Witness Statement Ref. No. | 006/3

NAME QOF CHILD: Adam Strain

Name: Patrick Keane

Title: Consultant Urologist

Present position and institution:

Consultant Urologist, Belfast HSC Trust

Previous position and institution:
[Since your Witness Statement of 16" March 2011]

Membership of Advisory Panels and Committees:
{Identify by date and title all of those since your Witness Statement of 16% March 2011]

2005 to 2011 - Specialist Advisory Committee in Urology Now finished tenure
2008 fo 2011 - Clinical lead for NICAN in Urology Now finished 3 year tenure

Previous Statements, Depositions and Reports:
[Identify by date and title all those since your Witness Statement of 16" March 2011}

OFFICIAL USE:

List of previous statements, depositions and reports attached:

Ref: Date:

011-003 11.12.1995 Statement

011-013 18.06.1996 Deposition at the Inquest on Adam Strain
006/1 20.06.2005 Inquiry Witness Statement

093-010 07.09.2006 Statement to PSNI

006/2 16.03.2011 Second Inquiry Witness Statement
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IMPORTANT INSTRUCTIONS FOR ANSWERING:

Please identify clearly any docusment to which you refer or rely upon for your answer. If the document has an
Inquiry reference number, e.g. Ref: 049-001-001 which is ‘Chart No.1 Old Notes’, then please provide that
number, If the document does not have such a nunber then please provide a copy of the document.

I QUERIES ARISING OUT OF YOUR SUPPLEMENTAL WITNESS STATEMENT

With reference to your witness statement dated 16t March 2011, please provide clarification and/or
further information in respect of the following:

(1)

Answer to Question 1(a) at p.2:

ﬂI

had an Honorary Contract at RBHSC and had close working relationships with the

surgeons there. I was involved in setting up the Stone Service for children and the continuing
care through adolescence of the paediatric urological population. With reference to
transplantation, T was involved in teaching the susgeons at the RBHC how to perform the
procedure, hence Mr Brown's involvement. I lectured at the RBHSC and dealt with unusual
cases and transplants.”

(a) Explain the connection between “teaching the surgeons at the RBHC how to petform the

procedure [transplantation]” and “Mr. Brown's involvement”.

The paediatric surgeons, as a group, were interested in providing the transplant service in
the future and were keen to be involved. I believe, Mr Brown, a paediatric surgeon, was the
surgeon on call and he wished to be involved in Adam’s care. I believe that Mr Brown had
operated on Adam on several previous occasions, [ had not requested Mr Brown to be
involved.

(b) Explain what you mean by “unusual cases and transplants”.

(©)

There were new techniques for stone surgery in adult urology and I was involved in the
setting up of the Stone Service in RBHSC. Ialso gave advice and, in some cases, operated or
re-operated on complex neuropathic disease, In 1995, paediatric transplants were
performed by adult surgeons. The paediatric surgeons at the RBHSC wanted to be trained
50, in future, they could provide a transplant service,

State the date when you became a consultant urologist.

March 1994

(d) State whether there has been any audit or assessment of renal transplant surgery at the

RBHSC or of Belfast as a renal transplant centre,
To my knowledge, there was no formal audit or assessment as we would now define them,
(i) state when such audits or assessments occurred (in both cases)

(i) who conducted them
(iii) your role, if any, in them
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2)

(3)

(iv) identify any report resulting from such audits and assessments, and if available,
provide a copy

Answer to Question 2 at p.2:

“IMy role was] to acquaint myself with the clinical situation and to make the necessary
arrangements to get the team together”

(a) Describe the “necessary arrangements to get the team together” that you made, including
identifying any personnel who did not ultimately form part of the ‘feant’.

From my point of view, | wished to ensure that, as a minimum, there was an experienced
nephrologist and a consultant paediatric anaesthetist and also that I would have a senior
surgical assistant. I was confirming that there was a sufficient consultant level support, The
hospital would supply all the ancillary staff, I cannot identify those who ultimately did not
form part of the team. As Dr Savage was primarily responsible for organising the team this
part of the question should be put to him,

(b) Identify the individuals in the “feam’ to which you refer.
Dr Savage, Dr Taylor and Mr Brown.
Answer to Question 3(b) at p. 3:
“T discussed all of the above with Dr. Savage by telephone on 26 November 1995.”

(a) State whether you made and retained any contemporaneous notes of your discussions
with Dr., Savage. If so, please produce them.

I did not make a written record of the telephone conversations.

(b} If you did not make contemporaneous notes of your discussions with Dr. Savage, state
whether you considered doing so. If you did consider doing so, please explain why you
did not go on to make a note, If you did not consider it, please explain why.

1 did not consider making notes about the issues I discussed with Dr Savage on the
afternoon of Sunday, 26t November 1995 as these details would be documented in Adam’s
clinical notes (history, dialysis, cross match and blood tests).

(c) Explain what you would have regarded as relevant for you to know in relation to: (1)
Adam’s contemporaneous medical condition; (ii) cause of Adam’s renal problems; (i)
Adam’s medical history; (iv) planning and setting up of the transplant surgery; (v)
preparation for and timing of the transplant surgery, Explain your reasons in relation to
the matters at (i) to (v)

(i) Was there a medical contraindication to the procedure (that is, active infection, stone
disease etc), (ii) infratrigonal obstruction would have significance for bladder management
in the longterm, (iif) absence of stone disease and bladder management, (iv) wait till
crossmatch was through to get go ahead, and (v) the real time start.

(d) Identify the factors which would affect the timing of the start of the transplant surgery.

3
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)

Post dialysis bloods, crossmatch and surgical exhaustion.

Answer to Question 3(c) at p. 3:
“I spoke with Mr. Brown by telephone on 26th November 19957

(a) State whether you made and retained any contemporaneous notes of your discussions
with Mr. Brown, If so, please produce them.,

No.

(b) If you did not make contemporaneous notes of your discussions with Mr, Brown, state
whether you considered doing so. If you did consider doing so, please explain why you
did not go on to make a note. If you did not consider it, please explain why.

I did not consider making a note because we discussed Adam’s medical history which, as
previously stated, was in his notes.

(c) State what information you would have been secking to cover with Mr. Brown in
relation to Adam’s case including the extent to which you would have considered it
appropriate to discuss Mr. Brown’s knowledge of Adam’s previous surgery. ¥f you would
have considered it appropriate to discuss Mr. Brown’s knowledge of Adam’s previous
surgery, state the reasons why. If you would not have considered it appropriate to
discuss this, state the reasons why not.

I sought to know what type of surgery Adam had had previously to ascertain if there might
be some unexpected issues. According to Mr Brown, there were not. If Mr Brown were not

available, the operation would still have proceeded.

(d) State what information you would have been seeking to cover with Mr. Brown in
relation to preparation for and timing of the transplant surgery.

None,
Answer to Question 3(d) at p. 3:
“I spoke with Dr. Taylor by telephone on 26th November 1995.”

(a) State whether you made and retained any contemporaneous notes of your discussions
with Dr, Taylor. If so, please produce them,

I made no notes of my discussions with Dr Taylor on Sunday, 26" November 1995.
(b) If you did not make contemporaneous notes of your discussions with Dr. Taylor, state
whether you considered doing so. If you did consider doing so, please explain why you

did not go on to make a note. If you did not consider it, please explain why.

I did not consider doing so as I discussed the timing of the operation with him, which is a
matter of record.
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(6)

(7)

(c) State what information you would have been seeking to cover with Dr, Taylor in relation
to: Adam’s surgery

Timing of surgery and possible need for a bolus of fluids shortly before removal of the
clamps.

(d) State what information you would have been seeking to cover with Dr. Taylor in relation
to preparation for and timing of the transplant surgery.

The issues of exhaustion versus starting early in the morning,
Answer to Question 3(e) at p.3:

“(e) Describe and explain “all relevant clinical information” that you sought from those
clinicians ... and what you received in response.

I discussed the following [with Dr Savage, Dr Taylor and Mr. Brown]:
*» Adam's medical condition

» cause of Adam's renal problems

» Adam's medical history

* consent from Adam's mother

o planning and setting up the transplant surgery

* preparation for and timing of the transplant surgery

These were telephone conversations and, at 16 years remove, I cannot remember specific
details”

(a) In addition to seeking “all relevant clinical information ... from those clinicians” state
whether you examined Adam’s medical notes and records prior to his renal transplant
surgery. If so, state when, where, the reasons why you did so and the information you
were seeking from those notes and records. If you did not examine Adam’s medical notes
and records before his transplant surgery, state the reasons why not.

I read Adam’s clinical notes in detail while waiting for him to be anaesthetised.

Answer to Question 3(f) at p.4:

“The operation was scheduled for 6.00 am. 1 only operate when the patient is safely
anaesthetised, which, in Adam's case, was at approximately 7 am”

(a) Identify who agreed to schedule the operation for 06:00 and state when this was agreed.
Myself Dr Savage and Dr Taylor.

I cannot accurately state when it was agreed, however, it was at some point on Sunday, 26
November 1995.

(b) State the time you arrived at RBHSC on 27t November 1995.
In and around 6.00am on Monday, 278 November 1995,

(c) State where you were and what you were doing on 27th November 1995 between:

5
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9

(i) Approximately 06:00 and 07:00,

Reading Adam’s notes waiting for Adam to be put to sleep. I cannot recall specific
details/ timings some 16 years after the operation.

(i) Approximately 07:00 and 08:00.

Same as above and I would have scrubbed and prepared the kidney. I cannot recall
specific details/timings some 16 years after the operation.

Answer to Question 4(a) at p.4:

“As detailed above, I was teaching the paediatric surgeons at RBHSC about transplant surgery
and had assisted Mr Boston in one procedure, My Brown was also interested in learning and
had previously operated on Adam and, therefore, had a personal interest in liis care.”

(a) State whether the “one procedure” in which you had assisted Mr. Boston was a renal
transplant,

The procedure I referred to was a renal transplant and I supervised (vather than assisted)
Mr Boston,

Answer to Question 5(a) at p.5:

“Surgeons do not record procedures in half hourly unils of time, However, the steps in the
procedure are as follows:

o Incision, identification and exposure of the vessels which are to be used and the approach
to same;

Isolation of the vessels in preparation for clamping;

Cleaning and preparation of the donor kidney;

Vascular and ureteric anastomoses;

Wound closure

All technical parts of the operation were achieved and no surgical complications occurred,”

(a) You have not adequately answered the question. Please describe and explain what you
did throughout the period of surgery.

The surgery started at approximately 8.00 am. I made an incision in the right iliac fossa and
opened the peritoneum where I found dense matted adhesions. I then exposed the
retroperitoneal space and identified the vascular structures, Aorta, Vena Cava and Iliac
vessels. I isolated and gained control of the iliac vessels and sutured the donor vessels to
recipient vessels and then reimplanted the ureter. I closed the bladder and checked the
kidney for perfusion in its orthotopic condition. All of these manoeuvres were performed
without complication.

(b) State whether the vascular anastomoses were performed before the ureteric anastomosis.

Yes.
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(€}

State the time taken for all the vascular anastomoses to have been completed.
I cannot do this 16 years after the operation,

(d) Describe what was done to ‘prepare’ the donor kidney and how long “preparation’ of the

(0

donor kidney took,

The perinephic fat was excised. The artery and vein were cleared of all adventitia and the
two arteries were conjoined in a single patch, This would have taken several minutes,

State if the preparation of the donor kidney was undertaken immediately before the
vascular clamps were applied. If not, state when it was performed.

It was my practice to prepare the kidney before the skin incision.
State when the “warm ischaemia time’ for the donor kidney started.

The kidney is kept in swabs wrapped in slushed ice during the “preparation’ and returned
to the ice water solution at the end of the preparation. [ cannot state the time of the
vascular anastomoses but the kidney is kept wrapped in ice soaked swabs during the time
taken to perform the anastomoses. The true warm ischaemia time i.e. when the renal vein
clamp is removed to removal of the arterial clamp was seconds as there was no need to
reapply them.

(g) State how long the donor kidney was out of its ice bath before being re-perfused - i.e.

the total warm ischaemia time.

I cannot,

(h) Please provide a simple annotated diagram of:

(i) Adam’s abdominal cavity prior to fransplantation including the site of:
= the native kidneys

the right iliac fossa

spleen

bladder

colon

ureter

renal arteries

aorta

common iliac artery

external iliac artery

vena cava

renal vein

external iliac vein

common iliac vein

inferior vena cava

(if) Adam’s abdominal cavity following transplantation of the donor kidney including
the site of:
*» the native kidney
= the transplanted donor kidney
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(10)

(11)

(12)

the right iliac fossa
spleen

bladder

suprapubic catheter
colon

ureter

renal arteries

aorta

common iliac artery
external iliac artery
vena cava

renal vein

external iliac vein
commeon iliac vein
inferior vena cava

Answer to Question 5(b) at p.5:

“T am unable to do so, and this question should properly be directed to the RBHSC/Belfast
HSC Trust.”

(a) You have not adequately answered the question. Please explain who was responsible for
the completion and accuracy of the accompanying ‘Kidney Donor Information Form’
(Ref: 058-009-027),

The retrieving transplant team.

(b) Explain the reason that you are “unable” to provide the identity of the person who
amended the entry at Section II item 8 by deleting ‘patch’ and adding ‘arteries on 1
patch’,

It is unsigned and I do not recognise the writing.

Answer to Question 6(a) at p. 6:
“I inserted the catheters, The time was not recorded but was close to 10,00am.”

(a) Your answer to Question 11(b) at p. 10 states: “[the bladder was catheterised] Within a Jew
minutes of 10.30am.” Please clarify at what time you say that you catheterised the

bladder, and particularly if this was before or after the ureteric re-implantation.

I cannot state the precise time (although it was within a few minutes of 10.30am) but the
catheter was inserted after the ureter was re-implanted and while the bladder was still
open.

Answer to Question 6(b) at p.6;

“[There was] so contraindication [to inserting a urinary catheter immediately after induction
of anaesthesia]”

(a) Explain why a bladder catheter was not inserted immediately after induction of

8
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(13)

(14)

(15)

(16)

anaesthesia.

Adam’s urethra was very small and in my opinion urethral catheterisation was
unnecessary. [ wanted the bladder full,

Answer to Question 7(c) at p, 6:

“I had finished the transplant, there was pulsatile flow in the artery and the kidney was
reasonably perfused”

(a) Explain what you mean by “there was pulsatile flow in the artery” and state what you
consider to be its relevance to and significance for the perfusion of the kidney.

There was no evidence of arterial thrombosis and when the kidney was placed inside Adam
the artery pulsated normally. This meant there was no surgical, as distinct from
immunological, problem with the kidney.

Answer to Question 7(d) at p.6:

“Mr Brown and I discussed the colour of the kidney at the end of the transplant. We were both
happy with the perfusion of the kidney at the end of the transplant procedure.”

(a) State whether you discussed with Mr, Brown the perfusion and “the colour of the kidney"”
prior to “the end of the transplant”. If so, state the nature of those discussions and
whether you were “both happy” with the colour and perfusion of the donor kidney at all

times.

We were both happy with the colour and the perfusion of the kidney at the end of the
transplant.

(b) If you were not happy with the colour and perfusion of the donor kidney at all times,
then: (i) identify the time or stage at which you were not happy with it; (if) the reason for
that; and (iii) what was done about it,

Not applicable.

Answer to Question 8(a) at p.7:

“From the start of the operation fo after the successful transplant. I was absent for
approximately 10-15 minutes required to close the wound.”

(a) State how much time is typically spent after wound closure in ensuring drains and
catheters are securely fixed, applying dressings, removing drapes, confirming
swab/instrument count, etc.

5-10 minutes.

Answer to Question 8(e) at p. 7:

“Close the wound,”
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(17)

(18)

(a) State whether you left specific instructions with Mr Brown regarding the optimum
positioning of the kidney during wound closure. If you did not do so, explain why.

I had ensured the optimum position. The wound closure after that is routine.

Answer to Question 8(i) at p.7:

T would have, in accordance with my customary practice, spoken to Adam's family, if I had
not been called away to an emergency at Belfast City Hospital. In my absence, expected Mr
Brown to speak to Adam's family.”

(a) When you were “called away to an emergency at Belfast City Hospital” state whether you
intended to return to RBHSC at any time on 27" November 1995 to speak to Adam’s
family.,

I intended to return later that evening when I finished work in the Belfast City Hospital.

(b) State whether you left specific instructions with Mr. Brown that he speak to Adam’s
family after the surgery. If so, state the reasons why. If not, state the reasons why not.

I left no specific instructions. In the paediatric hospitals T worked in the parents were
usually spoken to by a member of the surgical team as I could not, I expected Mr Brown
would.

(c) State the basis for your expectation that in your “absence [you] expected My Brotn to
speak to Adam’s family”.

Common practice.

(d) State whether you think in all the circumstances you should have communicated with
Adam’s family about his death, If so, explain why you did not. If not, explain why not.

I regret not having spoken to Adam’s family about his death. T could contribute very little
to the understanding of the cause and I received no request from Adam’s family to speak
with them.

Answer to Question 9(d) at p. 8

... T do not believe that I was on call on 27th November 1995, I was contacted by Dr. Savage
on 26th November with a request that I perform the transplant, as I understood that I was the
only appropriately trained surgeon who was available and capable of petforming the
procedure.”

(a) State what you mean by “appropriately trained surgeon”.

A surgeon trained in transplantation.

" (b) State what you mean by “capable of performing the procedure”.

A surgeon capable of performing a renal transplant operation.

10
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19)

(20)

(c) Identify any other surgeons who were “appropriately trained” at that time and were
“capable of performing the procedure”,

Mr Donaldson and Mr Kernohan but I believe they were on sick leave at that time.

(d) State whether on 26t November 1995 there were any transplant surgeons who were on
call, and if so, identify them.

Not to my knowledge.

(e) State whether on 26t November 1995 there were any “appropriately trained [transplant]
surgeonfs] ... capable of performing the procedure” who were on call, and if so, identify
them,

See (d) above,

(f) Explain what was the system, if any, in operation in November 1995 for arranging to
have an “appropriately trained surgeon... capable of petforming the procedure” for
paediatric renal transplants in RBHSC, In particular, state whether this system included
having an on call transplant surgeon who was “appropriately trained... [and] capable of
performing the procedure”, or whether choice of surgeon was made by the Consultant
Paediatric Nephrologist depending upon which surgeons were available.

Urologists were on call on a rota. Only three did paediatric transplants. Two were sick. Had
I been away, there would have been no one capable of doing the transplant.

Answer to Question 9(g) at p.8:

“I am not aware of this information [twho collected the kidney, when and from where] and,
therefore, this question should be raised with the RBHSC/Belfast HSC Trust. However, I
believe that the kidney was flown to Northern Ireland and transported by taxi to the RBHSC.”

(a) State whether “I am not aware of this information” means that: (i) you do not now
remember those details; or (ii) you never had any knowledge of those details.

I do not remember those details.

(b) Explain the basis upon which you “believe that the kidney was flown to Northern Ireland
and transported by taxi to the RBHSC”.

It was the usual way this was done.

(c) State whether you have ever collected a donor kidney for transplant and, if so, describe
the circumstances in which you did so.

When I retrieved kidneys from other local hospitals, I brought them back to the City
Hospital.

Answer to Question 10(a) at p.9:

11
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(21)

(22)

(23)

“Petfusion started at 01.42am on Sunday, 26th November 1995, At 16 years remove, I have no
recollection of the timing of discussions on ischaemic time.”

(a) You have not adequately answered the question. Please explain: (i) your understanding
of the cold ischaemic time of the kidney at the time of your discussions with Dr. Savage
and Dr. Taylor on 26t November 1995; and (ii) the basis of that understanding,

(i) The cold ischaemic time starts the perfusion time at 01:42 26/11/1995
(ii) the information is from the transplant form accompanying the kidney.

Answer to Question 10(d) at p.9:

“The kidney was still transplantable in terms of its cold ischaemia time ... [the date and time

on/at which you first saw the donor kidneyl At approximately 6am on the morning of the

operation on Monday 27 November 1995 7

(a) You have not adequately answered the question, Please explain the duration you would
consider to constitute a “normal time before surgery” and the basis upon which you hold

that view,

We would have transplanted a kidney up to 36 hours as I had been trained to do in the
Royal Postgraduate Medical School

(b) Identify all those that were present when you first saw the donor kidney.
[ am unable to remember who was present.

Answer to Question 11(a) at p.10:

“[The surgery 'knife to skin' started at] Approximately 7.15am.”

(a) Explain the basis of your claim that the surgery ‘knife to skin’ took place at
“Approximately 7.15am".

Having reflected on this and considering the evidence, it would now appear that the
surgery started at around 8.00am.

Answer to Question 12(a) at p.10:
“[The blood loss of 1200cc contained] Approximately 600cc made up of urine, peritoneal
dialysis fluid and slushed ice used to cool the kidney until the vascular anastonioses are

complete.”

(a) Explain the basis for your claim that “approximately 600" ml of the 1200 ml was made up
of “urine, peritoneal dialysis fluid and slushed ice”.

These are rough estimates. Adam could make urine at up to 100 mis per hour, the swabs
contained copious amounts of slushed ice to keep the kidney cold and there was residual
peritoneal dialysis fluid in his abdomen.

(b) State the relative proportions of the three fluids (“urine, peritoneal dialysis fluid and

12
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(24)

slushed ice”) and describe how you formulated those figures.
There is no accurate way to do this. These are estimates only.
Answer to Question 13(b} at p.10:

“Generally patients are anuric or oliguric. To reimplant the ureter in adults, normally, 300 cc
of water is instilled into the bladder to distend it, In Adam's case, we allowed the bladder to
distend naturally and not measure his urine output but depended on his CVP measurements,
which is the parameter of most value to a surgeon.”

(a) State whether it was your decision not to insert a urethral catheter before commencement
of surgery. If it was not your decision, state whose decision it was. State whether, in
retrospect, you think it was the correct decision. Please explain your reasoning in both
cases,

It was my decision not to catheterise and I believe was the correct decision. I decided to
allow the bladder to distend naturally,

(b) State whether you would have had any objection to Dr Taylor inserting a urinary
catheter into Adam at the start of the case. If yes, please give a detailed explanation, If
not, explain why it was not done.

No. I did not think it was necessary.

(c) State whether you were informed by Dr. Taylor or the trainee anaesthetist during the
transplant procedure of:

(i) any difficulties with the central venous line insertion -No
(i) Dr, Taylor's view of the CVP readings - No

and if so, state exactly what information was given to you, by whom and when was it
given and what was your understanding of it.

(d) Explain what you mean by “depended on his CVP measurements”. Identify the CVP
measurements on which you “depended”.

Central venous pressure (CVP) was the most important parameter I would rely on. 1 would
want his CVP to be 10 -12 when the clamps came off.

(e) State whether you were aware during the transplant surgery of Dr. Taylors view that
Adan’s CVP readings from the outset could not be trusted as a true indicator of blood
volume and could only be used as a general indicator of changing blood volume. If so,
state how and when you first became aware of this and what you did as a result of it and
the reasons why. If you did nothing as a result of it, state the reasons why.

I was not aware of the problem with the CVP measurement.
(f) State if you were informed about Adam having a CVP of 17mmHg at the start of surgery.

If so, explain the significance you placed upon this, ¥ not, explain if and how this would
have affected your actions.

13
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(25)

(26)

I was not aware of this, If true this reading may have been due to misplacement or kinking
of the line or due to overhydration. Had I been aware, I would have asked the Anaesthetist
to ensure the CVP reading was truly 17. It is normal to subtract 5 from the reading in a
ventilated patient, If it was truly 17 then seek medical input (from Dr Savage). I would
have checked the position and flow in the line and, if this was a true reading, restricted
Adam’s fluids and considered giving a diuretic,

(2) Explain the significance you would place upon a CVP of 30 mmlIg at any time during
surgery. .

This would have caused alarm as any patient with a CVP of 30 would have been critically
unwell,

(h) Describe the appearance and size of Adam’s bladder: (i) when it was exposed and (ii) at
the time of anastomoses.

(i) Adam had a large capacity bladder with evidence of trabeculation (indicating
infratrigonal obstruction) and
(ify Normal,

Answer to Question 13(e) at p.10;

“[The urine produced by Adam’s native kidneys was] Sucked into a bottle and soaked into
swabs.”

(a) State at what point in surgery, the urine produced by Adam'’s native kidneys was “sucked
into a bottle and soaked into swabs”, In particular, state whether this was before or after
you inserted the suprapubic catheter,

The bladder was opened via a stab incision and a sucker inserted to remove the native
urine. Swabs would have isolated the bladder from the abdominal cavity. The suprapubic
catheter was placed later.

(b) Prior to the catheterisation of Adam'’s bladder, state whether the (opened) bladder was
left to drain freely into the abdominal cavity. If so, state the reasons why. If not, state the

reasons why not.

Urine was not left to drain into his peritoneal cavity. Urine is an frritant and can be
infective.

Answer to Question 16(a) at p. 11:

“To change paediatric practice in relation to the use of Solution 18 and outline what measures
should be taken when it hyponatraemia is detected.”

(a) State what changes in “paediatric practice in relation to the use of Solution 18" you
consider ought to have been made arising out of Arieff’s paper on hyponatraemia.

This question is not the domain of an adult transplant surgeon who has not operated on
young children after Adam.,

14
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(27)

(28)

(29)

(b) State “what measures” you consider “should be taken when hyponatraemia is detected.”
arising out of Arieff’s paper on hyponatraemia.

Stop infusing Soln.18 give 1.8 or 2.7% saline, give mannitol, consider dialysis.
Answer to Question 16(b} at p,11:

“[Atieff's paper on hyponatraemia] is not relevant to adult urological practice. All of the
issues dealt with in the Arieff paper ave been common knowledge in urology for 30 years.”

(a) This is not an adequate answer to the question which follows on from question 16(a),
which asks how Professor Arieff’s paper ought to have been “carefully considered in
future surgery of a similar nature”. This question seeks to know how the paper has
actually been considered (emphasis added). Please provide the information requested.

This question is not the domain of an adult transplant surgeon who has not operated on
young children after Adam.

(b) State whether you were consulted in relation to the development of any guidance,
protocols, practice or policy arising out of Adam’s case, and if so, stale when, by whom
and what you contributed.

I was not.

Answer to Question 16(c) at p.12:

“[That the factors in Arieff's paper should be restricted to future surgery of a similar nature] is
not my view. Avieff's paper applies to general paediatric practice.”

(a) State whether it is your view that Professor Arieff’s paper should also be “carefully
considered’ in relation to “general paediatric practice”, If not, explain why not.

It should.
Answer to Question 17(a) at p.12:

“I believe that 1 had performed three paediatric renal transplants before Adam’s, although I
had assisted on a number of others.”

(a) State when the “three paediatric renal transplants” you performed before Adam’s
transplant were performed.

I am not sure of the relevance of this question to an Inquiry into Hyponatraemia Related
Deaths, however, I believe they were performed on 17t April 1993, 14t May 1993 and 11%
December 1994,

(b) State how many of the “three paediatric renal transplants” you performed before Adam’s
transplant were performed on or after 1st April 1993.

I am not sure of the relevance of this question to an Inquiry into Hyponatraemia Related
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(30)

(31

Deaths, however, as above (three).

{¢) State whether Dr Taylor acted as the anaesthetist in any of the “three paediatric renal
transplants” you performed before Adam’s transplant and, if so, specify the number and
the date of each surgery.

I am not sure of the relevance of this question to an Inquiry into Hyponatraemia Related
deaths, however, I do not believe that he was. I have, however, not seen the medical notes.

(d) Please describe your experience, prior to 26 November 1995, of being involved in
paediatric surgery where Dr Taylor was the anaesthetist.

I cannot.
Answer to Question 18(a) at p.13:
“TAdam’s] sodium level was normal at the end of dialysis pre-operatively.”

(a) State what you knew of Adam’s actual serum sodium levels on 26" November 1995 and
on 27 November 1995 prior to his surgery.

I knew the post dialysis level as it is recorded in his notes.

(b) State the basis upon which you believed that Adam’s serum sodium level had been
tested “at the end of dialysis pre-operatively” and that the result was “normal”. If this
arises out of information you were given, please state where this information is recorded,
when you were informed, and identify the person who did so.

[ cannot remember when or by whom I was informed. The levels are in the notes.
Answer to Question 18(b) at p.13:

“IAdam] was polyuric and his feeding regime had changed in preparation for the transplant.
Once anaesthestised [sic] the difficully in venesection would not arise.”

(a) You have not adequately answered the question, Please explain the reasons why you
would have expected Adam’s electrolyte levels to have been checked.

[ believe that Adam was difficult to venesect and got very upset. When he was
anaesthetised he would have had a large catheter inserted in his neck from which it is easy
to draw blood. He had been dialysed and given a large bolus of low sodium fluid
overnight, he should have had his electrolytes checked at the time of insertion of the CVP
line or shortly after the operation began.

(b) Explain why Adam’s polyuric condition and/or the fact that “his feeding regime had been
changed in preparation for the transplant” led you to expect that his electrolyte levels
would have been checked either just before or just after induction of anaesthesia,

The sodium content of dioralyte is low. Checking his electrolytes at the start or early in the
procedure would have been a routine task.
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(32)

(33)

(34)

Answer to Question 19(a) at p, 13:
“He did not.”

(a) Explain the response you would have given to Dr. Taylor had he told you at
approximately 09.32 that the serum sodium result from the blood gas analyser machine
was 123 mmol/L (Ref: 058-003-003).

1 am advised that such a hypothetical question should be answered only if Dr Taylor’s
evidence is that he imparted this information to me (which I do not believe he did).

Answer to Question 20(a) at p.14:

“Approximately 15 minutes before I thought the vascular anastomoses wounld be complete, I
would, in accordance with my customary practice, ask the anaesthetist what the CVP was and
to preload the child if necessary. 1 do this in every case, however, I have no specific recollection
in this particular case.”

(a) Explain the response you would have given to Dr. Taylor had he told you that at
“approximately 15 minutes” before the completion of the vascular anastomoses (i.e.
between 10,00 and 10.15) the CVP reading was between 25mmHg and 20mmHg [Ref: 094-
139-647].

I am advised that such a hypothetical question should be answered only if Dr Taylor’s
evidence is that he imparted this information to me (which I do not believe he did).

(b) State whether at any time during surgery you “askled] the anaesthetist what the CVP
was” and if so, state when and the response thereto. If you have no specific recollection,
state what was your “customary practice” and the reasons why,

My customary practice is to ask if the CVP is up not specifically a number, as the
anaesthetist may need time to give a bolus of fluid. I tell the anaesthetist when I anticipate
taking the clamps off (10 -15 minutes before release).

Answer to Question 21(a) at p.14:

“Surgeons are very aware of blood loss and will communicate concerns to the anaesthetist,
There was no major bleeding in Adam's case. His Haemoglobin was 10 at the start and 10 at
the end and he received between 250 and 350 cc blood.”

(a) Provide your reasoned calculation for Adam’s total blood loss during the transplant
surgery bearing in mind the following facts:

(i) Adam’s preoperative Hb (on 26" November 1995) was 10.5 gm/dL (PCV=30%)

(if) Adam’s postoperative haematocrit (on 28% November 1995) was 144 gm/dl (PCV=
40%)

(iii) The only blood transfusion Adam received between those two dates was the 500 ml
packed cells that was given intraoperatively.

Paediatric blood unils contain anything from 180 to 250 cc. Adam may only have
received 360 m! of blood and ended up with a Haemoglobin level 4 grams higher than
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(35)

he started with, The blood loss can be estimated by the following formula.

Estimated Blood Toss = Blood Volume x Het Start - HCT end

HCT Start

There are two potential starting haematocrits because Adam was given 750 ml of Soln.
18 in the hour before the start of the operation. The haematocrit from the night before
was 32 but by the start of the operation would have been lower, take 28 for example.
The lower the haematocrit at the start the less the blood loss.

Using these values the haematocrit (32 or 28) from the night before and the end
haematocrit written in the notes on the morning of the operation and a blood volume
of 1500 cc the Estimated blood loss is 655 cc or 468. From a surgical perspective the
lower figure would be more accurate,

(b) Explain what quantity of blood constitutes “major bleeding” in Adam’s case.
There is no strict definition of this term. A commonly used one is bleeding requiring more
than two units of blood to replace blood loss. By this definition, Adam did not have major
bleeding,.

(c) Explain the reasons for Adam’s haemoglobin reading of 6.1 and haematocrit reading of
18 at 09.32 on the blood gas analyser, and the significance of each of these results.

There are only two possible causes bleeding or haemodilution. In Adam’s case it is dilution.

Answer to Question 21{c) at p.14:

“T had no discussion with Dr Taylor on fluid management during this procedure. I do not

discuss fluid management, other than blood loss, when a consultant anaesthetist is involved in

a case.”

(a) In the interests of clarity, state whether you agreed or did not agree with Dr. Taylor on
the administration of a second infusion of HPPE. If you did agree that with Dr, Taylor,
then state when you did so.

I did not discuss the administration of any fluid with Dr Taylor.

(b) State whether you had a “discussion with Dr Taylor” regarding the impending or actual
bleeding during Adam’s surgery and, if so, the times at which this occurred, and what
action was taken as a result of this communication,

No: as far as [ was concerned the bleeding was within acceptable limits.

(¢) Explain who you consider has the final say as to whether fluid is administered in a

situation where the surgeon requests more fluid is given (e.g. to increase kidney

perfusion) and the anaesthetist present believes this to be inappropriate.

1 am advised that such a hypothetical question should be answered only if Dr Taylor’s
evidence is as set out above.
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(36)

(37)

(38)

(d) State whether you or Mr. Brown asked for more fluids, and if so, state at what time or at
what stage in the surgery and for what reason.

We did not ask for more fluids.
Answer {o Question 25 (¢) at p, 15:
“Hyponatraemia is a very common problem in urology and its diagnosis and managenent
were dealt with by me on multiple occasions and it is a continuing and important part of the

urology curriculum.”

(a) State the content of the urology curriculum in relation to hyponatraemia prior to
November 1995.

I cannot.

(b) State the content of the current urology curriculum in relation to hyponatraemia,
Enclosed. Enclosed also is a review article on the management of TUR syndrome (acute
dilutional hyponatraemia with glycine toxicity) which all urologists would be expected to

know.

() Describe and explain your role in the “dingnosis and management” of hyponatraemia
during surgery, and also other than during surgery.

Specifically during transurethral surgery the surgeon knows when large venous sinuses
have been opened and can terminate the procedure and take action to treat hyponatraemia.

Answer to Question 26(a) at p. 16:
“In my year in paediatric surgery...”

(a) Explain what you mean by “[iln my year in paediatric surgery” and identify the year to
which you refer,

I was a registrar in paediatric surgery in Temple Street Dublin in 1982-3
Answer to Question 28(d) at p.16:

“Adam had very complicated medical issues to deal with, There were no surgical issues
involved in his death. Adam died of hyponatraemin, which I believe was due to the
administration of solution 18. T was part of a team but as a team we had had a catastrophic
outcome, I decided to have no further part in provision of paediatric transplantation after
Adam’ death.”

(a) Clarify whether you believe Adam’s hyponatraemia was due to: (i) the choice of solution
type (Solution No. 18); (if) the volume of Solution No. 18 administered; (iii) its rate of
administration; (iv) some combination, Provide an explanation for your view.

The hyponatraemia was due to the combination of the rate and volume of Solution 18
administered. The rate at which hyponatraemia occurs is important in the pathogenesis of
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acute brain swelling.

IT ADDITIONAL QUERIES

(39)  State why you did not see Ms Slavin once you knew that Adam was being considered for
renal transplantation, State whether, in retrospect, you think that you should have seen her
at that time and the reasons why. If not, explain why.

The cross match did not come through until approximately 1 am and, the transplant would not
go ahead until we knew the result, I would have expected Ms Slavin to be asleep at that time.
Dr Savage had taken consent and confirmed to me that Ms Slavin was fully committed to the
procedure and was not requesting to see me, If she had requested to speak to me I would have
spoken to her.

(a) State why you were not involved in the formal consent process.

Dr Savage had taken consent as that was the practice at the time. The consent for
transplantation is a prolonged process which begins when the patient is put on the
transplant waiting list. Education about dialysis and transplantation is not the remit of the
transplanting surgeon but of the nephrology team looking after the patient. It would be
inconceivable that a patient would get so far into the process if there were any doubts in the
mind of a patient or guardian about transplantation. Further, when I trained in
transplantation it was considered that selection and consent for transplantation was better
done by non surgeons who might apply pressure to consent to donation/transplantation.

(b) State whether you think you should have been involved in the consent process. If so,

state at what stage you think you should have been involved and the reasons why. If not,
explain why,

In 1995 it was not considered necessary for consultant surgeons to take consent as long as a
doctor capable of explaining the risks and benefits of the procedure explained the issues to
the patient. I had and have full confidence that Dr Savage could do that.

State what information you provided to Dr. Savage for the purpose of obtaining formal
consent from Adam’s mother about:

(i) How the transplant surgery was going to be conducted
(i) The risks of the transplant being unsuccessful
(iii) The risks to Adam
(i) Dr Savage was an experienced nephrologist and did not need to be told how a
transplant was to be done. I could not know the technical details myself until I
operated.
(i) These are standard and Dr Savage would have more knowledge of the risks of
paediatric transplantation than I did
(iif) There was no particular risk to Adam’s life from the surgery other. Major
complications were less than 1% incidence in my hands

In particular state when, where and by what means you provided this information and
identify the document where this is recorded. If you did not provide this information to
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Dr. Savage, explain the reasons why not. If you did not record in Adam’s medical notes and
records the provision of this information to Dr. Savage, state why not.

Dr Savage is a recognised expert in the management of renal transplants in children and
did not require me to explain to him anything about renal transplantation. He is an expert
in the field.

(d) Describe and explain any effect on:

() Adam’s renal transplant surgery
(i) the risk of Adam’s transplant being unsuccessful
(iii) the risksto Adam

of the following factors:

» Adam’s age and size (i-iii above) (i) Anatomical site of transplant (ii-iif) Nil

» Adam’s multiple previous operations (i-iii above) The surgery would be slightly more
complicated due to adhesions

* The cold ischaemic time of the donor kidney - Increased risk of immediate non function

x The “widely separated arteries on 1 patch” (i-iif) (as compared to a single artery) (i-ifi)
Nil

* The half match of the donor kidney - Please clarify

s The size of the kidney from the 16 year old donor (i-iii) Nil (difference in choice of
vessel)

If there was no effect, state the reasons why.
There was no reason why Adam should not have had a successful transplant.
(e) Explain what is meant by “widely separated arteries on 1 patch”.
Two arteries on a patch which would have been too long to stitch on to Adam’s arteries.

(f) State whether you think that Adam had any particular risk factors, If so, state what they
were,

No and there were no surgical complications.

(g) State whether you believe your fulfilled your duty as a surgeon to warn Mrs, Slavin of
the risks inherent in the transplant procedure to enable her to make an informed
decision as to whether or not to consent to the procedure.

In terms of practice in 1995, Dr Savage was better equipped than I was to take consent. He
knew all the common complications of transplantation and the results of transplantation in
children. More importantly, he is expert in the medical care and management of
immunosuppression in children of which I had little knowledge. I played no part in
recommending or selecting Adam for the transplant, Dr Savage did that and he was ideally
placed to take consent for the procedure as he knew Adam, his medical history and his
family intimately. Dr Savage was more than competent to explain the common surgical
problems to Adam’s mother. Further, I asked Dr Savage if Adam’s mum wished to speak
to me and he confirmed that all had been explained, consent taken and Adam’s mum was
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(40)

(41)

not looking to speak to me. Finally, there were no surgical complications.

(h) State if you were aware, as at the time of Adam’s transplant surgery, of any guidance or
procedure on the gaining of consent generally, and specifically in relation to renal
transplantation. If so, identify it and state whether it had any impact on your actions in
relation to Adam.

No specific guidance but lots of renal education literature existed in relation to dialysis and
transplantation. Dr Savage and his team would have educated Adam’s mum about dialysis

and transplantation long before the operation.

State the reasons why you did not see and assess Adam prior to transplant surgery.

~ Cross match not through until 1 am. If there was a cross match issue then the operation would

be cancelled, There was nothing to gain by me physically seeing Adam as I was capable of
dealing with any surgical issue in transplantation. Everything I needed to know was in Adam’s
medical notes and I had extensive discussions about Adam with Dr Savage. Finally, no surgical
complications occurred.

Explain how Mr, Brown came to act as assistant surgeon in Adam’s renal transplant.

I believe that he was on call.

(a) State whether you discussed with Dr. Savage a number of Consultant Paediatric
Surgeons who might assist in Adam’s transplant surgery, and if so, state which of them
would have been available to have assisted.

I had no such discussions,

(b) State the reasons why the surgeon assisting you in Adam’s renal transplant was Mr,
Brown.

Please see above,

(c) State whether you contacted Mr. Brown with a view to him acting as assistant surgeon in
Adam’s renal transplant. If you did not contact Mr. Brown, identify the person who did
S0,
1 did not. I do not know.

(d) State when you first knew of:
(i) The cold ischaemic time
(ii) The “widely separated arteries on 1 patch” (Ref: 058-009-030)

and the source of that knowledge,

I cannot recall. The information is on the transplant form and the transplant coordinator
usually relays the information

(e) State whether you discussed with Adam’s mother the effect on:
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(42)

(i) Adam’s renal transplant surgery
(i) the risk of Adam’s transplant being unsuccessful
(iii) the risks to Adam

of the following factors:

» Adam’s age and size

* Adam'’s multiple previous operations

* The cold ischaemic time of the donor kidney

* The “widely separated arteries on1 patch” (as compared to a single artery)
* The half match of the donor kidney

* The size of the kidney from the 16 year old donor

If so state when, where and for what purpose you discussed those factors with Ms.
Slavin, If you did not do so, explain your reasons.
I did not. I asked if Ms Slavin wished to speak to me, Dr Savage confirmed he had gone
through the procedure with her and obtained consent.

(f) State whether you discussed with Dr, Savage the effect on:
(i) Adam’s renal transplant surgery
(ii) the risk of Adam’s transplant being unsuccessful
(iif) the risks to Adam
of the following factors:
» Adam’s age and size
* Adam’s multiple previous operations
* The cold ischaemic time of the donor kidney
v The “widely separated arteries on 1 patch” (as compared to a single artery)
* The half match of the donor kidney
* The size of the kidney from the 16 year old donor

If so state when, where and for what purpose you discussed those factors with him, If
you did not discuss them with Dr, Savage, explain your reasons,

Dr Savage is an expert in renal transplantation in children. He was aware, as I was, of these
issues.

(g) State whether you recorded any such discussions with Ms. Slavin and Dr. Savage (as
referred to above) in Adam’s medical notes and records. If not, explain your reasons,

I did not have any discussion with Ms Slavin,
State your involvement and input in any of the following decisions:
(a) That the match was acceptable for Adam

Nil.
(b) To accept the kidney from UK Transplant

Nil,
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(¢) After the tissue cross-match, to confirm that Adam’s renal transplant would proceed
Joint decision with Dr Savage and Dr Taylor.

(d) On inspection of the kidney, to confirm that Adam’s renal transplant would proceed
Mine alone.

(43)  Prior to each decision in which you were involved or had any input, state:

(a) What information you had about the kidney and the source of that information
I knew the vascular anatomy and ischaemic time. The source is the transplant form.

(b) What factors you considered
Optimum time to transplant Adam.

(c) Whether you discussed those factors with any person, and if so, state with whom and
what you discussed,

Dr Savage and Dr Taylor.

(44)  State at what time you first inspected the donor kidney.
When I removed the kidney to clean it during preparation,

(a) State when and how you were first made aware that the donor kidney had two arteries,
From the transplant co-ordinator. I cannot state the time.

(b) State at what time you started preparing the donor kidney and its blood vessels,
1 cannot state this precisely but believe it to be approximately between 7am and 8am.

(45)  State whether it would have been possible to carry out “a pre-operative x-ray” on 27%
November 1995 “to check line position” in relation to the CVP, State if you think a chest X~
ray should have been performed, If not, explain why not. State whose responsibility it
would have been to arrange any such X-ray,

An x-ray could have been done although this is within the surgeon’s responsibilities.

(46)  Describe what, if any, knowledge you had in 1995 of the portering service available on 26th
and 27th November 1995 to the theatre in RBHSC for tasks including the transporting of
specimens to the laboratory.

I cannot,

(47)  State whether or not you knew in 1995 if a pneumatic tube system was available in RBHSC
on 27th November for samples from the theatre to be sent directly to the laboratory.
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(48)

(49)

(50)

[ cannot.
State whether, in November 1995, the RBHSC had, or had access to, any portable blood gas
analyser machines e.g, iSTAT blood gas analyser to measure sodium, potassium, urea, and
creatinine, If so:
(a) Identify the type of blood gas analyser that was available at that time

I cannot.
(b) State where it was located.,

I cannot.

(c) State what arrangements would have been required for its use in Adam’s transplant
surgery.

I cannot.
(d) State the accuracy of the results for sodium compared to
(i) the static blood gas analyser.

I cannot,
{ii) laboratory blood tests,

I cannot.

State the normal turnaround time for laboratory analysis of serum sodium on 27" November
1995 between dispatching the blood sample to the laboratory and receipt of the result
during:
(a) Normal working hours (weekdays 09.00 to 17.00).

I cannot.
(b) Out of hours (weekdays 17,00 to 09.00 or at weekends/holidays).

I cannot.
(¢) In urgent cases, whether or not they arise within working hours.

[ cannot.
Explain why you connected the arteries of the donor kidney to Adam’s external iliac artery,
including:
(a) Why you used the external iliac artery in preference to either the common iliac artery or

the aorta, Whether you considered using the common iliac artery or the aorta, If you did
not, explain your reasons. If you did consider it, explain why you nonetheless used the

25

INQ-AS WS-006/3 Page 25




(51)

(52)

(53)

(54)

external iliac artery.

I considered using aorta common iliac but it was my judgement that Adam’s Iliac vessels
were satisfactory in calibre. No surgical complication occurred.

(b) Why you used the external iliac vein in preference to cither the common iliac vein or the
inferior vena cava, If you did not, explain your reasons. If you did consider it, explain

why you nonetheless used the external iliac vein.

1 considered the common iliac and vena cava but my judgement was the external iliac vein
was suitable. No surgical complication occurred.

State whether you were aware of any application by the RBHSC to be an accredited
institution with the King’s Fund Organisation Audit {KFOA) Programme and standards in
1995. If so, state whether you believe the care and treatment of Adam complied with the
KFOA standards, and explain the basis for your belief. If not, explain the respects in which
it did not comply.

I was not,

State whether you were aware of any discussions relating to Adam’s death and his inquest
involving the Trust, clinical or managerial staff concerning the lessons that could be learned
and/or action that should be taken,

(a) If so, state when those discussions took place, who participated in them and what the
outcome was,

There were discussions, I attended one meeting but because I am an adult surgeon [ was
not involved further. I cannot remember the date.

(b} State, in particular, the extent to which you were involved in any such discussions and/or
action whether in relation to RBHSC or Belfast City Hospital.

Minimal.
(c) If you were not involved in either discussions or action, explain why not.
I do not routinely treat children.

State your involvement, if any, at any stage with the clinical negligence claim which was
pursued following Adam’s death.

I was asked for a statement (011-003) which I believe was in relation to a clinical negligence
claim.

Describe the procedure for clinical audit at RBHSC in November 1995 and identify any
relevant documents

I cannot.

(a) Describe the current procedure for clinical audit at RBHSC and identify any relevant
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(85)

(56)

documents
I cannot.

(b) Describe what you did in terms of a ’clinical audit’ of Adam’s case, and provide any
relevant documents,

I did not perform an audit, I ceased transplanting young children.

(c) State whether your actions relating to a clinical audit of Adam’s case would differ in 2011
and if so, how, If not, explain why not.

In 2011 there would have been a critical incident meeting called about such a case.

Describe the procedure for discussions of deaths amongst medical personnel (e.g. “death
meetings’ / ‘morbidity and mortality meetings’) at RBHSC in November 1995 and identify
any relevant documents

{a) Describe the current procedure for discussions of deaths amongst medical personnel (e.g.
‘death meetings’ / “morbidity and mortality meetings’) at RBHSC and identify any
relevant documents

I did not and do not routinely work at RSHBC and therefore, [ cannot.

(b) Describe whether you participated in any such meetings in Adam’s case, and if so, state
when and provide any relevant documents

I did not.
Attached is a table showing the various phases in Adam’s renal transplant operation. Using
the initials of each person or, in the event of not knowing the identity of the person, the job
title, state under each phase the personnel who were:

(a) Present using the "+" symbol and

(b) Actively participating using the "++" symbol.
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THIS STATEMENT IS TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF

Signed: ‘/?%/u; ﬁ@?’f—/".( Dated: 28 ¢ ! (
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TABLE FOR PAEDIATRIC RENAL TRANSPLANT

Showing the involvement of personnel in the various phases

Phase of the transplant process Physicians/ | Anaesthetists | ODA/| Surgeons | Scrub |Runmner
ward staff/ ODF/ nurse
ICU staff MTO
1. Transplant option first mentioned to family ++
2. Transplant surgery consent process started; risks /benefits explained ++
3. Preoperative preparation on evening of admission; consent confirmed ++ +
4. Preoperative preparation; fasting, i.v. fluids; blood tests; dialysis; ultra + ++ +
sound of neck re: CVP line
5. Preparing theatre for start of surgery/ check monitors & equipment ++ ++
6. Preparing donor kidney ++
7. Patient arrival in operating theatre; i.v. inserted; anaesthesia induced ++ + +
8. Insertion epidural, arterial and CVP lines; x-ray of the CVP line and ++ ++
uretheral catheter inserted
9. Pre-transplant phase of surgery PLEASE CLARIFY
10. Vascular and ureteric anastomoses performed; ureteric and/or + + + ++ +
suprapubic catheter inserted
11. Post-transplant phase of surgery including wound closure + + + ++ +
12. Post-surgery; anaesthesia stopped; drapes removed; drains connected | + ++ ++
13. Child transferred to ICU ++ ++
14. Communicating child’s condition at end of surgery to parents ++ ++ ++
15. Communicating child’s death to parents ++ ++ ++ (IF
SURGICAL
CAUSE)
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Introduction

Trans Urethral Resection of Prostate (TURP) is the sec-ond most common surgical procedul
the age of 65 years. Advancement in technology has enabled the urologists to reach all corn
causing minimum trauma to the patient. Endoscopic procedures in the urinary system requirn
mucosal spaces, remove blood, cut tissue and debris from the operating field and enable be
understand and prevent the various compli-cations of endoscopic procedures, incidence of s
the same and still daunt the urologists. Aberrations in the Central Nervous Sys-tem (CNS), (
which manifest due to the absorption of irfigating fluids during TURP are together known as’
Syndrome, this complication can occur during other endoscopic procedures also namely Ure |
Nephrolithotomy (PCNL), Trans Cervical Resection of Endometrium (TCRE), etc. Despite im -
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management, 2.5 - 20% of patients undergoing TURP show one or more manifestations of T
perioperatively. -

Signs and Sympltoms

TURP syndrome may occur at any time perioperatively [1] and has been observed as early i
late as several hours after surgery has been completed. When under regional anesthesia, th

Dizziness

Headache

Nausea

Tight feeling in the chest and throat
Shortness of breath

Restlessness

Confusion

Retching

Abdominal pain

L] ° L3 L L o ® ® o

Both systolic and diastolic blood pressures rise and the heart rate decreases. If not treated p
hypotensive and go in for cardiac arrest.

Some patients present with neurological symptoms. Ini-tially they become lethargic and’then
sluggishly to tight. This may be fol-lowed by short episodes of tonic-clonic seizures leading

Under General Anesthesia (GA), the diagnosis of TURP Syndrome is difficult and often dela

then a fall in BP and refractory brady-cardia, ECG changes such as nodal rhythm, ST chang
may be observed. Recovery from GA and muscle relaxants may be delayed.

Irrigation Solutions

Irrigating fluids are used during endourological procedures for better vision. ldeally the irriga
electrically inert (so that diathermy can be used), non toxic, transparent, easy to sterilize an
all these qualities is not yet availabie. Electrolyte solutions such as normal saline or Ringer |
circulation. However they cause disper-sion of high frequency current from the resectoscop:
irrigating fluids have been in use, each having its own merits and demerits.

Sterile water: Though sterile water has many qualities of an ideal irrigating fluid, the disadve
hemolysis, dilutional hyponatremia, shock and renal failure.

Glycine 1.2%, 1.5%. 2.2%: Glycine, an endogenous amino acid has been suggested as a s
advantages, including the low cost, [3] though not as cheap as sterile water. Glycine is isot
but the side effects of glycine at this concentration are more. The os-molality of 1.5% glycin
200 mosm/l and hence cardiovascular and renal toxicities can occur at this concentration a
can lead to more complications due to hypotonicity and hence can-not be used for irrigatior
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over sterile water is its tendency to cause less hemolysis and renal failure.

Mannitol 3%: Mannitol, though does not have the toxicities of glycine, drives water out of cell
The cost of mannitol is also higher compared to glycine. The elimination of man-nitol througk
impaired renal function.

Glucose 2.5% - 4%: This is not a widely used irrigating fluid since glucose produces tissue ¢
hyperglycemia produced when glucose is absorbed into the circulation. !f also causes stickin

Cytal: Cytal, a mixture of sorbitol 2 7% and mannitol 0.54%[ 5] widely used in USA as an irrig
to its high cost and non-availability. In the body, sorbitol is metabolised to fructose, which mz
hypersensi-tivity to fructose.

Urea 1%: This produces urea crystallisation on the in-struments during resection and hence

1.5% glycine and sterile water are the most widely used irrigating fluids in urological endosct

Pathophysiology

1, Circulatory Overioad

The uptake of small amounts of irrigating fluids has been shown to occur during almost ever,
network of prostatic bed and endometrium respectively. Spontaneous leakage through Fallc
during TCRE. The fluid absorp-tion has been studied by the expired breath ethanol tests afte
1 % to the irrigating fluid. [9] The uptake of | litre of fluid within one hour, which corresponds
concentration of 5-8 mmols/l, is the volume above which the risk of absorption refated sympt
average rate of fluid absorption during TURP is 20 mi/min. Due to circulatory overload, the b
pressures increase and the heart may fail. The absorbed fiuid dilutes the serum proteins anc
concur-rent with the elevated blood pressure, drives fluid from the vascular to interstitial com
edema. In addition to direct absorption into the cir-culation, a significant volume (upto 70%) ¢
accumulate interstitially, in the periprostatic and retroperitoneal spaces. For every 100 ml of*
meq of so-dium also moves with it.

Though the duration of surgery has not been conclu-sively proved to be the determinant for 1
mortality were found to be defi-nitely higher when surgery was prolonged over 90 min-utes. [
the size of the prostate, while interstitial absorption depends primarily on the integrity of pros
the weight of the gland is more than 45 grams. Another important factor that determines the
pressure at the prostatic bed. This pressure depends on the height of irrigating fluid column :
surgery. The ideal height of irrigating fluid is 60 cm so that approximately 300 ml. of fluid is ©
vision.

2. Water Intoxication

Some patients with TURP syndrome present symptoms of water intoxication, [13] a neurolo
of the brain. The patient becomes first somnolent and then incoherent and restless. Seizure:
decerebrate posi-tion. There will be clonus and positive Babinski responses. Papilloedema,
The EEG will show low voltage, bilaterally. The symptoms of water intoxication appear whei
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normal level,
3. Hyponatremia '

Sodium is essential for proper function of excitatory cells, particularly those of heart and brai
TURP patients. [14][15}{16][17]

Dilution of serum sodium through excessive absorp-tion of irrigation solution.

Loss of sodium into the stream of the irrigation fluid from the prostatic resection site.

Loss of sodium into pockets of irrigation solution ac-cumulated in the periprostatic and retr

Larger amounts of glycine stimulate the release of atrial natriuretic peptide in excess of the
promote natriuresis.

L] ® < o

The symptoms of hyponatremia are restlessness, con-fusion, incoherence, coma and seizur:
hypotension and reduced inyocardial contractility occur. Below 115 meq/1, brady-cardia and
and T wave inversion occur. Below 100 medg/1 generalised seizures, coma, respiratory arres
Fibrillation (VF) and car-diac arrest occur. Sodium requirement is calculated by the following

Sodium Deficit = Normal serum Na - Estimated serum Na x Volume of body water (Body wai
4. Glycine Toxicity

Excess of glycine absorbed into circulation is toxic to heart and retina and may lead to hyper
found to reduce the vitality and sur-vival of isolated cardiomyocytes. [18] In patients, glycine
on the myocar-dium, manifested as depression or inversion of the T wave on the electrocard
exceeding 500 ml has been shown to double the long-term risk of acute myocardial infarctiol
higher long-term mortality after transurethral versus open prostatectomy, which has been a ¢
seems to depress myocar-dial function, particularly when the operative duration ex-ceeds 1!
temperature. [22] About 0.5% of patients develop acute myocardial infarction during TURP, |
been detected during 20% of TURPs. Dilutional hypocalcemia has alsc been implicated as a
when glycine is absorbed.[24][25] However calcium is restored more rapidly, probably due

Glycine is known to be a major inhibitory neurotrans-mitter in the spinal cord and in the brain
gamma amino butyric acid on the chloride ion channel. Too high a concentration may thereft
and visual disturbances. Glycolic acid, formate and formaldehyde are other metabolites of gl
disturbances. The signs of glycine toxicity {11] are nausea, vomiting, slow respiration, seizul
oliguria, anuria and then death. When arginine, another nonessential amino acid is added to
the heart is blunted. The mechanism by which arginine protects the heart is unknown. The n
mg/l. Glycine toxicity is very uincommon in TURP patients probably because most of the abs
retroperitoneal spaces, where it has no systemic effect.

5. Ammonia Toxicity

Ammonia is a major by-product of glycine metabolism." High ammonia concentration suppre
brain. This causes the en-cephalopathy of TURP syndrome. Fortunately ammonia toxicity is
oc-curs within one hour after surgey. 28] The patient develops nausea and vomiting and th
500 micromols/1 {normai value is 11-35 micromols/1). Hyperammonemia iasts for over ten |
contin-ues to be absorbed from the periprostatic space.
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It is not clear why hyperammonemia does not develop in all TURP patients. Hyperammonen
glycine through the glycine cleavage system, [29] citric acid cycle [30] and cohversion to gly
possible ex-planation is arginine deficiency. Ammonia is normally con-verted to urea in the i
intermediary products necessary for this cy-cle. When a patient has arginine deficiency, orni
accumulates.

6. Hypovoiemia, Hypotension

The classical hemodynamic signs of the TURP syn-drome, when glycine is used as irrigating
that may be absent if the bleeding is profuse, followed by more prolonged hypo-tension. [32
endotoxins into the circulation and associated metabolic acidosis might contribute to this hyr
leads to hypovolemia, causing signifi-cant loss in oxygen carrying capacity leading to myoca
correlates with the size of prostatic gland resected, duration of surgery and skill of the surget
10 m1/gram of prostate resected.

7. Visual Disturbances

One of the most alarming complications of TURP syndrome is transient blindness, foggy visi
[33][37][38] The pupils may be dilated and unresponsive. The optic disc appears normal.
TURP syndrome or can be an isolated symptom. The vision returns to normal in 8-48 hours
retinal dysfunction probably due to glycine toxicity. [39] Hence perception of light and blink r
light and accommodation are lost in TURP blindness, unlike in blindness due to cere-bral co

8. Perforations

Perforation of urinary bladder can occur during TURP due to surgical instrumentation, in diffi
rarely explosion inside the bladder. Instrumental perforation of the prostatic capsule has bee
TURP. [15][40] An early sign of perforation, which often goes unnoticed, is a decreased rel
pain, distension, nausea and distress follow. Bradycardia and arterial hypotension are profol
spontaneously. In intraperitoneal perforation, symptoms develop faster. Referred shoulder p
are characteristic symptoms. [41][42] Pallor, diaphore-sis, abdominal rigidity, nausea, vomi
perforation, reflex movements of lower limbs may occur.

Explosions inside the bladder are fortunately rare. Cau-terisation of prostatic tissue is E_)elie\n
enough oxygen will be available inside the bladder to permit an explosion. But when air en-t

9. Coagulopathies

Disseminated Intravascular Goagulation (DIC) or consump-tion coagulopathy [12] can occu
thromboplastins into the circulation causing secondary fibrinolysis. Dilutional thrombocytope
detected in the blood by a decrease in platelet count, high levels of fibrin degradation produ
levels (400 mg/dl).

10. Bacteremia, Septicemia and Toxemia
About 30% of all TURP patients have infected urine preoperatively. When prostatic venous:
pressure irrigation is used, bacte-ria enter the circulation. In about 6% of patients, the bacte

‘bacterial endotoxins and toxic byproducts of tissue co-agulation may lead to a toxic state in
fever, capillary dilatation and hypotension can occur temporarily in these patients.
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11. Hypotherinia

Hypothermia is a frequent observation in patients un-dergoing TURP. A drop in the body ter
resuits in shivering [43] and mark-edly increases oxygen consumption. Bladder irrigation is ¢
irrigating fluids at room temperature resuilts in a decrease in body temperature of 1-2° C. Thi
temperature of operation theatre. Elderly pa-tients are particularly susceptible to hypothermit
associated vaso-constriction and acidosis can adversely affect the heart and can contribute |
enhance bleeding from the resection site.

Prophylaxis Against TURP Syndrome

Identification of early symptoms of TURP syndrome and prevention is essential to retard the
patients undergoing endoscopic surgeries. [12] Pre-existing hyponatremia should be identi-1
diuretics and low salt diet. Prophylactic antibiotics may have a role in the prevention of bacte
(CVP) monitoring or pulmonary artery cath-eterisation is necessary in patients with cardiac il
[44] The dura-tion of TURP should be restricted to 1 hour[39] , and in cases requiring more
performed. Prostatic capsule should be preserved as far as possible and distension of bladd
claimed to decrease fluid absorption, [45] whereas some authors have found no such reduc

Serum sodium should be estimated every 30 minutes and necessary corrections should be r
maintain optimum hemodynamics. Prophylactic frusemide should be given to avoid fluid ove
be preferred to whole blood for transfusion to avoid circulatory over-load. Increasing the atm
warm blankets, mattresses and intravenous fluids and using irrigating fluids prewarmed to 3,

General Anesthesia vs Regional Anesthesia in T

TURP performed under regional anesthesia without se-dation (Awake TURPY) is preferable

Early manifestations of TURP syndrome are betier detected in awake patients.
Peripheral vasodilatation helps to minimize circula-tory overloading.

Provides some degree of postoperative analgesia.

Blood loss will be less,

However the possible sudden hemodynamic fluctuations of spinal or epidural anesthesia sh
administering regional anesthesia.

Treatment

The treatment of TURP syndrome involves correction of various pathophysiological mechan
[16]]241[25][47][48] deally the treatment has to be instituted before serious CNS or car
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When TURP syndrome is diagnosed, surgical proce-dure should be terminated as early as {
dose of 1 mg/kg intravenously. However, the use of frusemide to treat TURP syndrome has
sodium excre-tion. Hence 15% mannitol has been suggested as a better choice, due to its a
tendency to increase extracellular osmolality. Oxy-gen should be administered by nasal cani
tracheal intubation and posi-tive pressure ventilation with 100% oxygen.

Arterial blood gases, hemoglobin and serum sodium are to be estimated. Correction of hypo
administration of 3-5% hyper-tonic saline at the rate of not more than 0.5 meg/1 per hour or
hypertonic saline is needed for correction of hypo-natremia. Rapid administration of saline le
myelinolysis. Two-thirds of the hypertonic safine restores serum sodium and osmo-lality, whi
extracellular space, where it becomes available to diuretic treatment with frusemide.

Intravenous calcium may be used to treat acute cardiac disturbances during surgery. Sefzun
diazepam/midazolam/barbiturate/ditantin or a muscle relaxant depending on the severity.

Significant blood loss should be managed by adminis-tering packed red cells. In cases of DI
intravenously followed by heparin infusion 2000 units bolus (and then 500 units per hour). Fi
be used depending on the coagulation profile.

Surgical drainage of retroperitoneal fluid in cases of perforation can reduce the morbidity ant
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Introduction

The Intercollegiate surgical curriculum provides the framework for systematic training frem completion of the
foundation years through 1o consultant lavel in the UK. it achieves this through a syltabus that lays down the
standards of specialty-based knavledge, clinical judgement, technical and operative skills and professional
skills and behaviour, which must be acquired at each stage in order to progress. The curriculum is web
based and is accessed through waww.iscp.ac.uk. The wabsite contains the most up to date version of the
curriculumn and each of the nine surgical specialty syllabuses. The nine specialities include General Surgery,
Urology, Paediatric surgery, Cardictheracic surgsry, Trauma and Orihopaedic surgery, Oral and Maxiflofacial
surgery {OMFS), Plaslic surgery, Nourosurgery and Otolaryngology (ENT). They all share many aspecls of
the early years of surgical training in common, but naturally become increasingly singular as training in each
discipline becomes more advanced. Each syliabus will emphasise the commonalitles and elucidate in detail
the requirements for training in the different specialities.

Doctors who will become surgical trainees

Adter graduating from medical schoo! doctors immediately move onto a mandatory two-year foundation
programmae in clinical practice. During their final year of medical school students are encouraged to identify
the area of medicine they wish to pursue into specialist iraining. During the Foundation programme, the
recently qualified doctor Is under close supervision whilst gaining a wide range of clinical experience during
their first opportunity to practise medicine whilst attaining a rangs of defined competencies. Entry into
surgery is in open competition and requires applicants to understand, and provide evidence for, their
suitability to becomes members of the surgical prefession.

Selection inte a surgleal discipline

The responsibility for setting the standards for surgery rests with the Royal Collegas of Surgeons which
operate through the Joint Commitlee on Surgical Training (JCST) and its nine Specialty Advisory
Committees {(SACs). Each SAC has developad the person specifications for selaction into their specialty and
the person specification for entry to ST4/CT1 in any discipline. Postgraduate Medical Deanerios and their
Schools of Surgery are respeonsivle for running training programmes and for the recruilment and selection at
all fevels of pre-CCT training.

Thne critical selection peints for surgical training are at initial entry either directly into thelr chosen disciplineg
(ST1) or into & generic training period referred to in this document as core (CT1). Those who enter core
training thea are selected into the discipline of their cholce afler two to three core years and join the
speciality programme at a key competency point (3T3) after which stage transfer from ons discipline to
ancther would prove highly impractical.

Selection takes place via selection cantres run either by individual Deaneries and Schools or in clusters
arranged either by specially or by locality. Some of these clusters aim for a national selection process for the
whols of & discipline (for example, urology, cardiothoracic surgery and neurcsurgery) and others through
practical problems posed by size and volume to regionally orientated groups {for example General and
Trauma and Orthopaedic surgery). The development of selection centres s part of ongoing work and
evaluation.

Those wha are selected into training programmes will then have to achieve agread milestones in terms of
College examinations and the local Annual Review of Compelence Progression (ARCP) arrangements in
Deaneries which wili include the described work place based assessments.

Guidance about the recruitment process, application dates and deadtines and tinks to national persen
specifications by specialty are available from the Modemising Medical Careers wabsite.
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The Educational Principles of the Curriculum
The provision of excellent care for the surgical palient, delivered safely, is af the heart of the curriculum.

The aims of the curriculum are to ensure the highest standards of surgical practics in the UK by delivering
high quality surgical training and to provide a programme of training from the complation of the foundation
years through to the completion of specialist surgical training, culminating in the award of a CCT. The
curiculum was founded on the following key principles that support the achievement of these aims:

¢« A common format and similar framework across all the speciallties within surgery.

¢ Systematic progression from the end of the foundation years through to the exit from surgical
specialist training.

¢ Gurriculum standards that are underpinnad by rebust assessment processes, bolh of which conform
to the standards specified by PMETB.

« Regulalion of progressicn through training by the achievement of oufcomes that are specifiad within
the specialty curricula. These outcomes are compatence-based rather than tme-based.

« Delivery of the currculum by surgeons who are appropriately qualified te deliver surgical training.

« Formulation and dslivery of surgical care by surgeons working in a multidisciplinary environment.

+ Collaboration with those charged with delivering health services and fraining at all levals.

The curriculum is broad based and blueprinled to the Good Medical Practice framework to ensure that
surgeons completing the training programme are more than just technical experts.

Equatity and diversily are integral to the rationale of the curriculum and underpin the professional behaviour
and leadership skills syllabus. The ISCP encourages a diverse surgical workforce and therefore encourages
policies and practices that:
+ Ensure every individual is treated with dignity and respect irrespective of their age, disability, gender,
refigion, sex, sexual orientation and ethnic, national or racial origins;
+  Promote equal opportunitios and diversity in training and the development of a workplace
environment in which colleagues, patients and their carers are treated fairly and are free from
harassment and discrimination.

1t is expected that these values will be realised through each individual hospital trust's equality and diversity
management policies and procedures. This principle also underlies the Professional Behaviour and
Leadership syllabus.

Who Should Use the Curriculum?

This version of the curriculum will apply to all trainees entering surgical training at CT1/8T1 level from August
2010 onwards. Trainees entering surgical training prior ta that date will continue to use the curriculum that
was in place at the time that they entered surgleal training, although all surgical teainess will be given the
opportunity to switch to the new curriculum, Trainees appointed into training programmes prior to 31
December 2005 (UK Calman system) will also be encouraged to use the new curriculum.

The curriculum is appropriate for trainees preparing lo practice as consultant surgeons In the UK. It guides
and supports training for a Certificate of Completion of Training (CCT) in a surgical speciaily. The curriculum
enables trainees to develop as generalists within thalr chosen surgical spaciaty, to be able to deliver an on-
call emergency service; and to deliver more specialised services o a defined level.

Dectors applying for a Certificate of Eligibifity for Specialist Registration (CESR) via Article 14(4) on or from 1
August 2010 will be required to demonstrate that they meet the standards required for a CCT as set out in
the curriculum. Doctors applying for a CESR befere that date will be required 1o demonsirate that they meet
{he standards set for a CCT according 1o the version of the curriculum that was current at the time of their
application.
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Components of the Curriculum

The surgical curriculum has bean designed around four broad areas, which are common to ail the surgica!
speciaities:

+ Syllabus - what trainees are expecied to know, and be able to do, in the various stages of their
training

» Teaching and learning - how the content is communicated and developed, how trainees are
supervised

+ Assessment - how the attainment of outcomes are measuredijudged, feedback to support learning

«+ Training systems and rescurces - how the educational pregramme is organised, recorced and
quality assured

In order fo promote high quality, safe care of surgical patients, the curriculum specifies the paramsters of
knowladge, clinical skills, technical skills, professional behaviour and leadership skills that are considered
necessary 1o ensure patient safely throughout the fraining process and specifically af the end of fraining. The
curricuium therafore provides the framework for surgeons to develop their skills and judgement and a
commitment 1o fifelong learning in line with the service they provide.

Length of training

A similar framework of stages and levels Is used by all the specialties. Tralnees progress through the
curriculum by demonstrating competence to the required standard for the stage of training. Within this
framework each specialty has defined its structure and indicative length of training. The individuat specialty
syllabuses provide details of how the curriculum Is shaped to the stages of training.

In general terms, oy the end of training, surgeons have to demonstrate:

Theoretical and practical knowledge related to surgery in general and to their specialty practice;

Technical and cperative skills;

Clinical skills and judgament

Generic professional and leadership skills;

An understanding of the values that underpin the profession of surgery and the responsibilities that

coma with being a member of the profession;

Tne speciat attributes neaded to ba a surgeon;

«  Acommilmant to their ongoing persanal and professional development and practice using reflective
practice and cther educational procosses;

«  Anunderstanding and respect for the multi-professional nature of healthears and their rola in it; and

« Anunderstanding of the responsitilities of being an employes of an NHS trust, hospilal andfer a

private pracliticner.

in the final stage of fraining, when the trainee has attainad the knowledge and skills required for the essential
aspects of the curriculum in their chosen specialily, there will be the oppertunity to extend hisfner skilis and
competences in one or two specific fields. The lalter part of the Urclogy syllabus is modular in format, with
content that covers the major areas of highly specialised practice. The syllabuses are infended to allow the
CCT holder to develop a particular area of clinical interest and expertise within these modules upon
appointment to a consultant post. Some will require further post CCT training In order to achieve the
campstences necessary for some of the rarer complax procedures.

Page 5 of 155

INQ-AS WS-006/3 Page 45



Educational Framework
The educational framework is built on three key foundations that are interlinked:

+ Stages in the development of competent practice

« Standards in the areas of specially-based knowledge, clinical judgement, technical and operative
skills, and professional behaviour and leadership

+  Framework for Appralsal, Feedback and Assessment

Stages of fraining

The modular surgical curriculum framework has been designed to define stages in the development of
competent surgical practice, with each stage underpinned by explicit outcome standards. This provides a
means of charting progress through the various stages of surgical training in the domains of specialty-based
knowledge, clinical and technicat skills and professional behaviour and leadership (including judgement).

Each surgical speciaity has adapled this approach to reflect their training pathway. Therefore, although the
educational concept is the same for all specialties the composition of the stagss wili differ.

The initial stags reflects the early years of surgical training and the need for surgeons te gain competence in
a range of knowledge and skills many of which will not be speciaity specific. A syllabus, which is common to
all the surgical speciallios (the common component of the syllabus, which is founded in the applied surgical
sclences) has been writfen for this stage. This is supplemented by the topics from the appropriate surgical
specially syllabus as defined in each training programme (fhe specially specific component of the syliabus).

During the infermediate and finaj stagas the scope of specialty practice increases with the expansion in case
mix and case load and this is accompanied by the need for greater depth of knowledge and increasing skills
and judgement. The content is therefore based on progression, increasing in bolh depth and complexity
through to the completion of CCT,

Standards-of training

Surgeons need to be able to parform in differing conditions and circumstances, respond to the unpredictable,
and make decisicns under pressure, frequentiy in the absence of all the desirable data. They use
professional judgement, insight and leadership in everyday practice; working within multi-professional teams.
Their conduct is guided by professional valuas and standards against which they are judged. These values
and standards are taid down in the Genaral Medical Council's Good Medical Practice and Good Surgical
Practice.

The Professional Behaviour and Leadership Skills syllabus is mapped to the Leadership framework as laid
out by the Academy of Medical Royal Gollegas and the Framework for Appraisal and Assessment derived
from Good Megical Prastica, The Professional Behaviour and Leadarship skills section of the syllabus is
comimon to all surgical speclailies and is based on Good Medical Practice

The syllabus lays down the standards of specially-based knowledgs, clinical judgement, technical and
operative skills and professional skills and behaviour that must be acquired at each stags in order 1o
progress. The syllabus comprises the following components:

l +  Specialty overview outlines which describe the following: AR Formatted: Indent: Hanging: (.63 cm, Bulleted + Level:
o Details of the specialfy as it practised in the UK 1+ Afigned at:  cm + Tab after: §.63 cm + Indent at:
o The scope of practice wilhin the specialty 0.63 cm
o The key topics that a trainee will cover by the end of training
o An overview of how, in general terms, training is shapag

| » #ey topics that all trainees il cover by CCT and will be able to manage independently, including Rl Formatted: Indent: Left: 0 cm, Hanging: 0.63 cm,

complications. These are also referred to as essential fopics. Bﬂl?eldnd:rlzfv?:nl ;3 ﬁ'ﬂ‘g“ed at: 0cm + Tab after: 0.63
C at; L.

I + Index procedures that refer 1o some of the more commonly performed clinical interventions and Rabb
operations In the specialty. They represent evidence of technical competence across the whole range of
specially procedures in supervised settings, ensuring the required elements of specialty practice are
acquired and adeqguately assessed. Direct Observations of Procedural Skills {3OPS) and Procedure-
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based Assessments (PBAs) assess lrainaes carrying out index proceduras (whole procedures or specific
seclions) to evidence learning.

+ The stages of training, which comprise a number of lopics 1o be completed during a notional peried of
training. Within each stage there is the syllabus content which contains the spacialty topics that must be
covered. Each of these topics includes one or more learning objectives and the lavel of performance /
compatence to be achieved at comptletion in the domains of:

o Specialty-based knowledge
o Clinical skills and judgement
o Technical and operative skills

Standards for depth of knowledge during early years surgical training

In the early years of training, the appropriate depth and leve! of knowledge required can be found in
exemplar texts tabulated below. We expect lraineas o have mastery at-the depth within the texts and to be
able 1o make use of that knowledge in the context of surgical practice defined in the core surgical component
of the curriculum above.

The curdculum requires a professional approach from surgical trainaes who will be expected to have a deep
understanding of the subjects, 1o the minimum slandard oullaid below. It is expacted that trainees will read
beyond the texts below and to make critical use, where apprapriate of original literature and peer scrutinised
review articles in the related scientific and clinical literature such that they can aspire to an excellent
standard in surgical praclice.

The texts are not recommended as the sole source within their subject matter and there are alternative
textbooks and web information which may better suit an individual's learning style. Over time it will be
important for associaled curriculum management systems to provide an expanded and critically reviewed list
of supporting educational material.

Topic Possible Textbooks or other Educational Sources
Anatomy Las{'s Analomy: Regional and Applied (MRGCS Study Guides) by R.J.
{ast and Chummy S

Netter's Allas of Human Anatomy 4™ Edition Saunders-Elsevier ISBN-13-
978-1-4160-3385-1

Physiology Ganong's Review of Medical Physiology, 23rd Edition (Lange Basic
Scienca)

Pathology Robbins Basic Pathology: by Vinay Kumar MBBS MD FRCPath, Abul K.
Abbas MBBS, Nelson Fausto MD, and Richard Mitchell MD PhD

Pharmacology Principles and Practice of Surgery: by O. James Garden MB ChB MD

FRCS(Giasgow) FRCS(Edinburgh) FRCP (Edinburgh) FRACS{Hon)
FRCSC(Hon) Professor

Baifey and Lova's Short Practice of Surgery 25th Edition
by Norman S, Williams {Editor), Christopher J.K. Bulstrode {Editor), P.
Ronan O'Connell (Editor)

Microbiology Principles and Praclice of Surgery: by O, James Garden MB ChB MD
FRCS(Glasgow) FRCS(Edinburgh) FRCP (Edinburgh) FRACS(Hon)
FRCSC(Hon} Professor

Bailsy and Love's Short Practice of Surgery 25th Edition
by Morman S. Williams (Editor), Christopher J.K. Bulstrode (Editor), P.
Ronan Q'Connell (Editor)

Radiology Principles and Practics of Surgery: by O. James Garden MB ChE MD
FRCS(Glasgow) FRCS(Edinburgh) FRCP (Edinburgh) FRAGS{Hon)
FRCSC(Hon) Professor

Bailay and Love's Short Practice of Surgery 25th Edition
by Norman 8. Williams {Editor), Christopher J.K. Bulstrede {Editor), P.
Ronan Q'Connell (Editer)

Common surgical conditions | Principles and Practice of Surgery: by O. James Garden MB ChB MD
FRCS(Glasgow} FRGS(Edinburgh) FRCP (Edinburgh) FRACS(Hon)
FRCSG({Hon) Professor, Andrew W, Bradbury BSc MB ChB MD MBA
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FRCSEd Professor, John L. R. Foraythe MD FRCS(Ed) FRCS, and
Rowan W Parks

Bailey and Love's Short Practice of Surgery 25th Edition

by Norman S. Williams (Editor), Christophar J.K. Bulstrode (Editor), P.

Renan O'Connell (Editor)

Surgical skills

Basic surgical skills course and curriculum

Peri-operative care including
critical care

ATLS course
CriSP course

Principfes and Praclice of Surgary: by O. James Garden M8 ChB MD
FRCS{Glasgow) FRCS(Edinburgh) FRCP {Edinburgh) FRAGS(Hon)
FRCSC{Hon) Professor

Bailey and Love's Short Practice of Surgery 25th Edition

by Norman S. Williams (Editor}, Christopher J.K. Bulstrode (Editor), P.

Ronan O'Connell (Editor)

Surgical care of children

Principles and Practice of Surgery: by O. James Garden Mg ChB MO
FRCS(Glasgow) FRCS(Edinburgh) FRGP (Edinburgh) FRACS({Hon)
FRGSC{Hon) Professor

Balley and Love's Short Practice of Surgery 25th Edition

by Norman 8. Willlams (Editor}, Christopher J.K. Bulstrode (Editor), P.

Ronan O'Connell (Editor)

Jones Clinical Pagdialric Surgery Diagnosis and Management
Editors JM Hutsan, M O'Brien, AA Woodward, SW Beaslay
8" Edition 2008 Melbouine Blackwell

Care of the dying

Principles and Praclica of Surgery: by 0. James Garden MB GhB MD
FRCS{Glasgow) FRCS{Edinburgh) FRCP {Edinburgh) FRAGS{Hon}
FRCSC(Hon) Professor

Bailey and Love's Shart Practice of Surgery 256th Edition

by Norman S. Williams (Editor), Christopher J.K. Bulstrode {Editor}, P.

Ronan O'Connell {Editor)

QOrgan transplantation

Principles and Pracfice of Surgery: by C. Jamas Garden MB ChB MD
FRCS(Glasgow)} FRCS(Edinburgh} FRCP (Edinburgh) FRACS(Hon)
FRCSC(Hon) Profassor

Beiley and Love's Short Practice of Surgery 25th Edition

by Norman S. Williams (Editor), Christopher J.K. Bulstrade (Editor), P.

Ronan O'Connell {Editor)

In addilion to these standard texis, we wili also make available sample questions from the MRCS MCQ
examination, which will demonstrate the lavel of knowledge required to be able to successfully pass the

MRCS examination.

Standards for depth of knowledge during Intermediate and final years surgical training

In the intermediata and final stages of surgical training 1he following methodology s used to define the

relavant depth of knowledge required of the surgical tralnee. Each topic within a stage has a competence

level ascribed to it for knowledge ranging from 1 to 4 which indicates the depth of knowledge required:

knows of
knows basic concepls
knows generally

W

knows specifically and broadly

Standards for clinical and technlcal skills

The practical application of knowledge is evidenced through clinical and technical skills. Each topic within a
stage has a competence level ascribed %o it in the areas of clinical and fechnical skills ranging from 1 to 4:

INQ-AS
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1. Has observed

Exit descriptor; at this level the trainee:

« Has adequate knowledge of the steps through direct abservation.

« Demonstralos that hefshe can handle instruments relevant to the procedure appropriately and
safely.

» Can perform some parnis of the procedure with reasonable fluency.

2. Can dowith assistance

Exit descriptor; at this level the trainee:

« Knows all the steps - and the reasons that fie behind the methodology.

« Can carry out a straightforward procedure fluently from start to finish.

+ Knows and demonstrates when to cali for assistance/advice from the superviser (knows
personal limitations).

3. Can do-whole but may need assistance

Exit descriptor; at this levet the trainea:

+ Can adapt to well known variations in the procedure encountered, without direct input from the
trainer.

Recognises and makes a correct assessment of commion problems that are encountered.

Is able to deal with most of the common problems.

Knows and demonstrates when hefshe needs help.

Requires advice rather than help that requires the trainer to scrub,

4. Competent to do without assistance, including complications

Exit descriptor, at this leval the trainge;

o Wilh regard to the common clinical situations in the spagially, can deal with straignlforward and
difficult cases to a satisfactory lavel and without the requirement for external input.

« The levei at which one would expect a UK consultant surgeon to function.

+ |3 capable of supervising frainees.

The explicit standards form the basis for:

¢ Specifying the syllabus content;

»  Organising workplace (on-the-job) training in terms of appropriate case mix and case load;

+ Providing the basis for identifying relevant teaching and lsarming opportunities that are neaded to
support trainees’ development at each particular stags of progress; and

+ Informing competence-based assessment to provide evidence of what trainess know and can de,

Standards for the professional skills and leadership syllabus

The methodology used to define the standards for this component of the syllabus is through & series of
descriptors that indicate the sorls of activities that trainees should be able to successfully undertake at two
specific time points, namely the end of "early years” teaining (i.e. entry into ST3) and the end of surgical
fraining (i.e. CCT).

The Framework for Appraisal, Feedback and Assessment

The curriculum is consistent with the four Good Medical Practice domains contained in the GMC's
Framework for Appralsal and Assessment:

v+  Knowledge skills and performance

»  Safety and quatity

« Communication, partnership and teamwsorking

« Mainiaining trust

The knowledge, skills and performance aspects are primarily found within the specially specific syltabus. All
domains are reflected within the professional behaviour and leadership syllabus, which also reflect the
Academy’s common compelence and leadership competence frameworks.
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The purpose and structure of the training programme

The curriculum is a compelence based. It focuses on the trainee’s abilily to demonstrate the knowledge,
skills and professional behaviours that thay have acquired in thelr training (specified in the syllabus) through
cbservable behavicurs. Since it is compelence based, it is not lime-defined and accordingly it allows these
competences to ba acquired in different time frames according to variablas such as the structure of the
proegramme and the ability of the traines. Any time points used are therefore merely indicative,

There are ¢artain milestones or competence points which allow trainess to benchmark their pregress:

« Entry to surgical training - CT1 {or ST1 for those speciaities or localities with run through programmas)  +------ Formatted: Indent: Left: 0 cm, Bulleted + L;a:;ﬁn 1+
i iali i - * Aligned at: 0.63 ¢m -+ Tab after: 1.27 e + L at:
: E;'tiritt%s;q[yreiy specialised traming sT3 1,27 cm, Tab stops: 0,63 cm, List tab + Not at £.27 em

* A critical competence point is ST3 at which point, in practice, trainees will make a clear
commitiment to one of the nine SAC defined discipiines of surgery.

Within the early years of training (defined as that period which is prior to entry info ST3), much of the content
is common across all the surgical specialties. During this period, trainees will acquire the compstences that
are common to ali surgical trainees (defined as common competences) fogether with a limiled range of
compaetencas that are relevant to thelr chosen surgical specialty (defined as specialty specific competences).

enter a “run-through™ training programme, will be able to focus upon achieving the common Aligned at! 0-630?+Tabaﬁer= 1.12)7.;.-3; lndfgtyah
competences and the specially specific compelences for their chosen specially. This roule is not 1,27 ¢m, Tab stopst 0.63 co, List tab + Mot at 1.27 cm
carrenily available in Urology.

+ Those who have made a definitive choice of their desired surgical specially, and who have been able to+------ l Formatted: Indent: Left: 0 cm, Bulleted + Level: £ + ]

Formakted: Indent: Left: 0 cm, Bulleted + Level: 1 +
Aigned at: 0.63 cm + Tab after: 1.27 cm + Indent at:
1.27 cm, Tab stops: 0.63 cm, Uist tab + Hotat 1,27 cm

+ Those who have not yet made a definitive cholce of their desired surgical specialty will obtain a range of«------
extra competences In a vasiety of surgical specialfies, while at the same time sampling those speclallies,
before focussing on the chosen speclally prior fo entry into ST3.

It is self evident that this fatter route will usually take longer than the mere direct route where the trainee is
either in a specialty (e.g. Neurosurgery or T&O) or a locality {e.g. Scotland) which offers yun-through training.

For those not in run-through programmes, within the early years, tha trainee is not committed to a specific
surgical specialty and can enter any of the relevant speciallies at ST3 level provided they a) meat their
educaticnal milastones in the common surgical component of the curriculum and b) satisfy all the specialily
requirements for eniry in the specialty of their cholce. The different training schemes offered by the
Poslgraduate Deaneries meet different educational needs and permit frainees to make earlier or later final
caresr choices based on ability and preference.

It is essential that trainees must achieve both commeon and specialty spacific competence to be eligible to
compete at the ST3 specialist entry compsetence level. In the sarly years (Initial stage), the common core
camponent reflects the level of competence ihat all surgeons must demonstrate, while specialty-specific
competence reflects the early competences refevant to an individual spacialty. In particular the MRCS
axaminatien is a mandatory requirement fo enter ST3 in any discipline, irrespective of candidales reaching
ali other educational requirements for ST3.

Foilowing entry into ST3 (which in Urology wilt usually follow on from a second selection process), the trainea
will typically undergo a period of training {of 5 indicative years) in the broad specialty of Urclogical Surgery
as defined by the intermediate and final stages of the syllabus. In tha finat two years of training the frainee
will be able to begin 1o develop an area of specialist interest, to allow some degres of sub-specialisation in
his ar her subsequent caresr.

Early Years Surgical Tralning

The purposes of early years {i.e. prior to ST3) training are:-

i. To provide a broad based initial training in surgery with attainment of knowledge, skills and professional

behaviours relevant to the practice of surgery in any specialist surgical discipline. This is defined within
the common component of the syllabus {which is also the syllabus of the MRCS).
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2, In addition it wili provide early speciality training such that trainees can demonstrate that they have the
knowledge, skills and professional behaviours 1o enter specialty training at $T3 eniry level in the surgical
spedcialty, in this case Urology. The specialily element in the earfy years is not tested in the MRCS but
through workptace-based assessments (WPBA) in the first instance, and subsequently through the
Intercollegiate Speciaily FRCS examinations, which are taken towards the end of specialty fraining.

Additionally trainees will be continuously assessed on the contents of the common component and their
specialily specific slots through WPBA and structured reports from Assigned Educational Supervisors which
in tum contribute to the Annual Review of Compstence Progression (ARGP); this includes the lavel of
competence expacted of all doclors including surgeons to meet their obligations under Good Medical
Practice {GMP} in order to remain licensed lo praclice.

Trainees whe gain selection to ST3 despite some remediable and identified gaps in their speciality specific
curriculum competences as demanded overall for ST3 progression must ensure these are dealt with
expeditiously during $T3. All these gaps must be addressed by the time of a ST3 ARCP as part of their
overall permission to progress to ST4. They must be specifically addressed through local leaming
agreaments with educational supervisors, Traineas wilth identified gaps must be accountable to the training
programme directors whom in turn must address this as part of their report to the ARCP process.

Intermediate and Final Years Speclaity Training

The purposes of the intermediate and final years training are:

1. To provide training in Urology with attainment of knowledge, skills and professional behaviours retevant
to the practica of Urology. This is defined within the Urology specialty specific component of the early
years syllabus, and the intermediate and final slages of the Urclogy syllabus. These Urology specific
syllabusesi are also the syilabus of the FRCS (Urol).

2. Competence to manage patients presenting either acutaly or electively with a range of symptoms and
congditions as specified in syllabus {which is also the syllabus of the FRCS (Urol).

3. Competence to manage an additional range of elective and emergency Urclogical conditions by virlue of
appropriate training and assessment opportunifies obtained during training as specified by the optional
modular companents of the final slage syllabus. This is not tested in the FRCS {Urol) but through WPBA.

4. Professional competences as spacified in the syllabus and Good Medical Practice documents Generat
idedical Council of the UK, raspectively.
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The Training Pathway

From the trainee's perspeclive, he or she will be able to undertake surgical training via differing routes
depending on which training scheme they choose or ase selected for, within & School of Surgery in one of
the Postgraduate Deaneries in the United Kingdom.

1. Run through training (This route is not currently available in Urology

For those trainees who are certain of thair speciaity choice, and who choose to enter “run through” training,
competilive entry info ST1 will be possible with run through training in thair chosen specialty to CCT, where
this is offered by the specially. Such a route still demands that in addition to speciality specific compatence,
the leval of competence common o all surgecns Is attained before entering ST3 and these will be assessed
through the MRCS, WPBAs and satisfactory ARCPs.

2. De coupled training (This route is currently the favoured route in Urology

For those irainees who are either uncertain of their chosen specially, who are unable to gain entry to run-
through training, or choose urological surgery as a carser, a peried of “Core” surgical training will be
necessary, This period of training is designated CT1, CT2 and if appropriate CT3. During this period they will
attain the common surgical knowledge and skills and generic professional behaviours, while sampling a
number of surgical specialiies and making a decision as to their preferred specially or speclaities. |t will be
necessary in addition to eltaining comman competences to ensure that they complete their speciality specific
competences to make them eligible to enfer ST3 in their chosen speciality. They will then seek to enter
specially {raining at the entey ST3 lavel by competitive entry. Gpen competition will test trainees against SAC
defined competences for an entry ST3 frainge.

This model has a number of possible variants. Core training might sample several specialtias, without any
particular speclalty focus. In such cases some specialily fop up training may be needed later on in order to
reach speciality entry ST3 lavel. Another variant would arganise core training along a theme which supporfs
progression to a specific specialty. In these situations many trainees may pass straight from CT2 to ST3 in
iheir chosen discipting if setected. In praclice, it is envisagad that core surgical training will run over an
indicative timescale of up 1o 3 years (CT1-3) with some exiting at CT2 and others at CT3.

3. Academic training

Some early years trainees may wish to pursue an academic surgical career and will dovole a significant
proportion ¢r their ime to additional academic pursuits including research and teaching. For the majority this
will load {later in speciatised training) to a period of time In dadicated research, resuling in the award of a
highar degree in a scienlific area related to their chosen specialty, For olhers who wish to ravert to full time
clinicat training, this will also be possible, providing that the relevant clinical competences are achieved.

General information on academic pathways can be found using the following links:
vaww.mme.nhs.uk/download files/A-pocket-quide.pdf and wawr.nccred.nhs.uk and
vaww.mme.nhs.uk/downloadiGold Guide290607 . doc,

The JCST is keen 1o support academic caresrs within surgery and has ensured that the surgical curriculum
is flexible enough 1o accommedate an academic pathway. The curriculum specifies that each individual
trainee’s {raining is planned and recorded through the learning agreement.

Academic Clinical Fellows (ACFs} are generally expected to achieve the sams lovel of compatence as other
surgical trainees within the same time frame. tn order to progress through training pathways the ACF, in
addition to demenstrating competence in clinical aspects, will genarally be required to have obtained &
finded Research Training Fellowship in order to undertake a PhD or MD, which they wili complete during an
out of programme period.

Some trainees during thair period of full-ime research may want 1o carry out soma dlincs or on cail, if thay
and their academic supervisor feal that it is in their best interests. On succassful completion of a PhD or MD
the ACF will either return fo their clinical programmsa, apply for an Academic Clinical Lecturer (ACL) or
Cliniclan Sclantist post.

Academic traineas will need to satisfactorily complete all the essential elements of their specially syllabus in
order to be awarded a CCT. ltis acknowledged that most Clinical Academics will almost cerlainty take
somewhat longerin fraining ic achieve competence at CCT lsvel than trainees taking a clinical pathway,

Page 12 of 155

INQ-AS

WS-006/3 Page 52



)

hawever they will be supported fully and trealed as individuals with their personal progress baing matched to
their learing agreement.

Moving from one discipline of surgery to another

In the early years it is possible that a trainea who had started to develop a portfolic consistent with a
particuler specialist discipline might wish to move to another. Ons of the strengths of the flexible early years
programme is that it will be possible, depending on the local circumstances to make such changes with an
identification of suitable educational competences that may be fransferred. This is strictly conditional on a
\rainee achieving the educational milestones so far agreed for them. Moving from one discipline to another
pecause of the need to remediate in the original discipline would not normally be permitted. All common
requirements, for example, pessessicn of the MRCS would be transferable. Those leaving ENT. however
could not use the DOHNS examinaticn as equivalent to the common MRCS and would have to sif the
Common part B of that examinations and for those wishing to enter ENT would be required to sit the part 2
DOHNS examination.

In order to be eligible to move from one discipline to another the following conditions therefore apply:-

1. They would nzed fo achisve a salisfactory cutcoma in their ARCPs up to that point including all relevant
WPBAs.

2. They would have to fulfil tha minimum period in the new speciality of their chofes in order to progress fo
ST3 in that discipline

3. They would have to cbtain their new position either through opan competiticn in the annual selection
round or by an agread local Scheol or Deanery arrangsment should an appropriale vacancy arise. Their
right to move would be limited by the particular circumstances appertaining at the time — in particular
availability of training positions in their chosen new discipline.

4, They must pass the MRGS (or DOHNS) examination

Tha process in practice would be subject to focal negatiations between heads of training and designated
training supervisors and the trainee making the request. If the decision to change theme in core
programmes occurs early then the effective increase in training time may be minimal. If the decislon oceurs
later or during run through then more time spent in the early years Is almost inevitable. The progression to
$T3 is in essence compelence rather than time dependeant. Those spending longer having made a change
may ba subject to limitations on any subsequent period required far remediation, although this uliimately
would be a Deanery decision.

Gompletion of training

Sucesssful completion of the programme viilt result in a Certificate of Completion of Training {CCT) and
placement on the GMC's Specialist Register. This will indicate that the surgeon has reached the required
standards of competence to practice as a consultant surgeon in the UK. These standards are sel by the
SACs and the royal colleges and translate into the ability to manage a significant proportion of the elective
work within the speclalty and to undertake the primary managemant of emergencies. It is anficipated that
whara additional, well -recognised specialist skills are required by the service, these will be gained by the
completion of additionat modules befora the completion of training and the award of the specialty CCT.

Doctors who wish to join the specialist register and have not followed a full PMETS approved training
programme Jeading to a CCT but who may have gained the same leve! of skills and knowledge as CCT
holders can apply under Articte 14(4) of The General and Specizlist Medicat Practice Order for a Certificate
confirming Eligibilily for Speciatist Registration (CESR).

The CCT holder on the specialist register as a surgeon, in common with alt practising surgeons, vilt be
expected to maintain hisfher professional development In line with Good Surgical Practice and Good Medical
Practice for the purpose of revalidation.
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The Syllabus for Urology
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Overview and objectives of the Urology curriculum

Trainees in urology will underge core training (CT1-2/3) followed by a period of § indicative years of specialty
training (ST3- ST7). The purpose of the curriculum is to frain urologists who will be able to work
independently and to the standard of a consullant with a ganera! practicse, such as one who werks ina
District General Hospital or equivalent seiting. As such, most of their skills witl relate to the management of
"evaryday” general elective and emergency urology and this forms the basis of the main part of the
curriculum, with the competences, both nen-operative and operative being complated by the final year of
training. This curriculum also allows a degree of flexibility to respond to the changing needs of our patients
and the development of new medels of healthcare delivery, and to incorporate technological advances.

However, it is usual for urologists in such circumstances to develop a clinical area of spacial interest
appropriate to the neads of the population and an addifional objective of this curricufum is to provide somae
additional expertise in one or more areas of urclogy. As such, the more complex areas of urology have bsen
subdivided into a numbar of modules. These modules are not of equal size, and it is expected that most
traineas will be able to undertake ons or two of these modules in their final year of fraining. The choice of
which module they take will be determined by cholce and availability of appropriate training.
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The Specialty of Urology

Adult urological surgery is that branch of medicine that deals with the diseases, trauma and malformations of
the uregenital system from young adulthood onwards,

During recent years and in comman with many other disciplines there has been a trend towards further
specialisation within {he spaciaily. These are referred {0 as ‘Areas of Special Interest’ within urology as they
do not have separate specialty advisory commitiess (SACs) within the Surgical Royal Cotleges’ structure.

A shared syltabus and the abilily at the completion of training to manage a range of elective and emergancy
conditions, provide a common purpese across the specialty of urclogy at the time of writing (2008},

The major areas of spacial interest associated with the specialty of urclogy are:

+ Urolegical oncology: the assessment and treatment of patients with urological matignancy. The
major urological malignancies are prostate, bladder, renal, testicutar and penile cancer.

« Endourclogy: the uss of endourological techniques te treat urinary tract disease. This primarily
includas the treatment of urinary tract stone disease, but alse includes the endourological treatment
of other benign diseases of the upper urinary tract.

¢ Female and Reconstrustive urology: the assessment and treatment of patients with urinary
incontinence, patients with naurological disease and patients undergoing reconstruction of the
urinary fract, The subdivisions of this area include female urology, pelvic reconstruction and
neuraurology.

+  Andrology: the assessment and trealment of patients with conditions affecting sexual and
reproductive function, Including mate factor Infertility, urethrat reconstruction and other benign
disorders of penile function. It may also include penile cancer.
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Training in the Specialty of Urology

The syilabus may be considered in 3 stages, Satisfaclory completion of the initial {early years), intermediate
and final stages will lsad to the award of a CCT and the title of Consultant Urolegist {(generafist). Included are
the areas of diagnosis, Investigation, opsrativa and non-cperative management for and communication with
those in hisfer care. In addition, the programmes should allow the trainee to develop generic skills that allow
effective intaraction with other professionals (clinical and non-clinical) involved in the delivery of health care
to patients.

Initial stage

In the initial stage {early years training), the urology trainee may not have even decided upon a urological
career. They will undesgo broad based surgical {raining, whils being able to sample a range of surgical
specialties. The objectives wil be to atialn the knowledge skills and behaviours required of alt surgeons (ie
the common competences), together with some initial competences refavant to the specialty of urology. At
tha end of this period of training, the trainea will have decided upon a career in Urology, and wili seek to
enter urological training.

Intermediate stage

In the intermediate and final stages of training, trainees will be exposed to pure urclogy and will progress
from novice to competent practitioner to emerge as a Consuliant Urologist. Essential knowledge and skills
will be acquired both for urolegy and allied specialtios (i.e. gynaecology, general surgery) to broaden career
choice.

Final stage

In the final stage of training, when the trainee has attained the knowledge and skills required for the essential
parls of the curriculum, all will have the opportunity to extend their skills and competences in one or two
specific figlds. The syllabus for this part of the curriculum is modular in format, with content that covers the
major areas of sub-specialist uroloegical practise, oullined above, These syllabusest are inlended to allow the
CCT holder to develop an area of clinical interest and expertise upon appointment to a consultant post. 1tis
not intanded that this training will nacessarily prepare the {rainee for sub-specialist practise. Some will
require further post CCT training, in order to achieve the competences necessary for some of the rarer
complex urological procedures.

liis Incumbent on the trainee that the lavels of competence achioved are recorded in the appropriate log
books together with relevant cesearch, records of training courses and an audit of personal cases performed.
This portfolio will continue into censultant practice.

Within the training programme there will be opportunities for exposure to a wids range of urological problems
both of the medical and surgical naturs.
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Academic Urology

Academic surgery provides an exciling and challenging caraer for those who wish to combine clinical urclogy
with a major commitment to research and undergraduate teaching.

Trainees interested in this career pathway will, in addition to completing clinical training in urology (and
developing an area of special interest), acquire a high level of compstence in research (and teaching).

After completing their clinical training those cammitted to an academic career will pursue a position in 8
university department as senior lecturer with a longer-term view to premotion to a chair,
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The Scope and Standards of Urological Practice at CCT

This list defines, In general terms the essential skills and levels of clinical experlise expected of a Urologist
emerging from training having completed the Urology specialty CCT. Itis unlikely that thelr expertise will be
confined to the descriptions that follow, as most urclogisis will have developed additional interests and
compeiences by the time that they emerge from training. There is flexitility within the curricula to
accommaodale this.

There are sevaral medular syllabi that are available to trainees in their final stage of training. These syllabi
build on the core requirements of the basic CCT holder and cover clinical areas within Urological Qnicology,
Endourology, Andrology and Female and Reconstructive Urology.

It should ba understood that as a surgical carcer develops following CCT, the ranga and levels of expertise
witl change in response to the demands of the service, personal aspirations, the noeds of patients and the
developments in the specialty.

Taking into account the present and future requirements of the service, the Urologist emarging from training
at CCT level wilt expect 1o sea patients who may present with a range of problems. As it Is used here, the
term ‘manage’ equates to diagnosis, assessment and trealment or referraf as appropriate. The levels of
oxportise expected are further expressed within the detail of the syllabus.

Al CCT, all Urologists will ba able to:

Manage the patient presenting with stone disease

o Be familiar with the presentation of stone disease

o Abls to recognise the patient presenting with acute ureteric colic, urinary obstruction and sepsis and
manage appropriately

o Able to manage appropriate investigation (CT, VU and ultrasound) in such situations, involving other
specialists as appropriate.

o Able to treat straightforward ureteric stones safely and appropriately, referring more complicated
cases to spacialist colleagues as appropriate

o Able to treat straightforward bladder slonas safely and effeclively referring more complicated cases
to specialist colleagues as appropriate.

o Able to treat straightforward renal stones, by means of extracorporeal shock wave lithotripsy
referring more complicated cases to speciafist colleagues as appropriate

o Able to undertake appropriate metabolic assessmant and treatment of straightforward urinary tract
calculi

Manage the patient presenting with acute or chronic abdominal pain referable to the urinary tract
o Diagnose the underlying cause of renal pain
Manage the patient presenting with acute or chronic loin pain
Refer onwards to other specialists if appropnate
Manage the patient presenting with upper urinary tract obstruction
Be familiar with the modes of presantation of upper tract obstruction (retroperitoneal fibrosis, ureteric
strictura) and manage appropriately, involving other speciatists as appropriate.
o Beable to undertake cystoscopy and stenting when appropriate

000

Manage patients presenting with lower urinary tract symptoms (LUTS)
Manage the patieni presenting with LUTS from presentation to completion
o Manage the patient presenting with acute or chronic retention from presenlatzon to completion
o Becompatent in performing diagnostic cystoscopy, urodynamics, bladder neck incision and TURP in
palients with bladder outfiow obstruction.
o Becompatent in Inserting a suprapubic catheter, with ultrasound quidance as appropriate

Manage the patient presenting with haematuria

o Baable to diagnose and manage the common causes of hasmaturia using appropriate radiological
and endoscople techniques and supervise effective resuscitation.

o Becompetent in performing, diagnostic cystoscopy, biadder biopsy and TURBT in patients with
bladder lesions.

o Becompetent in the evaluation and management of patients with ureteric obstruction

o Be famiiiar with the indications for referral to specialist units and other colleagues for patients with
muscle invasive bladder cancer.
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1 Manage the patient presenting with urethral stricture AREEEES Formatted: Indent: Left: 0cm

o Evaluate and manage patients with urethral striclure and refar onwards to other specialists as
appropriate

o Becompetent in performing urethral dilatation and optical urethrotomy in patients with urethral
stricture

o Becompetentin inserling a suprapuble catheter, with uitrasound quidance as appropriate

Manage urinary tract infections

o Manage pyelonephrilis, renal and peri-renal abscess from presentation to completion

o Manage palients presenting with recusrent UTI from presentation to completion

o Becompetent to diagnose, assess and manage patients with different forms of cystitis {interstitial
cystitis elc) and to refer onward where appropriate

o Becompetent lo diagnose, assess and manage men with different forms of prostatitis and
epididymitis

o Becompetent to diagnose, assess and manage men with different forms of gonococcal and non-
gonococeal urethiilis and other STDs seeking advice and onward referral as end when appropriate.

Manage benign & malignant lesions of male genitalia skin

o Recognise the common matignant and potentially malignant conditions of the penis, including
phimosis, paraphimosis, viral lesions, squamcus carclnoma and be familiar with current
managament protocols and their implications for early management.

o Diagnose and excise, biopsy or treat conservalively common swellings of the skin and subcutanecus
{issues of the penis and genitalia

o Apply straighlforward plastic surgicat technigues for primary wound closure.

o Recognise the indications for and le parform a circumeision

Manage patlents presenting with a scrotal swelling

o Diagnose and manage pafients presenting wilh scrotal symptoms such as hydrecele, epldidymal
cyst, varicocele, post vasectomy pain, testicular torsion, abscess etc, invoiving other specialist
colleagues appropriataly.

o Dand manage initially, neoplastic cenditions of ths testis and refer onwards to other specialists as
appropriate

o Diagnose, assess and manage serious infections such as acule necrolising fasciitis, seeking advice
and onward referca! as and when appropriate.

o Becompetent to undertake suzgery for benign and malignant scrotal conditions including hydrocale
repair, exclsion of an epididymal cyst, ligation of a varicocela, treatment of testicutar torsion, and fo
perform an orchidectomy for benign and malignani indications

Manage the patient presenting with urinary incontinence

o Bocompetent to diagnose investigate and manage patients presenting of urinary inconlinance

o Be able to undertake urodynamic studies, where needed, to investigate patients with urinary
incontinence

o Beaable o treat straightforward patients with urinary incontinence including the provision of operative
Intervantion Including Botulinum toxin and mid-urethral tape insertion while referring more complex
casas enward as and when appropriate.

o De familiar with the presentation of voiding dysfunction and incontinencs in patients with nsurological
disease

Manage the patient with prostate cancer

o Becompetent to diagnose and manage patients presenting wilh an elovated PSA including the
provision of trans-rectal ultrasound and biopsy

o Becompetent in the evaluation and management of patients with organ confined, locatly advanced
and metastatic prostate cancer

o Be familiar with ths indications for referral to specialist units and other colleagues for patients with
prostate cancer

o Becompstent in performing diagnostic cysioscopy, uradynamics and TURP in patients with prostate
cancer.

Manage the patient with bladder cancer
o Becompelent to diagnoss, investigate and manage patients presenting with bladder cancer
including the provislon of cystoscopy, TURBT, intra-vesical chemotherapy etc
o Bo familiar vith the indications for referral ta specialist units and other colleagues for patients with
locally advanced bladder cancer
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Manage the patient with renal cancer
o Becompetent to diagnose and initially manage patients presenting with renal cancer
o Able to manage appropriate investigation (CT, MRI eic) in such situations, involving other specialists
as appropriate.
o Befamiliar with the indications for referral to speciatist units and ofher colleagues for patients

Manage the patient presenting with inferfility, ejaculatory disorders etc

o Becompeten! to diagnose, assess and manags couples with infertility appropriately and refer on to
other specialist colleagues as appropriate.

Manage the patient presenting with erectile dysfunction

o Becompetent to diagnose, assess and manage men with erectile dysfunction appropriately and refer
on to other specialist collzagues as appropriate.

Manage the patient presenting with penile deformity, priapism, penile fracture etc
o Becompetent to diagnose, assess and manage benign penile problems {including priapism and
fracture} appropriately and refer on o other specialist colleagues as required

Manage the common urcloglical conditions of ¢childhood

o Be competant fo diagnose, sssess and manage approprately children presenting with urinary tract
infactions and Involving other spacialist colleagues as the situation requires.

o Becompetent o diagnose, assess and manage appropriately patients presenting with the common
inguinoscrotal conditions of childhood {phimesislorsion of the testis, harnia, undescended testis),
phimosis, referring and involving other specialist colleagues as the situalion requires.

o Beaware of the important surgica! conditions of childhood, their presentation as elective and
emergency cases and the indications for urgent assessment and diagnosls by specialist colleagues
{e.g. acute appendicitis, intustersuscseption, volvulus)

Manage the patient presenting with renal failure
o Bocompetent to diagnose, assess and initially manage appropriately patients presenting with renal
faiture / anuria, involving other specialist colleagues as the situation requires
o Understand the indications for treatment with haesmodialysis or peritoneal dialysis
o Competent to assess bladder function in those patients under consideration for renal transplantation

Manage the patient with multiple injuries,

o Assess and resuscilate the patient with multiple injusies in accordance with the ATLS standards
current at the tlime.

o Work appropriately as part of the trauma team, paricipating at a level appropriate fo the siluation
either as member or leader.

o Conduct the initial management of gun-shot and sther penetrating wounds lnvelving the urinary tract,
calling in other expertise as necessary.

o Participate as an effective member of the major inciden! team as required.

Manags trauma of the renal tract according to accepted protocols,

o Diagnose and manage the patient with possible injury to the urogenital tract from blunt and
penatrating renal trauma

o Diagnose, resuscilate and transfer to specialist units patients suffering from renal and other trauma
catling in other expertise as necessary

All urologists will also possess the professionat skills and behaviour assoclated with consultant surgical
practice in the UK {including those ouflined in Good Medical Praclice).
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Initial Stage Overview

The purpose of the initial stage (early years) (CT1 - 3} is to allow the trainee to develop the basic and
fundamental surgical skills common to all surgical speciallies, fogether with a few surgical skills refevant to
Urolegy.

The outecome of early years fraining is to achieve the competences required of surgeons entering ST3.

These competences include:

s Competence in the management of patients presenting with a range of symptoms and eleciive and
emergency conditions as specified in the core syllabus for surgery.

+ Competence in the management of patients presenting with an additional range of elective and
emargency conditions, as specified by tha Urolegy specially component of the early years syllabus.

«  Professional competences as specified in the syllabus and derived from Good Medical Practice
doguments of Ganera! Medical Councll of the UK

By the end of CT2/3, frainees, (including those following an academic pathway), will have acquired to the

defined level:

+  Generic skills to ailow team working and management of urclogical patients

+ The ability to perform as a mambaer of the team caring for surgical patients

+ Thae ability to receive patients as emergencies and review patients in clinics and initiate management
and diagnostic processes based on a reasonable differential diagnosis

+ The ability to manage the perioperative care of their patients and recognise cormmon complications and
aither ba able to deal with them or know to whom to refer

+ To be a safe and useful assistant in the operaling room

¢ To perform some simple procedures under minimal supervision and perform more complex procedures
under direct supervision

In addition they will have attained the knowledge, skills and behaviour as defined in the following (common}
modulas of the syllabus:

Module 1: Basic Sclence Knowledge relevant to surgical practice {These can all be contextualised
within the list of presenting symptoms and conditions outlined in module 2)

Anatomy

Physiology

Pharmacology - in particular safe prescribing

Patholegical principles underlying system specific pathology

Microbiciogy

Dlagnostic and interventicnal radiotegy

* s 8 8 >

Module 2: Common surgical conditions

« To assess and initiate Investigation and management of commaon surgical conditions which may confront
any patient whilst undar the care of surgeons, irrespective of their speciality.

« To have sufficient understanding of these conditions so as fo know what and to whom to refer in a way
that an insightful discussion may take place with colleaguas whom will be invelved in the definitive
management of thase conditions.

« This dsfines the scope and depth of the topics in the generalily of clinical surgery required of any
surgeon irrespective of their ST3 defined spediality

Module 3 Basic surgical skills

To prepare onesslf for surgery

To safely administer appropriate local anaesthetic agents
To handle surgical instruments safely

To handle tissues safely

To inclse and close superficial tissues accurately

To fie secure knols

To safely use surgical diathermy

To achieve haemostasis of superficial vessels.

To use a suitable surgical drain appropriately.

To assist helpfully, even when the operation is not familiar.
To understand the principles of anastomosis

To understand the principles of endoscopy including faparoscopy

* ® & & & 3 8 s " & s
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Maodule 4: The principles of assessment and management of the surglcal patient

To assess the surgical patient

To elicit a history that is relevant, concise, accurate and appropriate to the patient’s problem
To produce timely, complete and tegible clinicat records.

To assess the palient adequately prior to operation and manage any pre-operative problems
appropsiately.

+ To propese and initiate surgical or non-surgical management as appropriate.

s To take informed consent for straightforward cases.

Module &: Peri-operative care of the surgical patient

To manage patient care in the peri-opsrative peried.

To assess and manage preoperalive risk.

To fake part in the condust of safe surgery in the eperaling theatre environment.

To assess and manage bleeding including the use of blood products.

To care for the patient in the post-operative periad including the assessment of common complications.
To assess and plan perioperative nutritional management.

Module 8: Assessment and early treatment of the patient with trauma
Tao safely assess the multiply injured patient.

To safely assess and initiale management of patients wilh
traumatic skin and soft tissue injury

chest frauma

a head injury

a spinal cord injury

abdominal and urogenital frauma

vascular trauma

a single or muitiple fraclures or dislocations

burns

a2 " e @ T e e e

Module 7: Surgical care of the paedlatric patient

+ To assess and manage children with surgical problems, understanding the similasities and differences
from aduit surgical patients.

+ To understand common issues of child protection and 1o take aclion as appropriate.

Module 8: Management of the dying patient
» To manage the dying patient appropriately.
+ To manage the dying patient in consuliation with the palliative care team.

Module 9: Organ and tissue transpfantation
« To understand the principles of organ and tissue fransplantation.
« To assess brain stem death and undersland its relevance to conlinued life support and organ donation.

Module 10; Professional behaviour

To provide good clinical care

Ta be a good communicator

To teach and to train

To keop up to date and know how 1o analyse data

To understand and manage peoplie and resources within the health environment
To promote geod Health

To understand the ethical and legal obligations of a surgeen

LI I )

In addition they will have attained the knowledge, skills and behaviour as defined in the following (urology
specific) modules of the syilabus:

1. Urinary tract caloull

+ To be able to provide the early care of a patient presenting with the symptoms suggestive of urinary tract
caleuli including onward referral

2. Functional urology

+ To be able to provide the early care of a pafient presenting with lowsr urinary tract symptoms and
dysfunction including onward referral
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« To be able to provide the early care of a patient presenting with urinary tract obstruction inciuding
aonward referral

« To diagnose and initiate management of a patient presenting with acute or chronic urinary retention

3. Urinary tract Infection

« To be able to provide the early care of a patient presenting with urinary tract infections including onward
referral when apprepriate

+ To ba able to provide the early care of a patient presenting with epididymitis and scrotal abscess
including onward referral when appropriate

4. Urologleal oncology

+ To be able to provide the early care of a patient with suspected urological cancer including onward
referral

5. Treatment of renal failure

+ To be able to provide the early care of a patient presenting with renal failure including onward referral
when appropriate

8. Testicular paln and swelling

s To be able to provide the early care of a patients presenting with acule testicular pain or testicular
swelling
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Initiat Stage Topics

Module 1 i Basic sciences

+ Ta acquire and demonsirate underpinning basic science knowledge
appfopriate for the practice of surgery, including:-

+ Applied anatomy: Knowladge of anatomy appropriate for surgery

« Physiology: Knowledge of physiology relevant to surgical practice

« Pharmacology: Knowledge of pharmacology refevant to surgical praclice

Objective cenired around safe prescribing of common drugs

« Pathology: Knowledge of pathological principles underlying systam specific
pathology

+ Microblology: Knowladge of micrablology relevant lo surgical practice
Imaging:

«  Knowledge of the principles, strengths and weaknesses of various diagnostic

L and interventional imaging methods
IApplied anatomy:

+ Development and embryclogy

+  Gross and microscopic anatomy of the organs and other structures

+  Surface anatomy

s Imaging anatomy

This will include anatomy of thorax, abdomen, pelvis, perineum, limbs, spine, -head
and nack as appropriate for surgical operations that the trainee will be Involved with
during core training (see Module 2).

Physiology:

General physiolegical principles including:

» Homeostasis

« Thermoreguiation

«  Metabolic pathways and abnormalities

« Blood loss and hypovolzemic shock

+ Sepsis and seplic shock

s Fluid balance and fluid replacement therapy

+ Acid base balance

« Bleeding and coagulation

»  Nutrition

Knowledge This will include the physiolegy of specific organ systems relevant to surgical care
inctuding the cardiovascular, respiratory, gastrointestinal, urinary, endecrine and
neusological systems.

Pharmacciogy:

« The pharmacology and safe prescribing of drugs used in the treatment of
surgical diseases including analgesics, antibiotics, cardiovascular drugs,
antiepieptics, anticoagulants, respiratory drugs, renal drugs, drugs used for
the management of eadocrine disorders (including diabetes) and focal
anaesthetics.

« The principles of general anaesthesia

» The principles of drugs used in the treatment of common malignancies

Pathology:
General pathological principles including:

+ Inflammation

» Wound healing

+  Cellular injury

« Tissue death including necrosis and apoplosis

+ Vascular disorders

+ Disorders of growth, differentiation and morphogenesis

+  Surgica!l immunciogy
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Surgical haematelogy

Surgical biochemistey

Pathology of necplasia

Classification of tumours

Tumour development and growth inciuding metastasis

Principles of staging and grading of cancers

Principles of cancer therapy including surgery, radictherapy, chemotherapy,
immunotherapy and hormone therapy

Principles of cancer registration

Principles of cancer screening

The pathology of specific organ systems relevant to surgical care including
cardiovascular pathology, respiratory pathology, gastrointestinal pathology,
geniteurinary disease, breast, exocrine and endocrine patholegy, central and
peripheral, neurological systems, skin, lymphorsticular and musculoskeletal
systems

Microbiology:

Surgically important micro organisms including blood borne viruses

Soft tissue Infections including cellutitis, abscesses, nacrotising fasciilis,
gangrene

Sources of infection

Sepsis and seplic shock

Asepsis and antisepsis

Principles of disinfection and sterilisation

Antibiotics including prophylaxis and resistance

Principtes of high risk patient management

Hospital acquired infections

Imaging:

Principles of diagnostic and interventional imaging including x-rays,
ultrasound, CT, MRL PET, radiounucleotide scanning

Module 2 Common Surgical Conditions

Ohjective This section assumes that trainges have general medical competences consistent with a
doctor leaving Foundation in the UK. It also assumas an engoing commitment 1o keeping
these skills and knowledge up to date as Taid out In GMP. It is predicated on tha value that
surgecns are doctors who carry our surgery and require competence.

To demonstrate understanding of the relevant basic scientific principles for each of these
surgicat conditions and to be able to provide the relevant clinical care as defined in modules
assessment and management as defined in Modules 1 and 4.

» & a & s & s

Topics Presenting symptoms or syndromes To include the following conditions

Abdominal pain s Appendicitis

Abdominal swelling

Change in bowal habit
Gastrointastinal haemorrhage
Rectal bleeding

Dysphagia

Dyspepsia

Jaundice

Gastrointestinzl malignancy
Inflammatery bowel disease
Diverticular disease

Intestinal obstruction

Adhesions

Abdominal hernias

Peritonitis

Intestinal perforation

Benign oesophageal disease
Peplic ulcer disease

Benlgn and matignant hepatic, gall biadder
and pancreatic disease

+ Haemorrhoids and perianal disease
»  Abdominal wall stomata

« * ® % % & 8 8 v e

Breast disease To include {he following condilions

Breast lumps and nipple « Benign and malignant breast lumps

INQ-AS
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discharge
+ Acute Breast pain

¢ Mastitis and breast abscess

Peripheral vascular disease
Presenling symptoms or syndrome
« Chronic and acute limb

ischaemia

Aneurysmal disease
Transient ischaemic atlacks
Varicose veins

+  Leg ulceration

To include the following conditions
s  Atherosclarotic arterial disease
+« Embolic and thrombetic arterist disease
«  Venous insufficiency
s Diabelic ulceration

Cardicvascular and pulmonary disease

To include the fellowing conditions
» Corenary heart disease
Bronchial carcinoma
Obstructive ainvays disease
Space occupying lesions of the chest
Pulmonary ambcius

Geniteurinary disease

Presenting symptoms or syndrome
Lain pain

Haematuria

Lower urinary tract symptoms
Urinary retention

Renal failure

Scrotal swellings

Testicular pain

* " o ® @ ¢

To include the following conditions

*  Genitourinary mafignancy
Urinary calculus disease
Urinary tract Infection
Benign prostatic hyperplasia
Obstructive uropathy

Trauma and orthopaedics
Presenting symptoms or syndrome
« Traumatic limb and joint pain
and deformity
« Chronic limb and jeint pain and
deformity
+ Back pain

To includa the following conditions

+  Simple fractures and joint dislocations

+  Fractures around the hip and ankle

» Basic principles of Degensrative joint
disease

» Basic principles of inflammatory joint
disease including hone and joint infection

s+ Compariment syndrome

«  Spinal nerva root entrapment and spinal
cord compression

+ Melastalic bone cancer

« Common peripheral neuropathies and
nerve injuries

Disease of tha Skin, Head and Neck
Presenting symptoms or syndrome
+  Lumps in the neck

+ Epistaxis

+ Uppoer airway obstructions

To include the following conditions
+ Benign and malignant skin lesions
+ Benign and malignant lesions of the mouth
and tongue

Neurclogy and Neurosurgery

To include the following conditions

Prasenting symptoms or syndreme
« Lumps in the neck
s Acute endocrine crises

Presenting symptoms er syndrome ¢ Space occupying lgsions from bleeding
+ Headacha and tumour
«  Facial pain
» Coma

Endocrine To include the following conditions

s  Thyroid and parathyroid disease
+  Adrenal gland diseass

s Disbetes
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Module 3

Basic surgical skills

Objective « Preparation of the surgeon for surgery
+ Safe administration of appropriate local anaesthetic agents
+  Acquisition of basic surgical skills in instrument and tissue handling.
+ Understanding of the formation and healing of surgical wounds
« lncise superficial tissuas accurately with suitable instruments.
+ Close superficial tissues accurately.
+ Tie securs knots.
+ Safely use surgical diathermy
s Achieve hasmostasis of superficial vessels.
¢ Use suitable methods of retraction.
«  Knowledge of when to use a drain and which 1o choose.
« Handle tissues gently with appropriate instruments.
s Assist helpfully, even when the operation is not familiar,
+ LUndersiand the principles of anastomosis
¢ Undersiand the principles of endoscopy including laparoscopy
Knowledge Principles of safe surgery
+  Preparation of the surgeon for surgery
+ Prnciples of hand washing, scrubbing and gowning
+ Immunisaticn protocols for surgeons and palients
Administration of local anaasthesia
+ Choice of anzesthetic agent
+  Safe practise
Surgical wounds
v Classification of surgical wounds
» Principles of wound managemant
+ Pathophysiclogy of wound healing
« Scars and confracfures
s Incision of skin and subcutaneous fissue:
o Langer's lines
o Choice of instrument
o Safe practice
»  Closurs of skin and subcutaneous lissue:
o Options for closure
o Suiure and needle cholce
+ Safe practice
+«  Knot tying
o Range and choice of material for suture and ligation
o Safe application of knots for surgicat sutures and ligatures
+ Haemostasis:
o Surgical techniques
o Principles of diathermy
+ Tissue handling and retraction:
o Choice of instruments
+ Biopsy techniques including fine need!e aspiration cylology
+ Use of drains:
o Indications
o Types
o Management/removai
«  Principles of anastomosis
+  Principies of surgical endoscopy including laparoscopy
Clinical Skills 4 Preparation of tha surgeon for surgery
+ Effective and safe hand washing, gloving and gowning
4 Preparation of a patient for surgery
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« Creation of a sterile fiald
s Antisepsis
+ Draping
4 Administration of local anaesthesia
» Accurate and safe administration of local anaesthetic agent
Technical Skiils and 4  Preparation of the surgeon for surgery
Procedures « Effective and safe hand washing, gloving and gowning
4 Administralion of focal anaesthesia
¢ Accurate and safe administration of local anaesthetic agent
4 Incisien of skin and subcutaneous tissue:
«  Ability fo use scalpei, diathermy and scissors
4 Closure of skin and subcutaneous tissua:
+  Accurate and tenslon free apposition of wound edges
4 Knot lying:
+ Single handed
+ Double handed
+ Instrument
+  Superficial
+ Deep
3  Haemostasis:
»  Contral of bleeding vessel {superficial)
« Diathermy
«  Suture ligation
« Tialigalion
+ Clip application
« Transfixion suture
4 Tissue retraction;
+ Tissue forceps
s Placement of wound retracters
3 Use of drains:
+ Insertion
+ Fixalion
+  Removal
3 Tissue handiing:
« Appropriate application of Instruments and respect for tissuss
+ Biopsy techniques
4 Skill as assistant:
+  Anticipation of needs of surgeon when assisling
IModule 4 iThe assessment and management of the surgical patient
Objective To demonstrate the relevant knowledge, skills and attitudes in assessing the patient
! and manage the patient, and proposs surgical or non-surgical management.
The knowledge relevant to this section will be variable from patient to patient and is
covered within the rest of the syllabus — see commen surgical conditions In particular
Knowledge (Module 2.
IAs a trainee develops an interest in a particular speciality then the principlas of history
taking and examination may ba increasingly applied in that context.
. . 4 Surgical history and examination (eleclive and emergency)
Clinical Skitls 3 Construct a differential diagnosis
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3 Plan invastigations
3 Clinical decision making
3 Team working and planning
3 Case work up and evaluation; risk management
3 Active participation in clinical audit events
3 Appropriate prescribing
3 Taking consent for infermediate lavel intervention; emergency and eleclive
3 Written clinical communication skills
3 Interactive clinical communication skills: patients
3 Interactive clinical communication skills: colleagues
Moduile 5 Peri-operative care
To assess and manage preoperalive risk
To manage patient care in the peri-operative period
To conduct safe surgery in the operating theatre environment
Objective To assess and managa bleeding including the use of blood products
To care for the patient in the post-operalive period including the assessment of
common complications
To assess and plan perioperative nuiritional management
Pre-operative assessment and management:
¢ Cardicrespiratory physiology
« Disbetes mellitus and other relevant endocrine disorders
¢  Fluid balance and homeostasis
s Renal failure
+ Pathophysiology of sepsis — prevention and prophylaxis
»  Thromboprophylaxis
+ Laboratory testing and imaging
+ Risk factors for surgery and scoring systems
« Pre-medication and other preoperative prescribing
+ Principles of day surgery
Intraoperative care:
« Safely in theatre including palient positioning and avoidance of nerve injuries
»  Sharps safety
+ Diathermy, laser use
+ Infeclion risks
¢ Radiation use and risks
¢ Tourniquet use including indications, effects and complications
Knowledge . PrEnci_pIes of !ocal,_regfonal ancf gen?ral ana_eslpesia
» Principles of invasive and non-invasive monitoring
« Prevention of venous thrombosis
« Surgery in hepatitis and HIV carriers
« Fluid balance and homeostasis
Post-operative care:
s Post-pparative monitoring
« Cardicrespiratory physiology
» Fluid balance and homeocstasis
¢ Diabetes mallitus and other relevant endocrine disorders
* Renal failure
» Palhophysiolegy of blood loss
s Pathophysiology of sepsis including SIRS and shock
+  Multi-crgan dysfunction syndrome
+ Post-operative complications in general
« Metheds of postoperative analgesia
To assess and plan nuiritional management
«  Post-operative nutrition
+ Effects of malnulrition, both excess and deplation
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+  Metabolic response to injury
+ Methods of screening and assessment of nutrtional status
»  Methods of enteral and parenteral nutrition

Haemoslasis and Bloed Products:
» Mechanism of haemostasis including the clotting cascade
¢ Pathology of impaired haemostasis e.g. haemophilia, fiver disease, massive
haemorrhage
Components of blood
Alternatives to use of blood preducts
Principles of administration of blocd preducts
Patient safety with respect to bleod preducts

Goagulation, deep vein thrombosis and embolism;
«  Clotting mechanism (Virchow Triad)
» Effect of surgery and trauma on coagulation
» Tests for thrombogphilia and other disorders of coagulation
« Mathods of investigation for suspected thromboembolic disease
« Principles of treatment of venous thrombosis and pulmonary embolism
Including anticoaguiation
Role of V/Q scanning, CTpulmonary angiography, D-dimer and thrombolysis
Placs of pulmonary embelectomy
Prophylaxis of thrombeembolism:
Risk classification and management of DVT
Knowledge of methods of prevention of DVT, mechanical and pharmacolegical

Antiblotics:

+ Common pathogens in surgical patients
«  Antibiotic sensitivities

«  Antibiotic side-effects

«  Principles of prophylaxis ang treatment

Metabolic and endocrine disorders in relation to perioperalive managemant
« Pathophysiology of thyrold hormona excess and deficiency and associated
risks from surgery
Causes and sffects of hypercalcaemia and hypocalcaemia
Complications of corticosteroid therapy
Causes and consequences of Steroid insufficiency
Complications of diabetes mellilus
Causes and effects of hyponatrasmia
Causes and effects of hyperkalaemia and hypokalaemia

3 Pre-operative asssssment and management:
+ History and examinaticn of a patient from a medical and surgical standpoint
« Interpretation of pre-operative investigations
« Management of co morbidity
¢ Resuscitalion
» Appropriate preoperative prescribing including premedication

* * 8 0

3 Intra-operative care:

Safe conduct of intraoperative care
Correct patient positioning
Avoidance of nerve injuries
Management of sharps injuries
Prevention of diathermy injury
Prevention of venous thrombosis

Glinical Skills

3 Post-operative care:
+ Writing of operation records
« Assaessment and monitoring of patien{'s condition
+ Post-operalive analgesia
+  Fluid end electrolyte management
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¢

Detecticn of impanding organ failure

Initial management of organ failure

Principles and indications for Dialysis

Recognition, prevention and treatment of post-operative complications

3 Haemostasis and Blood Products:

«  Recognition of conditions likety to fead to the diathesis

« Recognition of abnormal bleading during surgery

s Appropriate use of blocd preducts

+ Management of the complications of blood preduct transfusion

3 Coagulation, deep vein thrombosis and embalism
*  Recognition of patients at risk

¢ Awarenass and diagnosis of pulmonary embolism and DVT
« Role of duplex scanning, venography and d-dimer measurement
¢ Initiate and monitor treatment of venous thrembosis and pulmenary embolism
¢ |nitiation of prophylaxis
3 Antibiotics:

e Appropriate prescription of antibiotics

3 Assess and plan preoperative nutritional management

«  Asrrange access to suitable artificial nutritional support, preferably via a
nutrition team including Dietary supplements, Enteral nutrition and Parenteral
nutrition

3 Metabolic and endocrine disorders

History and examination in palients with endocrine and electrolyte disorders
Invesligation and management of thyrotoxicosis and hypothyreidism
Investigation and management of hypercalcaemia and hypocaleaemia
Peri-operative management of patienis on steroid therapy

Peri-operative management of diabstic patienis

Investigation and management of hyponatraemia

« investigation and managoment of hyperkalaemia and hypokalaemia

@ o ® & s

Technical Skills and (|2 Cenfral vencous line insertion
Procedures 4 Urethral catheterisation
Module 6 Assessmant and management of patlents with trauma (including the multiply
injured patient)
lAssess and initiate management of palients
+ Who have sustained chest trauma
+ who have sustained a head injury
+ who have sustained a spinal cord injury
+« who have sustained abdominat and urogenital trauma
+ who have sustained vascular trauma
Objective « who have sustained a single or multiple fractures or distocations
+ who have sustained traumatic skin and soft tissue injury
+ who have sustained burns
+  Safely assess the multiply injured patient.
+ Contexdualise any combination of the above
+ Be able to prioritise management in such situation as defined by ATLS, APLS
elc
General
»  Scoring systems for assessment of the injured patient
* Majorincident tidage
Knowledge + Differences In children
Shock
» Pathogenesis of shock
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Shock and cardiovascular physiology
Metabolic response to injury

Adult respiratory distress syndroma
Indications for #sing uncross matched bleod

* s = @

Wounds and soft fissue injuries

¢ Gunshot and blast injuries
Siab wounds
Human and animal bites
Nalure and mechanism of soft tissue injury
Principles of management of soft tissua injuries
Principles of management of traumatic wounds
Compartment syndreme

Burns
+ Classification of burns
*  Principle of management of burns

Fractures

+ Classificalion of fractures
Pathophysiclogy of fractures
Principles of management of fractures
Complications of fractures
Joint injuries

COrgan specific trauma
+  Pathophysiolegy of thoracic trauma

Pneumothorax

Head injuries Including traumatic Intracranial haemorrhage and brain  injusy

Spinal cord injury

Peripheral nerve Injuries

Blunt and peneatrating abdominal trauma

Including spleen

Vascylar injury including iatrogenic injuries and intravascular drug abuse

Crush injury

Principles of management of skin loss including use of skin grafts and skin

flaps

General

4 History and examination

3 Investigation

3 Referral to appropriate surgical subspecialtles

4 Resuscitation and eariy management of patient who has sustained thoracic, head,
spinal, abdominal or limb injury according to ATLS and APLS guidelinas

Clinical Skills 4 Resuscitation and early management of the muitiply injured patient

LI I A I I

]

Specific problems

+ Management of the unconscicus patient

» Initial management of skin loss

+ Initiat management of burns

+  Provention and early management of the compartment syndrome

Central venous line insertion
Chest drain inserticn
Diagnostic peritoneal tavage
Urethral catheterisation
Suprapubic cathetesisation

Technicai Skills and
Procedures

[XRCNLE AN N

[Module 7 [Surgical care of the Paediatric patient i
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Objective

To assess and manage children with surgical problems, understanding tha similarities and
differences from adult surgical patients

To understand the issues of child protection and to take aclion as appropriate

Knowledge

Physiological and metabolic response to injury and surgery

Fluid and electrolyte balance

Thermoregulation Safe prescribing in children

Principles of vascular acgcess in children

Working knowledge of trust and Locat Safeguarding Children Beards (LSCBs) and

Child Protection Procedures

+ Basic understanding of child arotection taw

+ Understanding of Children's righls

+  Working knowiedge of types and categoriss of child malireatment, presentalions, signs
and other featuras {primarily physical, emolicnal, sexual, neglect, professional)

+ Understanding of one personal rofa, responsibilities and appropriate referral patterns in
child protection

+ Understanding of the challenges of working in partnership with childran and familiss

+ Recognise the possibility of abuss or maltreatment

+ Recognise limitations of own knowledge and experience and seak appropriate expert
advice

+  Urgenlly consuli immediate senfor in surgery to enable referral to paedialricians

+  Keep appropriate writen decumentation relating to child protection matters

+  Communicate effactively with those invelved with child protection, including children
and their families

Clinical
Skills

-

History and examination of paediatric surgical patient
Assessment of respiratory and cardiovascutar status

Undertake consent for surgical procedures {appropriate to the lavel of training) in paediatric
patients

W W w

ibodule 8

|| Management of the dying patient

Objective

IAbility te manage the dying palient appropriatety.

Palliative Care: Good management of the dying patient in consultation with the paliiative care
team.

Knowledge

Palliative Care:
« Care of the terminally ili
«  Appropriate use of analgeste, anti-emetics and laxatives

Principles of crgan donation:
+ Circumstances in which consideration of organ denation is appropriate
+ Principles of brain death

Understanding the role of the coroner and the cerdification of death

Clinical
Skills

3 Palliative Gare:

+ Symptom conirol in the terminally ill patient
3 Principles of organ donation:

+ Assessment of brain stem death

+  Certification of death

[Module 8

QOrgan and Tissue fransplantation

[Objective

To understand the principles of organ and lissue transplantation

Knowledge

+  Princlples of transplant immunology including tissue typing, acute, hyperactute and
chrenic rejection

¢ Principles of immunosuppression

« Tissue donation and procurement

+ Indications for whole organ fransplantation

Page 34 of 155

INQ-AS

WS-006/3 Page 74



In addition, In the early years of fralning, tralnees must address early years compatencies of the
Professional skiils and Leadership currlculum on pages 107-128.
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Requirement to meet the ST3 in Urology

In order to meet the job specifications of an ST3 trainee an early year's trainee must take a clear role in the
Urology team, managing clinic and ward based patients under supervisicn, including the management of
acute urological admissions. They will need to be able (o take part in an ouipatient clinic and see patients
themselvas with the consultant available for advice.

Therefore in early years iraining, in addition to the commaon compeatences for all surgeons, it Is necessary 1o
address the specifics of a daveloping interest in Urology during these years. This means spanding 6-12
months in Urology in a service which gives trainees access to the appropriate learning opportunities. Also by
the time a trainee enters ST3 they need to be familiar with the operating room environment beth with respect
to elective and emergency cases.

Trainees must attend MDT and other Deparimental meetings and ward rounds, prepare eleclive operating
lists {including inpatient, day-case and endoscopy), and actually perform some surgery under appropriate
supervision. They must manage all patients in a Urolegy ward environment, preoperatively and post
operatively. This includes recognising and initiating the management of common complications and
emergencies, over and above those already laid out in the common surgical compaonent of the curriculum,
particularly module 2.

The range of condilions a trainee needs to manage is laid out below and in the depth demonstrated in a text
book such as Blandy’s Lecture notes in Urology include:

1. Urinary tract cateuli
o Tobe abla to provide the early care of a patient presenting with the symptoms suggestive of urinary tract
calculi including onward refersal

2. Functional urology

o To be able to provide the early care of a patient presenting with lower urinary tract symptoms and
dysfunction including onward referral

o To be able to provide the early care of a patient presenting with urinary tract obstruction including
onward reforral

o Todiagnose and initiate management of a patient presenting with acute or chronic urinary retention

(2

. Urinary tract infection

o To be able {o provide the early care of a patient presenting wilh urinary tract infections including onward
referral when appropriate

o To he able {0 provide the early care of a patient presenting with epididymitis and scrotal abscess

including onward referral when appropriate

-9

. Urologlcal oncology
To be able to provide the early care of a patient with suspected urologica! cancer including onward
referral

o]

&

. Treatment of renal failure
o Tobe able to provide the early care of a palient presenting with renal failure including onward referral
whan appropriate

o

. Testlcular pain and swellihg
To be able to provide the early care of a patients presenting with acute testicular pain or testicular
swelling

o

Page 36 of 155

INQ-AS

WS-006/3 Page 76



Early Years training in Urology

Provide experience in the early care of palients with common genitourinary preblems:

+ The common emergency prablems are urinary tract infection affecting the bladder
and kidney, ureteric or renal colic, usinary retention, urinary fract cbstruction, renat
faifure and acute testicular pain,

Objective + The common elective problems include lower usinary tract symptoms in men, urinary
tract infection affecting the bladder and kidney, haematuria, testicular swelling and
cther patients in whom urological malignancy is suspected.

Provide some operalive experience of scrotal surgery and circumcision, tegether with some
experience of straightforward lower urinary tract endoscopy.

Basic science relevant to the management of patients with the common elective and
emergency genitourinary prablems, (including anatomy, physiology, pharmacology, pathology
and radiclogy)

Knowledge | Principles of management of patients presenting with the common elective and emergency

genitourinary problems
Detailed initial management of patients presenting the commeon urological problems including
onward referral

Glinical 3 Assessment, investigation and initial managemant of patients presenting with common

Skills slective and emergency urological conditions

4 Urethral caihaterisation

3 Suprapubic catheterisation
3 Flexible cystoscopy

2 Rigid cystoscopy

Techntcal 2 Rigid cystescopy with blopsy and diathermy

SkHls and 2 Rigid cystoscopy and refrograde ureterogram

Procedures || 2 Rigid cyfstoscopy and insertion JJ stent

4 Testicular fixation for tarsion of the testicle
2 Hydrocele surgery
2 Excision of epidiydymal cyst
2 Circumclsion
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Assessment

The speciality elemenis of the early yoars will al! be assessed primarily in the workplace and then scrutinised
in the Annual Review of Gompetence Progression. All these documents would be included in a portfolio
which would contribute as evidence in subsequent applications to enter ST3.

Specific evidence includes

Assessment type

Subject

DOFPS a selection of
types and numbars of
each type according to
learning agreements

Urethral cathaterisation

Suprapubic catheterisation

Flexible cystoscopy

Testicular fixaticn for torsion of the testicls

Rigid cystoscopy

Circumelsion

Rigid cystoscopy with blopsy and diathermy
Rigid cystoscopy and retrograde uretercgram
Rigid cystoscopy and insertion JJ stent
Hydrocele surgery

Excision of epidiydymal cyst

Circumelsion

Case Based Discussion

One per attachment

CEX

Clinicat assessment of patients with common
urglegical conditions

PBAS Hydrocsle repairexcision
Training Supervisors Evidenced by the above WPBAs
report

ARCP for each
specified training
Interval

As per local Deanery specifications

MRCS

Common syllabus

INQ-AS
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Intermediate Stage Overview

Clinical placements during the intermediate stage (ST3-8) will be purely In Urolegy. The purpose of the
intermediate staga is to allow the trainee to devefop further the skills necessary for independent urological
practise. These will include skills in general urclegy and in emergency uralogy. They will also be an
introduction to some speciatist areas of Urclogy.,

Entry into ST3

Entry into 5T3 will usually invelve a competitive selection process. The current person specifications for entry
into ST3 in urciogy are shown below (for 2009). The essential componenis here are completion of the
commen component of the cora surgical training programme (as evidenced by successful ARCP, WPBA and
completion of the MRCS examination) and completion of the urology specific componants of the early years
iralning as evidenced by a successful ARCP and completion of the appropriate WPBA.

)
>y N
Essential When Evaluated'
Qualifications « MBBS or equivalent medical quafification Application form
+  Successful completion of MRCS or equivatent at time
of application
Eligibility +  Eligible for full registeation with the GMC at time of Application form
appaintment
| + Evidence of achievement of Foundation Agplication form +--=-I{ Formatted: Indent: Left: 0 cm, Hanging: 0,56 cm,
competences by time of appoiniment in line with Interview / Seleclion Bulleted + Level; { + Afigned at: 0 cm + Tab after; -1,.27
GMC standardsf Good Medical Praclice incuding: entre cm + Indent at: 0.5 cm, Tab stops: -1,02 ¢rn, List talb +
centr Not at -1.27 ¢m + .63 cm
o Good dinlcal care
o Malnlelning good medical praclice
o Guod refabionships and communicafion with patienis
o Good working relationships with cofleagues
o Good teaching and lraining
o Professlonal behaviour and probity
o Delivery of good acufe clinfcal care
+  Evidence of achisvement of ST1 competences In Application forrm
surgery at time of appointment & §72 compstences
in surgery by Augusi 2009 Icrgsl{ngew { Selection
+ Evidence of achievement of $T1 & 872 Urology Application form
competences by August 2009 Interview / Selaction
cenlra
«  Eligibility to work in the UK Application form
‘)[tness To Practise Is up te date and fit to practise safely Application form
o References
Language Skills All appiicants to have demonstrable skills in wrillen and Application form
spoken English adequate to enatle sffective Interview / Selection
communication about medical topics with patients and centre
celleagues demonstrated by one of the following:
I o a}thal applicants have undenaken undergraduate DR Formatted: Indent: Left: 0,56 <m, Hanging: 0.5 cm,
medical Iraining In English; or Bulleted + Leval: 2 + Aligned at: 1.9 cm + Tab after:
| o b} have the following sceres in the acadamic 2.54 ¢cm + Indent at: 2.54 cm, Tab stops: Not at 2,54 cm
Inlernational Eaglish Language Testing System (IELTS)
~ Overall 7, Speaking 7, Listering 6, Reading 6, Witing
8.
i « If applicants belleve they have adequate
communication skills but do not fit into one of these
examples thay must provide supporting evidence

1 ‘when evalialed’ is indicative, but may be carried out at any tme throughout tha selection procass
A sefection canire is a process not a place. It volves a number of setaction activities that may ba delivered within tha Unit of

Application.
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Health Meels professional health requirerments {In ing with GMC | Application form
standards/Good Medlcal Practice} Pre-employment health
screening
Career « Abllity to provide a complate employment history | Application form
Progression + At feast 24 months' experience’ In sturgery frot

including Foundation modules), of which at least 6
maonths has hean spenkin urology by August 2009

Application Completion

ALL sections of application forim complated FULLY
according to written guldelines

Apptication form

SELECTION CRITERIA

)

Essential

Desirable

When Evaluated*

“Clinica! Skills

Techntcal Knowledge & Clinlcal
Expertise:

+ Capacity to apply sound clinical
knovrledge & judgement &
pricritlse clinical need

+ Demonstrates appropriale
technleal competence &
evidence of development of
excellent diagnostic skills &
judgement

+  Validated logbook

documentation of surglcal
exposure to date

Parsonal Attributes:

» Shows aptitude for praclical skills,
€.9. hand-eye co-ordination,
dexterity, visuo-spalial awareness

+ Altendance at relevant courses,
0.9. ATLS, Basle Surgleal Skitls or
equivalent

Application form PR
Interview / Selection .

cenlre
References

Formatted: Indent; Left: 0 cm, Hanglng: .5 cm,
Bulleted + Level: 1 + Aligned at: 0cm + Tab after: -1.27
cm + Indent at: 0.5em

Formtatted: Indent: Left: 0cm, Hanging: 0.5 amy,
Bulleted + Level: 1 + Aligned at: 0¢m + Tab after: -1.27
cm + Indent 3! 0.5em

Academic f
Research Skifls

Research Skilts:

» Damonstrates understanding of
tha basie principles of audit,
chinical risk management &
evidence-based practice

+ Understanding of research basic
research princlples,
methodology & ethics, with
potentia {o confribute to
research

Teaching:

+ Evidence of contributing to
teaching & ieaming of others

+ Evidence of relevant academic &
rasearch achisvements, e.g.
degrees, prizes, awards,
distinctions, publications,
presentations, other
achievements

« Evidence of active particlpalion in
audit

« Evidence of participation In risk

management andfor
clinicallaboratory research

Application form

Interview / Selection
cenire

-1 Formatted; Indent: Left: O cm, Hanglng: 0.5 cmy,
Bulleted + Level; 1 + Aligned at; 0 ¢m + Tab after: -1.27
<m + Indent at: 0.5 am

3 Any tme periods specified in thls parsen specificstion refar to full lime equivalent
‘when evaluated' is indicative, but may be carried out at any time througheut the selection process
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Personal Skills

Judgement under Pressure:

s Capacily to operate elfectively
under pressure & remain
objeclive In highly
emotive/pressurised siluatlons

«  Awareness of own limRatlons &
when to ask for help

Communication Skills:

v Capacity to communicate
effactively & sensitively with
others, able to discuss treatment
opticns with patients in a way
they can undersland

Problem Solving:

+ Capacily to think beyond the
obvious, with analytical and
flexible mind

« Capacily to bring a range of
approaches to problem solving

Sltuatlon Awaraness:

+ Capacity ta monitor and
articipate situations that may
change rapldly

Decislon Making:

+ Demanstrates effective
judgement and declsion-making
skills

Leadership & Team Involvement:

« Capacily lo work effectively in a
multi-disciplinary team &
demonstrate leadership when
appropriate

« Capacity to establish good
working relations with oihers

Organlsation & Planning:

o+ Capacity io manage time and
prioritise workload, balance
urgent & imperiant demands
and follow instructions

» Understands imporiance &
Impact of information systems

Application form ———

interview / Selection
cenire

References

PEU

1 Formatted: Bulleted + Level: 1 + Aligned 31t G cm + Tab

{ Formatted: Bulleted + Level: 1 + Aligned ati 0 cm + Tab

+ { Formatted: Indent: Left: 0 cm, Hanging: 0.44 tm,
-1 Formatted: Bulleted + Level: 1 + Aligned at: 0cm + Tab

-1 1 Formatted: Bulleted + Level: 1 + Allgned at: 0 ¢m + Tab 1

after: -1,27 ¢m + Indent at: 0.5 ¢m, Tab stops: 0.44 cm,
Ust tab + Notat 0,63 cm

1 Formatted: Bulleted + Level: 1 + Aligned at: 0 .<m + Tab ’

after: -1,27 cm + Indent g 0.5 cm, Tab stops! .44 <m,
List tab + Hot al 0.63 cm

after: -1.27 ¢n + Indent ati 0.5 cm, Tab stops: G.44 cm,
List tab + Notat 0.53 cm

Bulieted + Level: 1 + Aligned at: 0 cen + Tab after: -1.27
cm + Indent at: 0.5 ¢m, Tab stops: 0,44 cm, List tab +
Het st 0.63 cm

after; -1,27 ¢m + Indent at; .5 cm, Tab stops: Q.44 ¢cm,
List tab + Hot at .63 cm

after: -1,27 cm + Indent at: 0.5 cm, Tab stops: 0.44 cm,
Ust tab + Not at 0.63 tm

after: -1,27 ¢m + Indent at: 0.5 ¢m, Tab stops: 0.44 cm,
List tah + Not at 0,63 cmy

‘ Formatted: Bulleted + Level: 1 + Aligned at: 0cm + Tab

-1 Formatted: Indent: Left: 0 cm, Hanging: 0.44 <m,

Bulleted + Level: 1 + Aligned at: 0 cm + Tab after; -1.27
cm + Indent at: 0.5 cm, Tab stops: 0.44 cm, Ust tab +
Hot at 0.63 cm

Professional Integrity:

+ Takes responsibliity Tor own
actions, demonstrates respect
for the rights of all.

» Demensirates awareness of
ethical principles, safety,
confidentiality & consent

+ Aware of importance of being
tha patlents’ advocate, clinkeal
govemance & responsibilitios of
an NHS employee

Application form

Interview f Selection
centre

Referencaes
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Commitment
T4 Specialty .

Learning & Developmant;

Shows realistic Insight into
urology and the demands of a
surgical lifestyle

Demonsirales knowledge of
lralning programme &
commitment to own development

Shows critical & enquiring
approach to knowledge
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Intermediate Stage Topics

Topic

Basic science

Objective

The trainee should understand the basic anatomy thal urclogists will encounter during
the daily managament of urclogical pationts, and basic embryology relevant to clinical
praclice

To understand and apply physiological principles in the management of patient with
urelogical problems.

To understand normal physiological processes at different ages and understand the
effects of disease and frauma on these processes

To understand the pharmacological principles relevant to the genilourinary tract

To understand patholegical procasses as applied to the organs of the urogeniltal
system

Knowledge

Anatomy

4 Macro anatomy and Micro anatemy of the urinary tract

4 Vascular anatomy of the urinary tract

4 Neurological supply including central connections

4 3-dimensional refationship to cther organs

4 General knowledge of intra abdominal operaliva anatomy

4 Embryological development in relation to disorders affecting ths urinary tract
3 Pathways of pain

Physiology

4 Mechanism of endocrine homeostasis

4 Conirol of blood pressure

4 Mechanism of urine production

4 Mechanism of peristalsis initiation

4 Mechanisms of neuromuscular transmission

4 Anti-reflux mechanisms

4 Naurc-physiclegical control of filling/voiding cycles

4 Physiological proparties of bladder musculature

4 Physiologicat properties of bladder mucosa

4 Bladder sansation

4 Neurcphysiotogy of sphincter mechanisms in male and female
4 Physiology and molecular biolegy of prostate cell

4 Physiology of prostate secretion

4 Prostate specific antigen and related markers

3 Physlology of erection and gjaculation

3 Urological endocrinology

3 Interpretation of semen analysis

3 Mechanisms of spermatogenesis and mechanism of spermatic iransport
3 Function of accessory genital organs

3 Effect of disease and drugs on normal genital function
3 Physlolegy of pain

Pharmacotlogy

4 Mechanisms of aclion of commonly used drugs in urology
4 Nephro-pharmacology

4 Cholinergic and Adrenergic mechanisms

4 Non-adrenergic, non-cholinerglc (NANC) mechanisms

4 Pharmacology of coagulation

4 Pharmacology of inflammation

4 Pharmacology of neoplastic disease

Pathology

3 Basic genetics of uropatholegical conditions

3 Common congenital disorders affecling the urinary tract (eg undescended testis and
urinary tract reflux)

3 Changes related to congenital abnormalities

4 Basic principles of micreblolegy, resistance, cross infection relevant to the GU tract
4 Antibiotics including mechanism of action
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4 Acute and chronic inflammatory response

3 Chronic inflammatory mechanisms and diseases

3 Role of genstic and environmental factors in urological cancer
3 Mechanisms of fumour initiation/growth

4 TNM classification of common urclogical tumours

2 Oncogenas, growth factors and angiogenesis

2 Mechanisms of chemotherapy, immunothsrapy and radiotherapy
3 Familial prostate cancer and renal oncology

3 Abnormalities resulting from trauma

4 Primary and secendary wound healing by anaiomical site

Clinical Skills

Anatomy
4 Application of analomical knowledgs in clinical and operative setting

Physiology

4 To undarstand the indications and theary of urodynamic studies
3 To understand the indications and theory of urodynamic studies in the nsuropathic
patient

4 Assessment of the normovofaemic patient

4 Assessment of the anuric patient

4 Assessment and management of the patient in renal failure

4 Management of post obsiructive diuresis

4 Application of knowledge in clinical and operative setting

3 Assessment and early management of the inferlile male

4 Application of knowledge in clinical and operative setling

4 Utilisation of PSA In the clinical selting

4 Understanding of PSA density and velogity

Pharmacology
4 Appropriate use of commonly used drugs recegnising common side effects,
interactions and conlra-indications

Pathology

3 Recogniticn of possible genetic component to specified condition

3 Investigation and basic management of patients with congenital disorders of the GU
fract

4 Appropriate invesligation and management of urinary tract infection

4 Understand and apply principles of infection contral

4 Management of multi-resistant organisms

3 Investigation and management of chronic inflammatory diseases affecting the
urinary tract

3 Diagnosis, staging and early management of patients with urological malignancy
3 Diagnosis and early management of patients with trauma ATLS

Technical Skilis and
Procedures

4 Application of knowledge in operative setling
4 Urodynamic assessment
3 Urodynamic assessment of the nauropathic bladder

Topic

" Clinical pharmacology

Objective

To understand and apply pharmacolegical principles in the management of patients
with urological disease.

Knowledge

Clinical pharmacology of commonly used drugs including side-effects and
complications of commonly used drugs for the following conditions:

4 Acute and chronic infection

4 Lower urinary tract dysfunction

4 Erectile dysfunction

4 Urinary incontinence

2 Systemic chemotherapy for urological malignancy

3 Intravesical chemotherapy for urclogical malignancy
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4 Anticozgulants
4 Drugs used for pain relief including post-cperative pain relief
3 Immunosupressants

4 DVT praphylaxis in Urolegical surgery
4 Side effects upen Lhe genitourinary fract of drugs used fo treat common conditions
{eg cardiovascular and respiratory disease)

Clinical Skills

4 Appropriate use of commonly used drugs recognising common side effects,
interactions and contra-indications

Technical Skills and
Procedures

NiA

Topic

Common research methodology (dry science)

Objective

To understand statistical mechanisms and be able fo ciitically assess evidence in the
fiterature
To understand the principles and praclice of audif

Knowledge

4 Understanding of statistical significance, relative risk, odds ratio, weighted mean
difference and confidence intervals

4 Application of tests e.g. Parametric, Non-parametric, Multivariate and Chi-squared
analysis

4 Principles of scresning

4 Principles of audit

4 Hierarchy of evidence

4 Pringiples (including theory and design), applications and limitations of randomised
controlled trials, observational studies and retrospective series

4 Methedology hat underpin phase 1, 2, 3 and 4 trials

4 Understanding of Goad Clinical Praglice including importance of ethics in research
and research governance

4 Basics of meta-analysis, systematic review and narrative review

4 Basics of qualitative research

Clinical Skills

4 Critical appraisal of scientific publications including qualily assessment

4 Abllity fo interpret the relevance of trial / study outcomes to the care of patients
4 Application of research methadology to clinical selting

4 Audit

4 Systemaitic review

4 QObservational study

Technical Skills and
Procedures

NIA

Topic

Stone Diseass

Objactive

To assess a palient presenting wilh a urinary stone In kidney, ureler or bladder
To treal a patient presenting with a urinary stone in kidney, ureter or bladder including
onward referral when approprisle

Knowiedge

4 Principles of managament of stones in the urinary tract
4 Mechanisms of stone formation

4 Natural history and pathephysiology

4 Variable symptom complexas accarding to site

4 Complications of stone formation

4 Metabolic management of urinary stona disgase

Renal calouli
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4 Management of renal calculi

Ureterle calculi

4 Mechanisms of ureteric colic

4 Renal adaptation to ureteric obstruction
4 The role of IVU/USS and CT in diagnosis
4 Management of ureteric calculi

Bladder calculi
4 Management of bladder calculi

Clinical Skills

4 Requirements for emergency tharapy
4 Appropriate multidisciplinary assessment and management
4 Investigation and management of patient with recurrent stone disease

Renal calculi

4 Assessment of cbstruction / sepsis

4 Appropriate management and freatment plans
4 Correct referral pathways

4 Medical management

Ureteric calculi

4 Assessment of chstruction / sepsis

4 Apprepriate management and treatment plans
4 Correct referrat pathways

4 Medical management

Bladder calculi
4 Assessment of cbstruction / sepsis
4 Appropriate investigation and treatment plans

Technical Skills and

4 Cystoscopy and insertion JJ stent

3 ESWL for renal stone

2 ESWL for ureteric stone

3 Rigid ureteroscopy and therapeutic management lower 1/3 ureteric calculi

2 Rigid ureteroscopy and therapeutic management middle and upper 1/3 ureteric

Procedures calcul
4 Cystoscopy and insertion JJd stent
4 Endoscopic fragmentation of bladder calculi
3 Open remaval bladder calculi

Topic Urinary tract obstruction
To assess and freat a patient presenting wilh lower urinary tract symploms and
dysfuncfion

Ohjective To assess and freat a pationt who has urinary tract obstruction including onward
referral when appropriate
To assess and lreal a paliont with urinary refention
Upper fract obstruction
4 Anatomy, causes and pathophysiolegy of upper urinary {ract obstruction
4 Actiology, pathophysiology and management of ureteric stricture
Lower tract obstruction

Knowledas 4 Anatomy, physiology, epidemiology and pathophysiology of lower urinary tract

q dysfunction in men and women
4 Investigative tools
4 Available treatment options for male and femals LUTS
4 Causes and pathophysiology of urinary retention Iin men and women
4 Mechanisms of acute/chronic retention
Aetlology, pathophysiology and management of uretaral siriclure
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Aetlclogy, pathephysiclogy and management of bladder neck sfenosis

Male LUTS and BPH

4 Epidemiclogy of BPH

4 Matural history and complications of BPH

4 Mechanisms of fluid balance

4 Urodynamic basis for symptoms

4 Non-urological causes of similar symplom complex
4 Utility of PSA

4 Deteiled medical and surgical therapy for BPH

Clinical Skilts

Upper tract obstruction

4 Appropriate assessment of unilateral and bilateral renal obstruction
4 Recognition and early management of sepsis

4 Appropriate management of upper urinary tract obstruction

4 Interpretation of IVU and diuresis renogsaphy

4 Management of post obstructive divresis

4 Assessment of renal function and fluid loading

4 Assessment of fluid balance and renal funclion

Lower tract ohstruction

4 Interpretalion of urinary flow rates

4 Appropriate clinical assessment and investigation of men and women with LUTS
4 Formulation of differential diagaosis for men and women with-with LUTS

4 Formulation of therapeutic pfan for men and wemen with LUTS

4 Management of urethral striclure including onward referral as appropriate

4 Management of bladder neck stenosis in¢luding onward referral as appropriate

Male LUTS and BPH

4 Appropriate assessment, investigation and management including

- Interpretation of fluid charts

- Interpretation of biochemistry (eg PSA)

- Inferpretation of urodynamic investigations (eg flow rate, residual usine)
4 Formulation of appropriate differential diagnosis

4 Formulation of appropriate plan of managsment

4 Medical therapy of BPH / LUTS

Technical Skills and
Procedures

4 Cystoscopy and retrograde ureterogram

3 Cystoscopy and Insertion JJ stent

4 Urodynamic testing

3TURP

3 Bladder neck incision

4 Percutaneous insertion of suprapubic cathster
4 Urethrography

3 Opfical urethrotemy

Topic

Urinary Tract Infectfons

Objective

To undersfand the pathogenesis, nalural history and complications of urinary tract
infection.

To be able fo assess and manage patients presenting with common urinary fract
infections,

To be able to assess and manage palients presenting with genital infections

Knowledge

Basi¢ Mechanisms

4 Biological mechanisms of upper and lower urinary tract infection — virulence
4 Host defence

4 Antibiotics - Machanisms of action

4 Appropriate microblological tests
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Pyelonephritis
4 Predisposing causes
4 Clinical presentalion and management

Renal and peri-renal abscess
4 Pathogenesis predisposing causes
4 Clinical presentation and management

Gentto-urinary tuberculosis
4 Pathogenesis, natural history and complicaticns
4 Clinical presentation and management

Prostatitis

4 Classification, pathogenesis, natural history and complications
4 Dlagnosis and management

4 Role of segmenied culture

Epididymitis

4 Pathogenesis, natural history and complications
4 Clinical presentation and differenfial diagnosis
4 Treatment

Scrotal abscess

4 Classification

4 Pathogenesis, natural history and complications
4 Diagnosis and management

Fournier's gangrene
3 Pathophysiology and clinical features of Fournier's gangrene

Sexually transmitted diseases including Chiamydia trachomatis, Gonococcal
and non-Gonococecal urethritis

4 Pathogenesis, natural history and complications

4 Clinical presentation, differential diagnosis and management

Clinical Skills

General

4 tdentification of significant Infection and asymptomalic bacteriuria;
4 Gorrect antibictic selection

4 Management of specific patient groups e.g adult femalas, children
4 Collection of appropriate samples and interpretation of resuits

Pyelonephiitis

4 Rapid and appropriate assessment of patient

4 Correct interpretation of tests

4 Appropriate diagnostic and micrebiclogical requests
4 Indications for nephrostomy

Renal and peri-renal abscess

4 Rapid and appropriate assessmant

4 Gorrect inferpretation of tests

4 Appropriate diagnostic and microbiclogical requests
4 Appropriate treatment

Genitourinary tuberculosls

4 Rapid and appropriate assessment

4 Correct intarpretation of tests

4 Appropriate diagnostic and microbiclogical requests

Prostatitls

4 Appropriate assessment

4 Correct interpretation of tesis

4 Appropriate diagnostic and microbiological requests
4 Medical management
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Epididymitis

4 Appropriate assessment of patient

4 Correct Interpretation of tests

4 Appropriate diagnostic and microbiological requests
4 Medical management of patient

Scrotal abscess

4 Appropriate assessment of patient

4 Correct interpretation of tests

4 Appropriale diagnosiic and microbiological raquests
4 Medical managemant of patignt

Fournier's gangrene
3 Appropriate management of Fournier's gangrene
4 Liaison with other teams as appropriate e.g. plastic and colorectal surgeons

Sexually transmitted diseases including Chlamydfa frachomalis, Gonococcal
and non-Gonococcal urethritls

4 Appropriale assessment of patiant

4 Correct interpretation of tests

4 Appropriate diagnostic and microbiological requests

4 Liaison with other teams as appropriate e.g Gynascology, GUM

Technical Skills and
Procedures

4 Rigid and flexible cystoscopy

4 Cystoscopy and retrograde ureterogram
3 Cystoscopy and JJ stent inserlion

4 Surgical management of scrotal abscess

Tople

Retroperitoneal fibrosis

Ohjective

To understand the pathogenesis, nalural history and complications of urinary fract
infection.

To be able fo assess and manage patients presenting with common urinary fract
infeclions,

To he abls fo assess and manage patients presenting with genital infections

Knowledge

3 Pathogenassis, natural history and complicalions
3 Clinical presentation and management

Clinical Skills

3 Assessment of patient
3 Correct Interpretation of tests
3 Medical management of patient

Technical Skills and

4 Cystoscopy and retrograde ureterogram

Procedures 3 Cystoscopy and JJ stent insertion
Topic Interstitial cystitis
To understand the pathogenesis, natural history and complicalions of urinary tract
infection.
Objective To be able lo assess and manage palients presenting wilh cammon urinary tract
infactions,
To be able fo assess and managa palients presenting with genital infecfions
Knowledge 3 Pathogenesis, naturat history and complications
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3 Clinical presentation
3 NIH criteria for diagnosis
3 Management options

3 Assessment of patient
Clinical Skills 3 Correct interpretation of tests
3 Medical management of patient

Technical Skills and

Procedures 4 Cystoscopy and biopsy

I Topic " Urinary Incontinence

To assess and manage a palient presenfing with sympfoms of urinary incontinence
including onward referral when appropriate

To assess and manage patients with neuropathic bladder dysfunction including
onward referral when appropriate,

Objective

A

4 Aetiology, epidemiology, pathephysiology and classification incontinence in men and
women

) 4 Clinical presentation and differential diagnosis of urinasy incontinence

Knowledge 4 Management of urnary incontinence

3 Aetiology, epidemiology, pathophysiology and classification of neuropathic bladder
3 Clinical presentation and differential diagnosis of urinary Incontinance

3 Management of neuropathic incontinence

Urinary incontinence

4 Appropriate history and examination

4 Investigalicn including Interpratation of frequency voluma chart
4 Appropriate liaison with multidisciplinary team

4 Appropriate referral for sub-specialist management and surgery
3 Formulation of a realistic treatment plan

4 Medical management of urinary incontinence

Clinical Skills Neuropathic bladder

3 Appropriate history and examination

3 Appropriate investigation

3 Interpretation of frequency volume chart

3 Appropriate liaison with multidisciplinary team (eg neurology and continence)
3 Appropriate referral for sub-specialist management and surgery
3 Formulation of a realistic treatment plan

4 Medical managemeant

4 Urodynamic studies
4 Cystoscopy and injection of Botulinum Toxin
3 Cystoscopy and injection of urethral bulking agent

N

Technical Skills and

Procedures 3 Surgical insertion of mid-urethrat tape
4 Cystoscopy and insertion of suprapubic catheter
Tople Urological Oncology
To asseoss and manage palient with suspected urological cancer.
Objactive To manage palienis with a proven urclogical cancer including envward referral where

necessary
To treat the patient with empathy
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Knowledge

Aetiology, epidemiclogy and pathophysiology

3 Epidemiciogy of urological cancer

3 Role of genelic and environmental and factors in pathogenesis

2 Basic understanding of molecular biology of urological cancer

2 Knowledge of Oncogenes, growth factors and angiogenesis factors in relation to
tumours

Clinical features

3 Symptom complexes arising from urological malignancies kidney, ureter, bladder,
prostate, testis and penis

3 Current standards for the investigaticn of common urological cancers

3 TNM classification of common urological tumours

Treatment :

4 Current slandards of treatment for common vrological Cancers
3 Principles of nec-adjuvant versus adjuvant therapy

3 Principles and application of radictherapy

4 Terminal care

Screening

4 Principles of screening

4 PSA and othar markers as screening tools

4 Application of urina cylology to screaning

4 Controversies in screening for urological cancers

Clinical Skills

3 High level empathetic and communication skills

3 Rapid and appropriate assessment of patient with possible malignancy
3 Role of PSA and other markers, urine cytology etc

3 Correct interpretation of lests

3 Appropriate liaisen with multidisciplinary team

3 Appropriate managemant of urological matignancies

3 Appropriate referral for sub-speacialist management and surgery

4 Care of the dying patient

Technical Skills and

4 Cystoscopy and biopsy

4 Cystoscopy and diathermy bladder lesion
3TURBT

3 TURP

Procedures 4 Cystoscopy and JJ stent insertion
3 Ureteroscopy
4 Cystoscopy and retrograde pyelogram
4 Inguinat Orchidectomy
Topic ” Andrology
To assess and manage a man with male factor infedility including onward referral as
necessary
To assess and manage a man with erectile dysfunction including onward referral as
Objective necessary
To assess and manags a man with varicocele, efaculatory disorders, penile dsformity,
penile fracture or prolonged erection including onward referral as necessary
To assess and counsel a man requesting a vasectomy
3 Anatomy, embryclogy and physiology of male reproductive system
3 Causes, assessment and management of male factor infertility
3 Modern methods of assisted fartilisation
Knowledge 4 Anatomy, physiology and pharmacology of erectile mechanism
4 Effects of concurrent palhology on erectile mechanism
4 Standards of assessment and Investigation of ereclile dysfunction
4 Therapeutic options including the pharmacelogical basis of modern therapy
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4 Penile deformity - anatomy, physiology and management

4 Protonged erection — Causes, pathephysiology and management

4 Penile fracture — assessmant and management

4 Gontraception - Methods, results and complications of different methods of
contraception

3 Ejaculatory disorders — anatomy, physiology and management

4 Varicocele — anatomy, physiclogy and management

Clinica! Skills

Malg infertility
3 Apprepriate investigation and treatment pfan
3 Llaison with multidisciplinary team and referral for sub-specialist management

Erectile dysfunction

4 High level and empathetic communication skills

4 Appropriate investigation and treatment plan

4 Medical management of erectile dysfunction

4 Liaison with multidisciplinary team and referral for sub-specialist management

Andrology

Appropriate investigation and {reatment plan and onward referral where appropriate
for the following:

4 Panile deformity

4 Prolonged erection

3 Ejaculatory disorders

4 Varicocele

4 Penile fracture Appropriate referral for sub-specialist management and surgery
4 Contraception - Assess and counsel a man requesting contraceptive advice

Technical Skills and
Procedures

2 Mesbit's precedurs

2 Operative management

3 Operative management

4 Vasectomy

3 Qperalive management of varicocele

| Tople

|| Pacdiatric Urology

Objeclive

To assess and manage a child with a congenital disorder of the urogenital fract
including onward referral as necessary

To assess and manage a child with a enuresis, congenital neuropaihic bladder or with
intersex, including onward referral as necessary

To assess and manage a child wilh an inguinoscrofal abnormality including onward
referral as necessary

To assess and manage a child with urinary infection, including onward referral as
necessary

Knowledge

4 Embryology and anatomy of common congenital abnormalities, e.g undescended
testis, duplex systems, reflux and hydronephrosis

4 Principles of functional assessment of the genitoudnary tract

2 Basic embryology, anatomy of abnormality and natural history of intersex, spina
bifida and posterior urethral valves

4 Concise knowledge of inguino-scrotal anatomy

4 Bacteriology of UTI In childhood

4 Natural history and normal patterns of continence

Clinical Skills

Commaon congenital urological disorders e.g undescended testis, duplex
systems reflux and hydrongphrosis

4 Appreciation of prognostic possibilities

4 Apprepriate investigation plans

4 Formulation of reatistic treatment plan
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4 Appropriate referral for sub-specialist management and / or surgery
4 Family orientated communication skilfs

Spina bifida, intersex and posterior urethral valves

2 Appreciation of prognostic possivilities

2 Formulation of realistic reaiment plan

2 Appropriate referral for sub-specialist management and / cr surgery

Inguinoscotal abnormalltles (egphimosls; undescended testes, hydrocele,
testicular torsion) and phimosls.

4 Appropriate tests to elicit differential diagnosis

4 Formulate appropriate treatment glan

4 Managament of condition, including knowledge of indications, results and
complications of surgery

Urinary tract infection

4 Practical management of UT1

4 Appropriate investigation plans

4 Formulation of realistic treatment plan

4 Appropriate referrat for sub-specialist management and / or surgery

Enuresls

4 Practical management

4 Formulation of realistic freatment plan

4 Appropriate referral for sub-spacialist management and / or surgery

Technical Skills and
Procedures

4 Circumcision

3 Hydrocele

3 Orchidopexy

4 Surgical exploration for torsions of testis, with fixation

Topit

Renal function and Nephrology

Objective

To have a good working knowledye of the assessment of renal funciion and the
urological conditions that predispose to fhe development of renal failure.

To understand the pathogenesis, natural history and complications of urclogical
conditions thal can lead lo renal dysfunclion and how urofogical intervention may
prevent or delay the onsel of renal failure.

To understand the different methods of renal replacement including renal
fransplantation

Knowledge

4 Physlology of renal function

4 GFR estimation technigues

4 Tubular function and dysfunction

4 Basic pathology of acute and chrenic renal faiture

4 Principles of dialysis, renal preservation

4 Control of blood pressure

4 Aeticlogy, diagnosis and early management of Acute tubular necrosis
4 Aeticlogy, diagnosis and early management of pre-renal failure

4 Mechanisms of obstructive uropathy

4 Causes and pathophysiclogy of bilaterat and unilateral obstruction

4 Mechanisms of chronic retenfion and its relationship to obstructive uropathy
4 Principles of naemodialysis and peritoneal dialysis

4 indwelling cannulae for hasmodialysis

4 Conlinuous ambulatory peritonieal dialysis {CAPD)

3 Recipient selaction and indications for ransplantation

3 Tissue typing and cross matching for transplantation

3 Relative indications for hasmodialysis or transplantation

3 Immunosuppression for transplantation

3 Complications of renal transplantation

| Clinical Skills

4 Practical methods of GFR assessment
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Assessment of patients with the following:
4 Tubular disorders

4 Anuria

4 Renal failure

4 Obstructed urcpathy

4 Liaison with other spaciallies (nephrctogy, transplantation)
4 Managemsnt of fluld/acid base balance

4 Assessment of fluld balance, renal function and fluid loading
4 Management of post obstructive diuresis

4 Ambulatory dialysis techniques

3 Evaluaticn of potential recipients for renal fransplantation and timing of dialysis
3 Urinary tract workup of potential recipients prior to transplantation

Technical Skills and

Procedures 4 Percutaneous supra-publc cathaterisation

] Topic " Emergency Uralogy

To assess and manage patients who present acutely with urological problems,

Objective including onward referral when necessary

Ureteric colic

4 Pathophysiology of nephrclithiasis

4 Renal adaptation to ureteric obstruction

4 Presentation and clinical course of urinary tract calculi

4 The role of VUUSS and CT in diagnosis

4 Managament options

4 Complicalions of urinary tract calculi including urosepsis
4 Pharmacology of pain relief

3 Endoscopic management of ureteric calculi

Urinary tract infection and pyelonephritis

4 Causes and pathophysiclegy of urinary {ract infections, inciuding the complications
4 Presentation of urinary tract infection

4 Renal function during infection

4 Antibiotics and their relevant pharmacology

4 Indications for further investigation of urinary tract infection

Urinary retention in men and women

4 Causes, epidemiology and pathophysiclogy of acute and chronic urinary retention
4 Mechanisms of acute and chronic urinary retention

4 Risk factors and timing of treatment

4 Treatment options for acute and chronic urinary retention

Knowledge

Haematuria

4 Causes and pathophysiology of hasmaturia

4 Causes and pathophysiology of disorders of coagulation
4 Tests for disorders of coagulation

Testicular pain

4 Anatomy of the Scrotum and Testicle

4 Pathophysiclogy of testicutar torsicn

4 Pathophysiology of epididymo-orchitis

4 Pathophysiclogy of scrotal abscess

4 Clinical features and differential diagnosis
4 Appropriate management

Other emergencles
3 Causes pathophysiology, clinical features and management of Fournier's Gangrene
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4 Causes, pathophysiology, clinical features and management of phimosis
4 Causes, pathophysiology, clinicat features and management of paraphimosis
4 Causes, pathophysiology, clinical features and management of priapism
4 Causes, pathophysiology, clinical fealures and management of penile fracture

Clinical Skills

Ureteric collc

4 Emergency assessment and treaiment of uncomplicated urinary fract calculi
including analgesia

4 Apprepriate definitive management of uncomplicated urinary tract catculi

4 Assessment and management of obstruction and sepsis

4 Detection of complications e.g. as obstructed kidney, renal failure, perinaphric
abscess

Urinary tract infection and pyelonephritis

4 Diagnosis and management of urinary tract infection

4 Assessment and management of obstruction and sepsis
4 Appropriate relief as indicated

4 Appropriate action to relieve renal function

Urinary retention In men and women

4 Assessment, investigation and formutation of a management plan for acute and
chronic urinary retention

4 Assessment of fluld balance and renal function

4 Medical management of urinary retenticn

4 Management of post obstructive diuresis

Haematuria
4 Assessment, investigation and management of patiant with haesmaluria

Testicular pain

4 Assessment, investigation and management of acute scrofal pain
4 Assessment, investigation and management of epididymo-orchitis
4 Assessment, investigation and managerent of scrofal abscess

Other emergencies

3 Assessment, investigation and management of Fournier's gangrene including liaison
with other teams as appropriate e.g. plastic and colorectal surgeons

4 Assessment, investigation and management of Phimosts

4 Assessment, investigation and management of Paraphimosis

4 Assessment, investigation and management of Priapism including onward refesrat
where necessary

4 Assessment, investigation and management of Penile fracturs including onward
referral

Technicat Skills and
Procedures

3 Rigid ureteroscopy and therapsutic management lower 1/3 ureteric calculi
2 Rigid ureteroscopy and therapeutic management middle and upper 1/3 ureteric
calculi

4 Cystoscopy and Insertion JJ stent

4 Perculaneous suprapubic catheierisalions

3 TURP

3 Bladder neck incision

4 Cystoscopy and bladder washout

3 TURBT

4 Surgical exploration for torsions of testis, with fixation

4 Surgical management of scrotal abscess

3 Surgical management of Fournier's gangrene

4 Reduction of paraphimosis-phimosis;

4 Borsal slit

4 Gircumcisien

2 Operative management of priapism

3 Operative management of penile fracture
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Tople

Trauma to the Urinary Tract

Objective

To assess and manage palients who present with genilourinary trauma, including
onward referral when necessary

Objective

To assess and manage patients who present acutely with urological problems,
inciuding onward referral when necessary

Knowledge

3 Causes, pathophysiclogy classification and management of renal trauma

3 Causes, pathophysiology classification and management of ureteric trauma
3 Causes, pathophysiclogy classification and management of bladder trauma
3 Causes, pathophysiology ctassification and management of urethral trauma
3 Causes, pathophysiology classification and management of genital trauma

4 Causes, pathophysiology classification and management of testicular frauma

Clinical Skills

4 Resuscitation, ATLS

3 Appropriate liaison with other relevant specialists in multiple frauma cases

3 Assessment and management of renal trauma

3 Assessment and management of ureleric trauma including appropriate enward
referral

3 Assessment and management of bladder trauma including appropriate onward
referral

3 Assessment and management of urethral rauma Including appropriate onward
referral

4 Assessment and management of testicular trauma

3 Assessment and management of genital trauma including appropriate onward
referral

Technical Skills and

3 Cystoscopy and insertion JJ stent
4 Percutaneous suprapublc catheterisation
3 Testicular repair

Procedures 4 Orchidsctomy
4 Circumcision

Topic Urological Radiology
To understand the differont radiological techniguas used in the investigation of

Objective urological diseass, including praclical lechniques, indications and safely issues
To gain hands on experience in diagnastic and intervantional radiclogy
To develop technical skills in standard radiological lechniques relevant fo urology
4 Princlples of ionising radiation
4 Patient and physician protection
4 Investigation refated radiation dose
3 Appreciafion of aberrant anatomy
4 Approprate use of radiological investigations
4 Principles of isotopa and isotepe imaging
4 Application of isctopes to funclional assessment
3 Technigues of interventionai radiclogy
4 Indications, limitations and complications of interveniional radiology

Knawiedge 4 IVP; Basic theory, practical techniques (including conirast agents), indications,
interpretation and limitations, safely issues and contraindications
4 Ultrasound (including Doppler): Basic thaory principles, practical techniques
{incfuding contrast agants), indications, interpretation and Emitations, safaty issues
and contraindications
4 CT scanning: Basic thecry principles, practical techniques (including confrast
agents), indications, intespretation and limitations, safety Issues and contraindications
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4 MR scanning; Basic theory, practical technigques (including conirast agents},
indications, interpretation and limilations, safely issues and contraindicalions

2 PET scanning: Basic lheary, practical fechniques {inciuding contrast agents),
indications, interpretation and limilations, safety issues and contraindications

4 Renography: Basic theory, practical techniques (including cenirast agents),
indications, interpretation and limitations, safety issues and contraindications

Clinical Skills

4 Indicaticns for use of ionising radiaticn in urolegical investigation
4 Application in clinical situation

4 Undersiand role of ultrasound In urological investigations

4 Resuscitation skills following comptlications

4 Selection of appropriate isotopic investigations

4 Interpretation of renograms

4 IVP; Therapautic application, interpretation and limitations

4 Ultrasound {incfuding Doppler): Therapeutic application, interpretation and
limitations

4 CT scanning: Therapeutic application, interpretation and limitations

4 MR scanning: Therapeulic application, interpretation and limitations

2 PET scanning: Therapeutic application, interpretation and limitations

4 Renography: Therapeutic application, interpretation and limitations

Technical Skills and

41vU

4 Cystogram

4 Urethrogram

4 Retrograde Pyelogram
2 Renal ultrasound

Procedures 2 Bladder ultrasound
2 Serotal ulrasound
4 Transrectal ultrascund (TRUS) including bicpsy
2 Ultrasound guided percutaneous puncture of kidney
3 Ultrasound guided percutaneous puncture of bladder
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Final Stage Overview

The final stage of urological training (ST7) will have two separate components. By the end of tha Final stage
fraineas will be competent to manage a range of general urological conditions including operative
competences and emergancy urologlcal problems. These will ba common to all traineas and will form the
basis for the award of the CCT. In addition, trainees will be exposed to one or two specialist areas of urclogy
and will develop compatences relevant fo that specialist area (see optional medules 1-14). The number and
extent of this exposure will depend upon the aplitude of the traines and the size of the specialist area.
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Final Stage Topics for all Trainees

Topic

Basic science

Objective

To understand and apply physiological principles in the management of palient with
uroclogical problems.

To understand normal physiological processes at different ages and understand the
effects of disease and trauma on these processes

Te understand pathological processes as applied fo the organs of the urogenital
system

Knowledge

Anatomy
4 Pathways of pain

Physiclogy

4 Physiology of erection and ejaculation

4 Urological endocrinology

4 Intespretation of semen analysis

4 Mechanisms of sparmatlogenesis and mechanism of spermatic transport
4 Function of accessory genital organs

4 Effect of disease and drugs on genital funclion

4 Physioclogy of pain

Pathology

4 Common congenital disorders affecting the urinary tract (eg undescended testls and
urinary tract reflux)

4 Changes related to congenitat abnormalities

4 Chrenic inflammatory mechanisms and diseases

3 Oncogenes, growth factors and angiogenasis

3 Mechanisms of chemotherapy, immunotharapy and radiotherapy

4 Abnormalities resulting from trauma

Clinical Skills

4 To understand the indications and theory of urcdynamic studies in the neuropathic
patient

4 Assessment and early management of the subfertile male

4 Investigation and management of chronic inflammatory diseases affecling the
urinary tract

Technical Skills and

4 Urodynamic assessment of the neuropathic bladder

Procedures
[Toplc ” Clinfcal pharmacology
Objective Understand and apply pharmacological principles in the management of patients with
! urological disease.,
Pharmacclogy of commenly used drugs including side-sffects and complications:
Knowladge 3 Systemic chemotherapy for urological matignancy
4 Intravesical chemotherapy for urological malignancy
Appropriate use of commonly used drugs recognising common side effects,
Clintcal Skills interactions and conira-indications:

3 Systemic chemotherapy for urological malignancy
4 Intravesical chemotherapy for urological malignancy

Technical Skills and
Procedures

NIA
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Topic Btone Disease
To assess a patient presenting with a urinary sfone in kidney, ureler or bladder
Chjective To freat a patienf presenting wilh a urinary stone in kidney, ureter or bladder including
onward refarral when appropriate
Knowladge N/A
Clinical Skills NIA

Technical Skills and
Procedures

4 ESWL for renal stone

3 ESWL for ureteric stone

4 Rigid ureteroscopy and therapsutic management lower 1/3 ureteric calculi

3 Rigid ureteroscopy and therapeautic managemen! middle and upper 1/3 ureteric
calculi

4 Open removal bladder ealculi

[ Topic

” Urinary tract obstruction

Objective

To assess and treat a pafisnt presenting with lower urinary tract symptoms and
dysfunction

To assess and treat a palient who has urinary fract ebstruction including onward
referral when appropriate

To assess and treal a palient with urinary retention

Knowledge

N/A

Clinical Skills

NIA

Technical Skills and

4 TURP
4 Bladder neck incision

Procedures 4 Optical urethrotemy
4 Cystoscopy and insertion JJ stent

I Topl-c T " Urinary Tract infections
To unp‘ersfand the pathogenesis, natural history and compiications of urinary fract

Objective ?ge;:«;rgre {o assess and manage palients presenling with common urinary fract

?;eggoaﬁé lo assess and manage palients presenting with genital infections

I Knowledge | 4 Pathophysiolegy and clinical features of Fournier's gangrene

I Clinical Skills | 4 Appropriate management of Fournier’s gangrens

Technical Skiils and
Procedures

4 Cystoscopy and JJ stent inserion
4 Surgical management of Fournier's gangrene

Topic

Retroperitoneal fibrosis

Objective

To understand the palhogenesis, nalural history and complications of urinary tract
infection.

To be able fo assess and manage palients presenting with commen urinary [ract
infeclions,

To be sble fo assess and manage palients presenting with genital infections

INQ-AS

Page 60 of 155

WS-006/3 Page 100



4 Pathogenesis, natural histery and complications

Knowladge 4 Clinical presentation and management
4 Assessment of patient
Clinical Skills 4 Caorrect interpretalion of {ests

4 Medical management of patient

Technical Skills and
Procedures

4 Cystoscopy and JJ stent insertion

Topic

Interstitial cystitis

Objective

To undsrstand the pathogenesis, nalural history and complications of urinary fract
infection.

To he able to assess and manage palienis presenfing with common urinary tract
infections,

To be able to assess and manage palients presenting with genital infections

Knowledge

4 Pathogenasis, natural history and complications
4 Clinical presentation

4 NIH criteria for diagnosis

4 Management options

Clinicat Skills

4 Assessment of patient
4 Correct interpretation of tests
4 Medical management of patient

Technical Skills and
Procedures

NIA

Topic

Urinary Incontinence

Objective

To assess and manage a paliant presenting with symptoms of urinary incontinence
inciuding onward referral when appropriate

To assess and manage pafients with neuropathic bladder dysfunclion including
onward referral when appgropriate.

Knowledge

4 Basic anatomy physictogy, pathophysiology, pharmacolegy of neuropathic bladder
4 Causes of nsuropathic bladder

4 Types of neuropathic bladder presentation

4 Clinical presentation and differential diagnosis

4 Management of neuropathic incontinence

Clinical Skills

Urinary Incontinence
4 Formulation of & realistic treatment plan

Neuropathic bladder

4 Appropriate history and examination

4 Apprepriate investigation

4 tnterpretation of frequency volume chart

4 Appropriate liaison with multidisciplinary team (eg neurology and continence
services)

4 Appropriate referral for sub-specialist management and surgery

4 Formulation of a realistic treatment ptan

Technical Skills and
Procedures

4 Cystoscopy and injection of urethral bulking agent
4 Surgical insertion of mid-urethral tape
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Topic

" Urological Oncology

Chieclive

To assess and manage patiant with suspected urological cancer.

To manage patients with a proven urological cancer Including onward referral where
necassary

To treal ihe patient vallr empalhy

Knowledge

4 Epidemiclogy of urological cancers

4 Role of genetic and environmental and facltors

3 Basic understanding of molecular biology

3 Knowledge of Oncogenes, growth factors and angicgenesis in relation to tumours

Clinical presentation

4 Symptom complexes arising from urolegical malignancies kidney, ureler, bladder,
prostate, lestis and penis

4 Curent standards for the investigation of common urological cancers

4 TNM classification of common urological tumours

Therapy

4 Current standards of treatment for common urological Cancers
4 Principles of nec-adjuvant versus adjuvant therapy

4 Principles and application of radiotherapy

Clinical Skills

4 High level empathetic and communication skills

4 Rapid and appropriate assessment of patient with possible malignancy
4 Appropriate investigation

4 Role of PSA and other markers, urine cytology etc

4 Correct interpretalion of tests

4 Appropriate lisison with multidisciplinary team

4 High levelfempathetic communication skills

4 Appropriate management of urclogical malignancies

4 Approprate referral for sub-spacialist management and surgery

Technical Skills and
Procedures

4 TURBT
4 TURP
3 Ursteroscopy

Tapic

Andrology

Objective

To assess and manage & man with male factor inferdility including onward referral as
necessary

Knowledge

4 Embryolegy and physiclogy of male reproduciive system

4 Causes, assessment and management of mals factor infertilily
4 Modern methods of assisted fertilisation

4 Ejaculatory disorders — anatomy, physiology and management

Clinica! Skills

Male infertility

4 Basic management of {he subfertile male

4 Appropriate investigationftreatment plan

4 Appropriate liaison with muttidisciplinary team and refersal for sub-specialist
management and / or surgery

4 Appropriate investigation and treatment plan and onward refereal where appropriate
for Ejaculatory disorders

Technicat Skills and
Procedures

3 Nesbit’s procedure
3 Operative management of priapism
4 Operative management of varicocele
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Paediatric Urclogy

Ohbjective

To assess and manage a child with a congenital disorder of the urogenital tract
including onward referral as necessary

intersex, including onward referral as necessary
referral as necessary

To assess and manage a child with urinary infection, including onward referrel as
necessary

To assess and manage a child with a enuresis, congenital neuropathic bladder or with

To assess and manage a child with an inguinoscrotal abnormality including onward

Knowledge

3 Basic embryclogy, anatomy of abnormality and natura! history of Spina bifida,
intersex and posterior urethral valves

Clinical Skills

Spina bifida, intersex and posterior urethral valves

3 Appreciation of prognostic possibilities

3 Formulation of realistic treatment plan

3 Appropriate referral for sub-specialist management and / or surgery

Technical Skills and

Procedures NIA
Topic Renal Function and Nephrology
To have a good working knowledge of the assessment of renal function and the
urological conditions that predispose 1o the development of renal faifure.
To understand the pathogenesis, natural history and comglications of urological
Objective conditions that can lead to renal dysfunction and how urological intervention may
prevent or delay the onset of renal failure.
To understand the different methods of renal replacement including renal
transplantation
4 Reciplent selection and indications for transplantation
4 Tissue typing and cross matching
Knowledge 4 Relativa indications for haemaodialysis or transplantation
4 Immunosuppression
4 Complications of renal transplantation
4 Evaluation of potential recipients and timing of dialysis
Clinical Skills 4 Urinary tract workup of potential recipients prior to transplantation
4 Appropriate lialson with other speciallies
Technical Skills and
Procedures NiA
Topic Emergency Urclogy
Objsclive To assess and manage palients who present acutely with urclogical problems,
1 including onward referral when necassary
4 Endoscopic management of ureteric calculi
Knowledge 4 Pathophysiology and clinical features of Fournier's Gangrene
Clinical Skills " 4 Appropriate management of Fournier's gangrene
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4 Rigid ureteroscopy and therapeutic managemant lower 1/3 ureteric calculi
3 Rigid useteroscopy and therapeulic management middle and upper 1/3 ureleric
catculi

. . 4 TURP

g?gggéﬁ;gkms and 4 Bladdar neck incision
4 TURBT
4 Surgical management of Fournier's gangrene
3 Operative management of priapism
4 QOperative management of penile fracture

i Topic Trauma to the Urinary Tract
Objecti To assess and manage palionts who present wilh genitourinary frauma, including
jective

onward referral when necessary
4 Differences In children
4 Causes, pathophysiology, classification and management of renal frauma

Knowledge 4 Causes, pathophysiology, classification and management of ureteric trausma
4 Causes, pathophysiology, classification and management of bladder trauma
4 Causes, pathophysiology, classification and management of urethral trauma
4 Causes, pathophysiology, classification and management of genital trauma
4 Appropriate liaison with other relevant specialists In multiple trauma cases
4 Assessment and management of renal trauma including onward referral where
appropriate
4 Assessment and management of ureteric trauma including onward referral where
appropriate

Clinlca! Skills 4 Assessment and management of bladder trauma including onward referral where
appropriate

4 Assessment and management of urethral trauma including onward referral where
appropriate

4 Assessment and management of genital trauma including onward referral whers
appropriate

Technical Skills and

4 Cystoscopy and insertion JJ stent

Procadures 4 Testicular repair
Tople ” Urological Radiology
To understand the different radiclogical techniques used in the investigation of
Obiective urclogical disease, inciuding practical lechniques, indications and safely issues
4 To gain hands on experience in diagnoslic and inferventional radiology
To develop technical skills in standard radiological techniques relevant to urclogy
4 Appreciation of aberrant anatomy
Knowledge 3 PET scanning: Baslc theory, practical techniques {including contrast agents),
indications, interpretation and limitations, safely issues and contraindications
Clinical Skills 3 PET scanning: Therapeutic application, interpretation and limitatians

Technical Skills and
Procedures

3 Renal ultrasound
3 Abdominat ultrasound
3 Testicular ultrasound
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Final Stage modular curricula

During the final stage of training, trainees will have the opportunity to develop an area of specialist interest,
which they may subsequently develop fellowing the award of a CCT, The areas covered are defined by the
following modular curricula, which dascribe the knowlaedge, skifls and behaviours relevant to those areas of

specialist practice,

As will be seen, the size of the different modules is highly variable, being defined by subject rather than size.

Accordingly trainees will be able to undertake one or more of these modules, depending upon their aplilude

and interest.

The medules are as follow:
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Urinary tract stone disease

Benign disease of the upper urinary tract

Prostate cancer

Bladder cancer

Renal cancer

Penila cancer

Testicular cancer

Female urology

Reconstruction of the bladder and upper urinary tract

. Urethral reconstruction

. Neurourclogy

. Male factor infertilily

. Benign disease of male sexual function
. Paediatric urology

. Renal transplantation
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1. Modular Curriculum for urinary tract stone disease

Topic

Basic Sclence

Cbiective

To develop advanced skills in the management of palienls with urinary tract stone
disease

Knowledge

Anatomy

4 To understand {he detailed anatorny that will be encountered dusing the
management of patients with urinary tract stone disease

4 Embryclogy, macro and micro anatomy with spegcific reference to vascutar anatomy
and neurological anatomy, and its anomaliss.

Physiclogy

4 Mechanism of urine production

4 Mechanism of peristalsis initiation

4 Mechanisms of neuromuscular transmissien
4 Anti-refiux mechanisms

4 Principles of isotepa and isotope imaging

Pharmacology

4 Pharmacology of commonly used drugs in the medical management of ureteric colic
4 Pharmacology of commonly used drugs in metabolic stone disease

4 Pharmacology of pain prevention and relief

4 Use of local anaesthetic and regional techniquas

4 Pharmacology of commonly used drugs for sepsis of the urinary tract

4 Indications, contraindications and side effects

Pathology

4 Pathephysiology or upper urinary tract obstruction
4 Pathephysiology of urolithiasis

4 Microbiology of sepsis of the urinary tract

4 Acute and chronic Inflammatory response

Clinical Skills

4 Selection of appropriate isolopic investigations

4 Interpretation of renograms

4 Assessment of the normovolaemic patient

4 Assessment of the anuric patiant

4 Assessment and managsment of the patient in renal fallure

4 Apprepriate use of commonly used drugs recognising common side effects,
interactions and contra-indications

4 Apprepriate use of imaging and other invesligations

4 Appropriate management choices and operative skills

4 Prevention, diagnosis and management of urinary sepsis

4 Appropriate investigation and management of urinary tract infection
4 Recognition of risks and early diagnosis of sepsis

Technical Skills and
Procedures

4 Access to the kidney and the retroperitoneum incfuding percutaneous access
4 Instrumentation of the urater

Topic

” Renal calculi

QObjective

To develop advanced skills in the management of patients with urinary tract stone
disease

Knowledge

4 Assessmont and invostigation patients with renal catculi
4 Indications for different treatment modalities

4 Mechanisms of extracorporeal lithotripsy

4 Mechanisms of intracorperal lithotripsy

4 Complications of treatment including lithotripsy
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4 Results of stone treatment in different locations

4 Qutcomes of treatment

4 Understanding of normal post-operative progress

4 Post treatment care

3 Imaging and access techniques for percutaneous access including supra-costal
access

4 QOperative management of rena! caleuli including cheice of approach accerding to
size, position etc,

Clinical Skills

4 Assessment and investigation of patients with renal calcull

4 MDT management of stones and ability to formulate managament plan including
issuas of complications

4 Able to take informed consent and explain proceduras and outcemes fo patients
4 Team working with theatre staff

4 Post-op assessment and communication

4 Prioritisation of furthar investigation

4 Post-operalive assessment

3 Able fo vary access dependent on stone location

3 Appropriate intervention to deat with changing parameters

4 Appropriate use of intracorporal fragmentation devices including laser, EHL,
fithoclast

Advanced skills enabling safe treatment of complex renal calculi

Technicat Skilis and
Procedures

3 ESWL

3 Percutaneous nephrolithotomy inciuding intracorporat lithotripsy
3 Flexible ureteroscopy including intracorporat lithotripsy

3 Rigid ureteroscopy including intracorporal lithotripsy

Topic

” Ureteric calcudi

Objective

To develop advanced shills in the management of paltients with urinary iract stone
disease

Knowledge

4 Assessment and investigations of patients with ureteric calculi
4 [ndications for different treatment modalities

4 Mechanisms of exiracorporeal litholripsy

4 Mechanisms of intracerporal lithotripsy

4 Complications of treatment incfuding lithotripsy

4 Results of stone treatment in different locations

4 Ouicomes of trealment

4 Understanding of normal post-operalive progress

4 The role of stents

4 Post trealment care

3 Aware of range ard appropriate use of different instruments

4 Operative management of ureteric calculi including choice of approach depending
upon stene poslfion, size ete

Clinical Skills

4 MDT management of stones and ability to formulate management plan including
issuzes of complications

4 Ability to perform extracorporeal lithotripsy

4 Able o take informed consent and explain procedures and outcomes to patients
4 Team working with theatre staff

4 Post-op assessment and communication

4 Prioritisation of further investigation

4 Post-operative asssssment

4 Apprapriateness of investigation and interventions

3 Approgriate use of intracorporal fragmentation devices including laser, EHL,
lithoctast

4 Advanced skills enabling safe treatment of complex urinary calculi

i Technical Skills and

4 Rigid ureteroscopy including intracorporal lithotripsy
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| Procedures ” 3 Flexible ureteroscopy including intracerporal lithotripsy II

I Tapic ” Bladder calculi '

To develop advanced skills in the managament of palients with urinary tract stone

Objective disease

4 Assessment and investigations of patients with bladder calculi
4 Indications for different treatment modalities

4 Mechanisms of intracorperal lithotiipsy

Knowledge 4 Complications of freatment

4 Resdults of treatment

4 Qutcomes of reatment

4 Understanding of normal post-operative progress

4 Use of endourological echniques to deal with complex bladder caleuli

Clinicat Skills 4 Lower urinary tract endoscopic technigues a.g. cystolitholapaxy

Technical Skiils and

Procedures 4 Endoscopic litholopaxy
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2. Modular curriculum in Benign Disease of the Upper Urinary Tract

Toplec

" Basic Sclence

QObjective

To develop advanced skilfs in the management of upper urinary Iract obstruclion, the
surgery of renal fallure and other benign condifions of the upper urinary kract

Knowledge

4 To understand the detailed anatomy that will be encountered during the
management of patients undergeing laparoscopy for renal disease

4 Embryology, macro and micro anatomy with specific reference to vascular anatomy
and neurclogical anatomy, and its anomalias

4 Mechanism of urine production

4 Machanism of peristalgis initiation

4 Mechanisms of neuro-muscular transmission

4 Principles of isotopes and isotops imaging.

4 Pharmacology of pain prevention and refief

4 Use of local anaesthetic and regional techniques

4 Pharmacology of commonly used drugs for sepsis of the urinary tract including
indications, contraindications and side effects

4 Aetiology, invesligation and treatment of acute and chronic urinary tract obstruction
incluging PUJ stenosis and ureteric striclures

4 Pathophyslology or upper urinary tract obstruction

4 Microbiology of sepsis of the urinary tract

4 Acute and chronic inflammatory response

Clinteal Skills

4 Selection of appropriate isctopic investigations

4 Assessment and management of the palient in renal failure

4 Appropriate use of commonly used drugs recognising common side effects,
interactions and contra-indications

4 Appropriate use of imaging and other investigations

4 Appropriate management choiees and opaerative skills

4 Prevention, diagnosis and managsment of urinary sepsis

4 Appropriate investigation and management of urinary fract infection

4 Recognition of risks and early diagnosis of sepsis

Technical Skills and

4 Access to the kidney and the relroperitoneum including percutaneous access

Procedures 4 Instrumentation of the ureter

Topic " Upper tract obstruction

Chisctive Ta davelop advanced skills in the managemant of upper urinary tract obsfruction, the

J surgery of renal failure and other benign conditions of the upper urinary tract

4 Causes and pathophysiology of upper urinary tract abstruction

Knowledge 4 Clinical features of upper urinary tract obstruction
4 Endoscopic management of upper urinary tract obstruction
4 Appropriate assessment including investigation and formulation of management ptan
4 Formulate a differential diagnosis

Clinicat Skills 4 Managsment of associated urosepsis

4 Managamant of post obstructive diuresis .
4 Ability to choose appropriate surgical approach for the treatment of upper urinary
tract obstruction

Technical Skills and
Procedures

4 Cystoscopy and insertion JJ stent
4 Rigid diagnostic ureleroscopy
4 Flexible diagnostic ureteroscopy
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Topic

Pelviureteric Junction Obstruction

Chjective

To develop advanced skills in the management of upper urinary tract ohstruction, the
surgery of renal failure and other benign conditions of the upper urinary iract

Knowledge

4 Astiology, pathophysiology and Clinical features

4 Investigation

4 Formulation of appropriate management of patient with PUJ obstruction

4 Indications, operative steps and complications of the different approaches to the
treatment of PUJ obstruction, including:

-Percutaneous appreachas

-Uretaroscoplc approaches

-Laparoscopic appreaches

-Open surgical approaches

3 Practical expertise in the surgical management of PUJ obstruction

Clinical Skills

4 Appropriate management of patient with PUJ obsiruction

4 Interpretation of clinical findings and results of investigations

4 Abilily to organise apprepriate management plan

4 Ability to explain procedures and outcomes to patients and relatives and obtain
informed consent

4 Knowledge and appropriate use of treatment cptions

3 Ability to choose apprepriate surgical approach for the treatment of PUJ obstruction

Technical Skills and
Procedures

3 Ureteroscopic treatment of PUJ obstruction
3 Percutaneous treaiment of PUJ obstruction
2 Laparoscopic pyeloplasly

3 Laparoscopic nephrectomy

2 Open pyeloplasty

Topic

Ureteric strictures

Objective

To develop advanced skills in the management of upper urinary tract obstruction, the
surgery of renal failure and other benign conditions of the upper urinary tract

Knowledgs

4 Aeticlogy, pathophysiology and Clinical features

4 Investigation

4 Formulation of appropriate management of patient with ureteric stricture

4 Indications, operative steps and complications of the different approaches te the
treatment of ureteric strictures including:

-Urateroscopic approaches

-Laparoscopic approachas

4 Practical expertise in the surgical management of ureteric strictures

Clinical Skills

4 Appropriate management of patient with ureteric stricture

4 Interpretation of clinical findings and results of investigations

4 Ability to organise appropriate management plan

4 Ability to explain procedures and outcomes to patients and obtain informed consent
4 Knowledge of {realment oplions

4 Team working with other specialties e.g. radiolegists, reconstructive surgeon

4 Ability to choose appropriate surgical approach for the treatment of urateric
strictures

Technical Skills and

4 Cystoscopy and insertion JJ stent
3 Ureteroscopic treatment

Procedures 4 Extra-anatomical stent insertion
2 Open surgical precedures for carrection of urateric stricture
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Topic Renal Failure
Oblective To develop advanced skills in the management of upper urinary ract obstruction, the
! surgery of renal failure and othar benign condilions of the upper urinary tract

4 Knowledge of available management pathways and role of nephrologists
4 Principles of dialysis

Knowiedas 4 Indications for transplantation

¢ 4 Indications, operalive steps and complications of surgery in the treatment of end

stage renal fafiure
3 Praclical expertise in the surgery in the treatment of end stage renal failure
4 Appropriate assessment and investigaticn of renal faflure patients
4 Praclical management of fluid/elecirolytefacid base balance
4 Temporary dialysis techniques

Clinical Skills 4 Team working with other specialties e.g. radiclogists, renal physicians, ransplant

surgeons
3 Ability to choose appropriate surglcal approach for the treatment of end stage renal
fatlure .

Technical Skiils and

3 Laparoscoplc nephrectomy
3 Open (simple) ngphrectomy

Procedures 1 Open donor nephrectomy
1 Laparoscopic donor nephrectomy
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3. Modular curriculum in Prostate Cancer

Topic

" Basic Sclence

Objective

Ta develop advanced skills in the assessment and trealment of men with prostale
cancer

Knowledge

Anatomy
4 Embryology and anatomy of the prostate and btadder and male genital sphincters
4 Lymphatic drainage of the pelvic organs

Physiology

4 Physiology of the prostate
4 Physiology of micturition
4 Physiolegy of erection

Pharmacology

4 Pharmacclogy of pain prevantion and relief

4 Usa of local anassthetic and regional techniques

4 Pharmacology of endocrine drugs used in the trealment of prostate cancer

4 Pharmacology of cyteloxic drugs used in the freatment of prostate cancer

4 Pharmacology of other agents used in the treatment of men with prostate cancer

Pathology

4 Relevance of congenltal anomalies to subsequent malignant pre-disposition
4 Role of genetics in prostate cancer

4 Role of oncogenes and growth factors in the pathogenesis of prostate cancer
4 Role of anvironmental factors in malignancies

4 Current theories of tumour initlation and growth

4 Thorough understanding of cusrent and previous systems for the staging and
grading of prostate cancer

4 Understanding of the theorelical basis and technigues of radiotherapy for prostate
cancer

4 Understanding of the theoretical basis and technigues of radiclogical and nuclear
medicine imaging

Clinical Skills

4 Apprepriale use of pharmacological agents in men with prostate cancer either for
peri-operativa, therapautic or palliative reasons

4 Application of the indications, contraindications and side effects

4 Appropriate use of stage, grade and mofecular markers in the management of an
individual wilh prostate cancer

4 Appropriate use or radiolherapy in the treatment of men with prostate cancer

4 Appropriate imaging of men with prostate cancer

Technicat Skifls and
Procadures

NiA

Tople

” Locally conflned prostate cancer (T1a-T2¢)

Objective

To develop advanced skilis in the assessmen! and freatment of men with prostate
cancer

Knoviedge

4 Rationale for, indications, complications of different therapies for lecally confined
prostate cancer including:

-Radical surgery

-Radical radiotherapy

-Radical brachytherapy

-Adjuvant and neo-agjuvant hormonas
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-Active surveiliance

4 The rationale, role and Fmitations of new technology (eg cryotherapy and high
intensity focussed ultrasound)

4 Understanding of the biology of prostate cancer

4 Understanding of the relevance of co-morbidity in the cholce of therapy

4 Enlry into the relevant clinical tial

3 Praclical treatment of locally confined prostate cancer

Clinical Skills

4 Assessment of patients with locally confined prostate cancer

4 Indications for relavant radiological and pathological invastigations.

4 Formulation of management policy after discussion at an MDT meeting

4 Qbtaining informed consent for the relevant procedurs offering patient the cptions of
discussion of other theraplies

4 Co-ordinaling the role of non-medical professionals in patient management

4 Formulation of a relevant foltow up plan including location of follow-up

3 Ability fo choose approgriate therapeutic approach for the treatment of prostate
cancer

Technical Skills and
Procedures

3 Radical Prosiatectomy (retro-puble, perinaal, laparoscopic procedure or robolic)
2 Brachytherapy

Topic

]l Locally advanced (T3-T4} No Mo

Objective

To develop advanced skills in the assessment and realment of men with prostale
cancer

Knowledge

4 Rationale for, indications, complications of different therapies for locaily advanced
prostate cancer including:

-Radical surgery

-Radiotherapy

-Brachytherapy

-Hormane treaiment

-Active survelllance

4 Understanding of the extent and relevanca of co-morbidily in the choice of therapy
4 Entry into the relevant clinical trial

Clintcal Skills

4 Appropriate assessment of patients with {ocally advanced prostate cancer

4 Indication of the relevant radiological and pathiological investigations.

4 Formulation of a best fit management policy following discussion at an MDT meeling
4 Obtaining informed consent for the relevant procedure offering patient the options of
discussion of other therapies

4 Appropriate liaison with other spaciailies (radiation oncclogy, medical oncology etc)
4 Co-ordinating the role of non-medical professionals in the management of treatment
4 Formulation of a relevant follow up plan

Technical Skiills and

Procedures NiA
Topic Metastatic disease {Any T, and N, M1)
Objective ;rgn%i\;efop advanced skills in the assessment and freatment of men with prostate
4 Rationale for, indications, complications of different therapies for metastatic prostate
cancer inciuding:
Knowledge -Hormone therapy
-Radiotherapy
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-Chemotherapy

-Novel therapy
4 Entry inio the relevant clinical trials

Clinical Skills

4 Assessment of patients with melastatic prostate cancer

4 Formulations of best fit treatment plan following an MDT meeling

4 Indication of likely response, duration of that response and survival in the individual
patient

4 Management of patient with metastatic prostate cancer

4 Liaison with other specizlties {eg radiotherapy, medical oncology)

Technical Skills and

Procedures NIA
Toplc Hormone refractory disease
_— To develop advanced skills in the assessment and lreatment of men vith prostale
Objective
cancer
4 Rationazle for, indications, complications of different therapies for hormone escape
prostate cancer including:
-Hormone therapy
Knowledge -Radiotherapy
-Chemotherapy
-Novel therapy
4 Entry into the refevant clinical trials
4 Assessment of patlents with hormone escapa prosiate cancer
4 Formulations of best fit freatmant plan following an MDT meeting
Clinical Skills 4 Ingication of likely rasponss, duration of that response and survival in the individual

patient
4 Management of patient with hormone escape prostate cancer
4 Lialson with other specialties {eg radiotherapy, palliative care)

Technical Skills and
Procadures

NfA
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—

4, Modular curricufum in bladder cancer

Topic

Basic Science

Objective

To develop advanced skilis in the assessment and treatment of men with bladder
cancer

Knowladge

Anatomy
4 Embryology and anatomy of the urinary tract
4 Lymphatic drainage of the pelvic organs

Physiology
4 Physiciogy of micturition and continence
4 Physlclogy of ereclion

Pharmacclogy

4 Pharmacology of pain prevantion and relief

4 Uss of local anaesthetic and regional techniques

4 Pharmacology of agants used for intravesical chemotherapy in men with bladder
cancer

4 immunology of agents used for infravesical therapy in bladder cancer

4 Pharmacology of cytotoxic drugs used in the treatment of bladder and other
urcthelial cancers

Pathology

4 Pathology of the diffesing types of bladder cancer

4 Relevance of congenital anomatles to subseguent malignant pre-disposition
4 Role of genstics, oncegenes and grewih faciers in bladder cancer

4 Role of environmental factors in bladder cancer

4 Current theories of tumour Initiation and growth

4 Thorough understanding of current and previous systems for the staging and
arading of bladder cancer

4 The immunalogy of bladder cancer and bladdser cancer therapy

4 Understanding of the theoretical basis and technigues of radiotharapy for bladder
cancer

4 Understanding of the thecretical basis and techniques of radiological and nuclear
medicine imaging

Clinical Skills

4 Appropriate use of pharmacological and biclogical agents in men with dladder
cancer either for peri-operative, therapeutic or palliaiive reasons

4 Application of the indications, contraindicaticns and side effects

4 Appropriate use of stage, grade and molecular markers in the management of an
Individual with bladder cancer

4 Appropriate use or radiotherapy in the freatment of men with bladder cancer

4 Appropriata iImaging of men with bladder cancer

Technical Skills and
Procadures

N/A

Topic

" Superficlal bladder cancer {pTis and pTa-1 G1-G3)

Chjective

To develop advanced skilfs in the assessment and freatment of men with bladder
cancer

Knowledge

4 Rationale for, indications, results, and complications of different therapies for
superficial bladder cancer including:

-Endoscopic therapy

-Intravesical chemotherapy

-Intravesical BCG
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-Radical surgery

4 The rationale, role and limitations of new technology in the diagnosis and therapy of
supetficlal bladder cancer

4 Understanding of the biology of bladder cancer

4 Understanding of the extent and relevance of co-morbidity in the cholce of therapy
4 Enfry into the relevant clinicat trial

4 Practical freatment of superficial bladder cancer

Clinical Skills

4 Appropriate assessment of palients with superficial bladder cancer

4 Indication of the relevant radiclogical and pathological investigations.

4 Formulation of a best fit management policy following discussion at an MDT meeting
4 Obtaining informed consent for tha relevant therapy following discussion of
alternalive therapies

4 Go-ordinating the role of non-medical professionals in the management of trealment
4 Formulation of a relevant follow up plan

Technical Skills and

4 Cystoscopy, biopsy and dialhermy

Procedures 4 TURBT
Topic Muscle invasive bladder cancer (pT2-4)
I To develop advanced skills in the assessment and lreatment of men with bladder
Objective
cancer
4 Raticnale for, indications, resulis and complications of different therapies for muscle
invasive biadder cancer including:
-Endoscopic therapy
-Radical surgery
-Radlcal radictherapy
-Palliative radiotherapy
-Systemic chemotherapy .
Knowledge gy*:taélcct}g?r:? indications, resuits and complications of reconstructive surgery following
4 The rationale, rofe and limitations of new technology in the diagnosis and therapy of
muscle invasive bladder cancer
4 Undarstanding of ihe biology of bladder cancer
4 Undarstanding of the relevance of co-morbidity in the choice of therapy
4 Eniry into the relevant clinical trial
4 Practical surgery of muscle invasive bladder cancer including indications,
techniques, results, consequences and complications
4 Assessment of patients with muscle invasive bladder cancer
4 indications for radiological and pathotogical investigations.
4 Formulation of management after discussion at an MDT meeting
4 Obtaining informed consent following discusslon of alternative therapies
Clinical Skills 4 Oblaining informed consent for the relavant urinary diversion following cystectomy

4 Lialson with reconstruclive surgeon, where appropriate

4 Co-ordinating the rcle of non-medical professionals in the management of treatment
4 Formulaticn of a relevant follow up plan

4 Ability to choose appropriate therapeutic approach for the treatment of bladder
cancer

Technica! Skills and
Procedures

4 TURBT

2 Radical cystectomy, cystoprostatectomy, cystourethrectomy etc
3 Ursthrectomy

3 lleal conduit diversion

2 QOrihotopic bladder reconstruction

1 Construction of a continent urinary diversion
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Topic " Metastatic bladder cancer
- To develop advanced skills in the assessment and frealment of men wilh bladder
Objective cancer
4 Ratlonale for, indications, complications of different therapies for metastatic bladder
cancer inciuding:
-Palliative surgery
Knowledge -Radiotherapy
-Chemotherapy
-Move! therapy
4 Eniry into the relevant clinical trials
4 Assessment of patients with metastatic bladder cancer
4 Formulations of best fit treatment plan following an MDT meeting
Clinical Skilts 4 Indication of likely response, duration of that response and survival in the individual

patient
4 Management of patient with metastatic bfadder cancer
4 Liaison with other specialties (eg radictherapy, medical oncology)

Technicat Skills and
Procedures

NiA
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Ee

Modular curriculum in Renal Cancer

Topic Basic Sgience
To develop advanced skills in the assessment and freatment of men with renal cancer
Objective To develop advanced skills in the assessment and trealment of upper tract urothefial
cancer
Anatomy
4 Embryology and anatomy of the urinary tract
Physiology
4 Physiology of urine production erection
Pharmacology
4 Pharmacology of pain prevention and relief
4 Use of local anaesthetic and regional techniquas
4 Pharmacology of agents used for systemicchematherapy therapy In men with renal
cancer
4 Pharmacology of immunological agents used for therapy in renal cancer
4 Pharmacology of biclogical agents used in the treatment of renal
Knowledge Pathology
4 Pathclogy of the differing types of renal cancer and other banign and matignant
tumours affecting the kidney
4 Role of genstics in renal cancer and upper tract TCC
4 Role of oncogenes and growth factors in renal cancer and upper tract TCG
4 Role of environmentat faclers in renal cancer and upper tract TCC
4 Current theories of tumour initiation and growth
4 Therough enderstanding of current and previous systems for the staging and
grading of renal cancer and upper fract TCC
4 Immune respanse and its relevance fo the therapy of renal cancer and upper tract
TCC
4 Understanding of the theoretical basis and techniques of radiolegical and nuclear
medicing imaging
4 Appropriate use of pharmacological, immunological and biological agents in men
with renal cancer
Clinlcal Skils 4 Application of the indicalions, conlraindications and side effects

4 Appropriate use of stagse, grade and molecular markers in the managament of an
individuat with renal cancer
4 Appropriste Imaging of men with bladder cancer

Technical Skills and
Procedures

NIA

Tople

Localised Renal cancer

Cbieclive

To develop advanced skills in the assessment and troatment of men with renal cancer
To davelop advanced skills in the assessment and fraatment of upper fract urothelial
cancer

Knowledge

4 Rationale for, indications, results, and cemplications of different therapies for
localised renal cancer

4 Radical surgary

4 Nephron sparing surgery

4 Minimally invasive therapies

4 The rationale, role and limitations of new technolegy in the diagnosis and tharapy of
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renal cancer

4 Understanding of the blology of renal cancer

4 Understanding of the extent and relevance of co-morbidily in the choice of therapy
4 Entry into the relevant clinical friat

2 Practical treatment of localised renal cancer

Clinical Skilis

4 Appropriate assessment of patients with renal cancer

4 Indication of the relevant radiclogical and pathological investigations.

4 Formutation of a best fit management policy following discussion at an MDT meseting
4 Obtaining informed consent for the relevant therapy following discussion of
alternative therapies

4 Co-ordinating the role of nen-maedical professionals in the management of freatment
4 Formulation of a relevant follow up plan

2 Ability to choose appropriate therapeutic approach for the treatment of renal cancer

Technical Skills and

2 Radical nephrectomy
2 Partial nephrectomy

Procedures 3 Laparoscopic nephrectomy
2 Laparoscopic partial nephrectemy
Topic Metastatic renal cancer
To dovelop advanced skills in the assessment end treaiment of men wilh renai cancer
QObjective To develop advanced skills in the assessment and trealment of upper tract urothelial
cancer
4 Rationale for, indications, complications of different therapies for metastatic
renalbladder cancar including:
-Surgery
Knowledgs -Biolegical therapy
-Immunotherapy
-Hormone therapy
-Novel therapy
4 Entry into the relevant clinical trials
4 Assessment of patienis with metastatic renal cancer
4 Formulations of best fit treatment plan following an MDT meating
Clinieal Skills 4 Indication of fikely response, duration of that respense and survival in the individual

patient
4 Management of patient with metastatic renal cancer
4 Liaiscn with other specialties (eg radiotherapy, medicat oncclogy)

Technical Skills and
Procedures

NIA

Topic

Upper Tract TCC

Objective

To develop advanced skills in the assessment and Ireaiment of men with renal cancer
To develop advanced skills in the assessment and treatment of upper tract urothelial
cancer

Knowladge

4 Raticnala for, indications, resulls, and complications of different therapies for upper
tract TCC

4 Radical surgery

4 Endoscopic therapy

4 The rationale, role and limitations of new technology in the diagnosis and therapy of
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upper tract TCC

4 Understanding of tha biclogy of upper tract TCC

4 Understanding of the extent and relevance of co-morbidity in tha choice of therapy
4 Entry into the relevant clinical frial

3 Practical treatment of upper tract TCC

Clinical Skills

4 Assessment of patients with Upper tract TCC

4 Indicaticns for radiolegical and pathotogical investigations

4 Formulation of a best fit management policy following discussion at an MOT meeling
4 Obtaining informed consent for the relevant therapy following discussion of
alternative therapies

4 Liaison with reconstructive surgeon, where appropriate

4 Formulation of a relevant follow up plan

3 Ability to choose appropriate therapeutic approach for the treatment of upper tract
TCG

Technical Skitls and

3 Radical nephroureterectomy
2 Segmental ureterectomy and reconsiruction

Proceduras 2 Laparoscople nephroureterectomy
4 Rigid Ureteroscopy and endoscopic therapy 1o TCC
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8. Modular Curriculum in Penite Cancer

Topic Basic Science Anatomy

To develop atvanced skills in the assessment and treatment of men with penife

Objective
cancer

4 Embryology and anatomy of the male genitatia including Lymphatic drainage
4 Anatomy of {be femoral triangle and upper thigh
4 Physiclogy of erection
4 Pharmacology of pain prevention and relief
4 Use of local anassthetic and reglonal techniques
4 Pharmacology of agents used for chemotherapy in men with penile cancer
4 Pathotogy of the differing types of penile cancer and pre-malignant conditions
-... i Knowledge 4 Role of genetics, oncogenes and growth facters in penile cancer
i ) 4 Role of environmental factors in penile cancer
- 4 Therough understanding of current and previous systerms for the staging and
grading of penile
4 Understanding of the thecrelical basis and techniques of radiclogical and nuclear
medicina imaging
4 Understanding of the theoretical basis and techniques of radiotherapy for bladder
cancer

4 Appropriate use of pharmacological, immunological and biclogical agents in men
with penile cancer

4 Application of the indications, contraindications and slde effects

Clinical Skills 4 Appropriate use of stage, grade and molecular markers in the management of an
individual with penile cancer

4 Appropriate imaging of men with penile cancer

4 Appropriate use or radiotherapy in the treatmant of men with penile cancer

Technical Skills and

Procedures NiA

Toplc Management of the primary cancer

To develop advanced skills in the assessment and freatment of men wilh penile

Objective cancer

4 Rationale for, indications, results, and comptications of surgery and radictherapy the
- treatment of penile cancer

) 4 The rationale, rote and limitations of new tachnology in the diagnosis and therapy of
’ penile cancer

Knowledge 4 Understanding of the biology of penile cancer

4 Understanding of the extent and relavance of co-morbidity in the choice of therapy

4 Entry into the relevant clinical trial

4 Praclical surgery of the primary tumeur in penile cancer

4 Appropriate assessment of patients with penile cancer including radiological
assessimant

4 Formulation of a best fit management policy following discussion at an MDT mesting
Clinical Skilis 4 Oblaining informed consent for tha relevant therapy

4 Liaison with other speciaitiss (eg plastic surgery, radiotherapy etc)

4 Formulation of a relevant follow up plan

4 Ability to choose appropriate therapeutic appreach for the treatment of penile cancer

4 Circumcision and penile biopsy
Technical Skills and || 4 Partial penactomy

Procedures 3 Glanseclomy and skin grafting
3 Total penectomy
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Tapic

Management of the lymph nodes

To develop advanced skills in the assessment and treatment of men with penile

Chjactive cancer
4 Raticnale for, indications, results, and complications of surgery, chemotharapy and
radiotherapy the freatment of lymphatic involvament

Knowledge 4 Understanding of the hiology of penile cancer
4 Understanding of the extent and relevance of co-morbidity in the choice of therapy
4 Entry into the relevant clinical trial
2 Praclical aspects of surgery for lymphatic involvement
4 Assessment of patients with possible lymphatic involvement including radictogical
assassment f
4 Formulation of {reatment policy following discussfon at an MDT meetling

Clinical Skills 4 Obtaining informed consent for the refevant therapy

4 Ca-ordinating he role of nen-medical professionals in the management
4 Formulatlon of a follow up plan
2 Ability to choose appropriate therapeutic approach for the trealment of penile cancer

i| Technicat Skills and

2 Block dissection inguinal lymph nodes
2 Block dissection external iliac iymph nodes

| Procedures 2 Laparoscopic pelvic node dissection

Topic Metastatic penile cancer

Objective To devefop advanced skills in the assessment and trealment of men with penile
cancer
4 Rationale for, indications, complications of different therapies for melastatic penile
cancer including:

Knowledgo 4 Movel therapy
4 Entry into the relevant clinical trials
4 Assessment and treatment of patients with metastatic penile cancer

Clinical Skills 4 Formuiations of best fit treatment plan following an MDT meeting

4 Liaison with other specialfies {eg radiotherapy, medical oncology)

Technical Skills and
Procedures

NIA
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7. Modular curriculum in Testicular Cancer

! Topic

" Baslc Sclence Anatomy [

] Objective

To develop advanced skills in the assessmant and treafment of men with testis cancer [

Knowledge

4 Embryology and anatomy of male genitalia including Lymphatic drainage

4 Anatorny of the retreperitoneum

4 Reproductive physiclogy

4 Pharmacology of pain prevention and relief

4 Use of local anaesthetic

4 Pharmacology of cytotoxic agents used in men with tastis cancer

4 Pathology of the differing iypes of leslis cancer and pre-malignant conditions

4 Role of genetics, oncogenes and growih faclors in testis cancer

4 Role of environmental factors In testis cancer

4 Understanding of past and current systems for the staging and grading of testis
cancer

4 Understanding of the theoretical basis and techniques of radiological and nuclear
medicine imaging

4 Understanding of the thaoretical basis and techniques of radiotherapy for bladder
cancer

Clinical Skills

4 Appropriate use of pharmacologicat agents in men with testis cancer

4 Application of the indications, contraindications and side effects

4 Appropriate use of stage, grade and molecular markers In the management of an
indivigual with testis cancer

4 Apprepriate imaging of men with testis cancer

4 Appropriate use or radiotherapy in the treatment of men with testis cancer

Technical Skills and

Procedures NIA

Topic Management of the primary cancer

Objeciive To develop advanced skills in the assessment and freafment of men with leslis cancer
4 Rationale for, indications, results, and complications of surgery in the treatment of
testis cancer

Knowledge 4 Understanding of the biology of testis cancer
4 Entry info the relevant clinical trial
4 Praclical surgery of the primary fumour in testis cancer
4 Appropriate assessment of patients with testis cancer including radiological
assessment

Clinical Skiils 4 Show appropriate regard to future fertility prospacts

4 Liaison with ofher specialties (eg medical oncology, radiotherapy etc)
4 Formulation of a relevant follow up plan

ij Technical Skills and

4 Radlcal orchidectomy

i Procedures 4 Insertion of testicular prosthesis
Tople Metastatic testis cancer |
QObjective To develop advanced skills in the assessment and treafment of men with testis canced
4 Rationale for, Indications, rasults, and complications of surgery, chemotherapy and
Knowledge radiotherapy in the treatment of metastatic testis cancer
4 Understanding of the biclogy of testis cancer
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4 Understanding of the extent and relevance of co-morbidity in the choice of therapy
4 Entry into the relevant clinical trial
2 Practical aspects of surgery for metastatic disease

Clinical Skills

4 Appropriate assessment of patients with possible metastatic testis cancer including
assessment

4 Fonmulation of a pest fit management policy following discussion at an MDT meeting
4 Obtaining informed consent for the relevant therapy

4 Liaison with other speciaities (eg medical oncology, vascular surgery)

4 Formulation of a relevant follow up plan

Technical Skills and
Procedures

2 Retroperitoneal fymph node dissection
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8. Modular curriculum in Female Urology

Tople

Basic Science Anatomy

Objective

To develop advanced skifls in the assessment and freatment of women with lower
urinary tract dysfunction

Knowledge

Anatomy

4 Detailed knowledge of abdomino-pelvic anatomy especiaily bony pelvis, all pelvic
viscera, pelvic floor, pelvic side wall and the endopelvic fasciae

4 Embryology of the genitourinary tract including development of the cloaca, intestinal
tract and omentum.

4 Neuroanatomy as it relates to normal and abnormal bladder, urethral and pelvic floor
function

Physioiogy

4 Physiology and neurcphysiology of the bladder including the basis of micturition and
continence

4 Physlology of bladder musculature

4 Physiology of hladder mucosa

4 Physicloglcal basis of bladder sensation

4 Physlology of famale raproduction

4 Understanding of normal female hormonal function

4 Normal femate sexuality including genital function and orgasm

Pharmacology

4 Pharmacology of the urogenital organs including cholinergic, adrenergic and other
neurotransmitter systems

4 Pharmacology of drugs used in the management of lower urinary tract dysfunction
side-affects and complications

4 Knowledge of the relevant supporting scientific literature

4 Pharmacolegical agents treating other systems and their side-effects on urogenital
tract including side-effects and complications of commonly used drugs

4 The use of hormone replacement therapy in postmenopausal women and hormone
maniputation in pre-menopausal women

4 Pharmacological agents treating ano-rectal dysfunction including the
pharmacological methods of treating constipation and altering bowal activity

Pathology

4 Pathophysictogy of urinary incontinence in women

4 Pathophysiclogy of pelvic crgan prolapse in women

4 Pathology of agsing in women

4 Pathophysiology of Interstitial cyslitis and other causes of painful bladder syndrome
4 Pathophysiology of urinary infection in woemen

Clinical Skilis

4 Integrate issues of reproductive and sexual issues into the holistic management of
women with lower urinary fract dysfunction

4 Appropriate use of commoenly used drugs recognising common side effects,
interactions and contra-indications

4 Appropriate assessmeant of woman with lower urinary tract dysfunction

Technical Skills and

4 Undertake urodynamic studies to investigate lower urinary tract dysfunction

Procedures
Topic “ Management of continence problems In the elderly and the cognitively impaired
Objective To develop advanced skills in the assessment and Ireatment of women with lower
/ unnary tract dysfunction
Knowledge 4 Specific needs of the elderly and cognitively impaired
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Clinical Skills

4 Demonslrate an appreciation of the specific issuss posed by old age on

mar:agament
Technical Skills and
Procedures N/A
Topic Urinary frequencyfurgency syndreme and urinary urge Incontinence
Objective To develop advanced skills in the assessment and frealment of womnen with lower
urinary fract dysfunction
4 An understanding of the investigation, diagnosis and management
4 Clinical assessment techniques according fo ICS standards.
4 The role of urodynamic, imaging, endoscopic ard other investigative techniques,
Knowledge 4 Knowledge of conservative management techniques
4 Knowledge of surgical management technigues including indications, resuits and
complications
4 Surgical interventions for urge urinary inconlinence
4 Coungel patients for a range of therapeutic options
4 Plan investigation and treatment
Clinical Skills 4 Conservalive management

4 Appropriate liaison with the multidisciplinary team
4 Abitity to determine appropriate management of patient with resistant overactive
bladdar

Technical Skills and
Procedures

4 Cystoscopy and injection Botulinum toxin
2 Detrusor myectomy

2 Augmentation and substitution cystoplasly
2 Sacral nevromodulation

Topic

Bladder and pelvic pain syndromes (including "interstitial cystitls")

Objective

To develop advanced skilis in the assessment and trealment of women with Jower

urinary track dysfunclion

Knowledge

4 Understand the various typas of pain syndrome and underlying possible astiologies
and cuerent terminology.

4 An understanding of the investigation, diagnosis and management

4 Clinical assessment techniques according to ICS standards.

4 The role of uredynamics, imaging, endoscopy and other investigations.

4 Knowdedge of conservative management techniques

4 Knowledge of surgical management techniques including indications, results and
complications

4 Practical intervention for painful bladder syndrome

Clinical Skills

4 Counsel patients for a range of therapeutic oplions

4 Plan investigation and treatment

4 Conservative management

4 Appropriale liaison with the multidisciptinary team

4 Ability to detarmins appropriate management of patient with resistant painful bladder
syndrome

Technical Skills and
Procedures

4 Cystoscopic assessment painful bladder

2 Augmentation and subsiitution cystoplasty
2 Simple cystectomy

2 ileal conduit diversion
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2 Continent Urinary Diversion

Toplc

Stress urinary incontinence and mixed urinary incontinence

Objective

To devefop advanced skills in the assessment and treatment of women wilh fower
urinary fract dysfunction

Knowledge

4 An understanding of the invesligation, diagnosis and management

4 Clinical assessment techniques according to ICS standards.

4 The role of urodynamic, imaging, endoscopic and other investigative techniques.
4 Knowiedge of conservative managemaent techiniques

4 Knovdedge of surgical management techniques including indicatiens, results and
comptications

4 Surgical inferventions for siréss urnary incontinence

Clinical Skills

4 Counsel patients for a range of therapeutic options

4 Plan investigation and treatment

4 Conservative management

4 Appropriate liaison with the multidisciplinary team

4 Ability to determine appropriale surgical management of patient with stress urinary
incentinence

Technical Skills and

4 Midurethral {apes
4 Injection of bulking agents into bladder neck
4 Colposuspension

Procedures 3 Pubourethral slings
2 Artificial urinary sphincter

Tople Famale Urinary retention

Objective To develop advanced skills in the assessment and freatment of women with lower
urinary fract dysfunction

Knowledge 4 Knowiedgs of the underlying causes and mechanisms

Clinical Skilts 4 Be able and injtiate appropriale investigation and management

4 Liaison with other speciallies as appropriate

Technical Skills and

Procedures NiA

Tople Genito-urinary prolapse {primary and recurrent)

Obiective To develop advanced skils in the assessment and freatment of women with lower

! urinary fract dysfunclion

4 Understanding of cause, pathophysiclogy and classification of pelvic organ prolapse
4 Understanding of female sexual function and dysfunction

Knowledge 4 Understanding of indications, techniques, results and complications of surgical and
non-surgical tharapies for pelvic organ prolapse
3 Surgical inferventions for pelvic organ prolapse
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Clinical Skills

4 Appropriate assessment of pelvic organ prolapse

4 Be able to tdentify and advise on the appropriateness of surgery or other
conservative approaches.

4 Able to fit ing passary

4 Be able to advise on the appropriatenass of surgery

4 Liaison with olher specialties as appropriate

3 Ability to determine appropriate management of patient with prolapse

3 Antericr repair
Technical Skills and || 2 Paravaginal repair / Vagino-obturator shelf
Procedures 2 Sacroceipopaxy
1 Vaginal hysterectomy
Tople J| Urinary fistula
Obiective To devsfop advanced skills in the assessmen! and treatment of women with lower
) urinary tract dysfunction
Causes, pathephysicfogy, presentation and complications of urinary fistulae
Knowledge Knowiedge of appropriate management and diagnostic techniques including
g Indications, results, complications
1 Surgical reatment of usinary fistula
Appropriate assessment of urinary fistulae
Clinical Skills Be able to advise on the appropriateness of surgery

Liaise with appropriate specially including pelvic reconstruclive surgeon
1 Ability to determine appropriate management of patient with urinary fistula

Technical Skills and
Procedures

1 Repair vesicovaginal fistula

2 Martius flap

2 lleal conduit

1 Repalr urethrovaginat fistula

2 Repair of uretero vaginal fistula
2 Simple cystectomy

1 Continent urinary diversion

1 Topic

Urethral diverticulum

Objeclive

To develop advanced skills in the assessment and lreatment of women with fower
urinary tract dysfunclion

Knowledge

4 Causes, pathophysiology, presentation and complications of urethral diverticulum
4 Knowledge of appropriate management and diagnostic techniques including
indications, results, complications Knowledge of appropriate management and
diagnostic techniques

Clinlcal Skills

4 Appropriate assessment of urethral diverticulum
4 Be abls o advise on the appropriateness of surgery
4 Liaise with appropriate specially including pelvic reconstructiva surgeon

Technical Skills and
Procedures

2 Surglcal exclsion urethral diverticulum
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Topic

Trauma to the genito-urinary tract In women Effects of radiation and bowel or
pelvic surgery on bladder, bowel and pelvic floor function

Objective

To develop advanced skills in the assessment and treafment of wornen with lower
urinary tract dysfunction

Knowledge

2 Pathophysiology of congenital, inflammatory, traumatic and radiation damage to the
genitousinary fract

2 Knowledge of management and diagnostic techniques

2 Awareness of possible techniques including inverted skin grafts, use of chorionic
tissue, gracilis flaps and howel interposition

Clinical Skills

2 Appropriate assessment of woman with congenital, traumatic, inflammatory and
radiaticn damage to the genitourinary fract

2 Be able to advise on the appropriateness of surgery

1 Praclical surgical treatment congenital, Inflammatory, traumatic and radiation
damage to the ganitourinary tract

1 Vaginal reccnstruction

Technical Skills and g :ﬁi’f‘gjﬂ%‘i’t
Procedures 2 Simple cystectomy
1 Gontinent urinary diversion
Tonte Defascatory disorders and other lower gastreintestinal disorders Anorectal
P reconstruction
Obiactive To develop advanced skills in the assessment and freatmentf of women with lower
i urinary tract dysfunction
2 Understand the teshniques of assessment and treatment of anorectal discrders
including:
Knowledge -Anorectal physiclogy tests including manomelry, proctography and endoanal US
-Pelvic fioor electromyography
-Narve conduclion studies
Clinical Skills 2 Assessment of bowel dysfunciion in women with lower tract dysfunction
2 Competence In use of dietary regimes, bowel medications and enemas
Technieal Skills and
Procedures NiA
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9, Modular Curriculum i Bladder and Upper urinary tract reconstruction

Topic

" Basi¢ Science

Objective

To develop advanced skills in the reconstruction of the bladder and the upper urinary
tract

Knowledge

Anatomy

4 Detatled knowledge of abdomino-pelvic anatomy especially Bony pelvis, all pelvic
and abdominal viscera, pelvic floor, pelvic side wall and the endopelvic fascias

4 Embryology of the genitourinary tract including development of the cloaca, intestinal
fract and omentum

4 Neurcanatomy as it relates to normal and abnormal bladder, urethral and pelvic floor
function

4 Anatomy and vascular blood supply of intestine

Physiology

4 Physiology and neurophysiology of the bladder including the basis of micturition and
continence

4 Physiology of bladder musculature

4 Physiology of btadder mucosa

4 Physiological basis of bladder sensation

3 Physiology of gastrointestinal function

Pharmacology

4 Pharmacology of tha urogenitat organs including cholinergic, adrenergic and other
neurotransmitter systems

4 Pharmacology of drugs used in the management of lower urinary tract dysfunction
side-effecls and complications

4 Knowiedge of tha relevant supporting scientific literature

4 Pharmacological agents treating other systems and their side-effects on urogenital
tract including side-sffects and complications of commaonly used drugs

Pathology

4 Causes / pathophysiology of conditions that might require reconstruction of the
bladder and ureter including;

-Congenital and acquired conditions of the central nervous system
-Congenital abnormalities of the urinary tract

-Genitourinary tumours

-Inflammatory conditions of the urinary tract

-tatrogenic damage

-Trauma

4 Pathophysiology of urinary incentinence

4 Pathophysiology of pelvic organ prolapse in women

4 Pathophysiology of urinary infection

Clinical Skills

4 Appropriate assessment of patients with upper and lewer urinary tract dysfunction
who require urinary tract reconstruction

Technical Skills and

4 Undertake urodynamic sludies to investigate lower urinary tract dysfunction

Procedures
Topic Assessment and follow-up of patients requiring urinary tract reconstruction
" To develop advanced skills in the reconstruction of the bladder and the upper urinary
Objective tract
4 Causes and pathophysiology of conditions requiring bladder and ureteric
Knowledge reconstruction
4 Techniques of assessment for bladder and urinary tract reconstruction including
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urodynamics, radiology and nuclear medicing techniques

4 Metabolic effects of urinary tract reconstruction and interposition of intestine within
the urinary tract

4 GComplications of urinary tract reconstruction and interposition of intestine within the
urinary tract

4 Knowledge of endourological techniques relevant to urinary {ract reconsiruction

3 Practical surgical fechniques in reconstruction of the bladder and ureter

Clinicat Skills

4 Appropriate assessmant of patienis requiring urinary tract reconstruction

4 Be able to advise on the surgical and non-surgical options and the appropriatenass
of surgery

4 Management of post-oparative consequences of urinary tract reconstruction and
interposition of intestine within the urinary tract

4 Arrange appropriate follow up of patients with urinary tract reconstruction and
interpositicn of intestine within the urinary tract

4 Liaison with other specialiies e.g. radiology, G surgeons

3 Abllity to determine appropriale choice of reconstructive technique

Technical Skills and
Procedures

3 Intestinal anastomosls
3 Mobilisation cmentum

For the following the achievement will typically be 1-2 and the exact level of
competence will largely depend upon casemix to which the frainee is exposed:
Ureteric anastomosis

Ureteric reimplantation

Psoas hilch

Boar flap

Transuretero-ureterostomy

Simple cystectomy

Augmentation cystoplasty

Substitution cystoplasty

lleal conduit diverston

Continent urinary diversion

Orthotopic bladder reconstruction

Arlificial urinary sphincter insertion

Vaginal reconstruction
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) 4 Liaison with othar speciaities e.g. radiology, crthopaedics, GI surgeens

10. Modutar Curriculum in Urethral Reconstruction

(Toptc ” Basic Science

( Objective ” To develop advanced skills in the reconstructive surgery of the urethra

4 Knowledge of the pelvis, male genitalia and urethra including embryclogy of urethra
Including hypospadias and epispadias

4 Neuroanatomy as it relates to normal and abnermal bladder, urethral and pelvic floer
funclion

4 Physloiegy and neurophysiology of micturition and continence

Knowladge 4 Physiology of erection and ejaculation

4 Reproductive physiology

4 Pharmacology of drugs used in the management of lower urinary tract dysfunction

4 Causes, pathophysiology and complicalions of urethral stricturas

4 Pathophysialogy of traumatic urethral injury

4 Appropriate assessment of men with urethral striclures
Clinical Skills 4 Appropriate use of commonly used drugs including side effects, interactions and
contra-indications

Technical Skills ang

Procedures NIA
Topie Assessment and management of men requiring uretiiral reconstruction
Ohjective To develop advanced skills in the reconstructive surgery of the urethra

4 Pathophysiology of congenital abnormalities including hypospadias and epispadias

4 Causes, pathophysiology and complications of urethral striclures

4 Pathophysiology of traumatic injury to the urethra

Knowledge 4 Techniques of assessment for bladder and urinary tract reconstruction including
urodynamics, radictogy and nuclear medicine techniques

4 Technigues and complications of urethral reconstruction

4 Knowledge of endourclogical techniques relevant to urethral

4 Surgery of urethral reconstruction

4 Appropriate assessment of palients requiring urethral

4 Be able to advise on the surgical oplions and the appropriateness of surgery
Clinical Skills 4 Management of post-operative consequences of urethral recenstruction

N 4 Arrange appropriate follow up of patients with urethral reconstruction

4 Ability to determine appropriate surgical option for patients with urethral stricture

4 Optical urethratomy
3 Harvesting buccal mucosa graft

For the following the achievernent will typically be 1-2 and the exact level of

;figéﬁ;fk'"s and competence will largely depend upon casemix to which the trainee is oxposed:
Buibar anasfomotic urethroplasty
Single stage substitution urethreplasty using flaps and grafis
Two stage buccal graft urethroplasty
Pelvic fracture urethral reconstruction
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11. Modular Curriculum in Neurourofogy

" Basic Science

Topic
Objective To develop advanced skills in the assessment and freatment of patients with
neuropathic bladder and genital dysfunction
Anatomy
4 Anatomy of the genitourinary tract, including embryology
4 Neuroanatomy of the peripheral and central nervous systemn as it relaies to normal
and abnormal bladder, urethral and pelvic floor function
Physiology
4 Physiclogy and neurophysiclogy of the bladder including the basis of miclurition and
confinence
4 Physiology of bladder musculature
4 Physiology of bladder mucosa
4 Physiological basis of bladder sensation
4 Cenlral narvous control of micturition and sexval funciion
4 Physiology and nevrophysiclogy of sexual function in men and women
4 Reproductive physiology in men
3 Reproductive physiolegy in women
Pharmacology
4 Pharmacology of the genitourinary organs incluging cholinergic, adrenergic and
other neurotransmitter systems
Knowledge 4 Pharmacology of drugs used in the management of lower urinary tract dysfunction
side-effects and complications
4 Pharmacology of drugs used to troat male and ferale sexual dysfunction
3 Pharmacology of drugs used in the management of diseases of the cenlral nervous
system (eqg drugs used for treatment of Parkinson's disease, drugs used for
neuropathic pain, drugs used to allaviate hypertonicity)
4 Pharmacological agents treating ano-rectal dysfunction including the
pharmacclogical metheds of treating constipation and altering bowsl activity
Pathology
4 Pathophysiology of neurcgenic bfadder dysfunction in congenital and acquired
diseases of the central and peripheral nervous system
4 Effects of neurogenic bladder dysfunction upon renal function
4 Pathophysiology of sexual dysfunction in conganital and acquired diseases of the
central and peripheral nervous system
4 Pathophysiclogy of traumatic spinal cord injury, including effects upon function of the
genitourinary tract
4 Effects of nsurglogical disease upon mobility, manual dexterity, vision and other
bodily functions relevant to the management of bladder dysfunction
4 Pathophysiology of autonomic dysreflexia
4 Appropriate use of commonly used drugs recognising common side effects,
GClinical Skills interactions and coenlra-indications

4 Appropriate assessment of patients with neurological disease and bladder or sexual
dysfunction including video-urodynamic studies

Technical Skills and

4 Underlake urodynamic studies to investigate lower urinary tract dysfunction

Procedures
Tople Management of patients with neurogenic biadder or sexual dysfunction
Oblective To develop advanced skilis in the assassment and treatment of patients with
! neuropathic bladder and genital dysfunclion
Knowledge 4 Understand the effects of neurclogical diseases on bladder and sexual function
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4 An undersiending of the invesiigation, diagnosis and management of patients with
neurcgenic bladder or sexual dysfunction

4 Complications of neurogenic bladder dysfunction including renal impairment,
urosepsis and calculus formation

4 Clinical assessment techniques according 1o ICS standards

4 The role of urodynamic, imaging, endescopic and other investigative techniques.
4 Knowledge of conservative management {echniques

4 Knowledge of surgical management techniques including indications, resuits and
complications

4 Surgical treatment of neuregenic bladder dysfunction

Clinical Skills

4 Appropriate assessment of patisnts with neurogenic bladder or sexual dysfunction
4 Counsel patiants for a range of therapsutic options

4 Plan investigation and treatment

4 Conservative management including medical therapy of urinary incentinence and
sexual dysfunction

4 Appropriate liaiscn with the muitidisciplinary team

4 Ability to determine appropriate management of patient with neurogenic bladder
dysfunction

Teehnical Skills and
Procedures

4 Perform urodynamic studies in patients with neurclogical disease
4 Cystoscopy and injection Botulinum toxin

4 Cystoscopy and insertion suprapubic catheter

4 Cystoscopy and fragmentation of bladder caiculi

3 Cystoscopy and external sphincterotomy

3 Open removal bladder calculi

3 Intestinal anastomosis

2 Motilisation cmentum

2 Bladder neck closure

2 lleal conduit

For the following the achievement will typically be 1-2 and the exact leval of
competence will largely depend upon casemix to which the trainee Is exposed:
Augmentation cystoplasty

Substitution cystoplasty

Continent diversion

Insertion artificial urinary sphingter

Insertion spinal stimulator

Neuromodulation
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12. Modular curriculum in Male Factor Infertllity

Topte

" Basic Science

Objective To develop advanced skills in the assessment and lreaiment of palients with male

factor infettility

Anatomy

4 A detailed knowledge of the anatomy and embryology of the genitalia and

reproductive system

4 Knowledge of the vascutar, lymphatic and nerve supply to the genitalia and

reproductive system and abdominal/pelvic organs.

4 Embryology of the male genitalia with particular emphasis on congenital anomalies

and their effects on male sexual function.

4 Micro/macroscoplc anatomy of the reproductive system including their anatomical

refationship to other genito-urinary organs

4 Micro/macroscopic anatomy of the male genitalia

Physiology

4 Genetics and male sexual function {Normal sexual differentiation, Abnormal sexual

differentiation, inlersex states Genetic anomalies and infertllity)

4 The male reproductive axis (Hypothatamic- piluitary function, Endocrinology of the

Tastis, Testosterone metabelism, Effects of aging on male endocrinology)
Knowledge 4 Spermatogenesis (Genstic basis of spermatoganesis, Hormonal regulation of

spermatogenesis, Sertoll cell function)

4 Physiclogy of male reproduction (Epididymal function, Physiology of the vas

deferens, Physiology of the seminal vesicles, Ejaculation, Role of the prostate in

sexuat funclion)

4 Physiclogy of fernale sexual function

4 Physiclogy of femate reproduction

Pharmacology

4 Drugs ! gonadotoxins and thelr effects on male reproduction and sexual function

4 The pharmacological treatment of male factor infertility

Pathology

4 Aeticlogy and pathogenesis of male infertility

4 Anti-sperm anti-bodies and fertility

4 Varicocele and male fertility

4 Pathophysiology of testicular obstruction

4 Appropriate assessment and treatment of man or couple with male factor infertility
Clinical Skiils 4 Appropriate use of commonly used drugs recognising common side effects,

interactions and centra-indications

Technical Skills and
Procedures

NIA

| Topic

“ Male factor infertility

Objective

To develop advanced skills in the assessment and ireatment of patients with male
factor infentility

Knowledge

4 Causes of male factor infertility

4 Causes of female factor infertility

4 Appropriate investigation of mals sub-fertility
4 Varicocele and male fertility

4 Endocrine disease and infertility

4 Causes of teslicutar obstruction
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4 The role of assisted conception techniques in the treatment of the infertile couple
4 Treatment of male factor infertility

4 Anti-sperm anti-bodies and fertility

4 Surgical treatment of male factor infertility

4 Indications for, methods, results and complications of sperm retrieval

4 Indications for, methods, resuils and complications of assisled conception

4 Regulatory rules refating {o sperm storage and assisted conception

4 Micresurgical treatment of male factor infertifity

Clinical Skiils

4 Evaluation of the female

4 Clinical assessment of the sub-festile male

4 Investigation of male sub-fertility

4 Treatment of male sub-fertility

4 Appropriate ligison with multidisciplinary team

4 Empathelic assessment of fertility issues

4 Ability to determine appropriate surgical plan for male factor infertility
4 Treatment of male sub-fertility

4 Appropriate liaison with multidisciplinary team and referral for assisted reproductive
technigues

4 Empathetic assessmeni of ferility issues

4 Ability to defermine appropriate surgical plan for male factor infertility

Technical Skills and

4 Varicocoele

3 Teslicular exploration and Vasography
3Vase-vasosiomy

2 Transurethral resection of gjaculatory ducts
2 Electroejaculation

Procedures 4 Vaso-vasostomy
2 Teslicular exploralion and sperm extraction (TESE)
2 Percutaneous sperm extraction (PESA}
2 Micro-epidydmal sperm aspiration (MESA)
2 Tubulo-vasostomy
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13. Modular currfcuium in benign disorders of male sexual dysfunctlon

Topic

" Basic Science

QObjective

To davelop advanced skills in the assessment and treatment of palients with benign
disease of male sexual dysfunction

Knowledge

Anatomy

4 A detailed knowledge of the anatomy and embryclogy of the genitalia and
reproductive system

4 Knowledge of the vascular, lymphatic and narve supply to the genitalia and
reproduclive system and abdeminalfpelvic organs.

4 Embryology of the mate genitalia with particular emphasis on cengenital anomalies
and their effects on mate sexua!l function.

4 Micro/macroscepic anatomy of the reproductive system including their anatomical
relationship to other genito-urinary organs

4 Micro/macroscoplc anatomy of the male genitalia

Physiology

4 Functional anatomy (blood supply and venous/lymphatic drainage of the penis)
4 Physiology and neurophysiology of penile erection including neurotransmitters
involved in penile erection

4 Gardiovascular funclion relevant to sexual dysfunction

4 Endocrinology of male sexual function (Hypothalamic- pituitary function,
Endocrinology of the Testis, Testosterons metabolism)

4 Desire

4 Qrgasm

4 Physiology of ejacufation (Physiology of the vas doferens, Physiclogy of the seminal
vesicles, Role of tha prostate in sexual function)

4 Physiology of female sexuat function

Pharmacology

4 Neuropharmacology and receptor pharmacology

4 Endathelial derived modulators of corporal smooth muscle

4 Oral pharmacotherapy for erectile dysfunction including basic pharmacokinstics and
pharmacedynamics and adverse events/drug interactions of commonly used drugs

4 Novsl oral agents for the treatment of MED

4 Intra-cavernosal, topical and intra-urethral trealments for MED

4 Pharmacolegical freatment of priapism

4 Pharmacological therapy of ejaculator disorders

4 Testosterone replacement therapy

Pathology

4 Pathophysiology of Mate Ereclile Dysfunction (MED)
4 Risk factors and aeticlogy of MED

4 Sexval function and ageing

4 Cardiovascular disease and sexual function
4 Early gjaculation

4 Retrograde ejaculation

4 Delayed ejaculation

4 Hypegonadism

4 Androgen deficiency of ageing

4 Pathophysiology of penils deformity

4 Pathophysiclogy of priapism

Clinical Skills

4 Appropriate assessment of man with ereclile dysfunction ,penile deformity or
prafonged erection

4 Appropriate use of pharmacclogical agents for men with eractile dysfunction,
priapism and ejaculatory dysfunction inciuding indications, side effects,
conjraindications

Technical Skiils and
Procedures

NIA
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Topic

” Erectile dysfunctlon

Qbjective

To develop advanced skills in the assessment and treatment of palients wilh benign
disease of male sexual dysfunciion

Knowiadge

4 Invesfigation of MED including the use and limitations of Doppler USS,
cavernosography, cavernosomelry, neurophysiclegical testing and nocturnal penile
tumescence

4 Knowledge of range of therapios for treatment of MED

3 Surgical management of man with erectile dysfunection

Clinicat Skills

4 Assessment of man with MED

4 Appropriate investigation of man with MED

4 Appropriate choice of pharmacological therapy

4 Technique of intracavernosal injection therapy

4 Empathetic assessment of male sexuat difficulties

3 Abitily to determine appropriate surgical management of patient with drug resistant
erectila dysfunction

Technical Skills and

2 Ability to perform cavernosometry
2 Ability to perform Rigiscan assessment
3 Insertion of malisable penile prosthesis

Procedures 2 Insertion of inflatable penile prosthesis
t Penile revascutarisation
1 Venous ligation
Topic " Penile deformity
Objective To davelop advanced skills in the assessment and freatment of patients with benign
disease of male sexual dysfunction
4 Causes and pathophyslology of penile deformity
Knowladge 4 Knowledge of range of therapies
4 Surgical management of man with penile deformity
4 Appropriate assessment and medical management of man with penite deformity
Clinical Skills 4 Empathetic assessment of male sexual difficulties

4 Ability to determina choice of surgical approach for man with penile deformity

Technical Skills and

4 Nesbil's procedure
3 Lue procedurs or equivalent

Proceduros 3 Insertion of malleable penile prosthesis
2 Insertion of inflatable penile prosthesis
Topic n Prolonged erection
Objective To develop advanced skills in the assessment and treatment of patients with benign
disease of male sexual dysfunction
4 Causes, classification, pathophysiology and complication of prolonged erection
Knowledge 4 Knowledge of range of therapies
3 Surgical managemasnt of man with prefonged erection
4 Appropriate assessment and medical management of man with prolonged erection
Clinical Skills 4 Liaison with relevant specialtiss {eg interventional radiofogy}
3 Abllity to determine choice of surgical approach for man with prolonged erection
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Technical Skills and

3 Insertion of malleable penile prosthesis
3 Shunting procedure

Procedures 2 Insertion of inflatable penile prosthesis
Topic Rapid Ejaculation, Retrograde ejaculation, Delayed ejaculation, Orgasmic
n disorders, Desire disorders
Obiective To davelop advanced skills in the assessment and treatment of patients with benign
! disease of male sexual dysfunciion
3 Causes and pathophysiology
Knowledge 3 Knowledge of range of theraples
3 Appropriale investigation and managament of man with rapid ejaculation
Clinical Skills 3 Appropriate liaison with other speclaties
3 Empatnelic assessment of male sexual difficulties
Technical Skills and '
Procedures NIA
Tople Penlle dysmorphophobla
Obiective To davelop advanced skills in the assessment and lrealment of patients with benign
y disease of male sexual dysfunction
2 Causes and classification
Knowledge 2 Knowledge of range of theraples
1 Surglical therapy of penile dysmorphephobia
2 Anpropriate investigation and management of man wilh penile dysmorphophobia
Clinical Skills 2 Apprepriate liaison with other specialties

2 Empathetic assessment of male sexual difficullies

Tachnical Skills and

1 Division of suspensory ligament

Procedures 1 Repair of suspensory ligament
Topic " Penile fracture
Objective To devalop advanced skills in the assgssment and treatrment of patients with benign
/ disease of male sexval dysfunction
4 Mechanisms of injury
Knowledge 4 Knowledge of range of therapies
Clinical Skills 4 Appropriate investigation and management of man with penile fraclure

Technical Skills and
Procedures

4 Surgical repair of penile fractuse
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14, Modular curriculum In Paediatric Urology

Topic

Basic Science

Objective

To develop advanced skills in the assessment and freatment of urological disease in
children

Knowledge

4 Detailad knowiedge of the pelvis, male genitalia and urethra including the
embryology of urethra including hypospadias and epispadias

4 Neuroanatomy as it relates to normal ang abnormal bladder, urethral and pelvic floor
function

4 Physiology and neurcphysiology of mictusition and continence

4 Physiology of erection and ejaculation

4 Reproductive physiclegy

4 Pharmacology of drugs used in the management of lower urinary tract dysfunciion
side-effects and complications

4 Causes, pathophysictogy and complications of urethral strictures

4 Pathophysiclogy of traumatic injury to the urethra

Clinical Skills

4 Appropriate asssssment of childran with hypospadias and epispadias
4 Appropriate use of commonly used drugs recognising common side effects,
Interactions and contra-indications

Technical Skills and

Procadures NIA
Topic ” Congenital disorders affecting the urlnary tract
i To develop advanced skills in the assessment and treatment of urclogical disease In
Objective children
4 Common congenital disorders affecting the urinary tract (e.g undescended testis and
Knowladge urinary tract reflux}
4 Changes related to congenital abnormalitias
Clinical Skills 4 Investigation and management of patients

4 Investigation and basic management of patients

Technical Skills and

4 Surgical Management of crypterchidism
Surgery for ureteric reflux

Procedures See below
i Topic Principles of human genetics
\ To develop advanced skills in the assessment and reafment of urological disease in
Objective children
Knowledge ” 4 Basic genetics of uropathologicat conditions
Clinical Skilis ” 4 Recognition of possibla genetic component to specified condition
Technical Skills and
Procedures Nif,
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” Urinary Tract Infections j

Objective

To develop advanced skills in the assessment and treafment of urological disease in
children

Knowledge

4 Biological mechanisms of upper and lower urinary tract infection — virulence
4 Host defence

4 Detailed knowledge of reflux

4 Antibiolics - Mechanisms of action

Clinical Skills

4 Identification of;

- Significant infection

- Asymptematic bacteruria

4 Correct antibiotic seleciion

4 Management of children

4 Choica of surgical approach for vesicoureteric reflux

Technical Skifls and

4 Endoscopic treatment of reflux disease

Procedures 3 Open uretaric re-implantation
Topic " The acute scrotum
_— To develop advanced skills in the assessment and treatment of urclogical disease in
Objective children
4 Pathogenesis, nalural history and complications
Knowledge 4 Clinical presentation and management
4 Assessment of patient
Clinical Skitls 4 Correct interpretation of tests

4 Medical managerent of patient

Technical Skills and
Procedures

4 Surgical management of the acute scrotum

Topic

Upper urinary tract obstruction

Objective

To develop advanced skills in the assessment and treatment of urofogical disease in
children

Knowledge

4 Aetiology, pathophysiology and clinical features in childhood

4 Investigation

4 Formulation of appropriate management of children with Pelvi-ureteric junction
obstruction {(PUJ) obstruction

4 Indications, operative steps and complications of the different approaches to the
treatment of PUJ obstruction, including:

-Percutangous approaches

-Laparescople appreaches

-Open surgical approaches

3 Practical expertise in the surgical management of PUJ obstruction

Clinical Skills

4 Appropriate assessment of unilateral and bilateral renal obstruction
4 Recognition and early management of sepsis

4 Appropriate management of patient with PUJ obstruction

4 Interpretation of clinical findings and results of investigations

4 Ability to organise appropriate management plan

4 Ability to explain procedures and outcomes to parents and cbtain informed consent
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3 Knowladyge and appropriate use of trealment options

Technical Skills and

3 Percutaneous treatment of PUJ obsteuction
2 Laparoscopic pyeloplasty

Procedures 2 Laparoscopic nephrectomy
3 Open pyeloplasty
Topic Wilm's tumour and Neuroblastoma
s To develop advanced skills in the assessment and trealment of urological disease in
Objective children
4 TNM classification
4 Pathology of the differing types of benign and malignant tumours affecting the
Knowledge kidney
4 Current theores of tumour initiation and growth
4 Thorough understanding of current and previous systems for staging
- . 4 Appropriate use of stage, grade and molecutar markers in the management of 2
Clinical Skills child with renal cancer
Technical Skills and
Procedures NIA
Topic Radiology
- To develop advanced skills in the assessment and trealment of urological disease in
Objective children
4 Understanding of the thearetical basis and techniques of radiclogical and nuclear
Knowledge medicine imaging
Clinical Skills 4 Appropriate imaging of chifdren with renal cancer
| Technical Skills and
Proceduras NIA
Topic “ Treatment
- To develop advanced skills in the assessment and freatment of urological disease in
Objective children
4 Current standards of treatment for common urological cancers
Knowledge 4 Practical freatment of Jocatised renal cancer
4 High lavelfempathelic communication skills
Clinical Skiils 4 Appropriale management of urolegical malignancies

4 Appropriate referral for sub-spaciatist management and surgery

Technical Skills and
Proceduras

2 Radical ngphrectomy
2 Laparoscopic nephrectomy
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A

Topic

Urinary incontinence and neuropathic kladder To include spina bifida,
gplspadias/ extrophy complex and posterior urethral vaives

Objective

NIA

Knowledge

4 Anatomy/physiology and pharmacology of bladder and sphincter mechanisms
4 Aetiology, epidemiclogy, pathophysiolegy and classification inconlinence n
childhood

4 Natural history of eneuresis

4 Causes of neurapathic bladder

4 Types of neuropathic bladder presentation

4 Clinical presentation and differential diagnosis

4 Management of neuropathic incontinence

4 Clinical presentation and differential diagnosis

4 Management of urinary Incontinence

Clinical Skills

4 Appropriate history and examination

4 Investigation including Interpretation of frequency vetume chart

4 Appropriate liaison with multidisciplinary team {eg neurology and continence
servicas)

4 Appropriate referral for sub-specialist management and surgery

4 Formulation of a realistic treatment plan

4 Medical managament of urinary incontinence

Technical Skills and
Procedures

4 Urodynamic sludies

Topic

Assessment of children requiring urinary tract reconstruction

Objective

To develop advanced skills in the assessment and frealment of urological disease in
children

Knowledge

3 Practical surgical tachnigues in reconstruction of the bladder and ureter

Clinical Skills

3 Appropriate cholce of surgical procedure for a child requiring reconstruction

Technical Skills and
Procedures

3 Intestinal anastomosis
3 Mobitisaticn omentum

1-2 (exact level of competence will depend upon casemix):
Ureteric anastomosis

Ureteric reimplantation

Psoas hitch

Boari flap
Transuretero-ureterostomy
Simple cystectomy

Augmentation cystoplasty
Substitution cystoplasty

lleal conduit diversion

Continent urinary diversion
Artificial urinary sphincter insertion
Vaginal reconstruction

Topic

" Assessment and management of boys requiring urethral reconstruction
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Chojective

N/A

Knowledge

4 Pathophysiclogy of congenital abnermalities inciuding hypospadias and epispadias
4 Causes, pathophysiology and complications of urethral strictures

4 Pathophysiology of traumatic injury to the urethra

4 Techniques of assessment for bladder and urinary tract reconstruction including
uradynamics, radiolegy and nuclear medicine techniques

4 Techniques and complications of urethral reconstruction

Clinical Skills

4 Appropriate assessment of patiants requiring ursthral

4 Be able 1o advise on the surgical options and the appropriateness of surgsry
4 Management of post-operative consequences of urethral reconstruction

4 Arrange appropriate follow up of boys with urethral reconstruction

4 Liaison with other specialties e.g. radivlogy, orthopaedics, Gl surgeons

3 Appropriate cheice of surgical procedure for child with hypospadias

Technical Skills and

3 MAGPI repair
2 Harvesling buccal mucosa graft
2 Snodgrass repair

Procedures 2 Fwo stage buccal graft urethsoplasty
1-2 Surgery for epispadias
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18. Modular Curriculum in Renal Transplantation

Topic

" Renal Transplantation

Objective

To develop advanced skifis in renal transplanlation and surgical aspects of renal
replacement therapy

Knowledge

Anatomy

4 Retroperitoneum and the great vessels

4 Embryology of the genitourinary tract including development of the kidney and the
cemmon variations in vascular supply to the kidney.

4 Anatomy and blood supply of the kidney, ureter and bladder.

4 Neusoanatemy as it relates to normal and abnormal bladder, urethral and pslvic floor
function

4 Arterial supply and venous drainage of the upper and lower limbs,

Physiology

4 Physiology of the kidney

4 Physiclogy of fiuid batance

4 Physiology of the lower urinary tract

Pharmacology

4 Pharmacolegy of drugs used in immunosuppression

4 Pharmacolegy of perfusion fluids and use of diurelics

4 Pharmacology of inofropes and blocd pressure control and effects of drugs on renal
blood flow.

Immunology

4 HLA matching.

4 Cytotoxic cross meatch
4 Rejection

4 Immunosuppression

Renal failure

4 Causas and classification

4 Palhophysiology

4 Clinical features

4 Treatment options for renzanl failure

4 Indications and contraindications for kidney transplantation
4 Indications and types of dialysis

4 Access for dialysis

4 complications of dialysis

Organ donation

4 Criteria for brainstem death

4 Pathophyslology of brainstem death

4 Princlples of donor management and organ preservation

Clinical Skills

3 Assess and manags organ donors (including live and NHB donors)

Vascular Access

4 Assess patients referred for vascular access:

4 identify appropriate access site

4 Manage complications including thrombosis, haemorrhage and vascutar
complications such as steal, vencus hypertension, cardiac failure and aneurysm

Peritoneal dialysis

4 Assess patients referred for peritoneal diajysis

4 Manage post-op care of patients with peritoneal dialysis cathater
4 manage complications including peritonitis

Renal transplantation
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4 Select apprepriate patient from tha wailing list

4 Assessment of patients requiring renal transplantation cr renal replacement therapy
4 Counsel patients regarding organ donation.

4 Manage transptant recipient perigperatively

4 Manage post-operative complications.

4 Follow up cf patients with renal transplants,

4 Liaison with other speclalties e.g. nephrelogy and radiology.

Technical Skills and
Procedures

4 Peritoneal dialysis calheter-insert

4 Peritoneal dialysis catheter-removal

4 Central venous fine insertion

3 Form arterio-vencus fistula ai wrist and elbow
4 Ligate arterio-venous fistula at wrist and elbow

4 Cadaveric donor nephrectemy for transplantation
3 Open donor nephrectomy fer transplantation
2 Laparoscopic donor nephrectemy for transplantation

3 Renal transpiantation including:

3 Preparation of kidney for transplant

3 End ta end and end to side anastomosis of renal artery to reciplent
3 End to side venous anastomosis and vein palch

4 Ureteric reimplantaticn

3 Transplant nephrectomy
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Professional Behaviour and
Leadership
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Professional Behaviour and Leadership Syllabus

The Professional Behaviour and leadership elements are mapped to the leadership curricuium as laid out by
the Academy of Medical Royal Colleges. The assessment of these areas is a thread running through the
curriculum and this makes them common to all of the disciplines of surgery. For this reason, assessment
techniques for this element of the curriculum are summarised in the final column.

Professional Behaviour and Leadership

Mapping to
Leadership)
Curriculum

Assessmant
technique

Category

Gooed Clinical Care, to include:

History faking (GMP Domains: 1, 3, 4)

Physical examination (GMP Domains: 1, 2,4)

Time mranagement and decision making (GMP Domains: 1,2,3)
Clinical reasoning (GMP Demains: 1,2, 3, 4)

Therapeutics and safe prescribing {(GMP Domains: 1, 2, 3}
Patient as a focus of clinicat care {GMP Domains: 1, 3, 4)
Patient safety (GMP Domains: 1, 2, 3)

Infection contrel (GMP Domains: 1, 2, 3}

Area 4.1

Objective

To achieve an excellent lavel of care for the individual patient

v To elicit a relevant focused history (See medules 2, 3, 4,5)

+ To perform focused, relevant and accurate clinical examination
(See modules 2,3,4,5)

» To formulate a diagnostic and therapeutic plan for a patient

based upoen the clinic findings (See modules 2,3,4,5)

+ To prioritise the diagnostic and therapeutic ptan {(See modules
2,3,4,5)

«  To communicate a diagnostic and therapeulic plan
appropriately (See madules 2,3,4,5}

To produce {imely, complefe and legible clinical records to include
case-note records, handover notes, and operaticn notes

To prescribe, review and menitor appropriate therapeutic
interventions relevant to clinical practice including non — medication
based therapeutic and prevantative indications (See module
1,2,3,4,5)

To prioritise and organise clinical and ¢lerical duties in order to
optimise patient care

To make appropriate clinical and clerical decistons In order to
optimise lhe effectiveness of the clinical team resource.,

To priorilise the patient's agenda encompassing their beliefs,
concerns expeciations and needs

To prioritise and maximise patient safety:
+ To understand that patient safety depends on

o The effective and efficient organisation of care

o Health care staff working weli together

o Safe systems, individual competency and safe practice
»  To understand the risks of treatments and to discuss these
honestly and openly with patients
+  To systematic ways of assessing and minimising risk
»  To ensure that all staff are aware of risks and work together to
minimise risk

To manage and confral Infection in patients, including:
»  Controlling the risk of cross-infection

»  Appropriately managing infection in individual patients

Area 4.1

Minl CEX,
CBD, Mini
PAT, MRCS
and
Specialty
FRCS
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Waorking appropriately within the wider community to manage

the risk posed by communicable diseases

Knowtedge||Patient assessment

.
L
*

Knows likely causes and nisk factors for conditions relevant to
mode of presentation

Understands the basls for clinical signs and the relevance of
positive and negative physical signs

Recognises constraints and limitations of physical examination
Recognises the role of a chaparone is apprapriate or required
Understand health needs of particular populations e.9. ethnic
minorities

Recognises the impact of health beliofs, cullure and ethnicity in
presentations of physical and psychological conditions

Clinical reasoning

Interpret history and clinical signs to generate hypothesis within
cantext of clinical likelihood

Understands tha psychological component of disease and
illngss presentation

Test, refine and verify hypotheses

Develop problem list and action plan

Recognise how to use expert advice, clinical guidelines and
algorithms

Recognise and appropriately respond to sources of information
accessed by patients

Recognizes the need to determine the best vaiue and most
effective treatment both for the individual patient and for a
patient cohort

Record keeping

Undarstands local and natlenal guidetines for the standards of
clinical record keaping in all circumstances, including handover
Understanding of the importance of high quality and adequate
clinleal record keeping and relavance to patient safety and fo
litigation

Understand the primacy for confidantiality

Time management

Understand that effective organisation is key to tims
management

Understand that some tasks are more urgent andfor more
important than others

Understand the need to prioritise work according to urgency
and importance

Maintains focus on individual patient needs whilst balancing
multiple compating pressures

Quitline techniques for improving time managament

Patient safety

Quitline the features of a safe working environment

Qulline the hazards of medical equipment in common use
Understand principles of risk assessment and management
Understanding the compenents of safe working practice in the
personat, clinical and organisational settings

Outline local procedures and protecols for optimal practics e.g.
Gl bleed protoco), safe prescribing

Understands the investigalion of significant events, serious
untoward incldenis and near missas

Infaction control

Uniderstand the principles of infection contrel

Area 4.1
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Understands the principles of preventing infection In high risk
groups

Undarstand the role of Nolification of diseases within the UK
Understand the role of the Heallh Proteciion Agency and
Gonsultants in Health Protection

Skills

Patient assessment

Takes a history from a patient with appropriate use of
standardised quesficnnaires and with appropriate input from
other parties including family members, carers and other health
professionals

Perfarms an examination refevant to the prasentation and risk
factors that is valid, targeled and ime efficient and which
actively elicits important clinical findings

Give adequate time for patients and carers 1o express their
beliefs ideas, concerns and expeciations

Respond o questions honestiy and seek advice if unable fo
answer

Develop a self-managament plan with the patient

Encourage patients 1o volce their preferencas and personal
choices about their cars

Clinical reasoning

i

Interpret clinical features, their refiability and relevance to
clinical scenarios including recognifion of the breadth of
presentation of common disorders

Incorporates an understanding of the psychological and social
alamanits of clinical scenarios into decision making through a
robust process of clinical reasoning

Recognise critical iliness and respond with due urgency
Generate plausibie hypothesis(es) following patient assessmant
Construct a concise and applicable problem list using available
information

Construct an appropriate management pfan in conjunction with
tha patient, carers and other membaers of the clinical team and
communicate this effectively 1o the palient, parents and carers
where relavant

Record keeping

*

Producing lagible, timely and comprehensive clinical notes
relavant to the sefting

Formulating and implementing care plans appropriate to the
clinicat situation, in ccllaboraticn with members of an
interdisciplinary team, incorporating assessment, investigation,
freatment and continuing care

Presenting we!l documented assessmanis and
recommendations in writlen andfor verbal form

Time management

Identifies clinical and clerical tasks requiring attention or
predicted to arise

Group together tasks when this will ba the most effective way of
working

Organise, prioritise and manage both team-members and
workload effectively and flexibly

Patlent safety

i

Recognise and practise within limits of own professional
competence

Recognise when a patient is not responding to treatment,
reassess the situation, and encourage others fo do so
Ensure the correct and safe use of medical equipment
Improve patients' and colleagues' understanding of the side

Area 4.1
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W K

effects and contraindications of therapeutic intarvention

+  Sensitively counsel a colleague following a slgnificant untoward
eveni, or near incident, to encourage improvement in practice of
Individual and unit

« Recognise and respond to the manifastations of a patient's
deterioration or lack of improvement {symptoms, signs,
observations, and laboratory resuits) and support other
membars of the team to act similarly

Infection control

* Recognise the potenlial for infecticn within patients being cared
for

+ Counsel patients on matters of infection risk, transmission and
control

«  Aclively engage in local infection control procedures

* Prescriba antibiotics according to local guidslines and work with
micfobiological services where appropriate

* Recognise potential for cross-infection in clinical settings

o Practice aseptic technique whenever relavant

Behaviour

+  Shows respect and behaves in accordance with Good Medical
Practice

»  Ensures that patient assessmant, whilst clinically appropriate
considers social, cultural and religicus boundaries

«  Suppori patient self-management

» Recognise the duty of the medical prefassional to act as patient
advocate

s Abilily to work flexibly and deal with tasks in an effective and
efficient fashion

s Remain calm in siressful or high pressure situations and adopt
a timely, rational appreach

+ Show willingness to discuss intelligibly with a patient the nclien
and difficulties of prediction of fulure events, and benefitrisk
balance of therapeutic intervention

»  Showwillingness to adapt and adjust approaches according to
the bellefs and praferences of the palient andfor carers

+ Be villing o facilitate palient cholce

s Demonsirate ability to identify one's own biases and
inconsistencies in clinical reascning

* Continue {0 maintain a high level of safety awareness and
consciousness

+» Encourage feadback from all members of the team on safety
issues

+  Reports serious untoward incidents and near misses and co-
operates with the investigation of the same.

+  Show willingness to take action when cencerns are raised about
performance of members of tha healthcare team, and act
appropriately when these concerns are voiced fo you by others

»  Continue to be aware of one's own limitations, and cperate
within them

+ Encourage all staff, patients and relalives o observe infection
control principles

+ Recognise the risk of personal ill-health as a risk to patients and
collzagues in addition to its effect en performance

Examples
and
descriptors

for Core

Patlent assessment

» (Ohbtains, records and presents accurate clinical history and
physical examination relevant to tha clinical presentation,
including an indication of patient's views
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Surglcai » Uses and interprets findings adjuncts to basic examination
Tralning appropriately e.g. Internal examination, blood pressure
measurement, pulse oximetry, peak flow
+ Responds honestly and promptly to patient questions
+  Knows when to refer for senior help
+ s respectful fo patients by
o Introducing self clearly to patients and indicates own
place in team
o Checks that patlents comfortable and willing to be seen
o Informs patients about elements of examination and
any procedures that the patient will underge
Clinical reasoning
+ In a straightforward clinical case develops a provisional
diagnosis and a differenlial diagnosis on the basis of the clinical
evidencas, institutes an appropriate investigative and therapeutic
plan, sesks appropriate support from: others and fakes account
of the patients wishes
Record keeplng
+ s able to format notes in a logical way and writes legibly
+  Able to write imely, comprehensive, informalive letters to
patients and to GPs
Time management
« Works systemaltically through tasks and altempts to prioritise
+ Discusses the relative importance of tasks with more senicr
colleaguas.
+  Understands importance of communicating pregress with other
team members
Patient safety
* Participates in clinical govarnance processes
* Respects and follows local profocols and guidelines
v Takes direction from the team members on patient safety
» Discusses risks of freatments with patients and is able to help
patients make decisions about thelr treatment
» Ensures the safe use of equipment
»  Acls premplly when patient condition deteriorates
+  Always escalates concemns prompily Area 4.1
Infection controf
+ Performs simple clinical procedures whilst maintaining full
aseptic precautions
s Follows focal infection control protocols
+ Explains infection conlrol protocols to students and fo patients
and theif relatives
»  Awars of the risks of nosocomial infections.
Examples [|Patlent assessment
and ¢ Undertakes patient assessment {including history and
descriptors examination) under difficult circumstances, Examples include:
for GCT o Limited time avallable {(Emergency situations,
Qutpatients, ward referral),
o Severely ill patients
o Angry or distressed patients or relatives
+ LUses and interprets findings adjuncts to basic examination
appropriately e.g. eleclrocardiography, spirometry, ankle
brachial pressure index, fundoscopy, sigmoidoscopy
+ Recognises and deals with complex sifisations of
communication, accommodates disparate needs and develops
strategies to cope
+ s sensitive to palients cultural concerns and norms
Page 112 of 155
INQ-AS

WS-006/3 Page 152



+ |3 able to explain dlagnoses and medical procedures in ways
that enable patients understand and make decisions about their
own health care.

Glinical reasoning

* |n acomplex case, develops a provisional diagnosis and a
differential diagnosis on the basis of the clinical evidence,
instilutes an appropriate investigative and therapeutic plan,
seaks appropriate support from otners and takes account of the
patients wishes

Record keeping
« Produces comprehensive, focused and informative records
lwhich summarise complex cases accuraiely

Time management

+ Organises, prioritises and managss daily work efficiently and
effectively

+  Works with, guides, supervises and supports junior colleagues

+  Starling to lead and direct the clinical team In effective fashion

Patlent safety

+ Leads team discussion on risk assessment, risk management,
clinical incidents

»  Works to make organisational changes that will reduce risk and
improve safety

» Promotes patients safety to more junior colfeagues Area 4.1

» Recognises and reports untoward or significant events

e Undertakes a root cause analysls

s Shows support for junior colleagues who are involved in

untoward events

infection control

«  Parforms complex dinical procedures whilst maintaining full

aseplic precautions

+ Manages complex cases effectively in collaboration with

infection contrel specialists

Professional Behaviour and Leadership Mapping to [jAssessment
Leadership|jtechnigue
Curricuium

Category ||Being a good communicator N/A
To include:

s Communicalion with patienis (GMP Domains: 1, 3, 4)
» Breaking bad news (GMP Domains: 1, 3, 4)
«  Communication with colleagues (GMP Domains: 1, 3)

Objective |[Communication with patients PBA, DOPS,
« Toestablish adoctor/patient relationship characterised by Mini CEX,
understanding, trust, respect, empathy and confidentiality Mini PAT
» To communicate effeclively by listening to patients, asking for and CBD
and respecling their views about their health and responding to
their concerns and preferances
» To cooperate effectively with healthcare professionals involved
in patient care
» To provide appropriate and timely inforenation to patients and
their famities
Breaking bad news
»  To deliver bad news according to the needs of individual
patients
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profi

Communication with Colleagues

To recognise and accept the responsibilities and rofe of the

doctor in relation to other healthcare professionals.

To communicate succinctly and effectively with other
esslonals as appropriate
To present a clinicat case in a clear, succinet and systematlic

manner

.
]
com

Knowledge||Communication with patients

Understands questioning and listening techniques
Understanding that poor communication is a cause of
plaints/ litigation

Breaking bad news

In delivering bad news understand that;

o The delivery of bad news affects the relationship with
the patient

o Patient have different responses to bad news

o Bad news is confidential but the patient may wish to be
accompanied

o Once the news Is given, patients are unlikely to take in
anything else

o Breaking bad news can be exiremely stressful for both
parties

o ltis important to prepare for breaking bad news

Communication and working with colleagues

Understand the importance of working with colleagues, in

particular;

o The roles played by all members of a multi-disciplinary
team

o The features of good team dynamics

o The principles of effective inler-professional
coltaboration

o Tha principles of confidentiality
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Skills Communication with pattents

Establish a rapport with the palient and any relevant cthers (eg

carers)

Listen actively and question sensitively to guide the patiant and
arify information

Identify and manage communication barriers, tailoring fanguage
to tha individual patient and ethers and using interpreters when
indicated

Deliver information compassionately, being alert to and

managing fheir and your emctional respense (anxlety, anfipathy

Use, and refer patients o appropriate written and other
ence based information sources
Check the patient's understanding, ensuring that all their

concerns/guestions have been coverad

pake accurate contemporanecus records of the discussion
Manage follow-up effectively and safely utilising a variety if

methods (eg phone cali, email, letter}

Ensure appropriate referral and communications with cther
theare professional resuiting from the consultation are made

accurately and in a timely manner

Breaking bad news

Demonstrate to others good practice in breaking bad news
Recognises the impact of the bad news ¢n the patlent, carer,

supporters, staff members and self
e Act with empatny, honesty and sensitivity avoiding undue
optimism or pessimism
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Communication with colleagues

+«  Communicate with colleagues accurately, clearly and promptly
»  Utilise the experlise of the whole muiti-disciplinary team

« Participate in, and co-ordinate, an effective hospitat at night or
hospital out of hours team

+ Communicate effectively with administrative bodies and suppori
organisations

*  Pravent and resolve conflict and enhance collaboration

Behaviour

Communication with patients

«  Approach the situation with courtesy, empathy, compassion
and professionalism

« Demoenstrate and inclusive and patient cantred approach with
respect for the diversity of values in patients, carers and ¢olieagues

Breaking bad news

» Behave with respect, honest ant empathy when breaking bad
news

+ Respect the different ways people react to bad news

Communication with colleagues

» Ba aware of the importance of, and take pari in, multi-
disciplinary teamwork, including adoption of a leadership role

« Foster an environment that supports open and transparent
communication between team members

» Ensure confidentiality is maintained during communication with
the team

s Be prepared to accept additional duties in situations of
unavoidable and unpredictable absence of colleagues
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Examples |lo  Gonducts a simple consultation with due empathy and
and sensitivity and writes accurate records thereof
descriptorsils Recognises when bad news must be imparted.
for Core + Able to break bad news in planned sellings following
Surgical  |[nraparatory discussion with senlors
Tralning  |[4  Accepts hisfher role in the healthcare team and communicates
appropriately with all relevant members thereof
Examples [+ Shows mastery of patient communication in all situations,
and anticipating and managing any difficulties which may occur
descriptors|s  Able to break bad news in both unexpected and planned
for CCT  [leetlings
«  Fully recognises the role of, and communicates appropriately
with, all relevant team members
s Predicts and manages conflict between members of the
healthcare team
+ Beginning to take leadership role as appropriale, fufly
respecting the skills, respensibilities and viewpoeints of all team
members
Professional Behaviour and Leadership Mapping to]Assessment;
Leadership([technigue
Curriculum
Category [« Teaching and Training (GMP Domains: 1, 3} NIA
Objective {l» To teach to a variety of different audiences in a variety of Mini PAT,
different ways Portfolio
»  To assess the quality of the teaching assessment
+ To train a varely of different trainees in a variety of different at ARCP
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ways
+ To plan and deliver a training programme with apprepriate
assessments
Knowledgells Understand relaevant educational theory and principles relevant ------{ Formatted: Indent: Lefe: 0cm, First line: 0 ¢m, Butleted
to medical education +1level: 1 + Aligned at: 0.¢m + Tab after: 0.63 ¢ +
« Understand tha structure of an effective appraisal interview Indfent at: 0.63 cm
+ Understand the roles to tha bodies invelved in medical
sducation
« Undersiand leaming methods and effective learning cbjectives
and outcomes
« Differentiate between appraisal, assessment and performance
review
+ Differentiate between formative and summative assessment
s Understand the role, types and use of workplace-based
assessments
»  Understand the appropriate course of action to assist a tralnes
in difficuity
Skills +  Crilically avaluate relevant educational literatuse ------{ Farmatted: Indent: Left: 0cm, First Tne: 0 cm, Bulleted
«  Vary teaching format and stimulus, appropriata to situation and +Level: |+ Allgned at; 0 cm + Tab after: 0.63cm +
subject Indent at; 0.63 cm
+ Provida effective feedback and promote reflection
+ Conduct developmentat conversations as appropriate eg:
appraisal, supervision, menioring
v Deliver effective lecture, presentation, small group and bed side
teaching sessions
v+ Participate in patient education
v+ Lead deparimental teaching programmes in¢luding journai
clubs
s Recognise the trainee in difficulty and take appropriate aclion
+ Be able to identify and plan learning activitios in the workplace
Behaviour ([« In discharging educational duties respect the dignity and safety -+ ---1 Formatted: [ndenk: Left: O cm, Flist finet & cm, Bulleted
of palients at all imes + Level: 1 + Aligned at: 0 cm + Tab after; 0.63 ¢m +
« Recognise the importance of the rola of the physician as an Indentat; 0.63 cm
educator
» Batances the needs of service delivery with education
+  Demonstrate willingness to teach trainees and other health
kvorkers
» Dlemonstrates consideration for learners
«  Acts to endure equality of opportunity for students, trainees,
staff and professional colleagues
+  Encourage discussions with colleagues in clinical settings to
share understanding
»  Mainlains honesty, smpathy and objectivity during appraisai
and assessment
Examples |[+ Prepares appropriale materials to support teaching episodes
and «  Seeks and interprets simple feedback following teaching
descriptors(ls  Supervises a medical student, nurse or colleague through a
for Core  ||simple procedure
Surgical (I, plans, develops and delivers small group teaching fo medical
Training  |istudants, nurses or colleagues
Examples [ Performs a workplace based assessment includingaving || | g Formatted: Indent: Left: 0 cm, frst fine: 0 cm, Bulleted
and appropriate feedback + Lavel: § + Allgned 2t 0 cm + Tab afters 0.63 cm +
descriptorsils  Dievises a variety of different assessments (eg MCGQs, WPBAs) Indent at: 0.63 em
for CCT |+ Appraises a medical student, nurse or colleague
+  Acts as a mentor to a medical student, nurses or colleagus
+  Plans, develops and delivers educational programmes with
clear objeclives and outcomes
» Plans, develops and delivers an assessment programme to
support educational activities
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Professional Behavlour and Leadership Mapping toj|Assessment
Leadershipi[technique
Curriculum
Category  ||[Keeping up to date and understanding how to analyse information
Including
»  Flhical research (GMP Domains: 1)
+ Evidence and guidelines {GMP Domains: 1)
+  Audit (GMP Domains: 1, 2)
+ Perscnal development
Area 1.3
Objective Jle  To understand ihe resulls of research as they relate to medical Mini PAT,
practise CBD,
« To participate in medical research Portfolio
s To use current best evidence in making decisions about the assessment
care of palients at ARCP,
¢ To construct evidence based guidelines and protocols MRCS and
»  To complate an audit of clinica! practice specialty
» Al actively seek opportunities for personal davelopment FRCS
+  To participate in continuous professional development activities
Area 1.3
Area 1.3
Knowledgells Understands GMC guidance on geod praclice in research
+ Understands the principles of research governance
»  Understands research methodolegy including qualitative,
quantitative, bic-statisticat and epidemiological research methods
» Understands of the application of statistics as applied to
medical practise
s Outline sources of research funding
«  Understands the principles of critical appraisal
«  Understands levels of evidance and quality of evidence
s Understands guideline development togathar with their roles
and limitations
« Undarstands the different methods of obtaining data for audit
+ Understands the rols of audit in improving patient care and risk
management
+  Understands the audit cycle
» Understands the working and uses of national and local
databases used for audif such as speciaily data collection systems,
canger ragistries et
+ To demonstrate knowledge of the imporiance of best practice,
transparency and consistency
Area 1.3
Skills + Develops critical appraisal skills and applies thesewhen |} &= y Farmatted: Indent: Left: 0 cm, First lines 0 cm, Bufieted
reading literature + Level: | + Allgned at: G cm + Tab after: 0.63 cm +
o Devises a simple plan o test a hypothesis Indent at: 0.63 cm
« Demonstrates the ability to write a scientific paper
» Obtains appropriate ethical research approval
»  Uses [iterature databases
+  Contribute to the construction, review and updating of local (and
national) guidelines of good practice using the principles of
evidence based medicine
«  Designs, imptements and completes audit cycles
+  Gonlribute to local and national audit projects as appropriate
« Touse areflective approach to practice with an abllity te learn
from previous experience Area 1.3
+ To use assessment, appraisal, complaints and other feedback
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to discuss and develop an understanding of own develepment  ||Area 1.3
needs
Behaviour ||+  Follows guidelines on ethical conduct in research and consent +-----{ Formatted: Indent: Left: O cm, First iine: 0 cm, Bulleted
for research + bevel; 1 + Mligned at: 0 cm + Tab after; 0,63 om +
+  Keep up to date with national reviews and guidelines of praclice Indent at: 0.63 cm
(e.q. NICE)
+  Alms for best clinical practice at all times, responding to
avidence basad medicine while recognising the occasional need to
oractise outside clinical guldetines
+ Recognise the need for audit in clinical practice to promote
standard setting and quality assurance
¢ To be prepared to accept responsibility
«  Show commitment to continving professional development Areatd o Lo Formatted: Indent: Left: 0 cm, First fine: & cm, Bufleted
Area 1.3 + Level: 1 + Aligned at: 0 cm + Tab after: 0.63 cm +
Examples |i» Defines ethical research and demonstrates awareness of GMC Indent 3t: 0.63 crt
and guidelines
descriptors|e  Differentiates audit and research and understands the different
for Core  |{lypss of research approach e.g. qualitative and quantitative
Surgleal  |lo Knows how lo use fiterature databases
Training » Demonsirates good presentation and writing skills
« Parlicipates in departmental or other local journal club
»  Critically reviews an article to identify the level of evidence Area 1.3
+  Altends deparimental audit mestings rea .
« Coniributes data to a local or national audit
« Idenlifies a problem and develops standards for a local audit
+ Daoscribes the audit cycle and take an audit through the first
steps
+ Seeks feedback on parformance from clinical
supervisor/mentor/patients/carers/service users
Area 1.3
Examples fi» Demonstrates criticat appraisal skills in relation fo the published ------{ Formatted: Indent: Left: 0 cm, First tine: 0 <m, Bulleted
and literature + Level: 1 + Akigned at: 0 cm + Tabafter: 0.63em +
descriptorsfla  Demonstrales ability to apply for appropriate ethical research Tndent at: 0.63 cm
for GCT  [approval
«  Demonstrates knowledge of research organisation and funding
sources
s Demonstrates ability to write a sclentific paper
+ Leads in a departmental or other local journal club
« Contributes to the development of local or national clinical
quidetings or protocols
«  QOrganise or lead a departmental audit mesling
+ Lead a complete clinical audit cycle including development of Area 1.3
conclusions, the changes needed for improvement, implamentation !
of findings and re-audit to assess the sffectivenass of the changes
v Seeks opportunity to visit other depariments and tearn from
other professionals Area 1.3
Profgssional Behavlour and Leadership Mapping to|/Assessment
Leadership{ftechnigue
Curriculum
Sub- Manager including
category: (s Self Awareness and self managament (GMP Demains: 1) Area 1.1
and 1.2
«  Team-working {GMP Domains: 1, 3) Area 2
+ Leadership (GMP Domains: 1, 2, 3)
»  Principles of quality and safety improvemeni (GMP Domains: 1, Area 4.2,
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3, 4)

+  Management and NHS structure (GMP Domainss 1)

4.3, 4.4
Area 3

Objective

Self awareness and selfmanagement

¢ Torecognise and articulate one’s own values and principles,
appreciating how these may differ from those of athers

¢ Toldentify one’s own strengths, limitations and the impact of
their behaviour

* Toidentify their own emotions and prejudices and understand
how these can affect their judgement and behaviour

* Toobtain, vaiue and act on feedback from a variety of sources

* Tomanage the impact of emotions on behaviour and actions

¢ To be reliable in fulfiling responsibilities and commitments to a
consistently high standard

* Toensure that plans and actions are flexible, and take into
account the needs and requirements of others

*  Toplan werkload and activities to fulfil work requirements and
commitments with regard to their own personal health

Team working

* To Identify oppertunities where working with others can bring
added benefils

«  Towork wellin a variaty of different teams and team seftings by
listening to others, sharing information, seeking the visws of others,
empathising with others, communicating well, gaining trust,
respecting rolas and expertise of others, encouraging others,
managing differences of opinion, adopting & team approach

Leadership

» To develop the leadership skills necessary to lead {eams
effectively, These include:

+ Idenfification of contexts for changs

s Apptication of knowledge and evidence {o produce an evidence
based challenge fo systems and processes

» Making decision by integrating values with evidence

s Evalualing impact of change and faking cofreclive action where
necessary

Principles of quality and safety improvement

+ To recognise the desirability of monitoring performancs,
learning from mistakes and adopling no blame culture in order to
ensure high standards of care and oplimise patient safety

s To critically evaluate services

» To identify where services can be improved

* To support and facllitate innovative senvice improvement

Management and NHS culture

+ To organise a task where several competing priorities may be
involved

» To actively contribute to plans which achieve service goals

+« To manage resources effectively and safely

+« To manage people effectively and safely

s To manage performance of themselves and others

s To understand the structure of the NHS and the management of
local heaithcare systems in order to be able o participate fully in
managing healthcare provision

Area 1.1
and 1.2

Area 2

Area §

Area 4.2,
4.3 and 4.4

Area 3

Mini PAT
and CBD

Mini PAT,
CBD ano
Portfolio
assessment
during ARCP

Mini PAT,
CBD and
Portfolio
assessment
during ARCP

Mini PAT,
CBD and
Portfolio
assessment
during ARCP

Mini PAT,
CBD and
Porifolio
assessmeant
during ARCP
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Knowledge

Self awareness and seli management

+  Demonstrate knowledge of ways in which individual behaviours
tmpact on others; .

»  Demonstrate knowledge of personality types, group dynamics,
tearning styles, leadership styles

+  Dernonstrate nowledge of methods of obtaining feedback from
others

+  Demonstrate knowledge of teels and techniques for managing
stress

¢ Demonstrate knowledge of the role and responsibility of
cccupational health and other support networks

+ Demonstrate knowledge of the limitations of self professional
competence

Team working

»  Outline the compenents of effective collaboration aad team
working

+ Demonstrate knowledge of specific techniques and methods
that facilitate effective and empathetic communication

» Demonstrate knowledge of techniques to facilitate and resolve
conflict

+ Describe the rofas and respensibilities of members of the
mutlidisciplinary team

»  Outline factors adversely affecting a docter’s and team
performance and methods to rectify these

» Demonstrate knowledge of different leadership styles

Leadership

¢+ Understand the responsibilities of the varjous Executive Board
members and Clintcal Dirvectors or leaders

s Understand the function and responsibilities of nationat bodies

such as DH, HCC, NICE, NPSA, NCAS; Royal Colleges and Faculties,
speclalty specific bodles, representative bodies; regulatary bodies;
educational and tratning organisations

¢ Demonstrate knowledge of patient outcome reporting systems
within surgery, and the organisation and how these relate to
national programimes,

«  Understand how decisions are made by individuals, teams and
the organigation

+ Understand effective communication sftrategies within
organisations

+ Demonsirate knowledge of impact mapping of service change,
barriers to change, qualitalive methods to gather the experience
of patients and carers

Quality and safety improvement

+ Undersland the elements of clinical governance and its
relevance to clinical care

+ Understands significant event reporting systems relevant to
surgery

+ Linderstands the importance of evidence-based practica in
relation to clinical effectiveness

»  Understend risks associated with the surgery including
mechanisms fo reduce risk

¢ Gutline the use of patient early warning systems to detect
clinical deterioration

+ Keep abreast of national patient safety initiatives including
Nalional Patient Safely Agency , NCEPOD reports, NICE guidelines
elc

«  Understand quality improvement meihodologies including
feedback from patients, public and staff

« Understand the role of aud#, research, guidelines and standard

Arcas 1.1
and 1.2

Area 2

Area §

Area 4.2,
4.3, 4.4
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setting in improving quality of care

+ Understand methodology of creating solutions for service
improvement

+  Understand the implications of change

Management and NHS Structure
+ Understand the guidance given on management and doctors by
the GMC
+  Undarstand the siructure of the NHS and its constituent
organisation
+  Understand the structure and function of healthcare systems as
they apply 1o surgesy
+ Understand the principles of:

«  Clinical coding

« Relevant legistation including Equalily and Diversity,
Health and Safety, Employment law, European Working
Time Regulations
National Service Framewarks
Health regislatory agencies (e.g., NICE, Scetlish
Government)
NHS Struciure and relationships
NHS financs and budgeting
Consultant contract
Commissioning, funding and contracting arrangements
Resource alfocation
The role of the independent secior as providers of
healthcare

+ Patient and pubtic involvement processes and role

+ Understand the principles of recruitment and

appointment procedures

» Understand basic management techniques

. »

L I I )

Area 3

Skills

Self awareness and self management

s  Demonstrate the ability to maintain and routinely practice critical
self awareness, including able to discuss strengths and
weaknesses with supervisor, recognising external influences and
changing behaviour accordingly

»  Demonstrate the ability to show awareness of and sensitivity to
the way in which cultural and religious beliefs affect approaches
and decisions, and to respond respectfully

»  Demonstrate the ability to recognise the manifestations of stress
on self and others and know where and when to look for suppart

s Demonstrate the ability to falance personal and professional roles
and responsibilities, prioritise tasks, having reallstlc expectations
of what can be completed by self and others

Team working
+ Preparafion of patignt lists with clarification of preblems and
ongoing cara plan
+ Detailed hand over between shifts and areas of care
+  Communicate effectively in the resolution of conflict, providing
feedback
+  Daovelop effective working relationships with colleagues within
the multidisciplinary team
s Demonstrate lgadership and management in the following
areas:
o Education and training of junior colleagues and other
members of the team
o Detericrating performance of colleagusas (e.g. stress,
fatigue)}
Effective handover of care between shifts and feams

. Lead and parlicipate in interdisciplinary team meatings

Area 1.2
and 1.2

Area 2
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+ Provide appropriate supervision 1o less experienced colisagues
«  Timely preparation of tasks which need io be completed to a
deadline

Leadership

+ Discuss the local, national and UK health priorities and how
they impact on the delivery of health care relevant to surgery

» |dentify trends, future options and strategy relevant to surgery

+ Compare and benchmark healthcare services

+ Use a broad range of scientific and policy publicafions relating
to delivering haalthcare services

+ Level: 1 + Aligned at: 0 cm + Fab after: 0.63 cm +

""" Formatted: Indant: Left: O cm, First ling: O cm, Bulleted 1
Indent at! 0,63 em

+ Leval: 1 + Afigned at: Q cm + Tab after: 0,63 ¢cm +

“““ Formatted: Indent: Left: O cm, First fine: 0 cm, Bulleted ]
Indent at: 0.63 cm

—-----| Formatted: Indent: Left: G cm, First ine: 0 cm, Bidleted
+ Level: § + Alignad at: 0.cm + Tab after: 0.63 em +
Indent at: 0.63 cm

+  Prepare for meetings by reading agendas, understanding Area 5
minutes, action points and background research on agenda
tems
v Work colleglately and collaboratively with a wide range of
people outside the immediate clinicat selting
» Evaluate cutcomes and re-assess the solutions through
research, audit and quality assurance activilies
+  Understand the wider impact of implementing change in
nealthcare provision and the potential for opportunity costs
Quality and safety Improvement
+  Adopt strategias to reduce risk e.g. Safe surgery
s+  Contribute to quality improvement procosses o.¢.
o Audit of personal and departmental performance
o Errors / discrepancy meelings
o Critical incident and near miss reporting
o Unit morbidity and mertality mestings
o Local and nalional databases .
» Maintenance of a personal portfolio of information and evidence
e Creatively question existing practise in order to improve service
and propose solutions
Management and NHS Structures
+  Manage time and resources effectively Area 4.2,
+ Utilise and implement protocals and guidglines 4.3, 4.4
+ Participate in managerial meetings
+ Take an active role in promoting tha bast use of healthcare
resources
»  Work with stakeholders to create and sustain a patient-centrad
service
v Employ new technclfogies appropriately, including information
technatogy
» Conduct an assessment of tha community needs for specific
health improvement measures
Area 3
Behaviour [{Self awareness and self management Area 1.1
+ To adop! a patient-focused approach to decisions that and 1.2
acknowledges the righi, values and strengtis of patients and
the public
+ To recognise and show respect for diversity and
+ differences in others
+ To he conscientious, able to manage time and delegate
+ To recognise personal health as an important issue
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Team working

I ¢« Encourage an open environment te foster and explore concerns ~++---{ Formatted: Indent; Lefi: 0 cm, First line: G cm, Butieted
and issues about the funclicning and safety of team working Area 2 +Level: 1+ Aligned at: 0 cm + Tab afier; 0.63cm +
| + Recognise limits of own professional competence and only Indent 2t 063 cm

praclise within these.

s Recognise and respect the skills and experlise of others

+ Recognise and respect the request for a second opinion

+ Recognise the importance of induclion for new meambers of a
team

| + Recognise the impertance of prompt and accurate information
sharing with Primary Care team following hospital discharge

Leadership
» Demonstrate compliance with national guldelines that influence
healthcare provision

SN s Articulate strategic ideas and use effective influencing skills
( ; ) » Understand issues and potential soluticns before acting
»  Appreciate the importance of involving the public and Area §
cemmunities in developing heaith servicas
s Participate in dacision making processes beyond the immediate
clinical care setting
+ Demonstrale commitment to implementing proven
improvements in clinical practice and services
+ Obiain the evidence base before declaring effectiveness of
changes
Quality and safety improvement
[ v Parlicipate in safety improvement strategies suchaseritical | | Formatted: Indent: Left: 0 cm, First line: 0 ¢m, Butleted
incident reporiing + Level: I + Aligned at: 0 em + Tab after: 0.63 cm +
i » Davelop reflection In order to achieve insight into owa Indent at: 963 cm
professional practice
| «  Damonstrates personal commitment to improve own
performance in the light of feedback and assessment
» Engage with an open no blams culture Area 4.2,
» Respond positively to outcomes of audit and quality 4.3, 4.4
improvemeant
| « Go-operate with changes necessary to improve service quality
and safaty
Management and NHS Structures
| + Recognise the importance of equilable allocation of heaitheare || | Formatted: Indent: Left: O cm, First line: 0 cm, Bufleted
resourceas and of commissioning + Level; 1 + Afigned at: 0cm + Tab after: 0.63 cm +

Indent at: 0,63 cm

E | + Recognise the role of doctors as active participants In
) healthcare systems

) | + Respond appropriately to health service objectives and fargets
and take part in tha development of services

E + Recognise the role of natients and carers as aclive participants
in heallhcare systems and service planning Area 3
] »  Show willingness to improve managerial skills (e.g.
management courses) and engags In management of the service

Examples |(|Self awareness and seif management Area 1.1
and «  Obtains 360° feedback as part of an assessmant and 1.2
descriptors|[s  Participates in peer learning and explores leadarship styles and

for Core preferences

Surgical  |la  Timely completion of written clinical notes

Training

Through feedback discusses and refiscts on how a personally
emaotionat sitvation affected communication with another person
+  Learns from a session on time management

Team working
«  Works well within the multidisciplinary team and recognises

Area 2

Page 123 of 155

INQ-AS WS-006/3 Page 163



when assistance is required from the relevant team member

s Invites and encourages feedvack from patients

» Demonsirates awareness of own contribution to patiant safety
iwithin a team and is able to outline the roles of cther team
members.

v Keaps records up-to-date and legible and relavant to the safe
progress of the patient.

« Hands over care in a precise, timely and effective manner

«  Supervises the process of finalising and submitting operating
lists to the theatre suite

Leadership

« Complies with clinical governance requirements of organisation

» Presents information to clinical and service managers (eg audit)

v Contributes to discussions retating to relevant issues e.g.
waorkload, cover arrangements using clear and concise
evidence and information

Quaatity and safety improvement

¢ Understands that clinical governance is the over-arching
framework that unites a range of qualily improvement aclivities
+ Parlicipates In local governance processes

+  Maintains personal porifolic

+ Engages in clinical audit

« Queslions current systems and processes

Management and NHS Structures

« Participates in audit to improve a clinical service

e Works within corporate governance structures

« Demonstrates ability to manage others by teaching and
mentoring juniors, madical students and others, delegating work

Area §

Area 4.2,
4.3, 4.4

affectively, Area 3
» Highlights areas of potenlial waste
Examples |[Self awareness and self management Area 1.1
and + Participates in case conferences as part of multidiseiplinary and [[and 1.2
descriptors multi agency team
for GCT « Responds to service pressuras in a responsible and considered
way
« Liaises with colleagues in the planning and Implementation of
work rotas
Team working Area 2
« Discusses problems within a team and provides an analysis and
plan for change
»  Works well in a variety of different teams
+  Shows the leadership skills necessary to lead the
multidisciplinary team
+ Beginning to leads multidisciplinary team meetings
o Promotes coniribution frem all team members
o Fosters an atmosphere of callaboration
o Ensures that team functioning is maintained at all times.
o Recogniges need for optimal team dynamics
o Promotes confiict resolulion
+  Recognises situalions in which others are better equipped to
lgad or where defegation is appropriate
Leadership
+ Shadows NHS managers
+ Altends multi-agency conference Area 5
» Uses and inlerprets departments performance data and
information to debate senvices
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¢  Paricipates in clinical committee structures within an
organisation

Quatlity and safety improvement

+ Able to defina key elaments of clinical governance

+  Demonstrates personal and service performanca

« Daesigns audit protocols and completes audit cycle

+ Identifies areas for improvement and initiates improvament
projects

+  Supports and parlicipates in the implementation of change
+ Leads in review of patient safely issuve

+ Understands change managaement

Management and NHS Structure

+ Can describa in outline the roles of primary ¢are, including
general practice, public health, community, mental health,
secondary and tertiary ¢are services within healthcare

+ Participates fully in clinical coding arrangements and othar
relevant local aclivities

v Can describe the relationship between PCTs/Health Boards,
General Practice and Trusts including relationships with local
authorities and social services

«  Parlicipate in team and clinlcal directorate meetings including
discussions areund service develepmant

s Discuss the most recent guidance from the relevant health
reguiatory agencies in relation to the surgical specially

»  Describs the local structure for heaith servicas and how they
retate to reglonal or devolved administeation structures

« Discusses funding alflocation processes from central
government in outline and how that might impaci on the local heaith
arganisation

Area 4.2,
4.3, 4.4

Area 3

S Formatted: Indent: Left: 0 cm, First line: G cm, Bufleted
+ Level; 1 + Aligned at; 0 ¢m + Tab after; 0.63 ¢cm +
Indent at: 0,335 cm

Professional Behaviour and Leadership

Mapping to
Leadership
Curriculum

|Assessment
technique

Sub-
category:

Promoting good heallth (GMP Demains: 1, 2, 3}

Objective

+ To demonstrate an understanding of the determinants of heaith
and public poticy in relation to individual patients

«  To promota supporting pecple with long term conditions to self-
care

« To develop the abilily to work with individuals and communities
to reduce levels of ill health and {o remove Inequatitles in healthcare
provision

v+ To promote seif care

N/A

MRCS,
specialty
FRCS, CBD,
Mini PAT

Knowledge

+ Understand guidance documents relevant to the support of self
care

+ Recognises the agencles that can provide care and support out
Iwith the hospital

+ Understand the factors which influence the incidence and
nrevalence of common conditions including psychotogical,
biological, social, cultural and economic factors

+ Understand the screening programmes currently available
within the UK

+ Understand the possible positive and negative implications of
haalth promotion activities

+ Demonsirate knowledge of the determinants of health
lworldwide and strategies to influence pollcy relating to health issues
+ Outline the major causes of global morbidity and mortality and

effective, affordable interventions to reducs these

----- Formaiteds: Indent: Left; 0 ¢m, First line: 0 cm, Bulieted
+ Levelr 1 + Allgned at: 0 cm + Tab after: 0,63 cm +
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Skills »  Adapts assessment and management accordingly 1o the
patients soclal clrcumstances
+  Assesses palient's ability to accass various services in the
health and sccial system and offers appropriate assistance
+ Ensures appropriate equipment and devices are discussed and
where appropriate puis the patient in touch with the relevant
agency
«  Facllitating access to appropriate training and skills to develop
the patients' confidence and competence to self care
v |dentifies opportunities te promote change in lifestyls and to
prevent ill health
+  Counsels patienis appropriately on the banefits and risks of
screening and health promotion activities
Behaviour |« Recognises the impact of long term conditions on the patient, | [ Formatted: Indent: Left: 0.cm, First line: 0 ¢m, Bulleted
family and friends + Level: 1 + Aligned at: 0 om + Tab after: 0.63 cm +
«  Put patiants in touch with the relevant agency including the Indent at: 0.63 cm
voluntary sector from where they can access support or equipment
relevant to their care
+  Show willingness to maintain a close working relationship with
other members of the multi-disciplinary team, primary and
community care
« Recognise and raspect the rols of family, fAends and carers in
the management of the patient with a long term condition
« Encourage where appropriate screening to facilitate early
intervention
Examples |[¢ Understands that “qualily of life” is an imporiant goal of case
and angd that this may have different meanings for each patiant
descriptors|[s  Promotes patient self care and independence
forCare  |ls Helps the patient to develep an active understanding of their
Sur.g[.ca[ condition and how they can be Involved in self management
Training  |la  Discusses with patisnts those factors which coutd influence
their health
Examples s Demonstrates awareness of management of lengterm (| F Forntatted: Indent: Left: O cm, First ine: 0 cm, Bufleted
and conditions + Level: 1+ Aligned at: 0 cm + Tab after: 0.63 cm +
descriptors{ls  Develops management plans in partnership with the patient that Indenk afz 0.63 cm
for CCT are perinent to the patients long term condition
« Engages with relavant external agencies to promote improving
patient care
«  Support small groups in a simple health pramotion activity
» Discuss with small groups the facters that have an influence on
their health and describe steps they can underiake 1o address
these
+  Provide information to an individual about a screening
programme offering specific guidance in relation to their personal
health and circumstances concerning the facters that would affect
the risks and benefits of screening to them as an individual.
Professional Behaviour and Leadership Mapping to|lAssessment
Leadership|itechnique
Currictium
Sub- Probily and Ethics
category: (To include
»  Acting with integrity lArea 1.4
+  Medical Error
»  Medical sthics and confidentiality (GMP Domains: 1, 2, 3, 4)
v Medical consent (GMP Domains: 1, 3, 4)
+ Legal framework for medical practise (GMP Domains: 1, 2, 3)
|0bjective [- To uphold personal, professional ethics and values, taking Into I!Area 1.4 iiini PAT
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account the values of the arganisation and the culture and beliefs
of individuals

¢  To communicate openly, honestly and inclusively

¢ Toactas a positive role model in all aspects of comnuinication

¢ Totake appropriate action where ethics and values are
campromised

¢« To recognise and respond the causes of medical error

» To respond appropriately fo complaints

* To know, understand and apply appropriately the principles,
quidance and laws regarding medical ethics and confidentiality as
they apply fo surgery

» To understand the necessity of obtaining valid consent from the
patient and haw to obltain

» To understand the legal framework within which healtheare is
provided in the UK

» To recognise, analyse and know how to deal with
unprofessional behavicurs in clinical practice, taking into account
Iocal and national regulations

« Understand ethical obligations to patients and colleagues

» To appreciate an obligation to be aware of parsenal good
health

and CBD,

PBA, DOPS,

MRCS,
specialty
FRCS

Knowledge

Understand local complaints procedure

» Recognise factors likely to lead to complaints

+ Undersiands the differences between systerm and individual
errors

+  Qutline the principles of an effective apology

Knows and understand tha professional, legal and ethical

codes of the General Medical Councit and any other codes ta which
the physician is bound

+ Understands of the principles of medical sthics

»  Understands the principles of confidentiality

» Understands the Data Protection Act and Freedom of
informatlion Act

+  Understands the principles of Information Govarnance and the
role of the Celdicott Guardian

«  Understands the legal framework for patient consent in refation
to medical practise

« Recognigses the factors influencing ethical decision making
inctuding religion, personal and moral beliefs, cultural practicas

e Understands the standards of practice defined by the GMC
when deciding to withhold or withdraw life-prolonging treaiment

s Understands the UK legal framework and GMC guidelines for
taking and using informed consent for invasive procedures
including issues of patient incapacity

\Area 1.4
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Skills

+ To recognise, analyse and know how to deal with
unprofessional behaviours in clinical practice taking inlo
account local and national regulations

+ To create open and nondiscriminatory professional werking

relationships with colleagues awareness of the need to prevent

pullying and harassment

Contribule to processes whareby complainis are reviswed and

Iearned from

+ Explains comprehensibly fo the patient the events leading up to

a medical error or serious untoward incident, and sources of

support for patients and their relatives

» Deliver an appropriate apology and explanation relating to esror

¢+ Use and share information with the highest regard for

confidentiality both within the team and in relaticn to patisnis

» Counsel patients, family, carers and advocates tactfully and

oifectively when making decisions about resuscilation stalus, and
l\.wihholdmg of withdrawing trealiment

Area 1.4

lArea 1.4
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« Present all information to patients (and carers) in a format they
understand, checking understanding and atlowing time for reflection
on the decision to give consent

« Provide a balanced view of all care options

«  Applies the relevant legislation that refates to the health care
system in order to guide one's clinical practice In¢luding reporting to
the Goroner's/iProcurator Officer, the Police or the proper officer of
the local authority in relevant circumstances

«  Abilily to prepare appropriate medical legal statements for
submission to the Goroner's Court, Procurator Fiscal, Fatal
lAccident Inquiry and other legal proceedings

» Be prepared to present such material in Court

Behaviour

s Todemonstrate acceptance of professional regulation

» To promote prefessionat altitudes and values

« To demonstrate probity and the willingness to be truthful and to
admit errors

«  Adopt behaviour likely to prevent causes for complaints

« Deals appropriately with concerned or dissatisfiad patients or

relatives

+ Recognise the impact of complaints and medicat error on staff,
patients, and the National Health Sarvice
s Conlribule to a fair and transparent culture around complaints
and erros
+ Recegnise the righls of patients to make a complaint
+ [dentify scurces of help and support for patients and yourself
lwhen a complaint is made about yourself ar a colieague
v Show willingness to seek advice of pears, legal bodies, and the
GMC in the event of ethical dilemmas over disclosure and
confidentialily
»  Share patient information as appropriate, and taking info
account the wishes of the patient
«  Show willingness to seek the epinion of others when making
decisions about resuscitation status, and withholding or withdrawing
treatment
e  Seeks and uses consent from patients for procedures that they
are competent to perform while

o Respecling the patient's autonomy

o Respecting perscnat, moral or religious beliefs

o Not exceeding the scops of authority given by the

patient

o Not withholding relevant information
«  Sesks a second opinion, senior opinion, and legal advice in
difficult situations of consent or capacity
«  Show willingness to seek advice from the employer, appropriate
legal bodies (including defence societias}), and the GMC on medico-
legal matters

|Area 1.4

lArea 1.4
Area 1.4

+ Level: 1+ Aigned ak: 0 cm + Tab after: 0.63cm +
Tndent at: 9,63 cm
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Examples
and
descriptors
for Core
Surgical
Training

»  Reports and rectifies an error if it occurs
» Participates in significant event audits

+ Parficipates in ethics discussions and forums

s Apologises to patient for any failure as soon as an error is
recognised

+ Understands and describes the local complaints procedure

+ Recognises need for honesty in management of complaints

s Learns from errors

+ Respect patients’ confidentiality and their autonomy

e Understand the Data Protection Act and Freedom of
Information Act

+  Consuit appropriately, Including ihe patient, before sharing
patient information

+ Participate in decisions about resuscitation status, withholding
or withdrawing treatment

lArea 1.4
Area 1.4
iArea 1.4
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s Obtains consent for interventions that he/she is competent to
undertake
s Knows the limits of their own professional capabilities
Examples [«  Recognises and responds to both system failure and Individual
and error
descriptors{ls  Provides timely accurate written responses to complaints when
for CCT required
« Counsels patients on the nead for informalion distribution within
members of the immediate healthcare team
+  Seek patients’ consent for disclosura of identifiable information
+ Discuss with patients with wham they would like information
about thelr health to be shared
* Understand the importance the possible need for ethical
approvel when patlent information Is to be used for any purpose
» Understang the differenca between confidentiality and
anonymity
+ Know the process for gaining ethical approval for research
+ Able fo assume a fuil role in making and implementing
decisions about resuscitation status and withholding or withdrawing
treatment
+ Able to support decision making on behalf of those who are not
competent to make decisions about their own care
« Oblains consent for Interventions that he/she is compatent to
undertake, even when there are communication difficulties
+ |dentifies cases which should be reported to external bodies
+ Identify situalions where medica! legal Issues may be relevant
+  Work with external bodies around cases that should be
reporied to them,
+ Collaborating with external bodias by preparing and presenting
reporis as required
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The Assessment System
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Overview of the Assessment System
The curriculum adopis the following PMETS definilions:

Assessment: A systemalic procedure for measuring a trainee's progress or level of achisvement, against
defined criteria lo make a judgement about a trainee.

Assessment system: An assessment system refers to an integrated sel of assessments which is in place for
the entire posigraduale training programme and which is blueprinted against and supports the approved
currcuium,

Purpose of the Assessment system

The purpose of the assessment system is to:

« Determine whether trainees are meating the standards of competence and performanca specified at
various stages in the curriculum for surgical training.

+ Provide systematic and cemprehensive feedback as part of the learing cycle.

+ Determine whether traineas have acquired the common and specially-based knowledge, clinical
judgement, operalive and technical skifts, and generic professlonal behavicur and leadership skills
required 1o practice at the level of GCT in the designated surgical speciaity.

v+ Address all the domains of Gooed Medical Practice and conform fo the principles laid down by the
Postgraduate Medical Education and Training Board.

Components of the Assessment system

The individual compenents of the assessment system are:

+  Waorkplace based assessmenls covering knowledge, clinical judgement, technical skills and professional
behaviour and attitudes together with the surgical logbook of procedures to support the assessment of
operative skilis

« Examinations held at key stages; during the early years of fraining and towards the end of specialist
{raining

+« The learning agreameant and the assigned educational suparvisors' report

+«  An annual review of compeatence progression (ARCP)

in order to be Incduded in the assessment system, the assessments methods selected have to mest the
following criteria. They have to be:

+  Valid - To ensure face validity, the workplace based assessments comprise direct obgervations of
workplace tasks. The complexily of the tasks ingreases in line with progression through the teaining
programme. To ensure content validity all the assessment instruments have baen blueprinted against ali
the Good Medical Practice,

» Reliable - In order to increase raliability, there will be multiple measures of outcomes. ISCP
assessments make use of several observers’ judgements, multiple assessment methods {tiangulation}
and take place frequentty. The planned systematic and permanent programme of assessor {raining for
trainers and Assigned Educational Supervisors {AESs) through the deaneries helps gain maximum
reliability of placeament reperts.

+ Feasible - The practicality of the assessments in the training and werking environment has been taken
inte account. The assessment should not add a significant amount of time fo the workplace task being
assessed and assessors should be able to complete the scoring and feedback part of the assessment in
5-10 minutes.

+ Cost-effectiveness — Once staff have been trained in the assessment process and are familiar with the
ISCP website, the only significant additional costs should be any extra tima taken for assessments and
feedback and the induction of new Assigned Educational Supervisors. The most substantial exira time
investment will ba in the regular appraisal process for units that did not previously have such a system.

s Opportunities for feedback — All the assessments, both those for fearning and of learning, include a
feedback efement.

+ Impact on learning - The workplace based assessments are all designed fo include immediate
feedback as part of the process. A minimum number of thres appraisais with the AES per clinical
placement are built into the training system. The formal examinations all provide limifed feedback as part
of the summative process. The assessment process thus has a continuous developmental impact on
learning. The emphasis given 1o reflactive practice within the portfolio also impacts directly on learning.
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The Assessment Framework

Tne Qverarching Blueprint (POF: 174Kb} demonstrates that the curriculum s consistent with the four Geod
Medical Practice domains contained in the GMC's Framework for Appraisal and Assessment. The specially
specific syllabuses specify the knowledgs, skills and performanca required for different stages of training and
is underpinned by patient safety. The professional behaviour and leadership skills syllabus specifies the
standards fer patient safety; communication, partnership and team-working and maintaining trust. The
standards have been informed by the Acadamy Common Competence Framework and the Academy and
NHSII Leadership Competence Framework.

Curricutum assessment runs throughout training as illustrated in the Assessment Framework and is common
{o all disciplines of surgery.

Types of Assessment
Assessments can be categorised as for or of learning, although there is a link between the two.

Assessment for Learning - Is primarily aimed at aiding learning threugh constructive feedback that
identifies areas for development. Alternative terms are Formaltive or Low-stakes assessment. Lower
retiabilily is acceptable for individual assessments as they can and sheuld be repeatad frequently. This
increases their overall net relfiability and helps to document progress. Such assessments are ideaily
undertaken in the workplace. [PMETB].

Assessments for learning are used in the curriculum as part of a developmental or ongoing teaching ang
learning process and mainly comprise of workplace-based assessments. They provide the trainee with
educational feedback from skilled clinicians that should result in reflection on praclice and an improvement in
lhe: quality of care. Assessments are collated in the learning portfolio and are regularly reviewed during each
placement, providing evidence for the judgement of the Assigned Educational Supervisors' (AES) reporis to
the Programme Director and the ARCP. Assessments for learning therefore contribute to summative
judgements of the trainee’s progress.

Assessment of Learning - [s primarily aimed at determining a level of compelenca to permit progression
training or certification. Such assessments are undertaken infrequently {e.g. examinations) and must have
high reliability as they often form the basis of decisions. Alternative terms are Summative or High-stakes
assessment. [PMETS]}

Assessments of learning In the curriculum are focussed on the waypainis in the specially syllabuses. For the
maost part these comprise the examinations, struclured AES's end of placement reporis and some courses
which, taken in the round, cover the importani elaments of the syllabus and ensure that ne gaps in
achievement are allowed to develop. They are collated at the ARCP pans!, which determines progress or
otherwise.

The balance between the two assessment approaches principally relates to the relationship between
competence and performance. Competence (can do) is necessary but not sufficient for performance {does),

and as trainees’ experience increases so parformance-based assessment in the workplace becomes more
important.

Page 132 of 155

INQ-AS

WS-006/3 Page 172



Workplace Based Assessments
The purpose of workplace based assessment (WPBA)

The primary purpose of WPBA Is of providing short loop feedback between trainers and thair trainees — an
assessment to support learning. They are designed to be mainly trainee driven bul may be trainer triggered.
The number of typos and intensity of each type of WPBA in any one assessmeant cycle will be initially
determined by the Learning Agreement fashioned at the beginning of a training placement and regularly
reviowed. Tha intensity may be altered to refiect progression and trainee need. For example a trainee in
difficulty would undertake more frequent assessments above an agreed baseline for all frainees. In that
sense WPBAs meet the criterion of being adaplive.

These are designed to:

The most important use of the workplace-based assessments is in providing trainess with feedback fe inform Aligned at: 0.63 cm + Tebafter: 1.37 cm + Indent abi

+ Provide feedback to trainers and traineas as part of the learning cycle, LA Formatted: Indent: Left: 0 cm, Bulleted + Level: 1+
1,27 ¢m, Teb stops: 0.63 cm, List tab + Not at 1.27 em

and develcp their practice. Each assessment is scored only for the purpose of providing meaningful
feedback on that one particular encounter. The assessments should be viewed as part of a process
throughout training, enabling trainees to build on assessor feedback and chart their own progress. Trainees
should expect to cemplete more than the minimum number identified.

+ Provide formative guidance on practice. +------{ Farmatted: Indent: Left: 0 cm, Bulleted + Leved: 1+
Surgical fraineas can use different methods to assess themselves against important criteria {especially that Aligned at: 0.63 em + Tabafter: L27 cm + Indental:
of clinical reascning and decision-making) as they learn and perform practical tasks. The methods also 1,27 e, Tab stops: 0.63 cm, Listtab + Not at 1.27 cm
encourage dialogua batween the trainea and assigned educational supervisor (AES) and other clinical

supervisors.
+ Encompass the assessment of skills, knowledge, behavlour and attitudes during day-to-day AaRE (Formatted: Indent: Lelt: 0 cm, Bulleted + Level: 1 +
surgical practice. Nigned at: 0.63 om + Tab after: 1.27 cm + Indent at:

1.27 cm, Tab stops: 0,63 cm, List tab + Not at 1.27 cm

Workplace-based assessment is lralnee led; the tralnee chooses the timing, the case and assessor under
the guidance of the AES via the learing agreement. It is the trainee’s responsibility to ensure completion of
tha required number of the agread type of assessmenis by the end of each placement. However trainers
may trigger assessments if they have particular concerns, especially if they consider palient safely may be at
risk.

+ Provide a reference point on which current levels of compstence can be compared with those at +-----
the end of a particular stage of training.

The primary aim is for trainees fo use assessments throughout their training programmes to demonstrate

their learning and development. Al the start of a level it would be normal for trainees to have some

assessments which are less than satisfactory because their performance is not yet at the standard for the

completion of that level. In cases where assessments are less than satisfactory, trainees should repeat

assessments as often as required to show progress,
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+ Inform the (summative) assessment of the AES at the completion of each placement. Ao
Although the principal rote of workplace assessment is for learning the summary evidence will be used to

inform the annual review process and will contribute to the decision made as to how well the trainee is

progressing.
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annual review of competence progression panel and planned educational reviews. Mligned at: 0.63 cm + Yabafter: 1.27 cm + Indent at:
At the end of a periog of fraining, the trainee's whole porifatio will be reviewed. The accumulation of 1,27 cm, Tab stops; 0.63 tm, Listtab + Notat 1,27 ¢m
assessmenis will be one of a range of indicators that inform the decision as to satisfactory completion of
training at the annual review of competence progression. It is therefore normally to be expected that some
WPBAs will demonstrate that trainees have not yet completed all their competencles during that particutar
WPBA exercise. |t is important that ALL WPBAs undertaken are retained within a portfolic so that natural
progression can be {racked.

+ Contribute towards a body of evidence held in the learning portfolio and made available forthe  +------ lFormatted: Indent: Left: 0 om, Bulleted + Leval: £ + J

Guidance on using workplace-based assessment

Guidance on workplace-based sment; frequency, iming and use of assessments Feb 09 (PDF: 33Kb)
The workplace-based assessment methoeds used in the curriculum are:

+  Mini-PAT {Peer Assessment Tool)
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Mini-CEX (mini Clinical Evaluation Exercise)

CBD (Case Based Discussion)
Surgical DOPS (Direct Obsarvation of Procedural Skills in Surgery)

PBA (Procedure-based Assessment)
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Examinations

Examinations are held at two key stages; during initial {raining and towards the end of specialist training.
MRGCS

Core surgica! trainees will take the MRCS examination. The MRCS assesses knowledge and skills that are
encompassed within the common surgical component of the “early years” syllabus and the early vears
components of the Professional Behaviour and Leadership syllabus to which the MRCS syllabus is
blueprinted, Although the examination assesseas the common surglcal component of the curriculum, the
assessment will take place within a choice of specialty contexts. The speciality contexis refiect in the round
the types of surgery avaitable in the latter years. The optional elements of the exam are confined to Head
and Neck, Abdomen and Thorax, Limb and Spine and Neurology.

The purpose of the MRCS examination is to determine that trainess have acquired the knowledge, skills and
altributes required for the early years of surgical training and, for trainges following the Intercollegiate
Surgical Curriculum Programme, to determine their ability to progress to higher specialist training in surgery
at 8T3.

The MRCS examination consists of two parts, A & B. Although divided into two parts, the Intercollegiate
MRCS is a single examination. The written component (Part A) consists of a MCQ and EMI (Extended
matching item queslions) combined inte a single part A, These twe components address knowfedge and
applied knowladge in the generality of surgery.

Part B consists of an Objective Structured Clinfcal Examinalion {OSCE). The overall design of the OSCE
tests skills and applied knowledge. [t is innovative in that it has some optional elements which permit some
choice in the contexts of which the common surgical skills and knowledge may be fested. [n addition to the
Part A anatomical assessments, the OSCE also provides candidates with the opportunity to demonstrate
their three dimensional anatomical knowledge in the context of their likely future surgical career, without
losing the vital need to ensure a thorough overall grp of generic three dimensional surgical anatomy.

Both Parts A and B must be completed to pass the MRCS.

Trainees will typically take the examination towards the end of the CT2/ST1 year. If the candidate is
unsuccassful, there will be an opportunily to re-sit the examination during CT3/ST2, prior {o entry to ST3.
Progression to ST3 will not be possible unless the MRCS (or DOHNS} examination is achieved. Such timing
will fit well with the timetable currently in place for selection into ST3.

The cholce of specialily context stations is not delinealed in the award of MRCS. Successful candidates all
are awarded exactly the same diploma as a measure of their core surgicat competences.

Feedback on outcomes in the examination is provided in the form of data regarding perfermance in gach
component and element of the examination irrespective whether the candidate passes or fafis.

Further information can be obtained from www.intercolleglatemres.org.uk

Guidance reqarding the requirement for MRCS and the ARCP Ouicome

DOHNS

From August 2008 acquisition of Part A {written paper) of MRCS and acquisition of Part 1 and Part 2 of the
DOHNS examination has allowed candidates to acquire an Intercollegiate MRCS which is ENT themed and
thia has bean used as part of the essential criteria for recruitment into ST3 which takes place on a nationat

basis (Infernational equivalence is scught where this examination is not accessible).

From August 2010 Ololaryngology leainees at GT4/2 level in themed core surgical training posts should
undertake Part A of MRCS and the Part 2 OSGE of the DOHNS examination which will allow equivalence fo

acquire the Intercollegiate MRCS Diploma which is ENT themed (in Part B). The DOHNS route allows for full
assessment of the early years sylfabus.
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FRCS

The Infercollegiate Specialty Examinations (FRCS) are assesements of learning in each of the nine surgical
specialties. They form an essential part of the overall assessmeni system for UK and Irish Surgical Traineas
who have participated in a formal surgical training programmae leading to a Cerlificate of Complation of
Training (CCT).

The applicant must provide evidence of having reached the standard of clinical competence definad in the
Intercollegiate Surgicai Curriculum for the award of the (CCT) by the Postgraduate Medical Education and
Training Board {PMETB).

Since January 1887, success in the FRCS examination has been a mandatory requirement for GCT and
entry to the Specialist Register. Passing the examination provides evidence towards the award of a CCT,

Sectlon 1 is a wrilten test composed of two Multiple Choice Questions papers; Papar 1: Single Best Answer
[SBA] and Paper 2: Extended Malching lems [EMI). Candidates must meet the required standard in Section
1 in order to gain eligibility fo proceed to Section 2, ‘

Section 2 is the clinicat component of the examination. H consists of discussions around a series of carefully
designed and structured standardised case based scenarios.

Failing candidates are given feedback in the form of data as fo their performance in each component and
element of the examination

Further infermation can be obtained from waw.intercoliegiate.org.uk
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Loghook

The surgical logbook is web-based and enables the trainee to record each surgical opsrative procedura
undertaken. The logbook provides a record of the scope and volume of cperative exposure and level of
supsrvision required. It is seen as comoborative evidence of the experience of the trainee gained in carrying
out surgical procadures whan discussing progress with the assigned educational supervisor; at the ARCP
and during the planned educational reviews.

ASGBIASCP Logbook

1SCP Logbook
FHI Logbook

All legbooks conform o the Data Protection Act.
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Annual Review of Competence Progression {ARCP)
Purpose of the ARCP (adapted from the Gold Gulde 2008):

The ARCPis a formal deanery School of Surgery process which scrutinises each surgical trainea’s
suitability to progress to the next stage of, or complete, the fraining programme. It follows on from the
appraisal process and bases iis recommendations on the evidence that has been gathered in the lrainee's
learning portfolio during the period between ARCP reviews. The ARCP records that the required curriculum
competences and experience are being acquired, and that this is at an appropriate rate. It also provides a
coherent record of a trainee's progress. The ARCP is not in itself an assessment exercise of clinicat or
professional compatenca.

The ARCP should normally be undertaken on at least an annual basis for all trainees in surgical training.
Some deaneries or Schools of Surgery plan to arrange two ARCPs each year in the early years of training.
An ARCP panel may be convened more fraquently if there is a need to deal with progression issues oulside
the normal schedule.

The Rovyal Colleges of Surgery use the opportunity afforded, through their representative on the panel, to
monitor the quality of training being delivered by the programme and/or its components.

Further information on this process can ba found in the Guide to Postaraduate Speclalty Training in the UK,
The Gold Guide June 2007, First Edition.

Preparation for the ARGP

The trainee’s learning portfolio provides the evidence of prograss. it is the trainee’s responsibility 1o ensure
that the documentary evidence is complete in good time for the ARCP. The Annual Review Checklist lists the
components that should normally be completed in time for the panel meeting.

The ARCP Panel

Please note that during the time of the pane! meeting, members of an ARCP panel will have accsss to the
porifolios of the trainees they review. Panel members are appointed by the Deanery and are likely to include
the following:
+ Postgraduate Dean or deputy
Programme Diractor
Chair of the Specialty Training Commitiea
CollegelFaculty representatives {e.g. from the specialty SAC)
Assignad educational supenvisers (including AESs who bave not baen directly responsible for the
trainse's placements)
Associate Directors/Deans
* Academic representalives (for academic programmes only}
¢ A representative from an employing authority

« o ® @

ARCP Qutcomes . : .

1. Trainea is achlevmg progress and competencies atthe expected rale - ’ L

2. Development of specific compelencies required - additional training lime not required

3. Inadequate progress by the trainee —additional training time required . -+ o

4. Released from Iralning programme with our without specified competencies

8. Inéomplete evidence presented — additional training time may be required - Tt o
. Gained all required competencies; will be recommended as havang completed the trainlr;g programme

and for an award of a CCT of CESR ~ R . :

! Previously known as fha Record of In-Training Assessment or RITA
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Quality Assurance of the Curriculum

The Quality Assurance Framework of the ISCP provides a vehicie for quality enhancement of the curriculum.

1t is used to monitor the effecliveness of the curriculum by gathering evidence on the experience of those
delivering and undertaking it.

The main areas of the framework are:
+ Standards for postaraduate surgical education;
s The surgical trainee experience survey,
+  Annual monitoring;
+ Deanery/SAC Reviews.

Standards for Postgraduate Surgical Education

The foundations of the framework are the standards for postgraduate surgical education, established by the
SACs and built on the PMETS generic standards for postgraduata medical education. PMTB Genedc
standards for training

These standards, specific fo surgical disciplines, together with the indicative evidence requirements and
judgements of specialists in the surgical disciplines provida a form of peer-assessment that can provide
authoritative judgements on the quality of learning experiences for trainees. 1t is important to ensure that
trainees’ exparience of the currculum forms a major part of the approach to quality assurance and this will
be undertaken by means of a sophisticated survey of traines views.

One of the key determinants of the qualily of a curriculum is the quality of those delivering it, and itis
impariant that qualily of training is evidenced. PMETB has produced its standards for frainers which are
heing developed into curriculum standards for surgical trainers to help confirm that Assigned Educalional
Supervisors and Clinical Supervisors meet these standards through 1SCP website registration.

Surgical Trainee Experience Survey

This ontine survey is focussed on surgical training standards and trainees experience of the curriculum.
Moreover, it enables analysis of individual surgical speciaities and the extent to which the curriculum and
standards for spaecialties are maintained at specific levels of training. It will produce comparative evidence at
a number of lavels, for example:

+  Schools of surgery level, to aflow cross-deanery benchmarking as specified by JACSTAG

« Inter-specialty level within Schools of Surgery, for internal benchmarking

«  Specialty level within Schools of Surgery

«  Specialty level nationally, for SACs, and importantly,

»  Postlevel within specialties

The survey remains, however, an opinion survey and is a single source of evidence which must be
triangulated, This is achieved, initially, through reports from Programme Directors and SAC members'
parlicipation in ARCP processes and will in future seek other quantitative measures, such as measures of
surgical experience through logbooks.

Armnual Monitoring

The annual monitoring process, carried out by the deaneryfschoo! of surgery, is an important reporting
process that allows the programme(s} to pericdically evaluate their delivery, operation and outcomes. The
process is one of avidence based self-evaluation, utilising feedback from a range of key stakeholders that
will result in ongoing action plans.

The process requires critical evaluation of main areas of activity and it is intended that these would
carrespond to the standards for postgraduate surgical education, which in turn reflect PMETB generic
domains. The findings of the surgical irainee experience survey and ARCP ouicomes are crucial qualitative
measures of trainee perceptions and performance. These are supplemented by the programme directors’
critical account of alt the significant aspects of training.

Deanery/SAC Reviews

itis anticipated that where avidence from trainee svaluation and/or annual monitoring indicates specific
concerns about the quality of fraining the deanery, with necessary specialist support provided by the SAC,
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may initiate a review process. This process will be proportionate fo the nature of the concern and may ulilise
a documentary analysis and/ar visits, in line with the Joint Academy and COPMeD Specialty Training
Advisory Group (JAGSTAG) recommandations.
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The Training System
Training Roles

Training rotes will exist, with minor, locally agreed variation, in all deaneries/schools and are a requirement of
the 1SCP.

In accordance with PMETB and curricilum standards:

«  There must be an adequate number of appropriately qualified and experienced staff in place to daliver
an effective training programme.

+ Training roles must have the time within their job plan to support the role.

»  Subject areas of the curriculum must be taught by staff with relevant specialist expertise and knowledge.

« [ndividuals undertaking educational relas must undergo a formal pragramme of training and be stbject to
regular review, Training pregrammes should include practice exercises, an understanding of the
curriculum, workplace-based assessment methodology and guidance on giving constructive feedback,
equality and diversity fraining.

The main surgical training roles fall into one of two broad categosies:

s Those to do with managing individual trainees (i.e. clinical superviser, assigned educational supervisor,
programme director}

« Those to do with managing the system, Included within this role would be imporiant aspecls such as the
provision of common learning resources and quality contrel of the lraining being provided, Surgical
College Tutors, Specially Tutors and Departmental Educational Supervisars would fali into this category.

it may be entirely appropriate for a surgean involved in training to hold more than one role {e.g. assigned
educational superviser and clinical superviscrfassessor) where the workload is manageable and the trainee
continues to receive training input from several sources. The role of assessor is not intended to be used as a
formal title, but describes a function that will ke intrinsic to many of the roles describad in the ISCP.

The ISCP requires adherence to a common nomenclature for the trainers who are working directiy with the
traince and these are highlighted on the website, Thess roles are programme director {core surgical
training), or programme directer (speclalty training), assigned educational supervisor, clinical supervisor,
trainee and assessor. This s to support the interactive parts of the website, access levels, efc. Elsewhere it
is strongly recommended that schools of surgery use the titles outlined here in the interests of uniformity
between deaneries and schools i.e. surgical college tutor, departmental educational supervisor /speclalty
tutor, depuly programme director (specialty), deputy programme director {core surgleal training).

There is great variation in the number of {rainses being managed at the various levels within schools of
surgery. This is particularly the case during the early years of training. For this reason, many schools will find
that programme director roles may have o be subdivided. It is recommended that the suffix or prefix 'deputy’
is used in conjunction with the main title rather than davising a completely litle. This will make clear the
general area in which the surgeon is working and should help to avoid confusion.

Wherever possitla these roles are harmonised with the new ‘Gold Guide' but there may be minor variations
in nomenclature and tasks that reflect the intercollegiate approach to surgical specialty training.

Itis assumed that trainses in bath run though programmes and those in fixed term specialty training
appointment programmes (FTSTA) are included.

In some instances, a recommendation is made for the tme that should be allocated to some of these roles.
At the fime of writing, these are estimations and will be refined in the light of experience.
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ISCP Roles

Snocialty Traini Deanery / Core Surgleal
pogialty Training School of Surgery / Training Committee
Committee Board

INQ-AS

» f 3

Programme Director (Core}

Programme Director {Specialty) x 8

¥

Roles at Trust level
Surgical College Tutor
andfor
Departmental Educational Supervisors /
Specially Tulors

Assigned
Educational
Supervisors

Clinical Superviso
ASSessors

CT4-3 /8§T1-2 Trainees
8T3 + Tralnees
FTSTA Tralnees
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Roles and Responsibilities

Schools of Surgery

Schools of Surgery have been created nationally within each Postgraduate Daanery and the Scottish
Surgical Training Board (SSTB) within NHS Education for Scatland. They provida the structure for
educational, corporate and financlal governance and co-ordinate the educational, organisational and qualily
managament activities of surgical training programmes. The Schools draw together the representatives and
resources of Deaneries/SSTB, Colleges, Trusts and NHS service dalivery and other relevant providers of
training and stakeholders In postgraduate medical education. Thay ensure the implementation of curricufa
and assessment methodologios with associated tralning requirements for educaticnal supervision.

Who is Involved in training?
The key roles involved in teaching and learning are programme director, assigned educational supervisor,
clinical supervisor, assessor and lraines.

Programme Director

The majority of programme gireclors (PDs) manage specially pregrammes however there are a number of

programme directors who manage core surgical training programmes PD{CST). They are responsible for:

+ Organising, managing and directing the training programmes, ensuring the programmes mest curricufum
requirements;

+ [dentifying, appoinfing and supporting locat faculty {i.a. AES) including training where necessary; and

»  Overseeing progress of individual frainees through the lave!s of the curriculum; ensuring learning
objectives are sel, appropriate assessments are being undertaken and that appropriate levels of
supervision and support are in place.

Assigned Educational Supervisor

Assigned educational supervisars (AES) are responsible for between 1 and 4 trainees at any fime. The

number will depend on factors such as the size of the unit and the availability of support such as a

Departmental Educational Superviser (DES) or Specialty Tutor (ST). The AES is responsible for:

¢ Setting, agreeing, recording ang menitoring the content and educalional objeclives of the placement
using the learning agreement;

+  Ensuring delivery of the training and education required to enable the trainee to fulfil the objectives of the
placement, including the identification and detegation of tralning and assessment in other clinical areas;

+ Qverseeing the achievemenis and parsonal and professicnal development of the trainee and, in
consultation with speclalty colleagues, reflecting this in the formal report to the annual review process;
and

« Ensuring patient safety in refation to trainee performance by the early recognition and management of
those doctors in distress or difficulty.

Clinical Supervisor

Clinical supervisors {GS) are responsible for delivering teaching and training under the delegated authority of

the AES. They:

» Carry out assessments of performance as requested by the AES or the traines. This will include
detivering feadback to the traines.

+ Lialse closely with other collezgues, including the AES, regarding the progress and performance of the
trainees with whom hefshe is working during the placement.

Asssssor

Assessors will carry out a range of assessments and provide feedback to the trainee and ihe AES, which wift
support judgemsnts made about a trainee’s overall performance. Assessments during training will usually be
carried out by clinical supervisors (consuitants) but other members of the surgical {eam, including those who
are not medically qualified, may be tasked with this role.

Those carrying out assessments must be appropriately qualified in the relevant professional discipline and
frained in the methodology of workplace based assessment (WBA). This does not apply {o mini-PAT raters.

Trainea

The trainee s required 1o take responsibility for histher learning and to be proactive in iniliating appointments
to plan, underiake and receive feedback on learning opportunilies. The traines is responsible for ensuring
that a learning agreement is put in place, that assessments are underteken and that opportunities to discuss
progress are identified.
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Teaching

The detail of clinical placements will be determined locally by programme directors (PD), In order to provide
sufficient teaching and learning opporiunities, the placemenis need to be in units that:

«  Ara able o provide sufficient clinical resource;

s Have sufficient trainer capacity.

The PDs and Assigned Educational Suparvisors dsfine the parameters of practice and monitor the delivery
of training to ensure that the traines has exposure to:

+ A sufficient range and number of cases in which to develop the necessary technical skills {(according to
the stage of training) and profassional judgement {lo know when to cary cut the procedure and when {o
seek assistance);

Managing the care of patients in tha case of

Commoen conditions that are straightforward,

Patients who display well known variations to common conditions, and

Patients with ill defined problems;

Detailed feedback.

* & » v @

Developmant of professional practice can be supported by a wide variety of teaching and learning
processes, including rele modetling, coaching, menicring, reflection, and the maximising of both formal and
informal cpportunities for the development of expertise on the job. Leaming opporiunities need to be related
to changing patterns of healthcara delivery.
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Curriculum review and evaluation

The Colleges, Facuities and Specially Associations have responsitility and ownership of the curriculum and
assessment system for each specially and ils associated speciat inferest areas.

Deaneries, through their Schools of Surgery have responsibility for the delivery of the programmes based on
the approved curriculum and assessment system. It is expected that training and delivery will be
underpinned by the appropriate resources and Infrastructure.

The intercollegiate surgical curriculum governance groups shown below were created to encourage
collaboration across colleges, deanaries and spegialty bodies on curriculum issues, and to provide advice
and guidance on policy and services. The governance groups andfor mechanisms involve surgical leads,
trainers, frainees, educationalists, patient representatives and other multi-professional lay persons,

The governance structurs of the ISCP is in development according to the reguirements of curriculum
stakeholders.

ISCP Oversight and Quality Assurance Sub-Committee

+ Oversess the ongoing implementation and development of the curriculum and advises JCST en the
quality of training.
»  Sets the curriculum priorities, undertakes the forward ptanning, review and evaluation of progress with
regard to implementation.
s Coordinates the work of the following sub-committees:
¢ Curriculum Davelopment and Assessment Group
«  Curriculum Delivery Group
+ ISCP Data Governance Group
+ Programme Evaluation Group
» Ensures that the wab platform continues to mest the neads of the curriculum and that data managemsnt
and reporting arrangements are appropriate.
+ Qverseos the provision of appropriate lavels of communication with internal and external stakeholders.
+ Reports to the Joint Committee for Surgical Training

Curriculum Development and Assessment Group

¢ Oversees, reviews and develops curriculum content and works closely with examination committees
(ICBSE and JCIE) to evaluate and further develop the summative examinations wilhin the ISCP
assessment system:

» Provides the framework for and oversees ihe process of reviewing, updating and developing the surgical
curriculum framework.

« Ensures the curriculum can accommodate the needs of future of surgical training e.q. special inlerests

« Undsriakes an annual review of the curriculum and assessment system and [eads the annual
submission of changes to PMETB including any subsequent submissions as may be required.

« Ensures that the curricuium complies with PMETB standards and regulations.

«  Monitors the implementation of the ISCP assessment strategy and oversees the further development of
that strategy.

« Ensure that the formative assessments conform to PMETE's standards for curricula and assessment
systems.

o Works with ICBSE and JCIE to snsure that the summative examinations are fully integrated within the
assessment system and conforms to PMETB's standards for curricula and assessment systems.

« Ensure all aspects of the e-portfolio work weli In practice and inform end of placement and end of
training year assessment.

+  Ensures the web platform meats the needs of the workplace-based assessments.

¢ Underlakes the modification and development of workplace-based assessment too's in the light of
ongoing feedback and interim evaluation.
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Curriculum Delivery Group

Receive feedback from users and advises on the practical delivery aspects of the curriculum and
website, commissions web-site developments {within budgetary consiraints) and respond to
requirements for facully development:

Provides a forum where implementation and delivery issues can be discussed and resolved.
Discusses feedback from users on the implementation of the curriculum and makes recommendations 1o
the Oversight and QA Sub-Committee where changes are required.

Discusses, agreas and commissions web developments to ensure that the web platferm continues to
meet the needs of the {rainees, educational supervisers, programme directors and Schools of Surgery
including the provision of appropriate data reporis.

Overseos the delivery of engoing faculty development initiatives to suppert implementation of the
curriculum.,

Estaglishes, receives and acts on feadback from a virtual user group of trainees and trainers.

ISCP Data Governance Group

+

Oversees the implementation of the Information Governance Policy and keeps the Issues relating to data
management under review.

Reviews and monitors compliance with statutory obligations, Caldicott principles and the ISCP stated
policy on the obtaining, processing, use, access and disclosure of confidential personal information,
Reviews and keeps up to date the ISCP Information Governance Policy

Considers any comglaints about the way in which the ISCP has handled, processed, used or disclosed
confidential personal data

Programme Evaluation Group

Oversees the developmant and delivery of a strategy for menitoring and evaluating the extent to which
the aims and objectives of the ISCP are being met.

Develop, in lialson with other committees and groups within the 1ISCP governance structure, a coherent
strategy to monitor and evaluate the extent to which the aims and objoctives the ISCP are being mat.
Commissiens and undertakes work consistent with the agreed strategy.

Report findings, contextualised in relaled work by cther medical Royal Colleges and similar bodies, and
makes recommendations for improvement to the ISCP.

Dissaminates and promotes examples of good practice.

Identify sources of funding for the delivery of the agreed sirategy and the dissemination of good praclice
including the preparation and submission of bids.

Selection Sub-Commitice

Devalops and recommends to JCST the surgical selection sirategy for disseminations to
deaneries/Schoals.

Devises the framework for selection into surgery and surgical speciatlies.

Develops a range of selection tools ang associated guidance for dissemination 1o Deaneries / Schools of
Surgery.

Monitors implomentation of the surgical selection stralegy and parformance of candidates chosen using
the selection tools in order to vatidate the process and its component tools.

Initiates research to validate new tools which may form part of the process in the futurs.

Reglstration

All trainees, consultants and other professionals who intend to act as assessors will register with the 1SCP.
Registration allows the individual access to the secure area of the sile and gives them permissions to data
and functions according to their role.

Programme directors are pre-registered on the site as they are key fo the process. They have to validate
trainees, set up placements and set global objectives for leve! of tralning {indicative year).

Trainees register so that they can:
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» selup alzaming agreement for their placement, completing with an end of placement report by the
trainae's Assigned Educational Supervisor;

record workplace-based assessments;

maintain an electronic portiolio, documenting evidance of learning and progression;

accass their surgical logbook; and

access their electronic Annual Review of Competence Progression

Consultants register so that they can take on the roles of assigned educaticnal supervisor and/or cinical
supervisor. They will then be able to access the same Information as the teainee

Other professionals register can register as clinical supervisors,
Regulatory Bodies

The key bodies that regulate trainses and training are:

PMETB

GMC
the Healthcare Commission
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Quality Assurance of Training System

PMETB Quality Assurance

PMETB has responsibility for the development of training, entry, curriculum and assessment standards and
the approval of posis and programmaes. In each of these areas it directly or indirectly seeks appropriate
consuitation from deaneries and colleges, The two key areas of PMETB quality assurance revolve around
tha survey and the deanery-wide visits.

The PMETR generic trainee survey, developed with COPMeD, currently covers afl medical speclalties and it
is anticipated that it will operate on a biennial basis.

Deanery-wide visits are defined by PMETB as ‘high lave), light touch,’ and focus on the quality management
procasses of deanaries. It is anticipated that fhe regional visits will review an individual deanery every five
years. The visiting panel is selected from a pool of agreed PMETB visitors, which can include some SAC
members. Where Deanery visits highlight serious training issues, PMETB has the facility to trigger smalier,
focussed visits with trusts.

PMETS has published an Qperational Gulde for the PMETB Quality Framework

Deanery Quality Management

Postgraduate deaneries have been given responsibility for the quality assurance of training posts by PMETE,

Each deanery, together wilh the correspending SHA (or NES for Scotland) will be responsible for
implementing processes to ensure that tralning across the deanery (foundation, run-through and fixed term)
meets national standards. Both the deaneries and the health authorities will work in liaisen fo establish
conteacts with training providers, which should normatly be reviswed and renewed annually.

Deaneries will ensure that training assessmants are managed fairly and dealt with by trained assessors, and
to provide evidence by which this may be verified processes.

As part of their quality Management systems, posigraduate deans can lrigger reviews of hospitals where
training issues have baen highlighted,

Schools of surgery, within deaneries, provids a focus for the maragement and quality assurance of surgical
education.

Colleges'7SACs’ Quality Management

The Colleges and SACs involvement in quality management will be both Indirectly and direclly realised
through the postgraduate deaneries. In addition, the collages will continue their relationship with the health
care commission to ensure high standards of clinical care.

The majority of colleges’ involvement will come from the agreed quality assurance framework for the JCST
as defined in the Quality Assurance {of curriculum). In addition, the JCST in conjunction with The Royal
College of Surgeons of Ireland will continue to parform SAG visits for the Republic of Ireland. SACs will also
consolidate their posifion on deanery reglonal training commiiteas and on annual review of competence
progression panels.

The Collages will continue to coliect information about individual trainees required to continuously monitor
their fitness to praclice and to prepare the evidence for submission to PMETB for an award of Certificate of
CGompletion of Training (CCT).

In summary, the QA of Surgical Training involves:

+ Considering and advising JCST on national policy and proposals in relation to the quality assurance of
surgteal education and training.

+ Considering and providing an intercolleglate, pan-spacialty view on quality assurance matters, including
inspection visits to training providers by PMETB.

+  Working closely with key stakeholders including PMETB and the Deaneries, through the Schools of
Surgary, and relevant core surgical lraining forums, to ensure congistency in the quality of surgical
fraining.

« Developing and monitoring the implementation of a strategy for qualily assurance of the curriculum.

« Considering analysis of evaluations; developing processes to identify that the objectives of the
curriculum are being met; develeping provision of externalily across surgical specialiies; initiates visits
whare evidancae indicates this is necessary; and monitors SAC responses to identified issues.
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Monitoring the registration of teainers and develops processes for the verification of the trainer slandards
In lina with PMETB requirements.

Assisting Schools of Surgery in all aspects of the quality assurance of surgical training, including the
developmert and monitaring of a consistent approach to specially specific externality.
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Principles of Surgical Education

The balance between didactic teaching and learning in clinical practice will change as the trainee progresses
through the training programme, with the former decreasing and the latter increasing.

A number of people from a range of professional groups will be involved in teaching. In accordance with
PMETB standards, subject areas of the curricutum must be taught by staff with relevant specialist expertise
and knowledge. Speacialist skilis and knowledge are usually taught by consultants and more advanced
trainees; whereas the more generic aspects of practice can alzo be taught by the wider multidisciplinary
team. The Assigned Educational Supervisor (AES) Is key, as he/she agress with each traince how hefshe
can best achiave his or her learning objectives within a placement.

Establishing a learning partnership creates the professional relationship between the teacher (AES, CS or
assessor) and the learner (frainee) that is essential to the success of the teaching and fearning programme.

The learning partnership is enhanced when:
+ The teacher understands:
o Educational principles, values and practices and has been appropriately trained;
o The role of professional judgement in the trainee’s learning procass,;
o The specialty componant of the cusricutum;
o Assessment theory and methods.

¢+ The learner:

o Understands how te learn in the clinical practice setling, recognising that everything they see
and do is educational;

o Recognises that although cbservation has a key role fo play in learning, action {doing) Is
assential;

o s able to translate theoretical knowledge into surgical practice and link surgical practice with the
refevant theoretical context.

o Uses refection to improve and develop practics;

« There is ongoing dialogue in the clinical setting between teacher and the learner;
There are adequate resources to provide essential equipment and facilities;
« There is adequate time for teaching and learning;

Trainee-led learning

The ISCP encourages & learning parinership between the trainee and AES in which [saming Is trainee-led
and trainer-guided. Trainees are expecied 16 take a proactive appreach to learning and development and
towards working as a member of a multi-professional team. Trainees are responsible for:

« Utilising opportunities for learning throughout their training

+ Triggering assessments and appraisal meetings with their frainers, identifying areas for observation and
feedback throughout placements

» Maintaining an up to date learning portfolic

+ Underiaking self and peer assassment

s Underiaking regular reflective practice

Learning Opportunities

There are many learning opporunilies available to trainees to enable them to develop their knowledge,

clinical and professional judgement, and technical and operative ability and conduct as a member of the

profession of surgery. The opportunities breadly divide into three areas:

« Learning from practice otherwise known as learning on-the-job or in the workplace. This can be informal
and opportunistic or plarned and structured

+ Learning from formal sitvations

¢ Self-direcied learning

Learning from Practice

The workplace provides learning opportunities on a daily basis for surgical trainees, based on what they see
and what thay do. Whilst in the workplace the trainees will be involved in supervised clinical practice,
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primarily in a hospital environment in wards, clinics or theatre. The trainees’ role in these contexts will
determine the nature of the leaming experience.

Learning will start with cbservation of a {rainer (not necessarily a doctor) and will progress to assisting a
trainer; the trainer assisting/supervising the trainee and then tha trainee managing a case independently but
with access to expert help, The lave! of supervision will decrease and the leve! of complexity of cases will
increase as trainees become proficlent in the appropriate technical skills and are able ta demonstrate
satisfactory professional judgement. Continuous systematic feedback, both formal and informal, and
roflection on praclice ars Integral to learning from praclice, and will be assisted by assessments for learning
{formalive assessment methods} such as surgical direct observation of procedural skifls in surgery {surgical
DOPS), procedura based assessment (PBA), minl-Clinical Evaluation Exercise {mini-CEX} and case based
discussion {CBD), each of which have bean developed for the purpose.

In the Workplace - Informal

Surgical tearning is largely experiential in its nature with any interaction in the workplace having the potential

to become a learning episode. The curriculum encourages trainees to manage their learning and to refleci on
praclica, Trainges are encouraged to take advantage of clinical cases, audit and the opportunities to shadow
peers and consulianis.

Inn the Workplace - Planned and Structured

Theatre (training) lists

Training lists on selected patients enable trainees to develop their surgical skilis and experience under
supervision. The lists can be carried out in a range of setlings, Including day case theatres, main theatres
and mnor injurias units.

Each surgical procadure can be considered an integrated learning experience and the formative workplace
assessmenis provide feedback to the trainee on all aspects of their performance from pre-opersative planning
and preparation, to the procedure itself and subsequent post-operative management,

The syllabus Is dosigned to ensure that teaching is systematic and based on progression. The level of
supervision will decrease and the level of complexily of cases will increase as trainees become proficient in
the appropriate technical skills and are able to demonstrate satisfactory professional judgement. By GCT
trainees will have acquired the skills and judgement necessary to provide holistic care for patients normally
presenting to their specialty and referral to other specialists as appropriate.

Feedback on progress is facilitated by surgical DOPS and PBA.

Clinles (Out Patients)

Trainees build on clinical examination skills developed during the Feundation Programme. There is a
progression from observing expart ciinical practice in clinics to assessing patlents themsslves, under direct
obsarvation Initlally and then independently, and presenting their findings to the frainar. Trainees will assess
naw palients and wili raviewHollow up existing patienis.

Feedback on perfarmance will be abtained primarily from the mini-CEX and Case Based Discussion
workplace assessments together with informal feedback from trainers and reflective practice.

Ward Rounds {in Patient)

As in the other areas, trainees will have the opportunity lo take responsibility for the care of in-patients
appropriate to their level of training and need for supervision. The objective is to develop surgeons as
effective communicators both with patients and with other members of the team. This will involve taking
consent, adnering to protocols, pre-operative planning and preparation and post operative management.

Progress will be assessed by minl PAT, CBD, mini-CEX, surgical DOPS and PBA.

Learning from Formal Situations

Work based practice is supplemented by courses, local postgraduate teaching sessions arranged by the
specialty training cammittees or schools of surgery and regicnal, national and international meetings and
courses. Courses have a role at all lovels, for example basie surgical skills courses run by the colleges and
locally through deaneries using skills ¢entres and specialty skills programmes, which focus on developing
specific skills using models or deceased donors, delivered by the colleges and specialty assoclations.
Trainees will be abls to further develop their skil's using simulators (if available), tissue in skills labs and
madels and deceased donors as appropriate. It is recognised that there is a clear and increasingly prominent
role for off the job learning through specific intensive courses to meet specific fearning goals {e.g. Training
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the Tralners, Breaking Bad News, Research Methodology) and these are encouraged as an integral and
important part of the learning agreements,

Self Directed Learning

Self direcled leaming is encouraged. Trainees are encouraged to establish study groups, joumnal clubs and
conduct peer review, thera will be opportunities for trainges to lzar wilh peers at a local level through
postaraduate teaching and discussion sessions; and nationally with examination preparation courses. It Isan
expectation that trainees will undertake personat study in addition ta formal and informal teaching. This will
inciude using study materiats and publications and reflective praclice. Trainees are expecled (o use the
developmental feedback they get frem their teainers in appraisal meetings and from assessments to focus
further research and practice.

Reflective practice is a very important part of self-directed earning and is a vital componemt of continuing
profassional davelopment. It is an educational exercise that enables traineas to explore with rigour, the
complexities and underpinning elements of their aclions in surgical practice In order o refine and improve
them.

Reflection in the oral farm s very much an activity thai surgeons engage in already and find it useful and
devalopmental. Writing reflectively adds more to the oral process by deepening the understanding of
surgeons about their practice. Wrilten reflection offers different benefits 1o oral reflection which include: a
record for later review, a reference paint to demonstrate davelepment and a starting point for shared
discussion.

Some of this time will be taken as study leave. In addifion there are the web based learning resources which
are on the 1ISCP website and specialty assoclation web sites.

Suparvision

tn accordance with the requirements of Good Medical Praclice, the ullimate respensibility for the quality of
patient care and the quality of training Yles with the supervisor, Supervision Is designed 1o ensure the safety
of the patient by encouraging safe and effective practice and professional condugt. The lave) of supervision
will change in line with the frainee's progression through the stages of the curriculum, enabling frainees {o
develop independant learning. Those involved in the supsrvision of trainees must undertake appropriate
training.

Trainaes will be placed in approved posts that will meet required training and educational standards.
Individual trusts will have responsibiiity for ensuring that clinical gavernance and health and safely standards
are met,

The syllabus content details the level of knowledge, clinical, technicalfoperative and professional skills
expected of a trainea at any given stage of training, clearly indicaling the leve! of supervision required.
Trainees will work at a lavel commensurate with their experience and competence, and this should be
explicitly set down by the Assigned Educationat Supervisor in the Jearning agreement. There is a gradual
reduction in the level of supervision required until the level of compatence for independent practice is
acquired. There is an expectation that supervision and feedback are part of the ongoing refationship between
trainees and their trainers and assessors, and that it will take ptace informally on a daily basis.

In keeping with Good Madical Practice, Good Clinical Care, trainees have a rasponsibility to recognise and
work within the limits of their professional cempatence and to consult with colleagues as apprapriate, The
devatopment of good judgement in clinical practice is a key requiremant of the curriculum, The content of the
curriculum dealing with professional behaviour emphasises the responsibilities of the trainee to place the
woll-being and safety of patients above alt other considerations. Throughout the curricuium, great emphasis
is laid on the development of good judgement and this includes the ability to judge when to seek assistance
and advice. Appropriate consultation with trainers and colleagues for advice and direct help is carefully
menitered and assessed.

Creating a Learning Agreement and Bullding a Portfolio

Learning Agreement

The learning agresment is a wiilten statement of the mutually agreed learning goals and sirategies
negotiated between a trainee (learner) and the trainee's Assigned Educational Supervisor {AES). 1t is agreed
at tha inilial objective setling meeting and covers the period of the placement. The agreement is based on
the learning needs of the individual frainae undertaking the learning as well as the formal requirements of the
curriculum. The electronic learning agreement form is accessed through the secure area of the web site and
is completed on-line. The AES and trainee complete the learning agreement together and are guided by the
Programme Director's (PD) Global Objective.
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Programme Director's Global Objective

The placement objectives will be based en the global objectives which the PD sels for the traines’s training
year. These broad global objectives, derived from the syllabuses, are included in the leaming agresment and
highlight what tha traines should achieve during a peried that may encompass several placements. They
normally cover the pariod batween lhe annual reviews.

The global objective for early years training would normally cover the following components:

« Run through programmes: the common surgical syllabus, spacialily-specific competences in the chosen
specialily and professional behaviour and leadership skills for the stage.

« Themed programmes: the common surgical syllabus, speciality-specific in a number of complementary
speciallies and professional behaviour and jeadership skills for the stags.

+ Unthemed, broad based programmes: Common surgical companent of surgicat training: the common
surgical syllabus, sampling a number of specialties (topping up in specific specialtios later in the stage)
and generic profossional behaviour and teadsrship skills for the stage.

For those wishing to pursue an academic surgical career, a propertion of competences might emphasise
additional academic pursuits including research and teaching.

Together, the global and placement objectives are the means used by the PD, AES and trainge 1o ensure
curriculum coverage.

The content of the |eaming agreement will be influenced by the:

+ Requirements set by the surgical specialty in its syllabus for the stage of tralning;
+ Learnsrs previous experience;

» Learner's knowledge and skills;

¢ Loeal ciscumstances of the placement.

Although the learning agresment is a statement of expected outcomes there is equal emphasis on learning
opportunities and how the outcomes can be met. Trainees use it to keep track of which objeclives have been
completed and which have not; AESs use it to set down the educational strategies that are suited to the
experlential learning appropriate to the placement, to monitor progress and ensure the correct training is
delivered. PS use il to overses the process and to ensure the duration of the training programme is
appropriate to the achievement of learing outcomes.

Each stage in the process allows the trainee and the AES to make Individual comments on the tralning and
appraisal process and to sign it off. The trainee also has the right of appeal to the PD threugh the process.
The trainea will meet the AES at the start of sach placement to agrea the learning and development plan and
at mid point and end of placement to review and report on progress. The frequency of meelings can be
increased if required, Ths learning agreement provides a mechanism for the trainee and AES to meaf and
discuss feedback and guidance.

Learning Agreement Stages

There are thres slages to the learning agresment thal should be completed in sequence: Objective Selting;
Interim Review; and Final Revieyy.

Objective Setting is where the trainee and the AES:

s Rafine the Global Objective made by the PD according to the learning that can be delivered in the
placement by focussing on particular leaming objectives. The resuitant list represents the target
learning objectives for the placement.

« Agrea on the workplace-based assessments that have been agreed for the placement to obtain
feedback and demonstraie progress maiched to syllabus objectives e.g. Surgical DOPS for central
venous line insertion.

« Idantify the resources required so that the frainse can achlave hisfher learning cbjectives for
axample lime sfots, events, equipment.

« Identify learning opportunities, activities or events in the educational programme, that the trainea
should attend &.g. seminars, presentations, peer reviews.

» Consider the examinations the trainee is required to take whitst in the placement and courses the
trainge plans to attend.

s Consider the auditfresearchiprojects cpportunities.

«  Once these aspects of the placement have bean finalised and agreed, the traines and the AES sign
off the learning agreament.
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Although the Objective Selting stage of the learning agreement is the agreed plan for the placement, it can
be modified dusing training if circumstances change and this can be recorded during the interim or final
review. Additionally the trainee can update information about resources, learning oppertunities, examinations
and courses attonded and the self-directed learning undertaken.

The electronic learning agreement is automatically uploaded into the portfolio and links to the syllabus
content and the workplace based assessments. A word version is available to download below. Workplace-
based assessments are recorded on elactrenic forms which are autematicaily uploaded into the postfolio.

Intertm Review ocours at the mid-point of the placement. This stage is encouraged even for 4-month
placements to check that progress is in line with the placement objectives. In the event that difficullies are
being experienced, focussed training and repeat assessmants should be initiated. The abjectives for
progress and further acticn plans agreed at the meseling are recorded on the Interim Review form and are
signed off by the frainse and AES.

Final Review occurs lowards the end of the placemant. The irainee and AES review what the trainee has
learned in the placement against the placement objectives set down in the learning agresment. Evidence
would typically include the following:

»  Workplace-based assessments and feedback (trainees are encouraged to accumulate more than the
minimum number and use a range of assesscrs).

Examinations

Surgical log book

Audit and projects

Research

Qutcomes of courses

Reflectiva practica {includes self mini-PAT and cther self-assessments, writlen accounts of CBDs and
persona! development pians)

« Case presentation / feaching

« Timetable and rota atlendance

" e e e

Each tool captures elements of judgment in action and maps to standards of Good Madical Practice. Over
the training period they reveal the trainee’s particular strengths, needs and areas for development.

The AES is responsible for synthesising the evidence at the end of the placement, although the process of
judging the evidence would involve the team of clinical supervisors. The PD takes a holistic view of progress
over the whole training period. The AES’s evidence-based report is written in terms of the trainee’s progress
and specific learning outcomes which is facilitated by the learning portiolio.

Related downloads

Document Type Size
Blark Learning Agreement PDF 37Kb
Example Learning Agreement - ST1/CT1 POF 72Kb
Example Learning Agreement - Traines in difflculty ST1/CT1 PDF 129Kb

Learning Portfolic

The portfolio has baen designed to store evidence of the frainee’s competence and fitness to practise, The
trainee is solaly responsible for the contenis of the portfolio both in terms of quality and veracity. Submission
of information known 1o be false, if discovered, will have very serious cansequences. The trainges’ portfolio
includes their health 2nd probity statements {PDF), educational contracts (PDF), learning agreements and a
record of the assessments completed. The portfolio is supplemented by the logbook. The porifolio is
available threughout the trainees’ careers and is accessible to the trainea, the AES and the PD.

All enlries to the portfolio must respeet the canfidentiality of colleagues and patients and should not contain
names or numbers to identify patients or staff. Porifolio evidence must be collected and documented
systematically by the frainee as they progress through each placement. Trainees must record all
assessments that are part of the training period. Workplace-based assessments are considered o be
formative and those that are less than satisfactory standard, if reflected upan appropriately, need not
necessarily be seen as negative becausa they provide developmental feedback to drive learning and so
improve praclice. Where assessments have been unsalisfactory they should be repeated after focussed
fraining until successful. The portfolio shauld enable the AES at the end of placement to assess the trainee
in the round.
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The partfelic is the vehicle used by the annual review to decide on the trainea’s continuing training or award
of the Certificate of Completion of Training (CCT). The AESS’ reporis are key to the annual review of training.

Learning Resources

Login to use the full online learning resources bank

The online learning resources bank provides registered users of ISCP wabsite with finks to publicly available
onlfine resources that complement the surgical syllabus. The subjects covered encompass all nine surgical
spaciatties, the generalily of surgery, and professional behaviour and leadership skills syllzbus.

The following websites alse provide valuable general background information.

Specialist Associations
«  Assoclation of Coloproctology of Great Britain and Irefand (ACPGBI)
Association of Surgeons of Great Britain and Ireland (ASGBI}
Auslralian Grinopaedic Assoclation
British Association of Aesthelic Plastic Surgeons (BAAPS)
British Asscciation of Oral and Maxillofacial Surgeons (BAOMS)
British Association of Otolaryngologists/Head and Neck Surgecns (BAQ-HNS)
British Asscelation of Paediatric Surgery {(BAPS
British Assoclation of Plastic Reconstructive and Aesthetic Surggons (BAPRAS)
British Asscciation of Urclooy Surgeons (BAUS
British Orthcpaedic Assoclation {BOA)
British Orhopaedic Trainees Association (BOTA)
Brilish Soclety for Surgery of the Hand (BSSH)
British Association for Emergency Medicine (BAEM)
Soclety of Academic and Research Surgery (SARS
Sociely of British Neurctogical Surgeons(SBNS
Scciely of Cardlothoracic Surgeans {SCTS)
The Association for Cancer Surgery (BASO)

" * 8 B & ¢ * 8 & B s s 8" e .

Royal Colleges
+  Academy of Medical Roval Colleges
Roval College ef Surgeons of Edinburan
Royal College of Surgeons of £ngland
Royal College of Physiclans and Surgeons of Glasgow
Roval College of Surgeons in lreland

* & s 8

General Links
»  Association of Surgeons in Training
Conference of Postgraduate Medical Deans (COPMeD)
Ganeral Dental Coungll
General Medical Council (GMC}
Intercollegiate Specialty Boards Joint Committes an Intercollegiate Examinations
Modernising Medical Careers for England
Morthern ireland Medical and Dental Training Agency (MMC)
Maodernising Medical Careers for Scofland
Modernising Medical Careers for Wales
Postgraduats Medical £ducation and Tralning Board (PMETB)
British Medical Association (BMA}
British Odhopaadic Trainees Association
Department of Heaith {DOH)
Intercollegiate MRCS websile
Joint Commitiee on Surgical Training {(JCST)}

s % & # + & & 4 8 0 8 s s

International Models
+ The CanMEDS 2000 Project
cereditation_Council for Graduate Medigal Education (USA

L ]
+  American Board of Infernal Medicine (ABIM)
+  Australian Medical Council (AMC)
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