement in, they will consider you. Being in theatre
also makes your learning more relevant and you can
visualise first hand what your patients have been
through. Surgeons will ultimately be your examiners and
they can usually tell who has spent time in the operating
theatre. You may even get the chance to scrub up and
be involved directly with patient care (if you do, keep a
logbook and add this to your CV). There is a word of
warning though, if you do go to theatre, make sure you
know what is on the operating list. To get the most out
of the experience you should see the patients preoperatively and follow them up post-operatively.
Writing up this experience is also of great benefit and
there are now a number of medical student events
across the country with prizes given for the best
presentation of a case study - another line for your CV
that will stand you out from the crowd.

Other Ways to Use Your Time
Surgical attachments will have a number of timetabled
activities but the rest of the time is yours to use how
you wish. A significant part of this should be spent
speaking to and examining patients. Some should also
be committed to studying, perhaps in the library,
although this can also be done in the evenings. You will
also have the chance to get involved in other projects
which can be added to your CV. These opportunities
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will not necessarily be immediately apparent and you
may have to search for them, but they are usually there.
You may find the chance to teach more junior students.
The doctors you are working with may be doing audits
that you could get involved with. If they are, look for
audits that seem slightly unique. These could then be
written up as an abstract for a conference - accordance
of practice with NICE guidelines has become a classic
example of this. Many units are involved with research
and if you help, even on a basic level (most commonly
data collection), you could get your name on a published
paper, something which will remain on your CV forever.
For a budding surgeon, learning to suture and tie knots
is something that you can never learn too early. In some
medical schools it is actually a curricula requirement
that students will have at least attended a suturing
workshop. If your medical school does not organise this
for you, then be the student who organises the teaching
session. You will probably find that surgical trainees
around CT2 or ST3 level are the best people to
approach to provide the teaching. If you book a time in
the clinical skills lab, find a few trainees willing to teach
and attend the teaching session, not only can you
accurately put on your CV that you have attended the
training but you can also add that you were the lead
organiser. As you progress through your career and
achieve feats of greater magnitude than arranging a
short training session, you can remove these from your
CV. The students who identify a deficiency in their
training and do something to remedy it are the sort of
trainees that they want in surgery. If you do this as a
student, it will be considered likely that you will
continue to follow these traits, so do remember to keep
a record of what you do.

Experiencing Surgical Specialties
As a student you may have a very set idea of what sort
of surgeon you would like to do. I have no evidence to
back this up, but anecdotally it seems that most
surgeons do not follow precisely the career they had in
mind at the beginning of their training. Surgery is one of
the most competitive disciplines of medicine and it
attracts a lot of strong characters to it. Encounters with
various individuals may have a surprising effect on your
career and the decisions that you make. Equally, many
trainees find that their experience in their chosen
specialty is not something they could stomach for the
rest of their working lives. However, it does seem to
be ever more important to have a career plan early on.
Medical school may be the only chance in your training
to experience certain specialties. Increasingly the
undergraduate curricula allow students the choice of
what disciplines they want to experience and this is an
opportunity not to be missed. If there is a field of

ASiT - the pursuit of excellence in training

ASiT EXECUTIVE

Making the most 2_Layout 1 22/03/2011 07:07 Page 3

ASiT COUNCIL

surgery that you think might interest you but you would
not ordinarily pass through, then ensure that you use a
special study module to get this experience. Even if it
turns out not to be your first choice, the more you
know about different careers in surgery, the more
informed you will be if ‘Plan A’ fails to work out. Often
on a special study attachment you will be the only
student on a surgical firm, this too is a chance to engage
and perhaps take part in some research activity.

Organisation

Urgent

POLITICAL PORTFOLIO

As a medical student the priority has to be towards
your examinations and course work. If these are not
passed then everything else becomes inconsequential.
Therefore, if you are going to be involved in audits,
research or teaching whilst on a surgical attachment, it
is important to be organised.
On my very first day as a house officer at the City
General in Stoke-on-Trent my consultant, Mr Duffy,
drew a small diagram for me (figure 1). His advice was
to prioritise all the tasks of the day according to this
diagram. I believe this to be excellent advice and still use
these principles to decide my daily routine, albeit in my
head rather than on a piece of paper.
Not Urgent

TRAINING & CAREERS

Important
Not Important
Figure 1

If you attend your pre-arranged teaching (urgent and
important) and remember to do some personal study
(important but not urgent), whilst not forgetting to go
to the toilet when the need arises (urgent but not
exactly important), then you will find that there is time
in the day to get your ‘added value’ (which is, strictly
speaking, neither urgent nor important).

Conclusion
SCIENTIFIC

Your medical student career, as with much of your
future surgical training, offers a wealth of opportunity.
However, you cannot rely on other people and you
must take responsibility in order to maximise these
opportunities. If you behave professionally and make
your enthusiasm clear to your trainers then you will be
going some way towards getting the most out any
surgical attachment. When you identify ways to improve
your training then take them and always be on the look
out for the chance to add value to your curriculum
vitae.

STUDENTS

Good luck!
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A portfolio is a collection of evidence of a trainee’s
competence and achievements. In considering one’s
portfolio, it is of extreme importance that the word
‘evidence’ is taken into account. In the same way that a
coroner might say ‘if it is not written in the notes; it did not
happen’, if there is no evidence for a given competency
a trainer or prospective employer may assume that if
there is no evidence for that competency, the trainee is
not competent in that aspect.
In the current climate much of the trainee’s portfolio is
on line; The Foundation training e-portfolio being
superseded by the Intercollegiate Surgical Curriculum
Programme (ISCP) on entry into surgical training.
However, a paper portfolio is also still necessary, to
include hard evidence of items described on-line.
Furthermore, although some interview processes access
the on-line portfolios, not all do.
Beyond a collection of evidence, however, a portfolio
may be used as a comparator amongst ones peers. If
one of your peers (aka your competitor) has evidence
of having written three papers and made two national
presentations in the last year, then you would need to
have equivalent achievements to remain competitive.
Another important feature of the portfolio, of course,
is that it is part of the interview process. Whatever the
grade you are applying to enter, the portfolio will be
scrutinised either formally or informally. For both core
surgical training and for many higher surgical training
interviews there has been a stand-alone portfolio
station as part of the interview process. This may
include both paper and on-line portfolios. For those
already in surgical training the same scrutiny occurs
annually at the Annual Review of Competence
Progression (ARCP). The training handbook, or Gold
Guide, as it is known, does not require a trainee to
appear in person at the ARCP, in which case the on-line
portfolio may be the sole information relied upon to
determine whether or not a trainee progresses to the
next level of training.
The on-line portfolio is, by necessity, updated
continuously. It will contain validated evidence of posts
undertaken, learning agreements, workplace-based
assessments, a logbook and documentation of other
achievements. The trainee using this to the greatest
benefit will be accessing this almost daily in the working
week, to update workplace-based assessments and the
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Miss Fiona Myint, Consultant Vascular
& General Surgeon, CSTC Chair North
Thames, TPD General Surgery NE
Thames

cumulative logbook. It is worth reflecting on whether
this is really the case and where not, how this can be
improved. The portfolio is not simply a collection for
other people to look at; it should be used to reflect on
ones own position and determine how it can be
improved. This applies to feedback from individual
operations and clinical encounters, as much as to the
portfolio as a whole. To this end, trainees must ask for
feedback for every work-placed based assessment,
ensure that this feedback is documented and re-read it
prior to performing the same procedure again. In this
way progress will be made.
It is helpful to update one’s paper portfolio at least
every three months. A lever arch file or similar is an
ideal starting point. It should contain a contents page
and at least one copy of an up-to-date curriculum vitae
(for interviews, three copies is recommended). Other
sections that might be included are logbook, evidence of
level reached, certificates, courses, audits, publications,
presentations, evidence of reflective practice, thank you
letters and other relevant correspondence. It is useful
for every page that needs to read to be easily accessible;
there is nothing more irritating and time-wasting in an
interview situation, that having to pull sheaves of paper
from a single plastic flimsy and then try and stuff them
all back, whilst still conducting the interview. At
interview, both the candidate and his or her portfolio
should appear presentable and professional.
The logbook section might include logs for each post
done, signed by the consultant supervisor. It should also
contain a consolidated logbook so that overall operative
experience can be seen at a glance.
Evidence of level achieved might include summary
pages from the Foundation portfolio, or a CCBST or
equivalent. In some cases it may be useful to have paper
copies of work-place based assessments. This may
particularly apply to job applicants who have been out
of recognised training posts but still showing evidence of
learning. Further up the training ladder copies of ARCP
outcomes should be filed here.
Certificates of postgraduate qualifications, attendance
at courses and prizes should feature in the portfolio. In
some cases there is relevant correspondence in relation
to these that may also be placed here.
Audits, publications and presentations all warrant
sections in the paper portfolio. Audits should appear in
full and not simply be the list that appears on the webbased portfolio. Publications should preferably be
reprints and it is helpful if mini versions of posters are
reproduced in the portfolio. Likewise PowerPoint
presentation slides can be printed out and filed.
Evidence of reflective practice is common in the
Foundation e-portfolio, but is also worth considering at
higher levels of training. Indeed, the ISCP expects
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trainers to sign trainees off as having undergone
reflective practice after every placement.
Thank you letters and other relevant correspondence
may also appear in the portfolio. For instance
outstanding achievements outside medicine may form
an interesting addendum to the portfolio. Having
represented the country in the Olympics might be a
good example of this, whereas raising £10.50 in the
neighbourhood charity walk, whilst honourable, would
be regarded as not worthy of a section in the portfolio.
The portfolio itself should be a focus for reflective
practice. If one regards all the headings in the contents
page as being important (on-line or paper version), it is
useful to reflect on whether each section has been
populated to the best of one’s ability. The portfolio is a
powerful tool and when used properly can be part of
the ticket to the next stage of one’s career. Might I
suggest you go and update yours now?
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Figure 1 - Foundation Skills in Surgery Course (FSS) is an asset to any junior
doctor doing a placement in surgery or to any medical student or doctor
interested in a career in surgery. It is aimed at final year students or FY1
doctors.
Diagram source: Foundation Skills in Surgery Presentation, 27th March 2010.

The morning began (after fine coffee and equally fine
cakes!) with a series of brief, interactive lectures with
topics ranging from communication skills to record
keeping. The lecture highlighted the important steps
involved in making operative and clinical notes. It also
included top tips on how to avoid common pitfalls and
increasingly common legal action.
The communication skills session involved common
scenarios you may be faced with in assessment and
interview scenarios including how to handle an irate
patient on the ward, and how to communicate details to
your colleagues effectively.
As the morning progressed, the topics moved on to
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Skill. It’s something many, if not all, surgeons would say
is imperative to their job. This one-day course serves as
an excellent introduction to the essential skills required
in any surgical career. It is both stimulating and
interactive.
Primarily the course is aimed at final year medical
students and Foundation Year 1 doctors. A need for a
course is recognized for a number of reasons. Firstly,
due to high levels of competition the course shows a
commitment and interest to surgery. Secondly it covers
aspects of surgery which may be particularly lacking in
the modern curriculum. Thirdly the course also
stimulates further interest in surgery and raises
awareness of ASiT as a body seeking to promote
excellence in surgical training.
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Philip McElnay, 4th Year Medical
Student, University of Glasgow

suturing skills, drain insertion and surgical instruments.
If you struggle (as many junior doctors and medial
students do!) to tell the difference between 2-0 and
4-0 or vicryl and PDS, this session would be useful. This
session covered the basics of much of the technical
knowledge you require as a junior doctor, and has
certainly enabled me to make much more sense of what
people are talking about in theatre!
Possibly one of the most useful components of the
course in terms of career progression was the tutorial
on CVs and surgical careers. It provided advice on how
to enhance your CV and how to make yourself stand
out from the crowd as someone who would excel as a
surgical trainee. With surgical specialties experiencing a
competition ratio of 10:1 the advice contained in this
session will, I’m sure, have been appreciated by all of
those who attended.
Another common scenario in hospital: “It is your first day
as a medical student on a surgical rotation. You’re in theatre
and your consultant tells you to get scrubbed. You’ve never
scrubbed before. You’ve never been taught before. You,
thankfully, find a willing theatre sister to teach you the ropes
of handwashing and how to put on a gown. Eventually you
get to the table and the consultant reminds you that you
need a facemask, and so you have to begin the whole
process again….” It happens to many medical students.
Thankfully, many theatre staff are willing to teach you
how to scrub, but often it is under the pressure of time
and you may feel ill-prepared. The next session in the
FSIS course was vital if you ever intended to set one
foot in theatre: Gloving and Gowning. Time was set
aside to teach each of us how to put on a gown, how to
put on gloves and importantly leave you feeling
prepared and ready to pay attention to what is actually
happening in theatre.
Without a doubt, one of the most appealing parts of the
course was the final practical session, with a large
amount of time spent on instrument handling, excision
of cysts (fully filled with brand-name custard for those
unfortunate enough to burst one!), suture technique
and knot-tying. This will leave you ahead of the game
compared to others, give you a thirst for more and is
genuinely a great session.
Other notable parts of the day included teaching on
fracture management, trauma and orthopaedics and
don’t forget the superb lunch!
With surgery becoming an increasingly competitive
choice of career not only does this course show
commitment and interest for those keen to pursue such
a career, but it also provides transferable skills to senior
medical students and junior doctors who are interested
in other specialties.
I would thoroughly recommend it.
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After successfully passing finals at Leicester Medical
School earlier this year I excitedly embarked on a
surgical elective that would further motivate and inspire
me to pursue a career in the fascinating field of
transplant surgery.
I travelled to Pittsburgh, Pennsylvania in the north east
of the United States to complete an amazing six weeks
at University of Pittsburgh Medical Centre (UPMC),
home to the Thomas E Starzl Transplant Institute. Since
1967 when Starzl performed the world’s first successful
liver transplant, UPMC Presbyterian Hospital and the
Children’s Hospital of Pittsburgh have performed more
transplants than any other centre. Prior to my arrival I
had been in contact with a liver transplant surgeon and
was subsequently attached to their firm, however I tried
to observe as many different kinds of transplant as
possible and spent time with the liver, small bowel and
kidney/pancreas teams.
As you might expect the placement provided ample
opportunity to learn more about liver physiology and
anatomy. Hours in the operating theatre observing liver
transplants allowed me to gain a much more detailed
understanding of complex liver anatomy and its
variations. I was treated as one of the junior team and
worked on call 24 hours a day; if a transplant was
planned the surgical fellows would bleep me, day or
night to inform me. Most impressively this placement
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The ASiT/Elsevier Elective Prize helps medical students
to complete remarkable surgical placements throughout
the world. There were over 20 applications for the
2009/10 Prize and each application was independently
marked by 5 judges. The standard was extremely high
and the original two prizes were split to account for a
third winner for the first time this year. The resultant
reports represent the wide variety of placements we
can be privileged to experience as medical students on
elective. The largely positive accounts are written with
other students in mind, and there is a collective
agreement on the benefits of seizing opportunities,
being proactive and being given a steep learning curve.
The application process will open in May 2011 for
electives taking between January 2012 and January 2013.
The winners will also be invited to present their
experiences at the 2013 ASiT conference. We hope the
following reports will provide inspiration for future
applicants of the ASiT/Elseiver Elective Prize.

enabled me to develop some basic surgical skills. I was
allowed to scrub and participate in the back table
procedures in which donor organs are prepared for
transplant, the consultants allowed me to assist with
suction and retraction but most memorably the fellows
taught me how to tie surgical knots correctly and do
subcuticular stitches so that I could assist them in
closing the patients at the end of surgery. I was allowed
to do far more than I had expected. The placement
provided insight into the manically busy life of an
American surgical fellow; the longest shift I worked was
36 hours and this included a thirteen and a half hour
multivisceral transplant surgery. I was involved in writing
up a unique case with the small bowel team and this
experience has been extremely positive for me, enabling
me to produce a paper and learn the significance of
literature searches and reviews.
During my time in America it was extremely interesting
to compare and contrast their healthcare system to our
National Health Service and personally I feel we are
lucky in the UK, both as doctors and patients, to have
the National Health Service. It became apparent to me,
with the backdrop of liver transplant patients, many of
whom had complex social histories due to alcohol
dependence problems, intravenous drug abuse or
prostitution in the setting of a system determined to
make profit, that money is not everything. Interestingly,
the 2007 Mirror, Mirror on the Wall Commonwealth
Fund comparison study findings suggested that despite
having the most expensive health care system the
United States consistently underperforms in comparison to other countries, with the United Kingdom’s
overall ranking being first1.
During my time at the transplant institute I observed a
two-in-one kidney transplant in which two child donor
kidneys were transplanted into an adult donor, six
cadaveric liver transplants, a small bowel transplant and
finally a multivisceral transplant in which the patient
received a liver, stomach, duodenum, small bowel and
pancreas. I also watched two donor procurements - one
heart beating and one non-heart beating. The donor
procurement procedures, as well as being a masterclass
in anatomy and extremely valuable learning experiences,
also offered an important view on organ transplantation.
My experiences of transplantation in the United
Kingdom had not exposed me to organ procurement.
These procedures allowed me to develop a greater
appreciation for the difficult decisions which face
patients’ families and doctors when turning life support
machines off in order to obtain organs for
transplantation and how the subject of organ
transplantation is broached sensitively when patients die
suddenly.
Personally, I find a career in transplant surgery to be
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uniquely appealing because as well as providing, in my
opinion, fascinating surgeries, there is massive potential
and scope to genuinely improve the quality of life of
patients as well as extend life expectancy. Outside the
operating theatre there is a considerable amount of
medicine involved; postoperatively there are many short
and long term complications to consider, including graft
rejection, post transplant lymphoproliferative disorders
and immunosuppressive regimes to mention a few.
Additionally, patients are followed up in clinic for many
years post-transplant enabling surgeons to get to know
their patients very closely.
In conclusion, I had an absolutely incredible experience
on my elective and would thoroughly recommend that
other medical students go on an elective with their
career in mind. To be exposed to such a variety of
transplant surgery in a hospital such as UPMC with its
unique historical reputation was truly inspirational.
During my elective I wrote a blog, if you would like to
read it please find it at:
http://www.travelpod.com/members/griddiough
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Trauma and Burn Care in the
Chris Hani Baragwanath
Hospital, SOWETO,
Johannesburg, South Africa
Nathan West (Final Year Swansea &
Cardiff University Medical Schools)
As an elective location, South Africa - Desmond Tutu’s
“Rainbow Nation” - is hard to beat. This land is rich in
culture with 11 official languages, numerous indigenous
tribes, an array of arts and crafts, breath-taking
mountain ranges, and some of the most spectacular
terrestrial and marine wildlife in Africa.
The South African healthcare system has a mix of well
funded private centres and publicly funded hospitals and
clinics with fewer resources. Gauteng province has over
40 state hospitals, with Johannesburg’s two largest
centres being the Charlotte Maxeke Johannesburg
General Hospital (aka the Gen), which serves northern
and central Johannesburg, and the Chris Hani
Baragwanath (aka the Bara), which serves SOWETO
(South Western Township), a sprawling mass of houses
and shacks with a population estimated at 3.5 million,
and the rest of the southern city zones. These hospitals
are also the location for Johannesburg’s two Level 1
Trauma Centres.
Trauma in South Africa is managed differently to the
UK. The major centres have specialist trauma casualty
units which accept priority 1 (resuscitation) and 2
(major) patients directly. These units tend to be led by
Trauma Surgeons (a subspecialty of General Surgery),
with assistance in some cases by emergency physicians
(a new specialty since 2007 in South Africa).
In conjunction with the University of Witwatersrand,
the Gen offers students a structured trauma elective
programme, with both lectures and ward based
teaching, and the opportunity to see and do plenty, all
next door to the university accommodation (where
most students stay). However, if you want a full-on
experience, don’t mind travelling a bit further, have no
aversion to >24 hour on-call shifts, and are prepared to
be thrown in at the deep end, then the Bara is the place
to go. In addition, The Bara boasts South Africa’s leading
specialist Burns Unit, an essential but often forgotten
part of trauma care. My elective period was spent
working in the trauma and burns units at the Bara.
Bara is the only hospital serving the area of SOWETO.
It is vast, covering an area of 174 acres and having 429
buildings. There are over 600 doctors and 2000 nurses
on the general staff (www.chrishanibaragwanathhospital.
co.za). The Bara’s trauma centre is part of the new acute
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number of serious injuries, and began to acclimatise to
the system.
I was fortunate to undertake a high volume of
experiential learning beyond the core undergraduate
curriculum. This consisted of supervised training by
consultants and senior registrars in:
1. Examination and diagnosis of trauma & burns
patients
2. Treatment of trauma & burns patients
3. Use and interpretation of LODOX (Low dose digital
Xray imaging)
4. Use and interpretation of eFAST (Enhanced
Focussed Assessment Sonography in Trauma)
5. Indications for and (supervised) procedural
accomplishment of intercostal drain insertion, subclavian venous lines, and endotracheal intubation
These are essential skills for effective management of
critical patients. Familiarising myself with them at this
early stage in my medical career will be highly
advantageous as I progress in my medical career.
I witnessed numerous procedures and regularly assisted
in theatre with a variety of operations, including
thoracic, abdominal and pelvic damage limitation
surgery, sloughectomies, split skin grafts, debridements,
escharotomies and tracheostomies.
South Africa 2010 conjures up thoughts of the Football
World Cup for most people, yet I arrived after the
festivities had subsided, and prior to the start of a bitter
National general strike involving nurses, porters,
teachers, some police and other services. As the strike
took hold of the hospital it was evident that staff roles
and medical practice would need to change to
accommodate the shortfalls. Some hospitals were
forced to close, where others were kept open with
military assistance. At its highest intensity, the police
opened fire with rubber bullets in an attempt to
disperse the crowds who had blockaded Chris Hani
Baragwanath (CHB), preventing patient access. In the
aftermath I assisted in treating a patient who had a
rubber bullet lodged in his head as a direct result. This
was a unique time for South Africa, an experience that
could not have been foreseen, and certainly a unique
time for me.
In CHB the impact on the level and nature of staffing
meant it was necessary to take on additional duties,
including some nursing tasks (eg changing dressings
of burns patients, taking and recording patient
observations) and to assist training volunteers. As the
hospital responsible for the iconic SOWETO we were
informed by senior management that “the Bara never
closes”.
As the nature of my elective evolved an opportunity
presented itself to undertake some basic research. I
approached Dr Peter Anderson, Head of Resuscitation
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services development (emergency department, trauma
unit, radiology suite) opened in December 2009 in time
for the 2010 football world cup. It is run by Professor
Elias Degiannis, along with 3 other consultant trauma
surgeons and one consultant emergency physician. The
junior medical staffing consists of surgical registrars, an
emergency medicine registrar and several interns
(equivalent to UK Foundation Programme doctors) all
on rotation. In addition, up to 8 South African and 10
foreign elective medical students may be working on the
unit at any one time. The Johnson and Johnson Burn
Care Centre opened in 1992, and has gained a
reputation as Africa’s leading centre of excellence,
under the stewardship of Dr Adelin Muganza since
2003. Dr Muganza also has two registrars and two
interns on the medical staff, although medical students
do not commonly undertake placements. Both units
actively pursue clinical research and are ideally
positioned to generate substantial works on trauma and
burns in HIV and TB patients.
The trauma unit has a 16 bed resuscitation suite, with a
12 cubicle majors reception area, shared with general
and orthopaedic surgery. On average during my stay
there were 9 Priority 1 contacts (resuscitations) and 56
Priority 2 contacts (majors) per day (data sourced from
unit admissions records), plus an unknown number of
Priority 3 (walking wounded) referrals through the
medical emergency department. In addition the trauma
unit has a 53 bed ward and one 24-hour operating
theatre. The adult burns unit has 4 adult ICU beds and
20 adult HDU/ward beds, and an equivalent paediatric
capacity. It only accepts major burns of 20% to 40%
body surface area, admitting 11 ICU adult patients and
19 major burns adults during September (data sourced
from unit morbidity and mortality statistics).
My role was to work with interns (equivalent to UK F1
doctors) doing either ward work or on-call duties, on a
roster basis. Ward work consisted of ward rounds and
basic care management tasks, such as taking bloods and
arterial blood gases, arranging radiology, chasing results,
changing intravenous cannulae, undertaking supervised
medication reviews and assisting with discharges. Oncall shifts were for 24 hours and completed at least once
per week. This involved working in a consultant led
team with two registrars, two interns and sometimes
one other medical student to manage all acute trauma
and burns patients, assessing patients, assisting in
resuscitations and operations, and undertaking essential
procedures, such as suturing lacerations.
My first day started at 6.30am, with the trauma postintake ward round. Within 10 minutes I had seen my
first gunshot injury and experienced the Prof’s legendary
fiery disposition. Within 2 days I had completed the first
of many 24 hour on-call shifts, seen an unknown

ASiT EXECUTIVE

Elective prizes 3_Layout 1 22/03/2011 07:18 Page 3

and Surgical Assessment Area, with an idea to
investigate the differences between admissions and
outcomes of trauma patients before, during and after
the strike. Data was collated from separate log-books in
the trauma resuscitation suite, the surgical assessment
area, the trauma operating theatre, and the trauma
ward. Entries were from consecutive three week time
periods of before, during and after the strike. I am
currently in the analysis phase, and from initial data is
seems likely some key differences will emerge. At
present I have not yet elucidated the full nature of the
findings, including their significance and whether they
can be directly attributed to the strike. I am fortunate
to have experienced this period in South Africa’s
history, and the ramifications in the public healthcare
sector.
Because of the Bara’s reputation I was slightly
apprehensive I would not cope with the demands of the
workload. There is no doubt that towards the end of a
24-hour on-call shift in these extreme conditions there
was a marked decline in my work rate, and probably a
higher degree of mistakes than on-call shifts I have
completed in the UK. However, where this elective
lacked in formal teaching sessions and sociable hours, it
provided numerous opportunistic learning situations of
which I took full advantage.
In terms of training we are very fortunate in the UK.
We enjoy a structured programme where senior
clinicians dedicate time to training us. South Africa gave
me a different perspective on the management of
trauma and burns, demonstrating that good outcomes
are also possible in resource limited environments.
Furthermore, I am now confident in my ability to handle
on-call shifts in a busy foundation doctor’s job.
My travels have helped give perspective on the NHS as
a concept and organisation. The government healthcare
system in South Africa has considerably less resources
to cope with a high patient load and considerable
morbidity. It is easy sometimes to become disgruntled
with the NHS, and occasionally to criticise relatively
small issues with vigour. Ironically South Africa is now
looking to fund a system with free access at the point of
care to all, using a National Health Insurance Scheme; a
remarkably similar model to UK. After two months in
a different system I am truly appreciative to be involved
in the NHS and confident my future will be highly
fulfilling.
I would like to thank the Association of Surgeons in
Training and Elsevier Publishing for supporting me in this
endeavour.
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Ex Africa Semper Aliquid Novi Out of Africa Always Something
New
Pliny the Elder
Will Muirhead
I chose to split my elective between two very different
locations in West Africa. I travelled first to Korle-Bu
Teaching Hospital in Accra, Ghana’s principal tertiary
referral centre and one of the largest teaching hospitals
in West Africa. I spent my time working in the
neurosurgical unit. In terms of exposure, things were
not radically different to the UK; I clerked patients in
clinic, attended ward rounds and scrubbed and assisted
in theatre. The pathology we saw, however, was rather
more dramatic. Patients would frequently present late
with tumours that had left them totally hemiplegic. A
prostitute with a depressed skull fracture and a bone
fragment driven a good centimeter into her frontal
cortex had waited two weeks before seeking treatment.
Most memorable was a boy who had been transferred
from Sierra Leone for treatment of a gigantic
meningioma which had eroded through his parietal and
frontal bones resulting in a monstrous tumour which
burst forth Joseph Merrick-like above his untroubled,
beaming face.
Under the umbrella of the ‘Korle-Bu Neuroscience
Foundation’ a number of Canadian surgeons,
anaesthetists and scrub nurses presently organize
teaching missions to Korle-Bu designed to improve the
neurosurgical service. I was fortunate that their trip
coincided with mine. I was able to see first hand a
fascinating collaboration between Western and
Ghanaian doctors and can now claim to have seen the
first microvascular decompression for trigeminal
neuralgia ever performed in West Africa.
Despite the enthusiasm of the Vancouver team and
their Ghanaian counterparts, I couldn’t help but wonder
how relevant their project was to healthcare and even
to neurosurgery in Ghana. One of the saddest cases we
saw was a lady who presented with a GCS of 3 due to
raised ICP secondary to aqueduct compression by a
sub-tentorial tumour. She urgently needed an external
ventricular drain and yet that day the hospital had run
out. The only alternative was a VP shunt but her family
couldn’t find the money until the following day.
Consequently she spent 14 hours sitting in a hospital
bed on mannitol progressively deteriorating until she
could be treated. Furthermore the service was crippled
by a shortage of anaesthetists which frequently led to
the cancellation of emergency cases and there was a

ASiT - the pursuit of excellence in training

ASiT COUNCIL
SCIENTIFIC

WIll Muirhead - Craniotomy at Korle-Bu

ASiT - the pursuit of excellence in training

POLITICAL PORTFOLIO
TRAINING & CAREERS

perform some minor procedures myself - I particularly
enjoyed taking out an enormous lipoma - as well as
assisting with the larger surgeries. Frequently I would
be left to close unsupervised which was a good
opportunity to suture, but with the patients often only
under spinal, if the surgery had taken longer than
anticipated I would often find myself in the unhappy
position of racing to finish before the anaesthetic wore
off.
I would without hesitation recommend Panguma to any
future medical students were it not for one rather tragic
fact. At the end of 2010 the hospital will lose its
overseas funding and it is not clear in what form the
hospital will be able to continue without finding another
sponsor. In the context of the day-to-day challenges, it
was easy to forget that the future of the hospital was in
jeopardy and I am enormously grateful to ASiT for
having supported me in witnessing such an extraordinary place whilst it still existed.
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four month wait for elective surgery. The only cases
which could be relied upon to happen with anything like
the swiftness we would expect in the UK were the
evacuation of sub and extra-dural haematomas. For
these, one of the two registrars (with their 1 in 2 on
call rota) would take the patient to theatre without an
anaesthetist and operate using a mixture of analgesics
and benzodiazepines for anaesthesia.
It is, however, hard to over-estimate the profile of
Korle-Bu within Ghana. Dr Frimpong-Boateng, the
director of cardiothoracic surgery who markets himself
as ‘the first black African to have performed a heart
transplant’ is now running for President of the country.
Undeniably, having such specialist services raises the
prestige and profile of Ghanaian medicine and with
more Ghanaian qualified doctors working in the UK
than Ghana this can be no bad thing. Nonetheless the
endless paradoxes of Korle-Bu rather put me in mind of
Fitzcarraldo, the Werner Herzog movie in which an
eccentric rubber-baron sets out to build an opera house
in the middle of the Amazon. Drawing similar crowds
Korle-Bu Hospital stood in the middle of West Africa as
a beacon of Western Civilization. It was just a shame so
many of the locals couldn’t afford tickets.
700 miles down the coast and another 100 places
further down the world development index lies the tiny
country of Sierra Leone. Recently ravaged by ten years
of civil war, the last WHO rankings rated it as having
the worst healthcare system in the world. Sierra Leone
has no neurosurgeons and for this part of my elective I
travelled to Panguma Mission Hospital in the remote
East of the country. One doctor is responsible for
performing all of the surgery for a population of
100,000. With 130 hospital beds I was quickly put to
work and given my own ward to manage. The
investigations available were almost farcical: we could
do USS, Hb, ZN staining and a thick malaria film but
little else (the X-ray machine was broken during the
war) and I would frequently find myself prescribing
gentamicin without the luxury of a GFR and running
gallons of IV fluids into patients without any idea what
their electrolytes might be like. There was a single blood
glucose machine but the cost of the strips was
considered so prohibitive that if any of the patients on
quinine started twitching they were assumed to be
hypoglycaemic (a relatively common complication) and
given IV glucose blindly.
Despite these limitations, or perhaps because of them,
the operative surgery was highly enjoyable. Given my
experiences in Ghana I was disappointed not to have
any head injuries to compare but was happy to have lots
of opportunities to operate. Most memorably I recall
draining around a litre and a half of pus out of a 10 year
old girl with pyomyositis. But I also had opportunities to

ASiT EXECUTIVE

Elective prizes 3_Layout 1 22/03/2011 07:18 Page 5

3

The Doctor as a Scholar and a Scientist
“To study the phenomenon of disease without books is to
sail an uncharted sea, while to study books without patients
is not to go to sea at all”. Sir William Osler3
Since formal medical education began it has been
expected that undergraduates study the basic sciences
of anatomy, physiology and pathology in enough depth
to allow them to apply underlying scientific principles
to diseases and disease management. However add to
this the ever-expanding topics of biochemistry, genetics,
immunology and pharmacology, not to mention the
social sciences and communication and clinical skills, and
it is easy to see how necessary it has been to reduce
the burden of factual knowledge and differentiate the
essential from the non-essential.
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In August of each year more than 6000 new graduates
are released from their respective medical schools to
begin life as newly qualified doctors. They have each
individually been signed off as fit to begin practicing. To
ensure provision of the best possible patient care
undergraduate medical education, like the profession
itself, is required to be dynamic and evolving.
In the UK, whilst individual medical schools are
responsible for course design, delivery and assessment,
it is the GMC who ultimately set the minimum
standards of knowledge, skills and behaviour that each
student is required to meet. In Tomorrow’s Doctors
20031 the GMC highlighted the medical undergraduate
degree as “the first stage of a medical education, (providing)
a foundation for future learning and practice as a (foundation
doctor) and beyond.” In 20092 they expanded upon this
theme by considering the new doctor under three
headings, as a scholar and a scientist, as a practitioner
and as a professional.
As foundation doctors, keen to pursue surgical careers,
we examine the role of surgical education within the
undergraduate degree in the context of these three
headings. In doing this we hope to highlight successes
and failures and consequently identify key areas for
improvement and achievable ideas for doing so.

SCIENTIFIC

Jessica Johnston, Foundation Doctor,
Ashford and St Peters, Yearbook Editor
Kumaran Shanmugarajah, Foundation
Doctor, Chelsea and Westminster,
Foundation Year Representative for
ASiT

With Latin origins and dissection room based tutorials,
the subject of gross anatomy traditionally lends itself to
illustrations of archaic curricula. As a result it has
arguably suffered most from recent reductions and
discussion continues as to the required depth and
method of teaching to which undergraduates should
be exposed. It is unnecessary to highlight to the
Association of Surgeons the relevance of anatomy in
clinical practice. However its significance in other
medical specialties should be considered.
Perhaps the most significant development in formal
medical education over recent years has been the move
away from the ‘traditional’ pre-clinical and clinical
courses to the modern ‘integrated’ approach. Whilst
the former allows for focused study of the sciences
prior to encountering the first patient, the latter
attempts to place scientific knowledge in a clinical
context from the outset. Both have relative merits and
whilst it is beyond the scope of this article to discuss
these in depth, it is necessary to recognise that neither
can be successful unless essential topics are revisited
repeatedly and knowledge expanded cumulatively at
each stage. Anatomy again lends itself to this assertion.
For surgeons, not only is it essential to have adequate
anatomical knowledge to be junior doctors, but surgical
trainees must have firm enough foundations to develop
their understanding as their career progresses.
In 2007, in an attempt to “add common sense to (the)
need to know”, the Anatomical Society of Great Britain
and Ireland outlined a core syllabus in anatomy for
medical students4. This comprehensive and detailed
guide considers anatomy from a modern clinical
standing and highlights the minimum knowledge
graduating students should be expected to demonstrate.
It is now referenced in Tomorrow’s Doctors2 and
whilst this in itself is progress, the real success will be
seeing it adopted over the next few years by medical
schools across the country.
In March 2009, at the student session of the Association
of Surgeons in Training’s (ASiT) annual conference,
students with a keen interest in surgery discussed at
length the deficiencies in the teaching of anatomy. The
majority of attendees were aware of the constraints
placed on their respective Universities and accepted the
required reduction. However, they expressed their
wishes for further opportunities to develop their
knowledge. Many reported excellent experiences of
time spent in theatre, where with prior preparation and
good mentors, involvement in operations provided the
ideal setting for detailed learning. Members of Surgical
Societies from the Universities of Nottingham and
Liverpool described their attempts to run extracurricular anatomy sessions with the help of “friendly,
enthusiastic surgeons and local teaching fellows”5.
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The Doctor as a Practitioner
“The importance of developing clinical skills cannot be
overemphasized. Excessive reliance on special investigations
and extensive modern imaging is to turn your back on the
skills necessary to become a good clinician.” Professor
Harold Ellis6
In addition to knowledge, the acquisition of clinical skills
for safe practice remains pertinent to undergraduate
education. During their foundation training, new
doctors now encounter a broad range of specialties and
consequently medical students must ultimately be
competent in the clinical skills required to work in all of
these fields. Following the adoption of Campbell’s
report, since 2001 there has been an additional intake
of 1000 medical students per year7. The considerable
challenge faced by medical schools is to design and
implement an undergraduate curriculum that can
provide all of these students with the opportunities
needed for development of their clinical skills.
Certain key skills, such as history taking, physical
examination, interpreting basic investigations, communications skills and providing basic life support, are
imperative for patient care in all areas of medicine. In
addition to this work as a foundation doctor in surgery
may require the use of a more specific subset of clinical
skills, such as the use of basic surgical techniques. These
are currently considered beyond the scope of the
undergraduate surgical curriculum.
The GMC include skin suturing and use of local
anaesthetic amongst the list of practical procedures that
new graduates should be able to perform2. However
junior doctors are often required to carry out a range
of simple surgical techniques, including closure of skin
wounds in theatre and the excision of minor lesions.
These procedures require competence in employing
surgical techniques that are not mentioned in
Tomorrow’s Doctors, such as instrument handling and
knot tying. Presently, there is considerable variability
between medical schools in the way in which basic
surgical skills are taught. In order to address these
issues, various extra-curricular surgical skills courses
have been organised by the Royal Colleges, Surgical
Societies and ASiT. These courses have been, largely,
well received and popular. In addition, they have been
shown to increase medical student competence and
confidence in the skills taught8-9.
The success of these courses would suggest that there
is a demand for greater surgical skills teaching at
the undergraduate level. Furthermore, in light of the
reduction in working hours, there is now less
opportunity for new doctors to spend time in operating
theatres. Therefore, it would seem that development
of basic surgical techniques at the undergraduate level

4

might have benefits that extend beyond foundation
training.
The student session at the most recent ASiT
Conference, in March 2010, again brought together
medical students from around the country and provided
an arena where the role of surgery in the undergraduate
curriculum could be discussed. The session highlighted
that time spent on surgical attachments was highly
variable between medical schools and considering that
foundation doctors are often the first to assess surgical
patients, particularly on call and overnight, potential
concerns were raised about students emerging from
medical schools with shorter clinical attachments and
consequently less experience managing acutely unwell
surgical patients.

The Doctor as a Professional
“Professionalism is retaining a sense of commitment to an
agreed set of values and ideals even when there are multiple
demands on your loyalties. Professionalism is above the
allocation of priorities, it is an ingrained sense of what is
fundamental. It constantly examines us and yet sustains us
throughout our working lives.” Ian Mayfield10
Surgeons currently make up approximately 1/10th of
the medical profession11, and as a result an integral part
of undergraduate surgical education should be aimed at
recruiting the next surgical workforce. Fortunately
there is increasing opportunity for students to guide
their own learning and gain surgical experience within
the scheduled curriculum. In addition to the wellestablished elective placements, the GMC currently
recommends that up to 1/3rd of a medical degree
should be apportioned to student self directed
placements2.
In 2006 Newbigen et al12 outlined their experiences of
accepting students for self-selected modules (SSMs) in
Otolaryngology. With the aim of raising awareness of
SSMs, the authors described exemplary placement
structures and objectives. They stressed many
advantages to both student and host department. Of
these perhaps the most pertinent was the opportunity
for students to significantly further their experience of
a relatively underexposed specialty. It may also be of
interest to reiterate the financial advantage they
described, where, at time of publication, host
departments could expect to gain up to £3500 per
student for a 6-week placement.
As well as career development, involvement in surgical
firms can considerably aid undergraduate understanding
of other key features of professionalism. Multidisciplinary teamwork is essential in all aspects of
surgical procedures, be it pre-operative preparation of
the patient, the operation itself or the postoperative
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It is no surprise that as those wishing to be surgeons, we
emphasise the essential role surgery contributes to the
process of adequately preparing undergraduates for
their working lives as doctors. To graduate with both a
Bachelor of Medicine and a Bachelor of Surgery remains,
in our opinion, an honour and necessity. Whilst it is
appropriate that the required academic knowledge has
been altered and clinical curricula complexly structured,
it remains a balance against inadequate understanding
and lack of continuity.
Overall, the two most significant roles of undergraduate
surgical education are firstly to prepare all new doctors
to be competent in the preliminary management and
appropriate referral of surgical patients and secondly to
ensure tomorrow’s surgeons gain enough relevant
experience to begin aiming towards and preparing for
their future careers.
From our experience, the often-referenced dedication
and hard work required to become a surgeon
necessitates enthusiasm and passion beyond that of
many careers and as a consequence makes most
surgeons outstanding teachers. Although there is now
considerable support from organisations such as ASiT
and the Surgical Royal Colleges, it cannot be overemphasised how reliant University Surgical Societies are
on willing volunteers. We would adamantly recommend
getting involved in their activities and any other
opportunities for undergraduate teaching. After all as
Henry Adams13 put it ‘A teacher affects eternity – he
can never tell where his influence stops’.
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rehabilitation and long-term management. Furthermore,
surgical firms frequently retain the traditional
hierarchical structure of Consultant, Registrar, Senior
House Officer and Junior House Officer and as such
students can gain substantial experience of team
dynamics and varying leadership roles.
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them in a clear way to allow the areas for improvement
to be targeted. It can often be difficult to cut down the
usually large sets of analysed data but it is important to
be succinct.
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The typical format for a presentation is under the
headings of Introduction, Methods, Results, Conclusions
and Discussion. Your conclusions should form the
structure of your oral presentation. A useful approach
is rather than talking about each section, try and
individually link relevant results to your discussion and
conclusions. It will be obvious to you what the big
conclusions are but to others who haven’t analysed the
data it will become especially difficult if every nuance in
the data set is described - keep it simple! Use each
conclusion as a signpost to talk about the relevant
results and discussion. The audience should already
know the salient points before you re-emphasise this
on your conclusion slide.
A similar approach can be used when creating a poster,
as it lends itself to stand alone boxes allowing for a
concise, well-presented poster. It is imperative to keep
the word count down and you should aim for your
poster to be read and fully understood in less than 5
minutes. The use of graphs are useful in reducing words
but also in emphasising your results.
After all this hard work, if you have demonstrated
something useful to the wider clinical community then
it is worth submitting your audit to conferences or for
publication. It also looks great on your CV. It is useful
to present the work to your department in the first
instance as they are the ones who hope to benefit from
improving practice. They are also likely to be kinder in
their critique and give you an idea of questions that may
be raised by the work. This experience should therefore
prepare you and give you confidence for future
presentations, as well as giving you an extra
‘presentation’ line on your CV. After this, talk to your
supervisor, as they are going to know best where they
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Figure 1 - The audit cycle
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Undertaking research is of paramount importance in
evaluating and understanding clinical practice. As well as
complementing a clinical career, demonstrating an
aptitude in research skills is also important for postfoundation specialty applications. Commencing an audit
project as an undergraduate is therefore a good way to
show commitment to surgery or a particular specialty,
and gives an opportunity to develop research skills early
on. Moreover, actually completing the project
demonstrates a greater degree of motivation and could
contribute to patient care.
An audit is defined by NICE as “a quality improvement
process that seeks to improve patient care and outcomes
through systematic review of care against explicit criteria and
the implementation of change”1. This may involve
collecting data to compare against current recognised
standards, implementing changes and then re-evaluating
the outcomes in order to complete the audit cycle.
You may be able to get involved with an audit during
a Student Selected Module or as a Summer Project.
If such opportunities aren’t available, speak to an
enthusiastic supervisor and you may be able to assist in
an ongoing departmental project. The downside of
assisting in an ongoing project however is that you don’t
get to choose the topic, your name will be further down
the list of authors, and you will most likely be involved
in the more mundane role of data collection and input.
However as a first voyage into the abyss of the audit
cycle, you could do much worse than having a registrar
direct and guide you through the process. With that in
mind, don’t be afraid to ask questions - you could waste
a lot of time unnecessarily collecting information, just
because you weren’t clear on the objectives of the
project. Also make sure you are in a position to
dedicate time to the project and be organised and
meticulous in your approach to data collection, database
formation and analysis.
Since the aim of an audit is for quality improvement, it
is vital to give feedback to those involved, and perhaps
further afield. One of the key ways to put across the
results is through an oral presentation and/or the
formation of a poster. This involves taking the
conclusions, supported by your results, and presenting
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would usually submit to. You may also look to the Royal
Colleges, clinical societies such as the British Thoracic
Society, ASiT, student BMJ and surgical societies. Over
recent years there has been an increase in undergraduate conferences that are set-up to allow for work
done in your undergraduate studies to be presented at
a national conference. These can be found through your
medical school, surgical societies, ASiT or on the web.
Performing an audit is not a static process ending in
publication but part of a dynamic process of evaluating
the success of services. Once improvements have been
made it is important to re-audit to highlight further
areas for improvement and to see the success of the
changes made. Auditing is therefore a vital clinical tool
in improving the quality of services.

National Institute for Clinical Excellence. Audit Advice: Principles of
Best Practice in Clinical Audit. [Monograph on the internet] United
Kingdom: Radcliffe Medical Press; 2008; [cited 2010 October 20].
Article available from:
http://www.nice.org.uk/media/796/23/BestPracticeClinicalAudit.pdf
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