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1 Introduction

TheTraumaandOrthopaedicSurgeryT&O)curriculumprovidesthe approvedUnited Kingdom(UK)
framework for the training of doctorsto the level of independentconsultant practicein T&Q,
addressingthe requirementsof patients, the population and the strategic health services.The
curriculumwill also be followed for training in T&Oin the Republc of Ireland. GeneralMedical
Council(GMQ approvalof the curriculumpertainsto UKtraining programmeswhile thosein the
Republicof Irelandare governedby the RoyalCollegeof Surgeonsn Ireland(RCS)andthe Medical
Councilof Ireland.

2 Purpose

2.1 Purpose of the curriculum

Thepurposeof the T&Ocurriculumisto produce at certification,competentdoctors,ableto deliver
excellentoutcomesfor patients as consultantsurgeonsin the UK. The curriculumwill provide
consultantT&Osurgemsableto managepatientspresentingwith the full rangeof emergencyl &O
conditionsand electiveorthopaedicconditionsin the generalityof the specialty Traineeswill also
be expectedto developa specialinterest within T&Oin keepingwith servicerequirements.They
will be entrustedto undertakethe role of the T&OSpecialtyRegistrar(StR)duringtraining and will
be qualifiedto applyfor consultantpostsin T&Oin the UKor Republicof Ireland after successful
completionof training.

Patientsakety and competentpracticeare both essentialandthe curriculumhasbeendesignedso
that the learningexperiencetself shouldnot affect patient safety.Patientsafetyisthe first priority
of training, demonstratedthrough safety-critical content, expected levelsof performance critical
progressiorpoints,requiredbreadthof experienceandlevelsof trainer supervisiomeededfor safe
and professionalpractice.Upon satisfactorycompletionof training, we expecttraineesto be able
to work safelyand competentlyin the defined areasof practice and to be able to manageor
mitigate relevantriskseffectively.A feature of the curriculumis that it promotesand encourages
excellencehroughthe settingof high-leveloutcomes supervisiorievelsfor excellence andtailored
assessmenandfeedbackallowingtraineesto progressat their own pace.

This purpose statement has been endorsed by the D a / @arriculum Oversight Group and
confirmedasmeetingthe needsof the health servicesf the countriesof the UK.

2.2 Rationale and development of a new curriculum

In September2006the first T&Ocompetencebasedcurriculumwasapprovedby PMETBIn 2010
the earlycoresurgicatrainingyearswereincluded.The2015iteration refinedthe productof the vast
amount of work undertakento write the 2006, 2010, 2013 and 2014 iterations and reflected
changedn T&Q aswell astraining in postgraduatemedicinein general. The2018iteration added
minor changedo reflectthe developmentof major traumacentres

Through all of these previous curriculé&Ohasmanagedo resista divisionof the specialty soa
fundamentalprincipleof this curriculum is that all trainees will be trained in the generality of T&O,
with an opportunity todevelop special interests in tHater yearsof training. Trainingin traumais
equallyasimportant astrainingin elective orthopaedicdhavingthe single aim of ensuring that all
new certifying traineesare able to manage trauma from the day they appointed asaconsultant.
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The key focus behind this new curriculum has bemaintain the above with an emphasis of the
following:

1 exposureto the full breadthof the specialty
1 emergencysafefor the acuteunselectedake
1 focuson principlesof orthopaedic surgeryapplicablein all areas.

TheShapeof Training(SoT)Yeview! and Excellencey Design standardsfor postgraduatecurricul&
provided opportunities to reform postgraduatetraining. The T&O curriculum will produce a
workforce fit for the needs of patients, producingdoctors who are more patient-focused,more
generalin scopeandwho havemoreflexibility in their careerstructure. TheD a / @téoduction of
updatedstandardgor curriculaand assessmenprocessedaid out in Excellencéy Desgnrequires
allmedicalcurriculato be basedon high-leveloutcomes.Thehigh-leveloutcomesin this curriculum
are called Capabilitiesin Practice (CiPs)and integrate parts of the syllabusto describethe
professionaktaskswithin the scopeof specialtypractice.At the centre of eachof these groupsof
tasks are Generic ProfessionalCapabilitie3 (GPCs)jnterdependent essential capabilities that
underpin professionalmedical practice and are commonto all who practice medicine. GPCsre
in keepingwith Good Medical Practice(GMP}¥. Equippingall trainees with these transferable
capabilitiesshouldresultin amore flexible,adaptableworkforce.

All the sharedCiPsare transferableto other surgicalspecialtiesand somemay be transferableto

non-surgicalspecialties.In addition, core knowledge and skills gainedin any surgicalspecialty
training programmeare transferablefor entry into T&Q Traineeswho chooseto move from a
different specialty training programme having previously gained skills transferable to T&Q

therefore, may be able to have a shorter than usual training pathway in their new training
programme.While most of the specialtysyllabusis not transferable becausethe knowledgeand
detailedtechnicd skillsare specificto T&QO, somelimited areasof the syllabusmaybe transferable
e.g. critical care skills. Thisflexible approach,with acquisitionof transferablecapabilities,allows
surgicaltraining to adaptto current and future patient and workforce needs and changein the

requirementsof surgerywith the adventof newtreatmentsandtechnologies.

2.3 The training pathway and duration of training

T&Otraining is divided into two phasesand will take an indicativetime of sixyears(four yearsin
phase2 andtwo yearsin phase3).

Uncoupled trainees will enter phase 2 after completion of core surgical training (phase 1) and
successfully gaining a National Training Number (NTN) through the national selection process.

Runthrough trainees in thémproving Surgical Training (IST) pilot will enter phase 2 after having
achieved an outcome 1 at their Annual Review of Competence Progression (ARCP) at the end of ST2.
These traineesvill be required toattend ST3 national selection interviews in order for their score

to be used to inform the evaluation of the IST pilot. Their selection score will not contribute to the
ARCP decision about progression to ST3.

1 Shape of training: Securing the future of excellent patient care
2 Excellence by design: standards for postgraduate curricula

3 Generic professional capabilities framework

4 Good Medical Practice

5


http://www.shapeoftraining.co.uk/static/documents/content/Shape_of_training_FINAL_Report.pdf_53977887.pdf
https://www.gmc-uk.org/-/media/documents/excellence-by-design---standards-for-postgraduate-curricula-0517_pdf-70436125.pdf
https://www.gmc-uk.org/-/media/documents/generic-professional-capabilities-framework--0817_pdf-70417127.pdf
https://www.gmc-uk.org/ethical-guidance/ethical-guidance-for-doctors/good-medical-practice

Therewill be options for those traineeswho demonstrateexceptionallyswift developmentand
acquisitionof capabilitieso completetrainingmorerapidlythanthe indicativetime. Theremayalso
be asmallnumberof traineeswho developmore slowlyandwill require an extensionof training, in
line with A Referencé&uidefor Postgraduate~oundatiorand SpecialtyTrainingin the UK(TheGold
Guide}. Traineesvho chooseessthan full time training (LTFTYvill havethe indicativetrainingtime
extendedpro-rata, in accordancewvith the GoldGuide.LTFTraineeswill perform both electiveand
out of K 2 dziNiBespro-ratathroughoutthe time of LTFT.

Phase 2

Phase2 will take an indicativetime of four yearsto complete,during which traineeswill acquire
knowledge skillsand principlesin the full breadh of the specialty definedasthe clinicalexposure
to the eight main generalareasof the specialty. Thesecomprisesix anatomicalareas;(Handand
Wrist, Shoulderand Hbow, Spine,Hip, Knee, Foot and Ankle) and two non-anatomicalareas;
(PaediatricOrthopaedicsand Major Trauma). Whilst most clinicalattachmentswill be sixmonths,

we havedefineda minimum of three monthsallowingtwo areasto be combinedin sixmonthsto

allow for programmeflexibility in delivery. Theseskillsare centralto the practicein the generality
of the full breadth of the specialty includingbeingemergencysafefor unselectedemergencyon-

calltake, and asa foundationfor any of the later chosenspecialinterests.In addition, providedall

eightareashavebeencovered in consultationwith the TrainingProgrammeDirector(TPD)trainees
mayspendmorethan sixmonthsin onearea or speciainterestarea duringphase2 in preparation
for phase 3. At the end of phase 2 there is a critical progressionpoint, where trainees will

demonstratecompetenciesn knowledge clinicalskillsand professionabehaviours and become
eligibleto sit the IntercollegiateSpecialtyBoard(ISB)exaninationin T&Q

Phase 3

Phase3 will take an indicativetime of two yearsto complete. Traineeswill further developtheir

knowledge clinicaland technicalskillsin emergencygereral orthopaedictraumasurgery but also
develop more specific specialistarea trauma assessmeniand technical skills Current service
demandsrequire most consultantsto be competentin generaltrauma and one, or two, special
interest elective areasand the more specialisttrauma related to these areas.For example,a
consultantT&Osurgeonwith specialnterestin the upperlimb (whichmaybe definedaswholelimb

or part of the limb suchasshoulderand elbow).Sq to meet currentservicedemandsandin order

to maintainflexibility for employerstraineeswill complde two speciainterestplacementsusually
for aminimum of sixmonths,during phase3. Thesemaybe any of the main eight areasdescribed
above or, in discussionwith the TPD a less common special interest area such as tumour

managementor specialisedperipheral nerve repair. Major trauma orthopaedics such as that

undertakenin major trauma centres is considereda specialinterest areaand maybe chosenasa
specialinterestin this phase.

Thisflexibility and the combination of modulesallow developmentof a surgeonwith the skills
appropriate and relevant to the needsof patients and the modern service.Options allow for
differencesin scopeof practice between nations and for specialintereststo be appropriate for
smallerand largerhospitals.Theknowledge clinicaland technicalskillsrequired for eachmodule
aredefinedin the syllabus.
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Atthe end of Phase3 traineeswill be eligiblefor certification andfor recommendatiorto enter the
specialistregister.

Selection obptional and specialinterestmodules

Theselectionof optional and speciainterestmoduleswill be determinedin discussiorbetweenthe
traineeand TPDandwill be basal ontraineeneeds aptitude, serviceandworkforcerequirements.
It is anticipatedthat this might be informed by an exploration of workforce requirementswith
statutory educationauthoritiesacrossthe four nationsviathe LeadDeanfor T&Q
Bycompletionof training, all surgeonswith certificationin T&Owill have:

1 acquired the knowledge, clinical and technical skills in general emergencytrauma and
orthopaedicsurgeryasdefinedby the syllabus

1 acquiredthe knowledgeand clinicalskillsto independentlymanagean unselectedemergency
T&Oon-calltake

1 completed two specialinterest modulesin phase 3 and will have acquiredthe knowledge,
clinicalandtechnicalskillsasdefinedby the syllabusrelevantto thesespecialinterests

Phase 1: IST pilot Run-through Training
Indicative 2 years

Core Surgical Training
Indicative 2 years

National Selection

Phase 2: All knowledge and clinical skills and most technical skills developed to
the level of a day-one consultant including exposure to 8 main clinical areas:

Hip, Knee, Foot & Ankle, Paediatrics, Spine, Shoulder & Elbow, Hand & Wrist and Major Trauma

Indicative 4 years

) 1
¢ I Eligible to sit Intercollegiate Specialty 1
Board Examination !

Phase 3: Developing generic technical skills that are transferable between special interest
areas and emergency T&O Surgery

Continue to support the emergency take and elective procedures throughout training

Indicative 2 years

Figurel: Overviewof training pathwayin TraumaandOrthopaedics
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Output from the curriculum

The modular structure of the curriculum will permit flexibility to respondto changingservice
demandsUnderpinninghis isacommonalityof trainingin phase2 andemergencyT &Osurgeryfor

all traineesin phase3. Oncompletionof trainingall traineeswill havethe surgicalcompetenciesn

generaltrauma orthopaedicsurgeryand the principlesof orthopaedicsacrossthe full breadth of

the specialtyand more specialistskillsin two areasboth electiveandtrauma

3 Programme of Learning

Thissectioncoversthe expectedlearningoutcomes,learningmethods,breadth of experienceand
levelsof performanceat critical progressionpoints in the training programme, and the levelsof
performanceexpectedof thosecompletingtraining.

3.1 What has to be learnt to complete th€&Ocurriculum

Thepracticeof T&Orequiresthe genericand specialtyknowledge clinicaland technicalskillsand
behavioursto managepatients presentingwith a wide range of emergencyT&O conditions and
elective conditions in the generality of T&Q It involvesthe developmentof competencein
diagnosticreasoning,managinguncertainty, dealingwith co-morbidities, and recognisingwhen
anotherspecialtyopinionor careis required (aswell asdevelopingtechnicalskillsin the areasand
to the level describedin the syllabusas shownin appendix2). The main areasfor learningare
describedby the CiPswhich are the high-level learningoutcomesfor training in T&Q, described
below and shownin full in appendixl.

3.2 Capabilities in Practice (the highavel outcomes of training)

Trainingis designedto producea personcapableof safelyand effectivelyperformingthe role of a
first day consultantsurgeon.Therole of a consultantsurgeoncanbe thought of asa sumof all the
varioustaskswhich needto be performedthrough a working week. Thesetasksare the high-level
outcomesof the curriculumandgroupingthesetogetherdescribethe role of a consultantsurgeon.
Toperformahightlevelclinicaltaskasa consultantsurgeonrequirestraineesto be ableto integrate
areasof leamingfrom all parts of the syllabusjncludingknowledge clinicalskills,professionakkills
andtechnicalskills.In addition, a consultantsurgeonwill needto haveacquiredthe genericskills,
behavioursaandvaluessharedby all doctorsin orderto perform thistasksafelyandwell. Acapability
is a setof skillsthat canbe developedthroughtraining from noviceto expertand, therefore, these
high-level clinical outcomesare known as Capabilitiesin Practice. Theyare common acrossall
surgicalspecialtiesand are deliveredwithin the contextof the GPCsndthe specialtysyllabus.

Thee are five CiPwhich are shared between all surgical speciaities

Managesan out-patientclinic

Manageghe unselectedemergencytake

Managesward roundsandthe on-goingcareof in-patients
Managesan operatinglist
Manageanulti-disciplinaryworking

arwdE

Thegenericknowledge skills,behavioursandvaluessharedby all doctorsare describedn the GPC
framework. The GPCare essentialcomponentsand have equalweight to the CiPsn the training
andassessmentf clinicalcapabilitiesand responsibilitiesn the trainingprogramme.



The GPC framework has nine domains:
Domain 1: Professional values and behaviours
Domain 2: Professional skills

Practical skills

Communication and interpersonal skills
Dealing with complexity and uncertainty
Clinical skills

Domain 3:  Professional knowledge

Professional requirements
National legislative requirements
The health service and healthcare system in the four countries

Domain 4:  Capabilities in health promotion and illness prevention
Domain 5:  Capabilities in leadership and team working
Domain 6:  Capabilities in patient safety and quality improvement

Patient safety
Quality improvement

Domain 7:  Capabilities in safpiarding vulnerable groups
Domain 8:  Capabilities in education and training

Domain 9:  Capabilities in research and scholarship

Simplyput, the CiPsand GPCsre the constituentparts of the role of a consultant T&O surgeon.
Eachpart is asimportant asthe next anddoctorsare requiredto be capablein all parts of the role

in orderto beableto practiceindependentlylnorderto completetrainingandto be recommended
to the GMCfor certification and entry on to the specialistregister,the doctor must demonstrate
that they are capableof unsupervisegracticein all the CiPsand GPCsForexample managinghe

unselectedemergencytake (CiP2) requiresthe integration of knowledge,clinicaland diagnostic
skills,andtechnicalskillsdescribedn the syllabusaswellascommunicatiorandinterpersonakkills,
time managemenskillsand manyother genericskillsdescribedn the GPCen orderto be delivered
safely, professionallyand effectively. Thiswill be assessedisingthe Multiple ConsultantReport
(MCR)asdescribedbelow. Thefull content of the five CiPscanbe foundin appendixl.
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Figure2 - Theinterrelationshipof the GPCsthe syllabusthe CiPsandtheir descriptorsto the role

of a consultant surgeon. Iltems from the syllabusare combinedwith items taken from the GPC
frameworkto form the smalltaskswhich are the CiPdescriptors.When the smalltasksof the

descriptorsare integrated,they comprisethe constituentparts of the role of a consultantsurgeon
(the CiPs)Whenthe CiPsaretakentogether,alongwith the GPCsthe role of a consultantsurgeon
(the overalloutcomeof the curriculun), is described Eachof these CiPswill be developedthrough

training until the level required of a day-one- consultantis reached.Assessmenin an outcomes

basedcurriculumthrough the MCRexamineshe trainee from the perspectiveof the outcome (a

consultantsurgeon) and comparesperformancein eachCiPand in the GPCgo that level. If the

outcome levelis not reached,then targeted feedbackand developmentplanscan be madewith

referenceto the CiPdescriptorsand beyondto the syllabusitems and GPOtemsthat combineto

form the descriptors.

3.3 Descriptors for CiPs

The five CiPstaken together describethe role of a consultant T&O surgeon, but more detail is
neededto helptraineesdevelopthat capabilitythroughtraining via detailedfeedbackand focused
developmaent goals.

We canbreakthe CiPsdown into smallertasks.Eachof these smallertasksis a CiPdescriptor.For
example,managingthe unselectedemergencytake (CiP2), includesthe needto promptly assess
acutely unwell and deteriorating patients and deliver resuscitative treatment and initial
managementandensuresepsissrecognisedandtreatedin compliancewith protocol (seeappendix
1). If a trainee has not yet reachedthe level required of a new consultantin a CiP then the
descriptorscan be usedto describein standardlanguagewhat needsto be improved through
learning and training to allow the trainee to get closer towards the outcome of training. By
describingcomponentparts of a CiP,descriptorsalsoaid decisionson assessmenbf the level of
supervisiorrequiredby atraineeat the time of that assessmeniprovidingpromptsfor feedbackof
performance by allowing identification of areas of excellence or specific detail on areas for
development,includingin behaviouraland professionaldomains.Descriptorscan, therefore, help
trainees identify where to focus their efforts to become competent and safe independent
10



practitioners More detail about assessmentind feedbackis givenin section5, Programmeof
Assessment

EachCiPisjudgedagansta scalethat describeghe levelof supervisiorrequiredto performthe CiP

to the standard of certification. The level of supervisionchangesin line with the i NI A y S S Q2
progression consistentwith safe and effective care for the patient. Typically,there shouldbe a
gradualreductionin the level of supervisionrequired and an increasein the complexityof cases
managed until the level of competencefor independentpracticeis acquired.In the early years,
therefore, it would be normal for traineesto achievea lower supervisionlevel and progressas
experiencesgained.

The supervision levels are:

Level I: Able to observe only
Level Il: Able and trusted to act with direct supervision:
a) Supervisor present throughout
b) Supervisor present for part
Level lll: Able and trusted to act with indirect supervision
Level IV: Able and trusted to act at the level expected of a-@&e consultant
Level V: Able and trusted to act at a level beyond that expected of aatay consultat

3.4 Critical progression points

At the end ofphase 2 there is a critical progression point pbiase 3 entry, assessed at the ARCP,
where trainees will demonstrate competencies in knowledge, clinical skills and professional
behaviours commensurate witthe CiPs and defined syllabus. To move from phase 2 to phase 3
trainees must demonstrate knowledge, clinical skills and professional behaviours commensurate
with certification and, therefore, become eligible to sit th€Bexamination inT&Q Table 1 sbws
indicative levels of supervisioio be achieved to completphase 2and the supervision levels
required by the end of phase 2\t the end of phase 3 trainees are required to reach level &l in

the sharedCiPsas well ascquiringall the skills described in the GPC framework (in addition to the
other certification requirements shown in section 5.4) as confirmed by and AREP pa

Excellence will be recognised by:

a. Achievemenbf levelVin anyof the CiPs

b. Exceedinghe supervisiorlevelexpectedfor the end of phase2 or 3

c. Achievemenbf a supervisiorlevelat anearlier stagethan would normallybe expected
d. Recognitiorof particularlygoodperformancein anyof the descriptorswithin a CiP.

Capabilityin practice(shared) Indicative  Supervision| Supervisiorievd
Level (end of phase 3 and
(endof phase?) certification)

Managesan out-patient clinic Levellll LevellV

Manageghe unselectedemergencytake Levellll LevellV

Managesward roundsandthe on-goingcareof in-patients Levellll LevellV

Managesan operatinglist Levelllb LevellV

Manageanulti-disciplinaryworking Levellll LevellV

Tablel: Supervisionlevelsto be achievedby the end of eachphaseof training

11



3.5 Breadth of experience required during training T&O

The curriculum requires trainees to accrwe a rich experiencethat promotes deep learning of

knowledge clinicalskills,technicalskills, professionalbehaviour,leadershipand all other generic
professionalskillsthat are considerednecessaryto ensurepatient safetythroughout the training

processand specificallyat the end of training. Thescopeof practiceof a day-one consultantin T&O
is describedin the syllabus.In addition, there are certain skillsand conditionswithin the syllabus
that are of suchfundamentalimportanceto the safe practice of a T&O surgeonthat they are

highlightedascritical conditionsandindexprocedures.

3.5.1 The syllabus

Thesyllabusshownin appendix2, providesa descriptionof the high-level specialtyspecifictopics
for which knowledgeand clinicalskillsare required and details of the technicalskillsrequired for

eachphaseof training and for certification in T&Q The syllabusis organisedinto moduleswith

topicscoveringthe presentingconditionsof patientsin relationto the specialty All traineeswill be
expectedto complete modulesin elective and emergencyT&Q These provide the bedrockfor

managingl &Opatientsboth before and after surgery.In addition, traineeswill completemodules
in specialinterestareasto meet servicedemandin all parts of the UK

3.5.2 Critical conditions

Fromthe syllabusalist of critical conditionshasbeenidentified whichare of significantmportance
for patientsafetyanddemonstrationof a safebreadthof practice. Acrosssurgery thesearedefined
asany conditionwhere a misdiagnosigould be associatedvith devastatingconsequencesor life
or limb. Thesecritical conditionsare assessedndividuallyby meansof the CaseBasedDiscussion
(CBDandClinicaEvaluatiorExercis€ CEX)whichboth include anassessmentf clinicaljudgement
anddecisionmaking.Theyprovideformativefeedbackto the traineeandfeedinto the summative
assessmentef the AssignedEducationaBuperviso(AESand ARCPA list of critical conditionsfor
T&Oisgivenin apperdix 3. Thesecritical conditionswere decidedfollowing wide consultationwith
cliniciansandtrainersin the specialty.

3.5.3 Index procedures (See appendix 4 for list)

In additionto the criticalconditions alist of indexprocedureshasbeenidentified. Indexprocedures
are commonbut important operationscentralto the specialty,competencen whichis essentiato
the deliveryof safepatient care. Takentogetherthey form a representativesampleof the breadth
of operative proceduresin the specialty.Learningn the indexproceduress indicativeof learning
in the broadrangeof technicalproceduredn the syllabusandsurgicalogbookandis, thereforevital
for patient safetyand demonstrationof a safebreadth of practice.Eachof theseindexprocedures
is assessedndividually by means of the Procedure Based Assessment{PBA)which provides
formative feedbackto the trainee and feedsinto the summativeAESeport for the ARCPA list of
indexproceduresds givenin appendix4 andincludesindicativenumbersof casesecessarypefore
certificationastraineeswould not normallybe expectedto haveachievedsufficientexperienceto
be able to managethe range of pathologythey encounterunlessthese numberswere met. It is
recognisedthat competencecould be achievedwith fewer cases|f supportedby evidencefrom
other assessmentsMeeting the numbers does not, in itself, imply competence.Theseindex
procedues and indicative numberswere decidedfollowing wide consultationwith cliniciansand
trainersin the specialtyandfrom logbookanalysis.
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The certification requirements, shown in sectibrl, summarise the experience trainees need to
achieve by the endf the training programme.

The certification requirements, shown in sectidi, summarise the experience trainees need to
achieve by the end of the training programme.

4 Teaching and Learning

4.1 How the curriculum is delivered

The curriculumis used to help designtraining programmeslocally that ensure all trainees can
developthe necessargkillsandknowledgein a variety of settingsand situations.Thecurriculumis
designedto ensureit can be applied in a flexible manner, meeting service needs as well as
supporting each (i NI A gw $allbdied learning and development plan. The requirements for
curriculumdeliveryhavenot changedasa result of this new curriculum.All training must comply
with the GMCrequirementspresentedin Promotingexcellencestandardsfor medicaleducation
andtraining® (2017).Thisstipulatesthat all trainingmust complywith the followingten standards:

Theme 1: learning environment and culture

S1.1 The learning environment is safe for patients and supportive fordesaemd educators. The
culture is caring, compassionate and provides a good standard of care and experience for patients,
carers and families.

S1.2 The learning environment and organisational culture value and support education and training,
so that learrrs are able to demonstrate what is expected in Good Medical Practice and to achieve
the learning outcomes required by their curriculum.

Theme 2: educational governance and leadership

S2.1 The educational governance system continuously improves thé&ygaall outcomes of
education and training by measuring performance against the standards, demonstrating
accountability and responding when standards are not being met.

S2.2 The educational and clinical governance systems are integrated, allowing drgasisa
address concerns about patient safety, the standard of care, and the standard of education and
training.

S2.3 The educational governance system makes sure that education and training is fair and is based
on the principles of equality and divengit

Theme 3: supporting learners
S3.1 Learners receive educational and pastoral support to be able to demonstrate what is expected
in Good Medical Practice, and to achieve the learning outcomes required by their curriculum.

Theme 4supporting educators
S4.1 Educators are selected, inducted, trained, and appraised to reflect their education and training
responsibilities.

S4.2 Educators receive the support, resources and time to meet their education and training
responsibilities.

6 Promoting excellence: standards for medical education and training
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Theme 5: developing and implementing curricula and assessments
S5.1 Medical school curricula and assessments are developed and implemented so that medical
students are able to achieve the learning outcomes required for graduates.

S5.2 Postgraduate currieuand assessments are implemented so that doctors in training are able
to demonstrate what is expected in Good Medical Practice, and to achieve the learning outcomes
required by their curriculum.

It is the responsibility of Health Education England jH##E its Local Offices, NHS Education for
Scotland (NES), Health Education and Improvement Wales (HEIW), the Northern Ireland Medical
and Dental Training Agency (NIMDTA) and the Health Service Executive (HSE) in the Republic of
Ireland to ensure compliaecwith these standards. Training delivery must also comply with the
latest edition of the Gold Guidé&ppendix 7 outlines the quality management arrangements for the
curriculum.

4.2 Learning opportunities

A variety of educational approachesll be usedby education providers to help trainees develop

the knowledge, clinical and technical skills, professional judgement, values and behaviours required
by the curriculum. Taken together, these educational approaches ensure that thardilZs® Care

taught apropriately in order that the purpose of the curriculum is met. These educational
approaches divide into three areas:

1 Seltdirectedlearning
1 Learningrom practice
1 Learningrom formal situations

4.2.1 Seldirected learning

Thecurriculumistrainee-led andseltdirectedlearningisencouragedTraineesareexpectedo take
a proactiveapproachto learningand developmentand towardsworking as membets of a multi-
professionateam. Traineesare encouragedo establishstudy groups,journal clubs and conduct
peer reviews. They should take the opportunity of learningwith peersat a local level through
postgraduate teaching and discussionsessions and nationally with examination preparation
courses.Traineesare expectedto undertake personalstudy in addition to attending formal and
informal teaching. This includesusing study materials and publicationsand reflective practice.
Traineesare expectedto usethe developmentalfeedbackthey get from their trainersin learning
agreementmeetingsandfrom assessmentt focusfurther researchandpractice.

Reflectivepracticeis an important part of seltdirected learningand of continuing professional
development. It is an educationalexercisethat enablestraineesto explore, with rigour, the
compkxities and underpinningelementsof their actionsin order to refine and improve them.
Reflectionin the oral form is very much an activity that surgeonsengagein and find usefuland
developmental Writing reflectivelyaddsmore to the oral processby deepeningthe understanding
of practice.Written reflection offers different benefitsto oral reflectionwhichinclude:arecordfor
later review, a reference point to demonstrate developmentand a starting point for shared
discussionWhateverthe modality of reflection, it isimportant that it takesplaceandthat there is
arecordof it havingtaken place,whether or not the specificsubjector content of the reflectionis
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recorded. Seltdirectedlearningpermitsdevelopmentin all five CiPsandthe GPCgespeciallywhen
there is effectivereflection on all aspectsof learningat the centre of seltdirectedlearning.

4.2.2 Learning from clinical practice

Surgicalearningis largelyexperientialin nature with any interactionin the workplacehavingthe
potential to becomea learningepisode.Theworkplaceprovideslearningopportunitieson a daily
basisfor surgicaltrainees,basedon what they seeandwhat they do. Traineesare placedin clinical
placementsdetermined locally by TPDswhich provide teadching and learningopportunities. The
placementamustbe in unitsthat are ableto provide sufficientclinicalresourceand havesufficient
trainer capacity.

Traineesin the workplaceare supervisedn their clinicalpractice Thisprimarily takesplacein a
hospitalenvironmentin wards,clinicsor theatre. Thereare stronglinksto practitionersworkingin
primary care and training environmentsmay include private settings and, where availablefor
training, a variety of community settings where the necesary facilities and governance
arrangementsarein place.Thetraineerole in thesecontextsdeterminesthe nature of the learning
experience.

Learningbeginswith observationof atrainer (not necessarilya doctor) and progresseso assisting
a trainer; the trainer assisting/supervisinghe trainee and then the trainee managinga case
independentlybut with accesdo their supervisor.Thelevelof supervisiorchangesn line with the

0 NJ A pfdgBsiarthroughthe phasesof the curriculum.Astraining progressestraineesshould
have the opportunity for increasedautonomy, consistentwith safe and effective care for the

patient. Typically there shouldbe a gradualreductionin the level of supervisionrequired and an

increasdn the complexityof cases manageduntil the levelof competencdor independentpractice
isacquired.

TheCiPsarebesttaught, particularlyin the earlyphasesof training,by a specificallyselectedtrainer
directly watchingand supervisingvhile the trainee carriesout the activity. Thistype of trainingis
knownasProfessionalised@rainingandrequiresmoretime (andso,consequentlyareducedclinical
workload)than conventionaimethods.It permitsmorethoroughteachingmorerapidachievement
of skill and earlier recogntion of difficulties. Continuoussystematicfeedbackand reflection are
integralto learningfrom clinicalpractice.TheCiPand GPQlescriptorshroughthe MCRassessment
providedetailedfeedbackandidentify specific timely andrelevantgoalsfor developmentthrough
training. Educatiorprovidersshouldmakeeveryattempt to ensurethat eachtrainee hasexposure
to Professionalisedrainingappropriatk to their phaseof progressiorthroughthe curriculum.lt is
recommendedhat thisbe onesessiorperweekpertraineein the earlyyears.Traineesarerequired
to keepa surgicallogbookto supporttheir reflectionandthe assessmenotf their operativeskills.

4.2.3 Learning from formal situations

Learningfrom clinical practice is supplementedby an educationalprogramme of coursesand
teachingsessionsarrangedat local, regionaland national levels. These shouldbe mappedto the
CiPsGPCsandthe T&O syllabusand mayincludea mixture of formal talksincludingattendanceat
national conferencegelevantto the specialty smallgroup discussiongcasereview and morbidity

" Improving feedback and reflection to ingre learning. A practical guide for trainees and trainers
http://www.aomrc.org.uk/reportsguidance/improvingfeedbackreflectionimprovelearning

practicatguidetraineestrainers/
15



andmortality meetings literature reviewand skillsteaching. Someknowledgeand capabilitiesare
best gainedin the formal setting of a taught course A list of mandatedcoursesfor traineesand
their learningoutcomesis givenin appendixs.

4.2.4 Simulation

Teachingn formal situationsoften involvesthe useof simulation.In this contextsimulationcanbe
anyreproductionor approximationof a real event, processor set of conditionsor problems e.g.
taking a history in clinic, performinga procedureor managingpost-operativecare. Traineeshave
the opportunity of learningin the samewayasthey wouldin the realsituation, but in a patient-free
environment. Simulationcan be used for the developmentof both individualsand teams. The
realism of the simulation may reflect the environmentin which simulation takes place, the
instruments used or the emotional and behaviouralfeatures of the real situation. Simulation
trainingdoesnot necessarilylependon the useof expensiveequipmentor complexenvironments
e.g.it mayonly requirea suturingaid or arole playwith scenaios.

Simulation training has several purposes:

supporting learning and keeping up to date

addressing specific learning needs

situational awareness of human factors which can influence people and their behaviour
enabling the refining or exploration of @ctice in a patiensafe environment

promoting the development of excellence

improving patient care.

= =4 4 -4 -8 -

Theuseof simulationin surgicaltraining is part of a blendedapproachto managingeachingand
learning concurrent with supervisedclinical practice. The use of simulation on its own cannot
replacesupervisedtlinicalpracticeand experienceor authorise a doctor to practiceunsupervised.
Provisionof feedbackand performancedebriefingare integral and essentialparts of simulation
basedtraining. Simulationtraining broadly follows the same pattern of learning opportunities
offeringinsightinto the developmentof technicalskills,team-working,leadershipjudgementand
professionalism. Education providers should use all teaching methods available, including
simulationteachingto ensurethat the full breadthof the syllabuss covered Wherethereisaneed
for specificintensive coursesto meet specificlearning outcomes, there may be a number of
equivalentproviders

4.3 Supervision

Supervisions fundamentalin the deliveryof safeand effectivetraining. It takesadvantageof the
experience, knowledge and skills of expert clinicians and ensures interaction between an
experiencedclinicianand a trainee. Theultimate responsibilityfor the quality of patient careand
the quality of training lieswith the supervisor.Supervisions designedto ensue the safetyof the
patient by encouragingsafe and effective practiceand professionalconduct. A number of people
from arangeof professionagroupsare involvedin teachingandtraining with subjectareasof the
curriculumbeingtaught by staff with relevantspecialistexpertiseand knowledge.Thoseinvolved
in the supervisionof trainees must have the relevant qualifications,experienceand training to
undertakethe role. Specialistskillsand knowledgeare usuallytaught by consultantsand senior
trainees whereas the more generic aspects of practice can also be taught by the wider
multidisciplinaryteam (MDT)
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The key roles involved in teachingand learningare the TrainingProgrammeDirector, Assigned
Educational Supervisor, Clinical Supervisor, Assessor and Trainee. Their responsibilities are
describedn the appendix6 andfurther informationis givenin the GoldGuide.

Inthe UK,the D a / grdcessfor the recognitionand approvalof trainers enablesDeaneries/HEE
LocalOfficesto formally recogniseAESsand ClinicalSupervisor§CS) and ensurethey meet the
specifiedcriteria. Traineesnust be placedin approvedplacementghat meetthe requiredtraining
and educationalstandardsof the curriculum.In eachplacement,traineeshavea named AESand
oneor more CSresponsibldor overseeingheir education.Dependingon localarrangementghese
rolesmaybe combinedinto a singlerole of AES.

All elementsof work in training postsmustbe supervisedThelevelof supervisionvariesaccording
to the experienceof the trainee, the clinical exposureand the casemix undertaken.Astraining
progressegraineesshouldhavethe opportunity for increasedautonomy,consistentwith safeand
effective carefor the patient. Achievementof supevisionlevel IV in any of the five CiPsndicates
that a trainee is able to work at an independentlevel, with advicefrom their trainer at this level
beingequivalentto a consultantreceivingadvicefrom seniorcolleagueswvithin an MDT. However,
within the context of a training system trainees are alwaysunder the educationaland clinical
governancestructuresof the HealthService.

4.4 Supporting feedback and reflection

Effectivefeedbackis known to enhancelearning and combiningselfreflection” with feedback
promotes deeper learning. Traineesare encouragedto seek feedbackon all they do, either
informally, through verbalfeedbackat the end of a learningevent, or formally throughworkplace
basedassessmerst (WBAs). The MCRand use of the CiPand GPCdescriptorsprovide regular
opportunities for detailed and specific feedback. Trainee seltassessmentprovides a regular
opportunity for focused and structured reflection and developmentof seltdirected goals for
learningaswell asdevelopinghesegoalsthroughdialoguewith trainers.Allthe assessientsin the
curriculumare designedto include a feedbackelementaswell asto identify concernsin multiple
ways:

1 Learning agreementppraisal meetings with the AES at the beginning, middle and end of each

placement
WBA:immediate verbal dialogue aftea learning episode
CBDmeeting with a consultant trainer to discuss the management of a patient case

= =4 4
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1 Formal examinationssummative feedback on key ae of knowledge and skills

1 ARCPa feedback meeting with the TPD or their representative following an ARCP.
Constructive feedback is expected to include three elements i) a reflection on performance ii)
ARSYUATAOI (A adfievenients) dhdlengebland a5@r&iona and iii) an action plan.

8 GMC recognition and approval of trainers
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4.5 Academic training

All trainees are required to satisfythe learning outcomesin domain 9 of the GPCframework
Capabilitiesn researchand scholarshipTraineesare encouragedo participatein clinicalresearch
andcollaborativetrialsto achievetheseoutcomes,aswell asin journalclubs,literature reviewand
systematicreview and to a make major contribution to the publicationof novel findingsin peer
reviewed journals. An understandingof the principlesof research,its interpretation and safe
implementationof evidencedbasednew methods, processesand techniquesis essentialfor the
modern,progressivepracticeof surgery andin the interestsof patientsandthe service.

Sometraineeschooseto taketime out of trainingfor aformal period of researchasspecifiedin the
GoldGuide.Forthe majority, this leadsto the award of a higherdegreein an arearelatedto their
chosenspecialty.Somealso chooseto focusa significantpart of their training time on academic
medicinebut needto completeall the essentiaklementsof their specialtycurriculumsatisfactorily
in order to achievecertification. Therate of progressionthrough the clinicalcomponentof their
training is determined by the ARCPprocessto ensurethat all clinical requirementsare met in
keepingwith the curriculum.Arrangementdor academidrainingdiffer in detail acrosshe nations
of the UKand Republicof Ireland. Detaik of arrangementscan be found on the webpagesof the
relevantNationalHealthEducatiorbody.

5 Programme of Assessment

5.1 Purpose of assessment

Assessmenbf learningis an essentialcomponentof any curriculum. Thissection describesthe
assessmensygem and the purpose of its individual componentswhich are blueprinted to the
curriculum as shown in appendix9. The focus is on good practice, based on fair and robust
assessmenprinciplesand processesn order to ensurea positive educationalimpacton learners
andto supportassessorin makingvalid and reliable judgements.The programmeof assessment
comprises an integrated framework of examinations, assessmentsin the workplace and
judgementsmadeabout a learnerduring their approvedprogrammeof training. Its purposeis to
robustly evidence ensureand clearlycommunicatethe expectedlevelsof performanceat critical
progressionpoints in, and to demonstratesatisfactorycompletion of, training asrequired by the
curriculum.Theprogrammeof assessmentis shownin figure 3 below.

Assessmentsanbe describedashelpinglearningor testinglearning- referredto asformative and
summativerespectively.Thereis a link betweenthe two; someassessmentare purely formative
(shownin greenin figure 3), others are explicitly summativewith a feedbackelement (shownin
blue)while othersprovideformativefeedbackwhile contributingto summativeassessmenfshown
in orange).

The purposes of formative assessment are to:

T aasSaa (NI AgnSddce @ the Woikplecd. LIS NJF

1 enhance learning by enabling trainees to receive immediate feedback, understand their own
performance and identify areas for development.

1 drive learning and enhance the training process by making it clear what is requirecheesai
and motivating them to ensure they receive suitable training and experience.

1 enable supervisors to reflect on trainee needs in order to tailor their approach accordingly.
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The purposes of summative assessment are to:

T
T

= =

provide robust, summative evideadhat trainees are meeting the curriculum requirements
during the training programme.

ensure that trainees possess the essential underlying knowledge required for their specialty,
including the GPCs to meet the requirements of GMP.

inform the ARCP, iddifying any requirements for targeted or additional training where
necessary and facilitating decisions regarding progression through the training programme.
identify trainees who should be advised to consider changes of career direction.
provideinformation for the quality assurance of the curriculum.

Assessment system

Portfolio evidence

Key
. Assessments providing formative feedback whilst contributing to summative feedback

. Formative assessments

.Su mmative assessments or mechanism with a feedback element

Figure3: Assessmenframework

5.2 Delivery of theprogramme ofassessment

The programmeof assessments comprisedof severaldifferent types of assessmenheededto
meetthe requirementsof the curriculum.Theseiogethergeneratethe evidencerequiredfor global
judgementsto be madeabout satisfactorytrainee performance progressiorin, and completionof,
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training. Theseincludethe ISBexaminationand WBAs. Theprimaryassessmenin the workplaceis
the MCRwhich, togetherwith other portfolio evidence contributesto the AESeport for the ARCP.
Centralto the assessmenframework is professionaljudgement. Assessorsre responsibleand
accountablefor thesejudgementsand thesejudgementsare supportedby structuredfeedbackto
trainees. Assessmenttakes place throughout the training programme to allow trainees to
continually gather evidenceof learningand to provide formative feedbackto the trainee to aid
progression.

Reflectionandfeedbackare alsointegralcomponens of all WBAs. In order for traineesto maximise
the benefit of WBA reflection and feedbackshouldtake placeassoonaspossibleafter an event.

Feedbackshould be of high quality that should include a verbal dialogue between trainee and

assessoin reflectionon the learningepisode attention to the i NJ- A sp&icuéstions Jearning
needsand achievementsas well as an action plan for the i NJ A §it8r& @esielopment.Both

traineesand trainers shouldrecogniseand respectcultural differenceswhen givingand receiving
feedbacR. Theassessmentrameworkis alsodesignedto identify where traineesmay be running
into difficulties. Where possible, these are resolved through targeted training, practise and
assessmentvith specifictrainers and, if necessarywith the involvementof the AESand TPDto

providespecift remedialplacementsadditionaltime and additionalresources.

5.3 Assessment framework components

Eachof the componentsof the assessmenframeworkis describedbelow.

5.3.1 The sequence of assessment

Training and assessmenttake places within placenents of six to twelve Y 2 y { &ugatibn
throughout each phaseof training (figure 4). Assessmentsire carried out by relevant qualified
membersof the i NI A rffiufiiproféssionateam whoserolesandresponsibilitiesare describedn
appendix 6. Trainee progressis monitored primarily by the i NJ A YiESheagh learning
agreementmeetingswith the trainee. Throughoutthe placementtraineesmust undertake WB/As,
while specialtyexaminationsare undertakentowards at the higher end of the programmeafter
satisfactorycompletionof phase2. Theli NI A @§S3tf @ssesshe trainee on the five CiPsand
nine GPCdomains using the MCR This must be undertaken towards the mid-point of each
placementin aformativewayandat the end of the placementwhenthe formative assessmenill
contribute to the ! 9 { Aramative assessmentat the final review meeting of the learning
agreement.Theplacementculminateswith the AESeport of the i NJ A pfdg&sfér the ARCP.
TheARCRnakesthe final decisionaboutwhether a trainee canprogresso the nextlevelor phase
of training. It basesits decisionon the evidencethat hasbeen gatheredin the (i NJ A a8nBi@ &
portfolio during the period between ARCReviews, particularly the AESreport in eachtraining
placement.

9 https://www.iscp.ac.uk/courses/culturalawarenesscourse.aspx
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Final Review
Learning Agreement

Objective setting Mid-point Review

Learning Agreement Learning Agreement

Last MCR reviewed
at start of placement

First half of placement Second half of placement

Workplace Based End of

Assessments Mid-point

placement

MCR MCR

Figure4: Thesequenceof assessmenthrougha placement.

5.3.2 Thdearning agreement

The learning agreementis a formal processof goal setting and review meetingsthat underpin
training and is formulated through discussionThe processensuresadequatesupervisionduring
training, providescontinuity betweendifferent placementsand supervisorsandis one of the main
ways of providing feedbackto trainees. There are three learning agreementmeetingsin each
placementand these are recordedin the (i NI A ié&@rh@gortfolio. Any significantconcerns
arisingfrom the meetingsshouldbe fed backto the TPDat each point in the learningagreement

Objectivesettingmeeting

At the start of eachplacementthe AESand trainee mustmeetto reviewthe (i NI A pfdyre<sa

far, agree learning objectivesfor the placementaheadand identify the learning opportunities
presentedoythe placement.Thelearningagreemenis constructvelyalignedtowardsachievement
of the high-level outcomes(the CiPsand GPCkand, therefore, the CiPsand GPCsare the primary
referencepoint for planninghow traineeswill be assessednd whether they have attained the

learningrequired. Thelearningagreemenisalsotailoredto the i NI A pfo§r8s®phaseof training

andlearningneeds.Thefinal MCRfrom the previousplacementwill be reviewedalongsidehe most
recent trainee selfassessmentind the action plan for training. Any specifictargeted training

objectivesfrom the previousARCRhouldalsobe consideredand addressedhough this meeting
andform part of the learningagreement

Mid-point reviewmeeting

A meetingbetween AESandthe trainee must take placeat the mid-point of a placement(or each
three monthswithin a placementthat is longerthan sixmonths).Thelearningagreementmust be
reviewed, along with other portfolio evidenceof training such as WB/As, the logbook and the
formative mid-point MCR,includingthe (i NJ A sefaSsessmentThismeeting ensurestraining
opportunitiesappropriateto the (i NJ A @ Se@dBare being presentedin the placement,and
are adjustedif necessaryin responseto the areasfor developmentidentified through the MCR.
Particuar attention mustbe paidto progressagainsttargetedtrainingobjectivesanda specificplan
for the remainingpart of the placementmade if these are not yet achieved.Thereshouldbe a
dialogue between the AESand CSsif adequate opportunities have not been presentedto the
trainee,andthe TPDinformed if there hasbeenno resolution.Discussiorshouldalsotake placeif
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the scopeand nature of opportunitiesshouldchangein the remainingportion of the placementin
responseo areasfor developmentidentified throughthe MCR.

Finalreviewmeeting

Shortlybefore the end of eachplacementtraineesshouldmeet with their AESo review portfolio
evidenceincludingthe final MCR.The dialogue between the trainee and AESshould cover the
overallprogressmadein the placementandthe ! 9 {vi@vaof the placementoutcome.

AESeport

TheAESnustwrite anend of placementreport whichinformsthe ARCPThereport includesdetails
of anysignificantconcernsand providesthe ! 9 {vi@@aboutwhetherthe traineeison trackin the
phaseof training for completionwithin the indicativetime. If necessarythe AESnustalsoexplain
anygapsandresolveanydifferencesin supervisionevelswhichcameto light throughthe MCR.

5.3.3 The Multiple Consultant Repbr

The assessmenbf the CiPsand GPCqhighlevel outcomesof the curriculum)involvesa global
professionaljudgementof a range of different skillsand behavioursto make decisionsabout a
f S N3uSabilllydo take on particular responsibilitiesor tasksthat are essentialto consultant
practiceat the standardof certification. TheMCRassessmennustbe carriedout by the consultant
CSsnvolvedwith a trainee, with the AEScontributingasnecessaryo somedomains(e.g.Quality
Improvement Researls and Scholarship The number of CSgaking part reflects the sizeof the
specialtyunit andis expectedto be no fewer than two. Theexercisereflectswhat manyconsultant
trainersdo regularlyaspart of afaculty group.

TheMCRIincludesa globalratingin order to indicatehow the trainee is progressingn eachof the

five CiPsThisglobalratingis expressedsa supervisionevelrecommendatiordescribedn table 2.

Supervisiorlevelsare behaviourallyanchoredordinal scalesbasedon progressiornto competence
and reflect a judgmentthat hasclinicalmeaningfor assessordJsingthe scale,CSsnust makean

overall,holisticjudgementof ati NJ A pédo8r@riceon eachCiP LeveldVandV, shadedin grey,

equate to the level required for certification and the level of practice expectedof a day-one
consultantin the Health Service(level V) or beyond(level V). Figures 5 and 6 showhow the MCR
examinesperformance from the perspectiveof the outcome of the curriculum, the day-one
consultantsurgeon,in the GPCsnd CiPslf not at the levelrequiredfor certification, the MCRcan
identify areasfor improvementby usingthe CiPor GPQlescriptorsor, if further detail is required,
through free text. Theassessmenbf the GPCganbe performed by CSswhilst GPGlomains6-9

mightbe morerelevantto assessmeny the AESn someplacements.

CSwwill be ableto bestrecommendsupervisiorevelsbecausehey observethe performanceof the
trainee in personon a day-to-day basis.The CSgroup, led by a LeadCS shouldmeet at the mid-
point and towardsthe end of a placementto conducta formative MCR Throughthe MCR they
agreewhich supervisionlevel best describeshe performanceof a trainee at that time in eachof
the five Ciis areasand alsoidentify any areasof the nine GPGlomainsthat require development.
It is possiblefor those who cannotattend the group meeting,or who disagreewith the report of
the groupasawhole,to addtheir own section(ananymously)to the MCRfor considerationby the
AESTheAESwill providean overviewat the end of the process addingcommentsand signingoff
the MCR.
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The MCRusesthe principle of highlightreporting, where CSsdo not needto commenton every
descriptorwithin eachCiPbut usethem to highlightareasthat are aboveor below the expected
level of performance. The MCR can describe areas where the trainee might need to focus
developmentor areasof particularexcellenceFeedbacknustbe givenfor any CiPthatisnot rated
aslevellVandin any GPQlomainwhere developmentis required. Feedbacknustbe givento the
trainee in personafter each MCRand, therefore, includesa specificfeedbackmeeting with the
trainee usingthe highlighteddescriptorswithin the MCRand/or free text comments.

Themid-point MCRfeedsinto the mid-point learningagreementmeeting At the mid-point it allows
goalsto be agreedfor the secondhalf of the placement,with an opportunity to specificallyaddress
areaswhere development is required. Towardsthe end of the placementthe MCRfeedsinto the

final review learningagreementmeeting,helpingto inform the AESeport (figure 4). It alsofeeds
into the objectivesettingmeetingof the nextplacementto facilitatediscussiorbetweenthe trainee

andthe next AES.

TheMCRtherefore,givesvaluableinsightinto howwell the traineeis performing,highlightingareas
of excellence areasof support required and concerns.lt forms an important part of detailed,
structuredfeedbackto the trainee at the mid-point, and cantriggeranyappropriatemodifications
for the focusof trainingasrequired. TheMCRwith indicativesupervisiorievel decisiondeedsinto
the AESeport whichin turn feedsinto the ARCPThe ARCRusesall presentedevidenceto make
the definitive decisionon progression

Trainer input at each supervision level
. Is the trainee
Is it .
Does the necessar performing at
MCR Rating trainee Is Y alevel
. Anchor statements : for a trainer
Scalg(CiPs) perform part | guidance 0 be beyond that
or all of the | required? expected of a
present for
task? day one
the task?
consultant?®
Supervision | Able to observe only
_ : no n/a n/a n/a
Level I: no execution
Able andtrusted to
act with direct
supervision: The
Superws.lon supervisor needs to yes all aspects| throughout | nfa
Level lla: be physically presen
throughout the
activity to provide
direct supervision
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Able and trusted to
act with direct
supervisionThe
supervisor will need
to be physically
present for part of
Supervision | the activity

Level llb:

will be
yes all aspects| necessary for n/a

The supervisor need part

to guide all aspects
of the activity. This
guidance may partly
be given from
another setting

Able and trusted to
act with indirect
supervisionThe
supervisor may be
required to be
physically present or
occasion.
Supervision some
Level 1li The supervisor does yes aspects
not need to guide all
aspects of the
activity. For those
aspects which do
need guidance, this
may be given from
another setting.
Able and trusted to
act at thelevel of a | yes None?P None? b n/a
day-one consultant
Able and trusted to
Supervision | act at a level beyond
Level that expected of a
day-one consultant

may be
necessary for n/a
part

Supervision
Level IV:

yes None None? yes

Table2: MCR anchor statements and guide to recommendation of appropriate supervision level in
each CiP.

a. Thisequatesto the levelof practiceexpectedof a day-one consultantin the HealthServicelt is
recognisedhat advicefrom seniorcolleaguesvithin an MDTis animportant part of consultant
practice.Achievemenbf supervisionlevellVindicatesthat atraineeisableto work at this level,
with advicefrom their trainer at this levelbeingequivalentto a consultantreceivingadvicefrom
senior colleagus within an MDT. It is recognisedhat within the context of a training system
that traineesare alwaysunderthe educationaland clinicalgovernancestructuresof the Health
Service.
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b. Wherethe PBAlevelrequiredby the syllabuss lessthan level4 for an operative procedure,it
would be expectedthat mentorshipis soughtfor suchproceduresandthis would fall within the
scope of being able to carry out this activity without supervision(level 1V), i.e. be a level
commensuratewith that of a day-one consultant.

c. Achievementof this level acrossthe entirety of an activity would be rare, althoughfree text
coulddescribeaspectsof an activity wherethis levelhasbeenreached

In makinga supervisionlevel recommendation,CSsshouldtake into accounttheir experienceof
workingwith the traineeandthe degreeof autonomythey were preparedto givethe traineeduring
the placement.Theyshouldalsotake into accountall the descriptorsof the activities,knowledge
andskillslistedin the detaileddesciptions of the CiPslf, after takingall this into account,the CSs
feelthe traineeis ableto carryout the activity without supervision(level IV)then no further detail
of this assessmenis required,unlessany points of excellenceare noted. If the traineerequiresa
degreeof supervisiorto carryout the activitythen the CSshouldindicatewhich of the descriptors
of the activities,knowledgeand skillsrequire further development(to a limit of five items per CiP,
soasto allowtargetsset at feedbackto be timely, relevantand achievable) Similarly,if atrainee
excelsin one or more areas,the relevantdescriptorsshould be indicated. Examplesof how the
onlineMCRwill look areshownin figuress and6. Figure7 describegshe MCRasaniterative process
involvingthe trainee, CSsthe AESandthe developmentof specificrelevant timely andachievable
actionplans.

Multiple Consultant Reporg assessment of the GPCs

1. Professional values and behaviours

"four comments...

Appropriate for
phase

Descriptors

Area for
development

2. Professional skills

our comments...

Appropriate for
phase

Area for
development

3. Professional knowledge

Descriptors

Appropriate for "four comments...

phase
Area for
development

4. Capabilities in health promotion and illness prevention

Descriptors

Appropriate for our comments...

phase
Area for
development

5. Capabilities in leadership and team working

“four comments, including your development plan for certification...

Descriptors

Appropriate for
phase

Descriptors

Area for
development
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6. Capabilities in patient safety and quality improvement

“four cemments, including your development plan for certification...

Appropriate for

phase
Descriptors

Area for
development

7. Capabilities in safeguarding vulnerable groups

Appropriate for four comments...

phase

Area for
development

8. Capabilities in education and training

Descriptors

Appropriate for "vour comments, including your development plan for certification...

phase

Area for
development

9. Capabilities in research and scholarship

"vour comments, including your development plan for certification...

Descriptors

Appropriate for

phase
Descriptors

Area for
development

Figure5: Anexampleof how the GPCare assessethroughthe MCR CSsvould considerwhether
there are areasfor developmentin any of the nine GPQlomains.If not, then nothing further need
berecorded.If there areareasfor developmentdentified,then CSsareobligedto providefeedback
throughthe MCR.Thisfeedbackcanbe recordedasfree text in the commentsboxindicated.The
Descriptordoxexpanddo revealdescriptorsakenfrom the GPGramework.Thesecanbe usedas
promptsfor free text feedbackor verbatimasstandardisedanguageusedto describeprofessional
capabilities.
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Multiple Consultant Repog assessment of the CiPs

1. Manages an out-patient clinic

Your comments. ..

Supervision Descriptors

level Please select

2. Manages the unselected emergency take

Your comments. ..

Supervision

Descriptors
level Please select

3. Manages ward rounds and the ongoing care of in patients

Your comments. ..

Supervision

Descriptors
level Please select

4. Manages an operating list

Your comments. ..

Supervision

Descriptors
level Please select

5. Manages multi-disciplinary working

Your comments. ..

Supervision

Descriptors
level Please select

Figure6: An example of howhe CiPsare assessed through tHdCR The CSwould decide what
supervision level to ommend for each of the CiPs and record this for each througBtipervison
Levelbox. If the level recommended is IV or V then no further comment need be recorded, unless
the CSswished to capture areas of particular excellence for feedbacklelfek | to Ill are
recommendedthen trainers are obliged to provide feedback through the MCR. This feedback can
be recorded as free text in theommentsbox indicated. Th®esciptors box expands to reveal CiP
descriptors. These can be used as prompts for teea feedback or verbatim as standardised
languageto describe the clinical capabilities

5.3.4 Traineeself-assessment

Traineeshouldcompletethe selfassessmenin the samewayasCSsompletethe MCR usingthe
sameform and describingselfidentified areasfor developmentwith free text or usingCiPor GPC
descriptors.Reflectionfor insight on performanceis an important developmenttool and self
recognitionof the levelof supervisiomeededat anypointin trainingenhancegatient safety.Self
assessmentsre part of the evidencereviewedwhen meetingthe AESat the mid-point and end of
a placement.Wide discrepancybetweenthe selfassessmenand the recommendationby CSsn
the MCRallowsidentificationof overor underconfidenceandfor suppot to givenaccordingly.
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Trainee self-
assessment

CSs meet to CS/AES
agree the meets
MCR trainee

Plan for next
3-6 months

Figure7: Theiterative processof the MCR showingthe involvementof CSsselfassessmenby
trainees faceto facemeetings betweentraineesandsupervisorsandthe developmentof anaction
plan focusedon identified learningneedsover the next three to six months of training. Progress
againsttheseaction plansis reviewedby the AESand at the subsequentMCRs.

5.3.5 Workplacebasedassessment (WBA)

Eachindividual WBAIs designedo assess& rangeof important aspectsof performancein different
training situations. Takentogether the WBAscan assesshe breadth of knowledge,skills and
performancedescribedin the curriculum. Theyalso constructivelyalign with the clinical CiPs(as
shownin appendix9) andwill be usedto underpinassessmenin thoseareasof the syllabuscentral
to the specialtyi.e. the critical conditionsandindexproceduresaswell asbeingavailablefor other
conditions and operations as determined by the trainee and supervisorsand especiallywhere
neededin the assessmenbf a remediation packageto evidenceprogressin areasof training
targetedby anon-standardARCRutcome.TheWBAsdescribedn this curriculumhavebeenin use
for overten yearsandare now an establisheccomponentof training.

The WBA methodology is designed to meet the following criteria:

1 Validityq the assessment actually does test what is intended; that methods are relevant to
actual clinical practice; that performance in increasingly complex tasks is reflected in the
assessment outcome

1 Reliability- multiple measures of performance using diffatessessors in different training
situations produce a consistent picture of performance over time

1 Feasibilityg methods are designed to be practical by fitting into the training and working
environment

1 Costeffectivenesg the only significant additionalosts should be in the training of trainers

and the time investment needed for feedback and regular appraisal, this should be factored

into trainer job plans

Opportunities for feedbaak structured feedback is a fundamental component

Impact onlearningci KS SRdzOF GA2y I f FSSRol O] FNRBY GNIAY

reflections on practice in order to address learning needs.

= =
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WB/s usedifferent i NI A diré&NaBis@rvationsof traineesto assesghe actual performanceof
traineesasthey manage different clinicalsituationsin different clinicalsettings and provide more
granularformative assessmenin the crucialareasof the curriculumthan doesthe more global
assessmenbf CiPsin the MCR.WBAsare primarily aimed at providing constructve feedbackto
traineesin important areasof the syllabusthroughout each placementin all phasesof training.
Traineesundertakeeachtask accordingto their training phaseand ability level and the assessor
mustinterveneif patientsafetyis at risk. It would be normalfor traineesto havesomeassessments
whichidentify areasfor developmentbecauseheir performanceis not yet at the standardfor the
completionof that training.

EachWBA is recorded on a structured form to help assessorglistinguish between levels of

performanceand prompt areasfor their verbal developmentalfeedbackto traineesimmediately
after the observation EachwBAincludesthe (i NI A 3@ SaQsaS andiddNdzémments ratings
of individualcompetenciege.g.SatisfactoryNeedsDevelopmenbr Outstanding and globalrating

(usinganchorstatementsmappedto phasesof training). Ratingscalessupportthe drive towards
excellencein practice, enabling learnersto be recognisedfor achievementsabove the level

expected for a level or phase of training. They may also be used to target areas of

underperformanceAsthey accumulatethe WBASsfor the critical conditionsandindexprocedures
alsocontributeto the AESeport for the ARCP.

WBAs are formative and may be used toesssand provide feedback on all clinical activity. Trainees
can use any of the assessments described below to gather feedback or provide evidence of their
progression in a particular area. WBAs are only mandatory for the assessment of the critical
conditions and index procedures (see appendices 3 and 4). They may also be useful to evidence
progress in targeted training where this is required e.g. for any areas of concern.

WBAs for index procedures and critical conditions will inform the AES reportaiting range of
20KSNJ) SGARSYOS (2 AR (GKS RAS Gdindes arg requie@ tdziise G K S
WBAs to evidence that they have achieved the learning in the index procedures or critical conditions
by certification. However, it is recogeis that trainees will develop at different rates, and failure to
attain a specific level at a given point will not necessarily prevent progression if other evidence
shows satisfactory progress.

Theassessmerblueprint(appendixXd) indicateshowthe assessmenprogrammeprovidescoverage
of the CiPsthe GPOrameworkand the syllabus.lt is not expectedthat the assessmeninethods
will be usedto evidenceeachcompetencyand additional evidencemay be usedto help makea
supervisionlevel recommendation.The principle of assessments holistic; individualGPCand CiP
descriptorsandsyllabustemsshouldnot be assessedyther thanin the criticalconditionsandindex
proceduresor if an areaof concernis identified. Theprogrammeof assessmenprovidesa variety
of tools for feedbackio and asses®f the trainee.

Case Based Discussion (CBD)

TheCBDassessethe performanceof atraineein their managemenbf a patient caseto providean
indication of competencein areassuchas clinicaljudgement,decisionmakingand applicationof
medicalknowledgein relationto patient care. TheCBDprocesss a structured,in-depth discussion
betweenthe traineeanda consultantsupervisorThemethodis particularlydesignedo test higher
order thinking and synthesisas it allowsthe assessoto explore deeper understandingof how
traineescompile, prioritise and apply knowledge.By usingclinicalcasesthat offer a challengeto
trainees,rather than routine casestraineesare ableto explainthe complexitiesinvolvedand the
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reasoningbehind choicesthey made. It also enablesthe discussionof the ethical and legal
frameworkof practice.lt usespatient recordsasthe basisfor dialogue for systematicassessment
andstructuredfeedback Asthe actualrecordis the focusfor the discussionthe assessocanalso
evaluatethe quality of record keepingand the presentationof cases.The CBDis important for
assessinghe critical conditions(appendix3). Traineesare assesse@gainstthe standardfor the
completionof their phaseof training.

Clinical Evaluation Exercise (CEX) / CEX for Consent (CEX(C))

The CEXor CEX(Chssesses clinical encounter with a patient to provide an indication of
competencein skills essentialfor good clinical care such as communication, history taking,
examinationand clinicalreasoning.Thesecanbe usedat anytime andin anysettingwhenthere is
a trainee and patient interaction and an assessois available.The CEXor CEX(Cis important for
assessinghe critical conditions(appendix3). Traineesare assesse@gainstthe standardfor the
completionof their phaseof training.

Direct Observation of Procedural Skills (DOPS)

The DOPSassesseshe 1 NI A #68c@l operative and professionalskillsin a range of basic
diagnosticand interventional proceduresduring routine surgicalpractice in wards, out-patient
clinicsand operating theatres. The proceduresreflect the common and important procedures
Traineesare assesseagainstthe standardfor the completionof core surgicalraining.

Multi-source Feedback (MSF)

The MSF assesses professional competence within a team working environment. It comprises a self
assessmentandthe asse¥ Sy 1da 2F (GKS GNIAYySSQa LISNF2NXNI YO
different grades and environments (e.g. ward, theatre, -patients) including the AES. The
competencies map to the standards of GMP and enable serious concerns, such as those about a
traAySSQa LINPoAGE YR KSIfOGK>: 2 06S KAIKEAIKGISR
to be taken. Feedback is in the form of a peer assessment chart, enabling comparison of-the self
assessment with the collated views received from the teard antludes their anonymised but
verbatim written comments. The AES should meet with the trainee to discuss the feedback on
performance in the MSF. Trainees are assessed against the standard for the completion of their
training level.

Procedure Based Assezent (PBA)

The PBAassessesdvancedtechnical, operative and professionalskills in a range of specialty
proceduresor parts of proceduresduring routine surgicalpracticein which traineesare usually
scrubbedin theatre. Theassessmentoverspre-operdive planningand preparation;exposureand
closure;intra-operativeelementsspecificto eachprocedureand postoperativemanagementThe
proceduresreflect the routine or index proceduresrelevantto the specialty.The PBAIs used
particularlyto assesshe indexprocedureqappendix4). Traineesare assesseagainsthe standard
for certification.

Surgicalogbook

Thelogbookis tailored to eachspecialtyand allowsthe (i NI A gb@f@t@riteas assessedy the
DOP&nd PBAto be placedin context. It is not a formal assessmenin its own right, but trainees
arerequiredto keepa log of all operativeproceduresthey haveundertakenincludingthe level of
supervisiorrequired on eachoccasiorusingthe key below. Thelogbookdemonstratesoreadth of
expeliencewhich canbe comparedwith proceduralcompetenceusingthe DOP&ndthe PBAand
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will be comparedwith the indicative numbers of index proceduresdefined in the curriculum
(appendixd).

ObservedO)

AssistedA)

Supervised trainer scrubbed(STS)
Supervised trainer unscrubbed STU)
Performed(P)

Trainingmore junior trainee (T)

ThefollowingWBAsmayalsobe usedto further collectevidenceof achievementparticularlyin the
GPQomainsof Qualityimprovement Educatiorandtrainingand Leadershi@ndteamworking:

Assessment of Audit (AoA)

TheAoAreviewsa (i NI A gbifet@rian completing an audit or quality improvementproject. It
canbe basedon documentationor a presentationof a project. Traineesare assesse@gainstthe
standardfor the completionof their phaseof training.

Observation of Teaching (OoT)

TheOoTassessethe trainS S &b#ity to provideformal teaching.It canbe basedon anyinstanceof
formalisedteachingby the traineewhichhasbeenobservedby the assessorTraineesare assessed
againstthe standardfor the completionof their phaseof training.

Theformsand guidancefor eachWBAmethod canbe found in the WBAhandbook.

5.3.6 Intercollegiate Specialty Board Examination

ThelSBexaminationin T&Ois governedby the Joint Committeeon IntercollegiateExaminations
(JCIEwww.jcie.org.uk)on behalf of the four surgicalRoyal Colleges.The JCIES served by an
IntercollegiateSpecialtyBoardin eachspecialty Theexaminationisa powerfuldriverfor knowledge
and clinicalskill acquisition.It hasbeenin existencefor over twenty years and is acceptedasan
important, necessaryand proportionate test of knowledge, clinical skill and the ability to
demonstratethe behavioursrequiredby the curriculum.Theexaminationis taken after successful
completionof phase2, and the standardis set at havingthe knowledge, clinicaland professional
skillsat the level of a day-one consultantin the generalityof the specialty,and must be passedn
order to complete the curriculum. The examinationcomponentshave been chosento test the
application of knowledge,clinical skills, interpretation of findings, clinical judgement, decision
making, professionalism,and communication skills described within the curriculum. The
examinationalsoassessesomponentsof the CiPsand GPCgasshownin appendix9) and feeds
into the sameprocessasWBAfor reviewby the AESand ARCP.

There are two sections to the exam:

1 Section 1 is a computdrased assessment comprising two papers taken on the same day. These

are both Single Best Answer (SBA) papers designed tdoheestpplication of knowledge and
clinical reasoning.

1 Section 2 comprises the clinical component of the examination. It consists of a series of carefully

designed and structured interviews on clinical togjs®me scenaridased and others patient

based.The construct of section 2 allows assessment of the application of knowledge, clinical

interpretation, decisioamaking, clinical judgement and professionalism.
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Standard setting:

1 Section 1 is standard set by the modified Angoff method with one set belithgceto the Angoff
cut score to generate the eligibility to proceed mar&ection 1 is computer markedAny
guestions identified as anomalous (possible wrong answers, negative discriminators etc.) are
discussed at the standard setting meeting prior te thngoff and, if necessary, removed.

1 The Section 2 clinical and oral components are calibrated prior to the start of each diet. It is
independently marked by examiners working in pairs but with reference to the marking
descriptors and the standard agreetlthe calibration meeting.

Feedback:

Following section 1, candidates will receive a formal letter from the Board Chair confirming the
result and a Final Performance Report which shows:

Paper 1 (Single Best Answer) Score %
Paper 2 (Single Be&nswer) Score %
Combined Score %

Following section 2, candidates will receive a formal letter from the Board Chair confirming the
result. Unsuccessful candidates will also receive a Final Performance Report showing the name of
each station and its passark, and the mark achieved by a candidate in each of the stations.

Attempts:

Traineeshavea maximumof four attempts at eachsectionof the examinationwith no re-entry. A
passin section 1 isrequiredto proceedto section 2 and must be achievedwithin two yearsof the
first attempt. Thetime limit for completionof the entire examinationprocesss sevenyears.Pro-
rata adjustmentsare permissibleto these timescalesfor LTFTtrainees. Traineesin T&Obecome
eligibleto sit section 1 following an ARCRoutcome 1 at the end of phase?2 of specialtytraining.
Furtherdetailscanbe found at

https://www.jcie.org.uk/content/content.aspx?I1D=12

5.3.7 Annual Review of Competen&rogression (ARCP)

The ARCRs a formal Deanery/HEE ocalOfficeprocessoverseenand led by the TPD It scrutinises
the i NJ A stifalil®y/#o progressthrough the training programme.lt basesits decisionson the
evidencethat hasbeengatheredinthe i NI A Igagh®dpartfolio duringthe periodbetweenARCP
reviews, particularly the AESreport in each training placement. The ARCPwould normally be
undertakenon an annualbasisfor all traineesin surgicaltraining. A panelmay be convenedmore
frequently for aninterim review, or to dealwith progressionissuedeither acceleratedor delayed)
outsidethe normalschedule TheARCRBanelmakesthe final summativedecisionthat determines
whether traineesare makingappropriateprogresso be ableto mowe to the nextlevelor phaseof
training or to achievecertification.
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5.4 Completion of training imM&O

Thefollowing requirementsare appliedto all traineescompletingthe curriculumand applyingfor
certificationandentry to the specialisteqgister.

All seekingeertificationin T&Omust:

a) be fully registered with the GMC and have a licence to practise (UK trainees) or be registered
with the Medical Council in Ireland (Republic of Ireland trainees)

b) have successfully passed the E@&mination

c) have achieved level IV or V in all the CiPs

d) have achieved the competencies described in the nine domains of the GPC framework

e) have been awarded an outcome 6 at a final ARCEpplying for specialist registration through
certification).

In order to be awarded an outcome 6 at the final ARCP, trainees must be able to satisfy the following
specialtyspecific certification requirements:

CertificationRequirements fol &OSurgery

a) Genericequirementssharedbetweensurgicalspecidties

Research Trainees must provide evidence of having met the relevant requirements for
NBEaSINOK YR a0K2ftFNEKALID C2NJ!Y GNIAYSS
Broadly, this includes capabilities in 4 areas:

1. The demonstration of evidendeased practice.

2. Understanding how to critically appraise literature and conduct literature searches and
reviews.

3. Understanding and applying basic research principles.

4. Understanding the basic principles of research governance and how to apply releviaat
guidelines to research activities.

Trainees must complete or superviae
indicative number ofhree audit orquality
improvement projects during specialty
training. In oneor more of these, the cycle
should be completed.

Medical Education andraining - evidence of | Trainees must provide evidence of being

Quality Improvement- evidence of an
understanding of, and participation in, audit
service improvement as defined in the
curriculum

an understanding of, and participation in, trained in the training of others and present
medical education and training as defined in written structured feedback on their teaching
the curriculum uploaded to the ISCP portfolio.

Trainees must provide evidence of training ir
health service management and tearship
and having taken part in a management
related activity e.g. rota administration,
trainee representative, membership of
working party etc. or of having shadowed a
management role within the hospital.

Management and_.eadership- evidence of an
understanding of management structures an
challenges of the health service in the trainir
jurisdiction
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b) Requirementspecificto Specialty

The Advanced Trauma Life Supfort

Additional courses / qualificationg, (ATLS, European Trauma Course,
evidence of an understanding of, and Definitive Surgical Trauma Skillsicee or
participation in, medical education and equivalent locally provided course(s)
training as defined in the curriculum meeting the outcomes described

It is recommended thatrainees attend
national or international meetings during
training (e.g. annual meetings of specialty
associations or major international
equivalents).

Completion of clinical placement (minimul
three months) in the eight main clinical
areas as defined by the curriculum in pha
2. Completion of two special interest
modules at phase 3 as defined by the
curriculum.

Educational conferencesevidence of
having attended appropriate educational
conferences and meetings as defined in t
curriculum

Clinical experience evidence of the
breadth of clinical experience defined in
the specialty syllabus, and experiernne
one specialty interests.

By certification there should be

Critical Coulitions - To ensure that trainee¢ documented evidence of performance at
have the necessary skills to manage the | the level of a daypne consultant via
defined critical conditions completion of CBDs/CEXs in all the critice
conditions to level 4 (appendix 3).

Operative experience consolidated
logbook evidence of the breadth of
operative experience as defined in the
curriculum

See appendix.4

Indicative numbers of index procedures a

Index Procedures listed in appendix 4

Index procedures are of significant
importance for patient safety and to
demonstrate a safe breadth of practice.

By certification there should be
documented evidence of performance at
the level of a dayone consultant in the
portfolio by means of the PBA (to level 4 :
shown in appendix 4).

Table3: Requirements for completion of training T&Q a) generic requirements shared between
all surgical specialties and b) requirements spedid T&QO Attainment of these requirements
contribute to evidence that outcomes of training have been met.

Oncetheserequirementshave been met, the ARCHanelmay considerthe award of outcome 6

havingreviewed the portfolio and AESreport. Award of outcome 6 allows the trainee to seek
recommendatiorfor certification and entry onto the specialistegister.
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6 Recording progress in the ISCP Learning Portfolio

¢CKAA OdzNNA Odzft dzy A& | @FAflofS GKNRdAdAK G§KS w/{¢
training management system atww.iscp.ac.uk Trainees and all involved with training must
register with the ISCRnd use the curriculum as the basis of their discussion and to record
assessments and appraisals. Both trainers and trainees are expected to have a good knowledge of
the curriculum and should use it as a guide for their training prograntfaeh trainee musgnaintain

their learning portfolio by developing learning objectives, undergoing assessments, recording
training experiences and reflecting on their learning and feedback.

The ISCP learning portfolio can be used to build a training record of traindeatcand practice as
follows:

1 Trainees can initiate the learning agreement and WBAs directly with supervisors. They can
record logbook procedures and other evidence using a variety of forms. They can also link
WBAs with critical conditions and index prdoees.

TPDs can validate trainees in their placements, monitor training and manage the ARCP.
Deanery/HEE Local Office administrators can support the TPD, JCST trainee enrolment and
ARCP process.

1 AESs can complete trainee appraisal through the learningeaggnt, monitor trainee

portfolios and provide end of placement AES reports.

CSs can complete the MCR at the 4p@int and end of each placement.

Assessors can record feedback and validate WBAs.

Other people involved in training can access trainee podsodiccording to their role and
function.

= =4

= =4 4
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Appendix 1: Capabilities in Practice

Ly SIFIOK 2F (KS /Ata GKS 62NR WYYlLylF3ISQ Aa

and treatment (both operative and neoperative) and recognising when refertalmore

RSTA

specialised or experienced surgeons is required for definitive treatment. Trainees are expected to

apply syllabus defined knowledge and skills in straightforward and unusual cases across the

breadth of the specialty across all CiPs.

Shared Capaltl in Practice 1:
Manages an oupatient clinic

Good Medical Practice Domains 1,2,3,4

Description

Manages all the administrative and clinical tasks required of a consultant surgeon in o
that all patients presenting as ogiatients in the specialty are cared for safely and
appropriately.

Example descriptors:

1 Assesses and prioritises GP and wdepartmental referrals and deals correctly with
inappropriate referrals

1 Assesses new and review patients using a structured history and a focused clinica
examination to perform a full clinical assessment, and determines the appropriate |
of action, expins it to the patient and carries out the plan

9 Carries out syllabus defined practical investigations or procedures within thpatignt
setting

1 Adapts approach to accommodate all channels of communication (e.g. interpreter,

language)communicates using language understandable to the patient, and

demonstrates communication skills with particular regard to breaking bad news.

Appropriately involves relatives and friends

Takes camorbidities into account

Requests appropriate investigatigrdoes not investigate when not necessary, and

interprets results of investigations in context

Selects patients with urgent conditions who should be admitted from clinic

Manages potentially difficult or challenging interpersonal situations, includingkbrga

bad news and complaints

1 Completes all required documentation

1 Makes good use of time

1 Uses consultation to emphasise health promotion

= =

= =

Specialty specific requirements:
See critical conditions (appendix 3 of the curriculum)

Supervision levels:
Level I:  Able to observe only

Level Il:  Able and trusted to act with direct supervision:

a) Supervisor present throughout
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b) Supervisor present for part
Level lll:  Able and trusted to act with indirect supervision
Level IV: Able and trustd to act at the level expected of a dape consultant
Level V: Able and trusted to act at a level beyond that expected of a@@sy consultant

Shared Capability in Practice 2:
Manages the unselected emergency take
Good Medical Practice Domairis2,3,4

Description

Manages all patients with an emergency condition requiring management within the
specialty. Able to perform all the administrative and clinical tasks required of a consult
surgeon in order that all patients presenting as emergencies in the specialtaeee for
safely and appropriately.

Example descriptors:

1 Promptly assesses acutely unwell and deteriorating patients, delivers resuscitative
treatment and initial management, and ensures sepsis is recognised and treated ir
compliance with protocol

1 Makes a full assessment of patients by taking a structured history and by performin
focused clinical examination, and requests, interprets and discusses appropriate
investigations to synthesise findings into an appropriate overall impression,
management pla and diagnosis

1 Identifies, accounts for and managesmorbidity in the context of the surgical
presentation, referring for specialist advice when necessary

1 Selects patients for conservative and operative treatment plans as appropriate,

explaining theséo the patient, and carrying them out

Demonstrates effective communication with colleagues, patients and relatives

Makes appropriate periand postoperative management plans in conjunction with

anaesthetic colleagues

91 Delivers ongoing posiperative surgial care in ward and critical care settings,

recognising and appropriately managing medical and surgical complications, and

referring for specialist care when necessary

Makes appropriate discharge and follow up arrangements

Carries out all operative procadkes as described in the syllabus

Manages potentially difficult or challenging interpersonal situations

Gives and receives appropriate handover

= =
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Specialty specific requirements:

1 See critical conditions (appendix 3 of the curriculum)
1 Trauma courseXTLS or equivalent

Supervision levels:
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Level I:  Able to observe only
Level Il:  Able and trusted to act with direct supervision:

a) Supervisor present throughout
b) Supervisor present for part

Level lll:  Able and trusted to act with indiregupervision
Level IV: Able and trusted to act at the level expected of a-@ene consultant
Level V: Able and trusted to act at a level beyond that expected of a@@sy consultant

Shared Capability in Practice 3:
Manages ward rounds and the egoing cae of in-patients

Good Medical Practice Domains 1,2,3,4

Description

Manages all hospital #patients with conditions requiring management within the specia
Able to perform all the administrative and clinical tasks required of a consultant surgec
order that all inpatients requiring care within the specialty are edrfor safely and
appropriately.

Example descriptors:

1 Identifies at the start of a ward round if there are acutely unwell patients who requit
immediate attention

1 Ensures that all necessary members of the radikciplinary team are present, knows
whatida SELISOGSR 2F GKSY [yR gKFG SIFOK 2
contributes effectively to cross specialty working

1 Ensures that all documentation (including results of investigations) will be available
when required and interprets them approptely

1 Makes a full assessment of patients by taking a structured history and by performir
focused clinical examination, and requests, interprets and discusses appropriate
investigations to synthesise findings into an appropriate ovargression,
management plan and diagnosis

1 Identifies when the clinical course is progressing as expected and when medical ol
surgical complications are developing, and recognises when operative intervention
re-intervention is required and ensures thgsaarried out

1 Identifies and initially manages ¢oorbidity and medical complications, referring on t

other specialties as appropriate

Contributes effectively to level 2 and level 3 care

Makes good use of time, ensuring all necessary assessments aseamddliscussions

held, while continuing to make progress with the overall workload of the ward roun:

T LRSYUGAFTFASE $6KSY TFdzNIHKSNJ GKSNI LISdziAO Y
initiates palliative care, refers for specialist advice as regljiand discusses plans witl
the patient and their family

= =
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1 Summarises important points at the end of the ward rounds and ensures all memb
the multi-disciplinary team understand the management plans and their roles withir
them

1 Gives appropriate adwcfor discharge documentation and follewp

Specialty specific requirements:

See critical conditions (appendix 3 of the curriculum)

Supervision levels:
Level I:  Able to observe only
Level Il:  Able and trusted to act with direct supervision:

a) Supervisor present throughout
b) Supervisor present for part

Level lll:  Able and trusted to act with indirect supervision
Level IV: Able and trusted to act at the level expected of a-@ene consultant
LevelV:  Able and trusted to act at a level beyond that expected of a@@y consultant

Shared Capability in Practice 4:
Manages an operating list
Good Medical Practice Domains 1,2,3,4

Description

Manages all patients with conditions requiring operative treatment within the specialty,
Able to perform all the administrative and clinical tasks required of a consultant surgec
order that all patients requiring operative treatment receive it safetd appropriately.

Example descriptors:

1 Selects patients appropriately for surgery, taking the surgical conditiemazbidities,

medication and investigations into account, and adds the patient to the waiting list

appropriate priority

Negotiates rasonable treatment options and shares decisinaking with patients

Takes informed consent in line with national legislation or applies national legislati

patients who are not competent to give consent

Arranges anaesthetic assessment as required

Undertakes the appropriate process to list the patient for surgery

Prepares the operating list, accounting for case mix, skill mix, operating time, clinic

priorities, and patient canorbidity

1 Leads the brief and debrief and ensures all relevant points @arered for all patients
on the operating list

1 Ensures the WHO checklist (or equivalent) is completed for each patient at both th
beginning and end of each procedure

1 Understands when prophylactic antibiotics should be prescribed and follows local
protocol

= =

= =4 =
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morbidities and medication into an appropriate operative plan for the patient

9 Carries out the operative procedures to the required level for the phase of training
described in the specialty syllabus

1 Uses good judgement to adapt operative strategy to take account of pathological

findings and any changes in clinical condition

Undertakes the operation in a technically safe manner, using time efficiently

Demonstrategyood application of knowledge and néechnical skills in the operating

theatre, including situation awareness, decisimaking, communication, leadership,

and teamwork

1 Writes a full operation note for each patient, ensuring inclusion gb@dk-operative
instructions

1 Reviews all patients postperatively

1 Manages complications safely, requesting help from colleagues where required

= =

Specialty specific requirements:

Trainees should have at least the breadth of operative experience descriloknl Lndex
Procedures (appendixef the curriculun).

Supervision levels:
Level I:  Able to observe only
Level Il:  Able and trusted to act with direct supervision:

a) Supervisor present throughout
b) Supervisor present for part

Level lll:  Able andtrusted to act with indirect supervision
Level IV: Able and trusted to act at the level expected of a-@ene consultant

Level V: Able and trusted to act at a level beyond that expected of aalasy consultant

Shared Capability in Practice 5:
Manages muii-disciplinary working

Good Medical Practice Domains 1,2,3,4

Description

Manages all patients with conditions requiring indisciplinary management (or multi
consultant input as in trauma or fracture meetings in Trauma and Orthopaedic Surgery
including care within the specialty. Able to perform all the administrative anetalitasks
required of a consultant surgeon in order that safe and appropriate rdigdtiplinary
decisions are made on all patients with such conditions requiring care within the speci

Example Descriptors:
Appropriately selects patients who reqeidiscussion at the multisciplinary team

Follows the appropriate administrative process
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Deals correctly with inappropriate referrals for discussion (e.g. postpones discussion i
information is incomplete or odbf-date)

Presents relevant case historgcognising important clinical features,-omrbidities and
investigations

Identifies patients with unusual, serious or urgent conditions

Engages constructively with all members of the mdiisciplinary team in reaching an
agreed managemerdecision, taking conorbidities into account, recognising when
uncertainty exists, and being able to manage this

Effectively manages potentially challenging situations such as conflicting opinions

Develops a clear management plan and communicates discusstoomes and
subsequent plans by appropriate means to the patient, GP and administrative staff as
appropriate

Manages time to ensure the case list is discussed in the time available

Arranges follow up investigations when appropriate and knows indicatmrellow up

Specialty specific requirement®one

Supervision levels:
Level I:  Able to observe only
Level Il:  Able and trusted to act with direct supervision:

a) Supervisor present throughout
b) Supervisor present for part

Level lll:  Able andtrusted to act with indirect supervision
Level IV: Able and trusted to act at the level expected of a-@ene consultant

Level V: Able and trusted to act at a level beyond that expected of a@@y consultant
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Appendix 2 Trauma and Orthopaedic Surg&yllabus

Thesyllabugprovidesadescriptionof the knowledgeandclinicalskillsrequiredfor the specialtyspecific
topicsin eachmoduleanddetailsof the technicalskillsrequiredfor each phaseof training.

FormativeWBAsmaybe usedto assessindprovidefeedbackon anyareasof clinicalactivity. However,
other than for the critical conditions,indexproceduresor where they havebeenidentified to address
a concern,WBAsare optional and trainees, therefore, do not needto use WBAsto evidencetheir
learningagainsteachsyllabugopic.

APPLIECLINICAKNOWLEDGE
Standards for knowledge

Each topic for a level or phase of training has a competence level ascribed to it for knoveledpe
from 1 to 4 which indicates the depth of knowledge required:

knows of

knows basic concepts

knows generally

knows specifically and broadly

PwnNPE

Applied Clinical Knowledge

Pathology Physiology
[ Prostheses & Orthoses l— Pathology
m_l Applied clinical Basic science | |
l Ortho-oncology I—I (basic) science (regional) : Pain l
[ Biomechanics & biomaterials ]—
eoplasia
| —[ Biomechanics & biomaterials ]

W

[ Clinical Environment

Applied Clinical Knowledge:

Basic Science, Foot & Ankle, Knee, Hip, Spine, Hand,
Elbow, Shoulder, Paediatrics, Trauma

il

[ Evidence management

Basic science

Trauma Investigations

Regional specifies

Treatments Assessments

[ Operative l[ Non-Operative l[ Complications l
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All T&Osurgeonsneedto understandthe scopeof their disciplineand, ultimately, to varyingdegrees
of depth dependingon their specialtyinterestin future practice. Theemphasishere is on knowledge
pertainingto acute work whilst acknowledginghat most surgeonswill alsoundertakeelectivework

with or without a specialinterest. Training programmesshould aim to deliver education in the

generalityof T&O.

It iscrucialto realisethat knowledgechangesThissyllabusacknowledgeshat all T& Osurgeonscannot
know everything about all aspectsof their chosendiscipline. With this in mind, trainees (like
consultants)must reflect on the needto update and changetheir knowledgebasethroughout their
career. Traineesmust not only acknowledgegapsin their knowledge but must fill them using
appropriatemeansalongsideselfawarenesshumility and commitment.

Thiscomponentcontainsthat which underpinstraining in T&Oand is essentialboth to contextualize
skillsand attitudes acquiredin trainingand in order to practiceasa T&Osurgeon.

Theseare difficult termsto define preciselybut it will be expectedthat a practicingsurgeon(level4)
will not only be ableto apply specific,detailed knowledgeof a givencondition or techniquebut also
utilise a broad knowledgeof orthopaedicsand medicineto view any LJ- (i A Styatiof Bolistically.
Most crucially, trainees must demonstrate an appreciationthat knowledge changesas research
progressesandsothey mustalsopossessandapplythe relevantskillsto keepthemselveaup to date.

Atrainee mustbe ableto applythe knowledgedefinedbelow in the relevantclinicalsituations. They
shoulddemonstratetheir competencythrough the ability to verbalisethe knowledgeand justify any
actionor decison.

We havedefinedthe levelsfor coresurgicatraining/ STL-2 (phasel), ST38 (phase< and3) for alland
specialinterest ST78 (phase3) chosenmodule.
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Competence Levels

1 = Knows of 3 = Knows generally

2 = Knows basic concepts 4 = Knows specifically and broadly

Topic

CORE

ST3ST8

SPECIALTY
INTEREST

Anatomy

Clinical and functional anatomy with pathological and operative relevanc

w

AN

N

Surgical approaches to the limbs and axial skeleton

N

AN

N

Embryology of musculoskeletal system

w

N

Structure and function of connective tissue

Bone

Cartilage- articular, meniscal

Muscle and tendon

Synovium

Ligament

Nerve

Intervertebral disc

WWWww wlw
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Pathology

Thromboembolism and prophylaxis

Principles of fracture healing

Biology of wound healing

Tendon and ligament injury and healing

Nerve injury andegeneration

Shock types, physiology, recognition and treatment

Metabolism and hormonal regulation

Metabolic and immunological response to trauma

Blood loss in trauma/surgery, fluid balance and blood transfusion

Osteoarthritis

Osteoporosis

Metabolic bone disease

Rheumatoid arthritis and other arthropathies (inflammatory, crystt,)

Haemophilia

Inherited musculoskeletal disorders

Neuromuscular disordersinherited and acquired

Mechanisms and classification of failure of joint replacement and of
periprosthetic fractures:

P (PP INWWWWWWWWARNDNWWW
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Osteonecrosis 2 |4 |4
Osteochondritis 1 |4 |4
Heterotopic ossification 1 4 4
Infection of bone, joint, soft tissu@cluding tuberculosis, and their 5 |4 |24
prophylaxis

Prosthetic infection 2 4 4
Surgery in high risk and immuncompromised patients 3 4 4
Prostheses and Orthoses

Principles of design 1 4 4
Prescription and fitting of standard orthoses 1 4 4
Principles of orthotic bracing for control of disease, deformity and instabi| 1 4 4
Pain

Anaesthesia principles and practice of local and regional anaesthesia an 5 3 3
principles of general anaesthesia

Pain management programmes anthnagement of complex regional pain 5 3 3
syndrome:

Pain and pain relief 3 4 4
Behavioural dysfunction and somatization 1 3 3
Musculoskeletal oncology

Presentation, radiological features, pathological features, treatment and 1 3 4
outcome forcommon benign and malignant tumours

Principles of management of patients with metastatic bone disease in ter

of investigation, prophylactic and definitive fixation of pathological fractur 1 4 4
and oncological management

Presenting features, management and outcome of soft tissue swellings, 5 4 4
includingprimary musculeskeletal malignancy

Biomechanics & Biomaterials

Bone grafts, bone banking and tissue transplantation 1 4 4
Biomechanics afhusculoskeletal tissues 1 4 4
Biomechanics of fracture fixation 2 4 4
Tribology of natural and artificial joints 1 4 4
Design of implants and factors associated with implant failure (wear, 1 4 4
loosening)

Biomaterials 1 (4 |4
Genetics and cebiology

Application/relevance of modern genomics to orthopaedic disease and 1 14 |24
treatment

Molecular genomics and molecular biology in T&O 2 3 4
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Cell biology in T&O

w

N

Cellular and molecular basis of wound healing

N

AN

N

Diagnostics

Musculoskeletal imaging:nay, contrast studies, CT, MR, ultrasound,
radioisotope studies

Assessment of bone mass and fracture risk

Effects of radiation

Blood tests

Kinematics and gait analysis

Electrophysiological investigations

NI~ WW W

WA b
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Clinical Environment

Theatre Design

Design of theatres

N

IS

Equipment Design and Use

Tourniquets

Sterilisation

Infection prevention and control

Patient warming methods anghtionale

Skin preparation

AW WW

WD DS

||

Medical Ethics

Duty of care

N

N

IS

Informed consent

N

N

D

Evidence Management

Data Analysis

Data analysis and statistieprinciples and applications

N

IN

1N

Principles of epidemiology

IN

1N

Clinical Trials

Design and conduct of clinical trials

Quiality improvement

Quiality improvement projects including principles, methods and reporting

w

N

D

Audit

w

IN

AN

Clinical governance
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Basic Scienc@Regional)

Anatomy

Anatomy of the foot and ankle and related structures 3 4 4
Surgical approaches: ankle, subtalar joint, 1tsicsal joint and forefoot and 5 4 4
arthroscopic access

Surgical approach to Weber B ankle fractures 3 4 4
Physiology

Physiology of nerve function around the foot and ankle 2 4 4
Pathology

Inflammatory, degenerative and infective conditions of the foot and ankle 2 4 4
Instability of the foot and ankle 1 4 4
The neuropathic foot 2 4 4
Deformity

Acquired and developmental deformities of the foot and ankle 2 4 4
Pain

Causes of foot pain 2 4 4
Biomechanics & Biomaterials

Biomechanics of the foot and ankle 2 |4 |4
Biomechanics of tendon transfer techniques 2 4 4
Biomechanics of the various types of ankle and first ray prostheses including 1 13 |24
factors influencing design, wear and loosening

The functional role of orthotic devices 2 |4 |4

Investigations

Radiological investigations to assess foot anlle conditions

Role of diagnostic and guided injections of the foot and ankle

Role of examination under anaesthetic and diagnostic arthroscopy
Neurophysiology in foot and ankle disorders

RIRININ
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SN EIEIES

Critical Conditions

Compartment syndrome 3 4 4
Diabetic Foot 3 4 4
Necrotising fasciitis 2 4 4

Assessments
History and examination of the foot and ankle including special clinical tests | 3 4 4
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Treatments

Operative

Prosthetic replacement in the foot and ankle

Arthroscopy of the foot and ankle

Amputations in the foot and ankle

Arthrodesis in the foot and ankle

Excision arthroplasty

First ray surgery

Lesser toe surgery

Ligament reconstruction in the foot and ankle

The rheumatoid foot and ankle

The neuropathic foot

RlRRIRIRRRR(N R~
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Management of tendon, ligament and nerve injuries

Non operative

H
N
N

Footwear modifications, orthoses and totantact casting

w
N

Rehabilitation of the foot and ankle 2

Complications

Management of failed arthroplasty and management of failed soft tissue surg| 1 3 4

Basic Science (Regional)

Anatomy

Anatomy of the knegoint and related structures 3 4 4
Surgical approaches to the knee and arthroscopic access 2 4 4
Physiology

Physiology of nerve function around the knee. 2 4 4
Pathology

Inflammatory, degenerative and infective conditions of #mee 3 (4 |4
Instability of the knee, including the patellofemoral joint 2 4 4
Deformity

Acquired and developmental deformities of the knee 2 4 4
Pain

Causes of the painful knee 3 4 4
Neoplasia

Benign and malignant conditions in the knee and surrounding structures 2 4 4
Biomechanics & Biomaterials

Biomechanics of the knee 1 4 4
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Biomechanics of knee arthroplasty 1 4 4

Investigations

Radiological investigation to assess kmee
Diagnostic aspiration

Therapeutic injection

Examination under anaesthetic and arthroscopy
Neurophysiology in knee disorders

RPINWWW
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Critical Conditions

Neurovascular injuries 3 4 4
Primary and secondary musces&eletal malignancy around the knee > |4 |a
Assessments

History and examination of the knee joint including special clinical tests 3 4 4
Treatments

Operative

Arthroplasty of the knee 2 (4 |4
Arthroscopy of the knee 2 4 4
Ligamentous instability of the knee 2 4 4
Patellofemoral disorders 1 4 4
Meniscal pathology 2 4 4
Degenerative and inflammatory arthritis 2 4 4
Principles of revision surgery for failed arthroplasty 1 4 4
Therapeutic injection of the knee 3 4 4
Techniques available to repair and replace articular cartilage 1 4 4
Management of tendon, ligament and nerve injuries 1 4 4
Non operative

Orthoses 1 4 4
Rehabilitation of the knee 1 3 4

Complications
Failed arthroplasty and soft tissue surgery 1 3 4

Basic Science (Regional)

Anatomy
Anatomy of the hip and pelvic region and related structures 3 4 4
Surgical approaches to the hip including arthroscopic access 2 4 4

49



Physiology

Physiology of nerve function affecting the hip 2 (4 |4
Pathology

Inflammatory, degenerative and infective conditions of the hip 3 4 4
Impingementdisorders 1 4 4
Primary and Secondary Tumours around the Hip

Deformity

Acquired and developmental deformity around the hip 1 4 4
Pain

The painful hip 3 4 4
Biomechanics & Biomaterials

Biomechanics of the hip 1 4 4
Biomechanics of hip arthroplasty 1 |4 |4
Investigations

Radiological investigations to assess the hip 3 4 4
Diagnostic and guided injections 2 4 4
Hip arthroscopy 1 4 4
Neurophysiology in hip disorders 2 4 4
Assessments

History andexamination of hip including special clinical tests 3 (4 |4
Treatments

Operative

Arthroplasty of the hip 2 4 4
Arthroscopy of the hip 1 4 4
Soft tissue surgery, osteotomy and arthrodesis of the hip 1 3 4
Management of tendonljgament and nerve injuries 1 4 4
Non-operative

Orthoses 1 4 4
Complications

Failed arthroplasty and soft tissue surgery 1 3 4
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Basic Science (Regional)

Anatomy

Development of the spine, spinal cord amerve roots 2 3 |4
Anatomy and principles of surgical approaches: anterior and posterior at eac 1 3 |4
level and endoscopic access

Physiology

Physiology of nerve function affecting the spinal cord and emerging nerves |2 |4 |4
{LAYlIf aK201 YR AGQa LKeaAz2f23A0[(2 |4 |4

Pathology

The aging spine and degenerative disease
Acute and chronic infections of the spine
Metabolic conditions affecting the spine
Neuromuscular conditionaffecting the spine

RINEIN
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Deformity
Deformities of the spine, paediatric and adult, includaagonaland sagittal plane
deformities

Pain
Causes of the acutely painful back, including referred pain e.g. acute prolaps
disc

Neoplasia
Primary and secondary tumours of the spine 1 |4 |4

Biomechanics & Biomaterials

Biomechanics of the spine

Spinal instability as applied to trauma, tumour, infection and
spondylolysis/listhesis

Sagittalbalance and the aging spine

Spinal instrumentation and internal fixation devices

N e i
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Investigations

Radiological investigations (and their interpretation) used to assess common
spine conditions

Role of diagnostic anitherapeutic injections

Role of biopsy including routes and complications

Blood tests

Electrophysiological studies (including cord monitoring)

RINR|R N
WhrIAP >
AP b

51



Critical Conditions

Cauda equina syndrome

Spinal trauma assessment, immediate care and appropriate referral
Infections e.g. tuberculosis

Important complications of inflammatory spinal conditiormheumatoid
instability and ankylosing spondylitis

Metastatic spinal cord compression

The painful spine in the child

RN R (RPN W
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Assessments

History and examination of thgainful and injured spine including special clinic
tests

Assessment for nespinal conditions presenting as back pain (e.g. renal colic
vascular)

Recognition of somatisation, nesrganic drivers of back pain and barriers to
recovery (including yellow flags)

Treatments

Operative

Indications, options and complications for compressive conditions including
radicular, stenotic and myelopathic

Indications, options and complicationsiostability of the spine

Principles of management of tumours around the spine

Principles of management of deformity of the spine

Principles of the application of spinal bracing

Scoliosis and Kyphosis deformityiopathic & congenital

Painful spine conditions, including kyphgsigondylolysis and spondylolisthesis
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Non operative
Non-operative treatment of disorders, such as low back pain, sciatica

H
N
N

Management of spinal fractures including osteoporotic fractures 1 |4 |4
Principles of interventional radiology in the management of spinal problems ¢ 1 la |a
vertebroplasty

Careof the spinal cord injury patient from initial assessment to principles of 5 4 4
rehabilitation

Complications

Assessment and management of complications of spinal surgery (e.g. o 14 |4

haematoma, neurological deterioration, failbtbmechanics)
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Basic Science (Regional)

Anatomy

Anatomy of the wrist and hand and related structures including forearmrotat 3 |4 |4
Surgical approaches in the hand and wrist and arthroscopic access 2 |4 |4
Physiology

Physiology of nerve function around the hand 2 |4 |4
Pathology

Inflammatory, degenerative and infective conditions of the hand and wrist 2 |4 |4
Dupuytren's disease 2 |4 |4
High pressure injection injury 2 |4 |4
Infection 2 |4 |4
Deformity

Acquired and developmental deformity around the hand and wrist 1 3 |4
Pain

Complex Regional Pain Syndrome 2 |4 |4
Neurectomy 2 4 4
Biomechanics & Biomaterials

Biomechanics of the hand and wrist 1 3 |4
Biomechanics of hand and wrist arthroplasty 1 3 |4
Investigations

Radiological investigations to assess the hand and wrist 3 (4 |4
Neurophysiology of the hand and wrist 2 |4 |4
Diagnostic and guided injections 2 |4 |4
Examination undeanaesthetic and arthroscopy 2 |4 |4
Critical Conditions

Compartment syndrome 3 |4 |4
Assessments

History and examination of the hand and wrist including special clinical tests| 3 |4 | 4
Common clinical hand function tests 2 4 4
Treatments

Operative

Prosthetic replacement in the hand and wrist 1 3 4
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Excision arthroplasty in the hand and wrist
Arthroscopy of the hand and wrist
Arthrodesis in hand and wrist
Biomechanics of tendon transfezchniques
Entrapment neuropathies

The rheumatoid hand and wrist

The congenital hand

Dupuytren's disease
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Non-operative

Rehabilitation of the hand and wrist
Orthoses

Use of splints 2

N
w
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Complications
Failed arthroplasty and soft tissue surgery 1
Infection 2 |4 |4

Basic Science (Regional)

w
N

Anatomy

Anatomy of the elbow region and related structures 3 |4 |4
Surgical approaches to the elbow aadhroscopic access 2 |4 |4
Physiology

Physiology of nerve function around the elbow 2 |4 |4
Pathology

Compressive neurological problems around the elbow 3 (4 |4
Instability around the elbow 1 3 |4
Inflammatory, degenerative andfective conditions of the elbow 3 |4 |4
Causes of elbow stiffness 1 3 |4
Deformity

Acquired and developmental deformity around the elbow 1 3 |4
Pain

The painful elbow 2 |4 |4
Biomechanics & Biomaterials

Biomechanics of thelbow 1 3 4
Biomechanics of elbow arthroplasty 1 3 4
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Investigations

Radiological investigations to assess the elbow

Diagnostic and guided injections

Examination under anaesthetic and arthroscopy

Neurophysiology in elbow disorders

RIN|IN|W
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Assessments

History and examination of the elbow including special clinical tests

Treatments

Operative

Arthroplasty of the elbow

Arthroscopy of the elbow

Ligamentous instability

Entrapment neuropathy

Degenerative and inflammatory arthritis

Soft tissue conditions

The rheumatoid elbow

Amputation

RPN R[NP R

NWhrhWhAhWWW

NIRRT

Non-operative

Rehabilitation of the elbow

|

IS

Orthoses

IS

Complications

Management of the failed arthroplasty and soft tissue surgery
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Basic Science (Regional)

Anatomy

Anatomy of the shoulder girdle and related structures 3 |4 |4
Surgical approaches to tt#houlder girdle including arthroscopic access 2 |4 |4
Physiology

Physiology of nerve function around the shoulder 2 |4 |4
Pathology

Impingement and rotator cuff disorders 1 |4 |4
Instability and labral pathology of the shoulder 2 |4 |4
Inflammatory, degenerative and infective conditions of the shoulder girdle 3 |4 |4
Shoulder stiffness 1 |4 |4
Deformity

Acquired and developmental deformity around the shoulder 1 3 |4
Pain

The painful shoulder 3 |4 |4
Biomechanics & Biomaterials

Biomechanics of the shoulder girdle 1 |4 |4
Biomechanics of shoulder arthroplasty 1 3 |4
Investigations

Radiological investigations to assess the shoulder 3 |4 |4
Diagnostic and guided injections 2 |4 |4
Examination under anaesthetic and arthroscopy 1 |4 |4
Neurophysiology in shoulder and brachial plexus disorders 1 3 |4
Assessments

History andexamination of the shoulder girdle, including special clinicaltests |3 |4 |4
Examination of the brachial plexus 2 |4 |4
Treatments

Operative

Arthroplasty of the shoulder 1 3 |4
Arthroscopy of the shoulder 1 |4 |4
Soft tissue disorders of th&houlder girdle 2 |4 |4
Arthrodesis, osteotomy and excision arthroplasty 1 3 |4
Reconstructive surgery for brachial plexus and other neurological disorders | 1 3 |4
Amputation 1 2 4
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Non-operative

Rehabilitation of the shoulder 1 |3 |4
Orthoses 1 3 4
Complications

Management of failed arthroplasty and soft tissue surgery 1 3 |4
Basic Science (Regional)

Anatomy

Regional anatomy for trauma 3 4 4
Surgicabpproaches for bone and soft tissue injuries 2 4 4
Approaches for hip fractures 3 4 4
Approaches for Weber B ankle fractures 3 4 4
Physiology

Physiological response to trauma 3 4 4
Pathology

Delayed and nownion 2 4 4
Fractures in abnormal bone 3 4 4
Deformity

Mal-union of fractures 2 4 4
Pain

Pain relief in trauma patients 3 4 4
Biomechanics & Biomaterials

Principles of open reduction and internal fixation/external fixation of 5 4 4
fractures

Splintage and traction 2 4 4
Principles of casting 3 4 4
Investigations

Radiological investigations to assess the injured patient 3 4 4
Critical Conditions

Compartment syndrome 3 4 4
Neurovascular injuries 3 4 4
Physiological response to trauma 2 4 4
Necrotising fasciitis 3 4 4
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Assessments

Initial clinical assessment of the polytrauma patient 4 4 4
Priorities oftreatment and identification of life/limkthreatening injuries 2 4 4
Ongoing management of polytrauma patient in first week, including 5 4 4
prioritisation of treatment and multdisciplinary care

Assessrr_lent of the limb at risk, includidecision re limb salvage vs. 5 3 3
amputation

Treatments

The trauma team & multidisciplinary collaboration 3 4 4
Operative

Management of closed/open diaphyseal fractures 3 4 4
|Management of closed/open peairticular fractures 2 4 4
Manageme.nt of complex open fractures requiring bone/soft tissue 5 4 4
reconstruction

|Management of multiple injuries in a polytrauma patient 2 4 4
Management of perprosthetic fractures 2 4 4
Amputation 2 4 4
Management of isolated soft tissumjuries 3 4 4
Non-operative

Non-operative management of fractures 3 4 4
Rehabilitation of the injured patient 3 4 4
Management of psychosocial aspects of are 3 4 4
Complications

Principles of limb reconstruction imon-unions/malunions/bone infection | 2 3 4
Specific fracture areas

Spine

The acute fracture and dislocation 2 4 4
Spinal shock and cord syndromes 3 4 4
Pelvis

Pelvic/acetabular fracture stabilisation 2 3 3
Recognition ofiisceral/neurovascular damage 3 4 4
Shoulder

Clavicle fractures 2 4 4
Proximal humeral fractures 2 4 4
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The dislocated shoulder 3 4 4
Brachial plexus and other nerve injuries 1 3 3
Humeral shaft fractures 2 4 4
Elbow

Proximalulnar fractures 2 4 4
Distal humeral fractures 2 4 4
Proximal radial injuries 2 4 4
Radius and ulnar shaft fractures 2 4 4
\Wrist

Distal radius fractures 3 4 4
Scaphoid fractures 2 4 4
Carpal injuries 2 4 4
Hand

Metacarpal &halangeal fractures 2 4 4
The mangled hand 2 3 4
Fingertip injuries 2 4 4
Nerve injuries 2 4 4
Flexor tendon injuries 2 4 4
Extensor tendon injuries 2 4 4
Proximal femur

Proximal femoral fractures 3 4 4
Femoral shaft fractures 2 4 4
Knee and lower leg

Periarticular fractures around the knee 2 4 4
Tibial shaft fractures 2 4 4
Ankle

Periarticular fractures around the ankle 2 4 4
\Weber B ankle fractures 3 4 4
Foot

Hindfoot injuries 2 4 4
Midfoot injuries 2 4 4
Forefoot injuries 2 4 4
The crushed foot 2 3 4
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‘Periprosthetic fractures

|Management of fractures around prostheses and implants

2

3

4

Basic Science

Anatomy

Embroyologygrowth of bones, physeal anatomy and its application to

: ) L. . 2 4 4
fracture types/pathological processes and infection in particular
Anatomy of bones and joints in the growing child and its application to
. 2 4 4
growth and deformity
Conditions irchildhood resulting in deformity e.g. spina bifida, cerebral 1 3 4
palsy and muscular dystrophy
Genetic aspects of orthopaedic conditions 1 3 4
Normal variants in paediatric orthopaedics 1 3 4
Diseases affecting bones in childhood, includirigction 1 3 4
Clinical Assessment
History and examination of the child 2 4 4
Involving the parents in the assessment 2 4 4
Assessing the child with a disability 1 3 4
Assessing the child with possible raccidental injury 2 4 4
Investigations
Indications for and interpretation of plairray, arthrogram, CT, MRI in 5 4 4
children
Indications for the use of ultrasound, isotope and nuclear imaging 2 4 4
Critical Conditions
The painful hip in a child 2 4 4
Painful spine in a child 2 4 4
Compartment syndrome 2 4 4
Neurovascular injury 2 4 4
Primary musculekeletal malignancy
2 4 4
Treatment
Fractures (including neaccidental injury), growth plate injuries and 5 4 4
sequelae
Bone and joininfection in a growing skeleton 2 4 4
Common childhood orthopaedic conditions, e.q. irritable hip, anterior 5 4 4
knee pain
Slipped upper femoral epiphysis 1 4 4
LeggCalvePerthes' disease 1 3 4




Developmental dysplasia of the hip

Congenital Talipes Equindarus (CTEV)

Scoliosis and Kyphosis deformity, Idiopathic & congenital

Painful spine conditions, including kyphgsisondylolysis and
spondylolisthesis

Forefoot deformities

Congenital hand abnormalities

Osteogenesis imperfecta

Skeletal dysplasias

Tarsal coalitions

Torticollis

Leg length discrepancy

Metabolic and endocrine abnormalities

Syndromes of paediatrizrthopaedic importance

Localised disorder of the skin & soft tissue in paediatric orthopaedics

Diseases of the haematopoetic system in paediatric orthopaedics

Juvenile idiopathic arthritis

Musculoskeletal infections

Bone & soft tissue tumours

Cerebral palsy

Spinabifida, neural tube defects including myelomeningocele

Neuromuscular disorders
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Non-operatively Treated Orthopaedic Conditions in Childhood

The treatment of normaVariants such as knock knees, flat feet, femora
anteversion

Orthoses

Rehabilitation of the child

Determining physical disability

Screening for congenital abnormalities

Sports medicine in the growing child
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Applied Clinical Skills

Applied Clinical Skills

Consent

Pre operative planning

care l ,

T&O . Pre operative preparation
competencies

procedures { Exposure & closure
L Intra operative technigue
Post operative management

Trauma
Elective -

TheAppliedClinicalSkillssyllabuss a reflection of the procedureshat havebeenrecordedin trainee
logbools and, therefore, encounteredin routine T&O practice. In all training programmestrainees
shouldhavethe opportunity to be exposedo alargeselectionof the procedures.

Recordinga surgicalkkillsuchassuturingor takingconsentin isolationdoesnot tell us sufficientlywell
how a professionaldeals with problemsin the round. Neither do we want to simply credential
individualsto carry out a particular hip replacementor fix a certaintype of fracture. We, therefore,
want to train and assesghe ability of the traineein the context of the whole patient problem and
extrapolatethat to dealingwith problemsin general.

Core competencies

The skills syllabus is not simply a list of procedures with their defined levels of competency, but
considers each procedure asvhole from the first encounter with the patient pi@peratively to their
management afterwards and onwards to discharge. Skills are captured as a list in the core domains of
consentetc. listed below. They are then broken down further within each cammdin to explore

different elements, some of which may be verbal, involve interpretation or judgment as well as

manual ability etc.

Procedures

Therequiredskillsremainbroadlythe sameasin previouseditionsof the curriculum. TheCurriculum
Developmat Grouprecogniseda consistentand constantexpansionof proceduredescriptionsin the

eLogbookincludingsomerepetition. Therefore,it wasdecidedto group similarproceduresnto more
generic categorieswhich does not detract from the mappingof the syllabusto the eLogbook. It

attemptsto future-proof it by allowingmore flexibility in the detaileddescriptionof a procedure.

T&O s a surgicalspecialtycoveringa massivespectrumof treatment options. No consultant T&O
surgeoncanbe anexpertin allareasof T&O.Similarly traineescannotbe expectedo attainthe highest
levelsof competencdor allthe procedurescoveredin the appliedclinicalskillssyllabusTherefore this
curriculumaimsto outline what skillsatraineewill needto actasaday-oneconsultantin the generality
of T&Owith anemphasion managinganunselectedake. It alsodefinesskillstraineesneedto acquire
in anareaof specialtyinterest.

Level4 is defined as the ability to managea complete a procedure,includng the most common
complicationswithout needingassistance.
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Eachtopic within a stagehasacompetencdevelascribedo it in the areasof clinicalandtechnicalskills
rangingfrom 1to 4:

Standards for clinical and technical skills

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

1. Has observed

Exit descriptor; at this level the trainee:

=

has adequate knowledge of the steps through direct observation
can handle instruments relevant to the procedure appropriately and safely
can perform some parts of the procedure with reasonable fluency.

= =4

2. Can do with assistance

Exit descriptor; at thitevel the trainee:

T knows all the stepsand the reasons that lie behind the methodology
T can carry out a straightforward procedure fluently from start to finish
T knows and demonstrates when to call for assistance/advice from the supervisor (knows personal

limitations).
3. Can do whole but may need assistance
Exit descriptor; at this level the trainee:

T can adapt to weltknown variations in the procedure encountered, without direct input from the
trainer

1 recognises and makes a correct assessment of conpralriems that are encountered
1 is able to deal with most of the common problems

1 knows when help is needed

1 requires advice rather than help that requires the trainer to scrub.

4. Competent to do without assistance, including complications

Exit descriptor at this level the trainee:

1 with regard to the common clinical situations in the specialty, can deal with straightforward and
difficult cases to a satisfactory level and without the requirement for external input

T is at the level at which one woukkpect a UK consultant surgeon to function

1 is capable of supervising trainees.
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We havedefinedthe levelsfor core/STL-2 (phasel), ST38 (phase and 3) for all and specialinterest
ST78 (phase3) chosenmodule.

Applied Clinical Skills: Spine
A trainee must be able to demonstrate their competencein the proceduresbelow at the
appropriatelymarkedleveland stageof training.

Competenced.evels

0 =Noexperienceexpected | 3 =Canmanagewhole but mayneedassistance

4=Ableto managewithout assistanceéncludingpotentialcommon
complications

1=Hasobservedor knowsof

2= Can manage with

assistance
T
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Cervical Spine

Anterior column reconstruction cervical spine
Anterior fixation fracture / dislocation cervical spine
Application halo / tong traction cervical spine

MUA fracture / dislocation cervical spine
Non-classifiable cervical spine trauma procedure
Posterior column reconstruction cervical spine
Posterior fixation fracture / dislocation cervical spine

o|o|o|o|o|o|o
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Thoracic Spine

Anterior column reconstruction thoracic spine 0 1 4
Anterior decompression / fixation thoracic spine 0 1 4
Anterior decompression thoracic spine 0 1 4
Posterior column reconstruction thoracic spine 0 1 4
Posterior decompression / fixation thoracic spine 0 1 |4
Posterior decompression thoracic spine 0 1 4
Lumbar Spine

Anterior column reconstruction lumbar spine 0 1 4
Anteriordecompression / fixation lumbar spine 0 1 4
Anterior decompression lumbar spine 0 1 4
Posterior column reconstruction lumbar spine 0 1 4
Posterior decompression / fixation lumbar spine 0 1 |4
Posterior decompression lumbar spine 0 1 4
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Topic

CORE
ST3ST8
SPECIALT
INTEREST

Elective Spine

Cervical Spine

Cervical disc replacement

Cervical laminectomy

Cervical laminoplasty

Cervical vertebrectomy for myelopathy
Anterior Cervical Discectomy-Fusion
CO0 to C2 fusiofincluding the various specific instrumentation techniques
Posterior decompression -Hixation / fusion (C2 C7)
Excision cervical / 1st rib

Thoracic outlet release (not excision cervical / 1st rib)

o|lo|lo|lo|o|o|o|o|o
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Thoracic Spine

Anterior column reconstruction thoracic spieey.for fracture or tumour | O 1 4
Costoplasty 0 1 4
Excision hemivertebra 0 1 4
Anterior thoracic decompressiaang.thoracicdisc, tumouror fracture 0 1 4
Posterior thoracic decompression-fikation / fusion 0 1 4
Biopsy thoracic spine 0 1 4
Deformity

Kyphosis correctionanterior and posterior 0 1 3
Scoliosis correctionanterior release & fusion 0 1 3
Scoliosis correctionposterior fusion 0 1 3
Scoliosis correctiog combined anterior release and posterior spinal fusiq¢ O 1 |3
Growing rods for scoliosis 0 1 3
Lengthening of growing rods for scoliosis including magnetic rods 0 1 3
Casting for early onset scoliosis 0 1 3
Vertebroplasty/balloon kyphoplasty 0 1 3
Thoracoscopic spinal procedures i¥strumentation (including vertebral 0 1 3

body tethering)

Lumbar Spine

Anterior column reconstruction lumbar spine

Decompression lumbar spine without fusion (not discectomy alone)
Discectomy open / micro /endoscopic

Excision hemivertebra

Anterior Lumbar Interbody Fusion-thstrumentation (ALIF)

Decompression lumbar spine with fusion fikation
65
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Topic

SPECIALT
INTEREST

Posterior Lumbar Interbody Fusion (PLIF)rgtrumentation

Transforaminal Lumbar Interbody Fusion (TLIF)

Direct Lateral Interbody Fusion (DLIF)

=PRI sT3sTs

R

Less Invasiveechniques for lumbar spine fusions

Investigations and injections

Biopsy cervical spine

Cervical epidural

Nerve root / facet joint injection cervical spine

o|o|lo|o
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Revision cervical discectomy

Caudal epidural injection

Discogram

Lumbar epidural

Facet joint injection lumbar spine

Nerve root injection lumbar spine

Lumbar disc replacement

Osteotomy for spine sagittal plane imbalance

Posterior column reconstruction lumbar spine

Revision lumbar discectomy

Vertebroplasty/balloon kyphoplasty

Sacrococcygeal joint injection / MUA

o|o|o|o|o|o|o|o|o|r|o|o
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Sacrailiac joint injection

Applied Clinical Skills: Shoulder

A trainee must be able to demonstrate their competence in the procedures below at the
appropriately marked level and stagetcdining.

Competence Levels

0 = No experience expected | 3 = Can manage whole but may need assistance

4 = Able to manage without assistance including potential

1 = Has observed or knows of L2
common complications

2 = Can manage with assistan(
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Clavicle
ORIF clavicle fracture 0 4 4
ORIF notunion clavicle fracture 0 3 4
SC joint dislocation closed / open reduction 0 2 4
SC joininstability/open stabilisation 0 2 4
Shoulder
Acromioclavicular joint dislocation acute ORIF 0 3 4
Anterior dislocation shoulder
Anterior dislocation shoulder closed reduction 2 4 4
Anterior dislocation shoulder open reduction-fikation 0 3 4

Fracture proximal humerus

Fracture proximal humerus hemiarthroplasty

Fracture proximal humerus interlocking IM nail

Fracture proximal humerus ORIF

Glenoid fracture ORIF

Irrigation and debridement native joint for infectiorshoulder

eolle]lelie] o)
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Posterior dislocation shoulder

Posterior dislocation shoulder closed reduction 0 4 4
Posterior dislocation shoulder open reduction fixation 0 3 4
Scapula fracture ORIF 0 2 3
Humerus

Fracture diaphysis humerus

Fracture diaphysis humerus naperative

Nonunion ORIF +bone grafting

Fracture diaphyseal humerus application of external fixator
Fracture diaphyseal humerus namion - ORIF +/bone grafting
Fracture diaphysis humerus IM nailing

Fracture diaphysis humerus ORIF plating

Elective Shoulder

Clavicle
Osteotomy and internal fixation of clavicle malunion 0 2 4

o|o|Oo|l0o|O|F
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Shoulder
Arthroscopic arthrolysis for capsulitis of shoulder 0 3 4
Arthroscopic biceps tenodesis 0 2 4
Arthroscopic subacromial decompression 0 3 4
Arthroscopic washout adhoulder joint 0 3 4
Capsular / rotator cuff repair
Anterior repair for instability arthroscopic 0 2 4
Anterior repair for instability open including capsular shift 0O (2 |4
Posterior repair for instability including capsular shift 0 2 4
Rotator cuff repair (arthroscopic) +acromioplasty 0 2 4
Rotator cuff repair (open) +Acromioplasty 0 2 4
MUA shoulder 0 4 4
Shoulder arthrodesis 0 1 4
Shoulder arthroplasty
Hemiarthroplasty shoulder (elective) 0 2 4
Resurfacing hemiarthroplasty of shoulder 0 2 4
Reverse polarity (inverse) shoulder replacement 0 2 4
Shoulder replacement revision 0 1 4
Total shoulder replacement 0 2 4
Shoulder girdlgorocedures
Acromioclavicular joint excisiorarthroscopic / open / lateral clavicle 0 2 4
Acromioclavicular joint reconstructioe.g.Weaver Dunn) 0 2 4
Acromioplasty open 0 3 4
Latarjet procedure 0 2 4
Levatorscapulae transfer for trapezius palsy 0 1 2
Scapulothoracic fusion 0 1 4
Humerus
Endoprosthetic replacement for malignant bone tumetumerus 0 1 4
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Applied Clinical Skills: Elbow
A trainee must be able tdemonstrate their competence in the procedures below at the
appropriately marked level and stage of training.

Competence Levels

0 = No experience expected = Can manage whole but may need assistance

4 = Able tananage without assistance including potential
common complications

1 = Has observed or knows of

2 = Can manage with assistang

T
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TraumaElbOW
Elbow
Application of spanning external fixator 0 |3
Capitellum ORIF 0 3 4
Coronoid fractures
Coronoid fracture ORIF 0 3 4

Dislocated elbow + fracture:

Dislocated elbow +ffracture closed reduction

Dislocated elbow +ffracture open reduction +/fixation

Intraarticular distal humerufacture ORIF

Irrigation and debridement native joint for infectianelbow

Lateral condyle fracture ORIF

Medial condyle / epicondyle fracture MUA / percutaneous wire / ORIF
Olecranon fracture ORIF

o|Oo|Oo|o|o|o|o
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Radial head / neck fracture

Radial head / neck fracture ORIF 0 3 4
Radial head excision 0 4 4
Radial head replacement for fracture 0 3 4
Supracondylar elbow fracture

Supracondylar elbow fracture MUA-Plercutaneous wires 0 4 4
Supracondylar elbow fracture open reduction 0 4 4

Tendon repairs
Repair of distal bicegendon rupture 0 2 4
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Forearm
Fasciotomy for compartment syndrome 1 4 4

Fracture shaft radius / ulna:

Fracture shaft radius / ulna IM nailing
Fracture shaft radius / ulna MUA & POP
Fracture shaft radius / ulna ORIF
Galeazzi fracture ORIF

Monteggia fracture ORIF

ElectveEbow .

Elbow

Arthrolysis elbow (open/arthroscopic)
Arthroscopy elbow diagnostic
Arthoscopyelbow therapeutic
Arthrotomy elbow

Excision radial head +gynovectomy
OK procedure

Tennis / golfer elbow release
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Total elbow replacement

Total elbow replacement 0 2 4
Total elbow replacementaseptic revision 0 1 4
Total elbow replacement for trauma 0 1 4
Total elbow replacement revision 1st stage 0 1 4
Total elbow replacement revision 2nd stage 0 1 4
Ulnar nerve decompression / transposition 0 4 4
Forearm

Forearm malunion correction or other deformity 0 1 4

Applied Clinical Skills: Hand
A trainee must be able to demonstrate their competence in the procedures below at the
appropriately marked level and stage of training.

Competence Levels

0 = No experience expected | 3 = Can manage whole but may need assistance

4 = Able to manage without assistance including potential
commoncomplications

1 = Has observed or knows of

2 = Can manage with assistan(
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Trauma Hand

INTEREST

Wrist

Fracture distal radiug closed norop

Fracture distal radius external fixation

Fracture distal radius MUA & percutaneous wires

Fracture distal radius ORIF

Application of spanning external fixator

Arterial repair- wrist

Vein repairg wrist

Carpal fracture / dislocation

Carpal fracture / dislocation MUA & percutaneous wires

Carpal fracture / dislocation MUA & POP

Carpal fracture / dislocation neop

Carpal fracture / dislocation ORIF

Irrigation and debridement prosthesis fofection ¢ wrist

Nerve repair wrist

Replantation of hand

Revascularisation of hand

Scaphdunate ligament reconstruction

O 0O|0|0O|O0|O0|O0|O0|O
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Scaphoid fracture

Scaphoid fracture ncoperative

Scaphoid fracture MUA & percutaneous wires

Scaphoid fracture ncanion ORIF +fgraft (excluding vascularised graft)

Scaphoid fracture nomnion using vascularised graft

Scaphoid fracture ORIF
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Hand

1st rayfracture / dislocation

1st ray fracture / dislocation external fixation

1st ray fracture / dislocation MUA & percutaneous wires

1st ray fracture / dislocation MUA & POP

1st ray fracture / dislocation ORIF

O INO|O

NN

SRR

5 Ray fracture / dislocation

5th ray fracture / dislocation external fixation

N

5th ray fracture / dislocation MUA & percutaneous wires
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INTEREST

5th ray fracture / dislocation MUA & POP

5th ray fracture / dislocation ORIF

CINlcoRrRE
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Fingertip reconstruction

Fingertip reconstruction advancement flap

Fingertip reconstruction cross finger flap

Fingertip reconstructioa homodigital neurovascular island flap

Fingertip terminalisation

Nail bed repair

Hand compartment syndrome decompression

Excision &Ablation of ingrowing nail
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Infection

High pressure injection injuries

Infection hand drainage (not tendon sheath)

Infection tendon sheath drainage

IPJ fracture / dislocation (PIPJ and DIPJ):

IPJ fracture / dislocation external fixator

IPJ fracture / dislocation MUA & percutaneous wires

IPJ fracture / dislocation MUA-POP

IPJ fracture / dislocation ORIF

IPJ fracture/dislocation MUA and splints
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INTNIFNIFN TN N N V)

B R g g g N

Ligament repair

Ligament repair hand excluding thumb MCPJ ulnar collateral ligament

N

N

Thumb MCPJ ulnar collateral repair

N

MCPJ fracture / dislocation

MCPJ fracture / dislocation external fixator

MCPJ fracture / dislocation MUA & percutaneous wires

MCPJ fracture / dislocation MUA-HOP

MCPJ fracture / dislocation ORIF

Metacarpal fracture (not 1st or 5th) neop

Metacarpal fracture (not 1st or 5th) MUA & percutaneous wires

Metacarpal fracture (not 1st or 5th) MUA-?OP

Metacarpal fracture (not 1st or 5th) ORIF

Metacarpal fracture (not 1st or 5th) external fixation
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CORE
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SPECIALT

INTEREST

Neurovascular injuries

Arterial repair +f graft hand / digit

Nerve repair hand / digit

Revascularisation finger

Vein repair + graft hand / digit

el o]
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Brachial Plexus

Exploration / repair / grafting brachial plexus

H

Exploration of brachial plexus

o

H

N

Repair +/ grafting brachial plexus

H

N

Phalangeal Fractures

Phalangeal fracture neap

Phalangeal fracture MUA & percutaneous wires

Phalangeal fracture MUA -HPOP

Phalangeal fracture ORIF

Removal foreign body from skin / subcutaneous tissue

Replantation finger
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Skin graft

Free flap

Full thickness skin graft

Pedicle flap

Reversed radial forearm flap

Split skin graft

Transposition flap

Tangential excision of hand burns

O|OINOIO|N|O
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Tendon repair

Spaghetti wrist

Tendon repaiextensor

Tendon repair flexor zone 1

Tendon repair flexor zone 2

Tendon repair flexor zone-3

OO0 |N|O
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Wound closure

Delayed primary or secondary

N

N

Wound debridement

N

N
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CORE
ST3ST8
SPECIALT
INTEREST

Elective Hand

Wrist

Arthrodesis wrist (includes partial arthrodesis) 0 3 4
Arthroscopy wrist 0 2 4
Carpal tunnel decompression 3 4 4
De Quervain's decompression 1 4 4
Decompression / synovectomy tendons 0 3 4
Denervation wrist 0 2 4
Excision distal ulna 0 4 |4
Ganglion excision at wrist 2 4 4
Proximal row carpectomy 0 2 4
Radial shortening 0 2 4
Surgery for chronic carpal instability 0 2 4
TFCC

Repair TFCQarthroscopic 0 2 4
Repair TFCOpen 0 2 4
Ulna shortening 0 3 4
Ulnar nerve decompression at wrist 0 3 4
Wrist arthroplasty 0 2 3

Congenital hand operation

Congenital hand operationclinodactyly 0 1 3
Congenital hand operationcomplex reconstruction of congenital hand 0 1 3
deformity

Congenital hand operationcamptodactyly 0 1 3
Congenital hand operationcorrection of radial club hand 0 1 3
Congenital hand operationlengthening procedures 0 1 3
Congenital hand operationremoval supernumerary digits 0 1 4
Congenital hand operationseparation of syndactyly 0 1 3
Dupuytren's contracture operation

Dupuytrenscontracture operation dermofasciectomy 0 2 4
Dupuytren's contracture operationprimary multiple digits 0 3 4
Dupuytren's contracture operationprimary single digit 0 3 4
Dupuytren'scontracture operation recurrent multiple digits 0 2 4
Dupuytren's contracture operationrecurrent single digit 0 2 4
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CORE

ST3ST8

SPECIALT

INTEREST

Excision synovial cyst

Finger malunion correction or other deformity

Fusion of MCPJ or IPJ

MCPJ replacement

PIPJ replacement

Soft tissue reconstruction hand

Synovectomy
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Tendon procedures

Tendon graft hand

Tendon transfer hand

Tenolysidrand tendon

Tenosynovectomy
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Trapezium excision

Trapezium replacement

Trigger finger release

Trigger thumb release
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Applied Clinical Skills: Hip
A trainee must be able tdemonstrate their competence in the procedures below at the
appropriately marked level and stage of training.

Competence Levels

0 = No experience expected 3 = Can manage whole but may need assistance

4 = Able tananage without assistance including potential
common complications

1 = Has observed or knows of

2 = Can manage with assistance
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Pelvis
Acetabular fracture ORIF 0 1 3
Pelvic fracture:
Pelvic fracture external fixator application 1 3 4
Pelvic fracture ORIF 0 1 3
Sacroiliac joint percutaneous screw fixation 0 1 3
Sacrum ORIF 0 1 3
Hip

Dislocated hip

Dislocated hip (no prosthesisglosed reduction 1 4 4
Dislocated hip (no prosthesisppen reduction + fixation 0 3 4
Dislocated hip hemiarthroplastyclosed reduction 2 4 4
Dislocated hip hemiarthroplastyopen reduction 0 4 4
Dislocated total hip replacementlosed reduction 2 4 4
Dislocated total hip replacemenbpen reduction 0 4 4
Extracapsular fracture

Extracapsular fracture CHS / DHS 3 4 4
Extracapsular fracture intramedullary fixation 0 4 4
Extracapsular fracture other fixation 0 4 4

Intracapsular fracture

Intracapsular fracture bipolar hemiarthroplasty
Intracapsular fracture hemiarthroplasty excluding bipolar
Intracapsular fracture internal fixation

Intracapsular fracture THR

RPN O
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Irrigation and debridement native joint for infectierhip 0 4 4
Irrigation and debridement prosthesis for infectiohip 0O |4 |4
Periprosthetic fracture of hip
Open reduction and fixation of periprosthetic fracturbip 0 3 4
Revision THR for periprosthetic fracture of hip 0 2 4
Femur
Diaphyseal femur fracture application of external fixator 0O |3 |4
Diaphyseal femur fracture intramedullary nailing 0O |4 |4
Diaphyseal femur fracture plate/screw fixation 0O |4 |4
Diaphyseal femur fracture spica cast application 0 3 4
Fasciotomy for compartment syndrome 1 4 4
Femoral noRunion
Femoral norunion (application of frame) +bone grafting 0 2 4
Femoral norunion (without frame) +/ bone grafting 0 2 4
Reconstruction of avulsed proximal hamstrings 0 1 3
Subtrochanteric fracture
Subtrochanteric fracture intramedullary fixation 0 4 4
Subtrochanteric fracture plate/screw fixation 0 4 4

Elective Hip

Hip

Adductor tenotomy- hip

Arthrodesis hip

Arthroscopy hip diagnostic

Arthroscopy hip therapeutic

Arthrotomy hip

Aspiration / injection hip joint

Excision arthroplasty hip (e.g. Girdlestone)
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Femoral head AVN

Core decompression of femoral head for AVN

w

N

Vascular graft femoral head for AVN

N
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Femeroacetabularmpingement
Open hip debridement for femeroacetabular impingement syndrome 0 1 4
lliopsoas release / lengthening 0 1 4
Osteotomy pelvis not for DDH 0 1 3
Arthroscopic hip debridement for femeroacetabularpingement syndrome | O 1 2
Revision THR
1 stg of 2 stg rev infected THRemoval of prosthesis/Girdlestones-+/ 0 1 4
insertion of cement spacer / antibiotic beads
2 stg of 2 stg rev infected THRemoval of spacer/beads 0 2 4
Single stage revision THR acetabular component 0 2 4
Single stage revision THR both components 0 2 4
Single stage revision THR femoral component 0 2 4
Total HipReplacemeh
THR cemented 1 4 4
THR hybrid 1 |4 |4
THR surfaceeplacementarthroplasty 1 2 4
THR uncemented 1 4 4
Femur
Endoprosthesissthetic replacementor malignant bone tumour femur 1 2 4
Femoral malunion correction or other deformity 0 2 4
Osteotomy corrective (not for DDH) 0 2 4

Applied Clinical Skills: Knee

A trainee must be able to demonstrate their competence in the procedures below at the
appropriately marked level and stage of training.

Competence Levels

0 = Noexperience expected 3 = Can manage whole but may need assistance

4 = Able to manage without assistance including potential

1 = Has observed or knows of L2
common complications

2 = Can manage with assistance

78




50
. < u
Topic 8 %
o =
n <
Knee
Acute arthroscopy for knee trauma 0 3 4
Application of spanning external fixator 0 4 4
Intraarticular fracture distal femur ORIF 0 3 4
Irrigation and debridement native joint for infection (open or arthroscopi 1 4 4
knee
Irrigation and debridement prosthesis for infectioknee 1 4 4
Knee MUA +/POP 2 |4 |4
Patella fracture
Patella dislocation closed reduction--jpen repair 1 4 4
Patella fracture ORIF 0 4 |4
Patellectomy 0 4 4
Periprosthetic fracture of knee
Open reduction and fixation of periprosthetic fracturknee 0 2 4
Revision TKR for periprosthetic fracture of knee 0 2 4
Soft tissue repair
Acute ligament repair 0 3 4
Patella tendon repair 0 4 4
Quadriceps tendon repair 0 4 4

Supracondylar fracture (not intraarticular)

Supracondylar fracture (not intraarticular) DCS / blade plate etc.
Supracondylar femur fracture (not intraarticular) external fixation
Supracondylar femur fracture (not intraarticular) Intramedullary fixation
Supracondylar femur fracture (not intraarticular) MUA & POP

oO|Oo|o|o
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Tibial plateau fracture

Repair of tibial spine 0 3 4
Tibial plateau fracturarthroscopically assisted fixation 0 2 4
Tibial plateau fracture ORIF with plates & screws 0 4 4
Tibial plateau fracture treatment with circular frame 0 2 4
Tibia & Fibula

Diaphyseal tibial fracture external fixation (including frame) 1 3 4
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Diaphyseal tibial fracture intramedullary nailing 1 4 4
Diaphyseal tibial fracture MUA & POP 1 4 4
Tibial shaft plating 0 3 4
Fasciotomy for compartment syndrome 2 4 4
Tibial nonunion
Tibial nonunion circular frame management 0 2 3
Tibial norunion intramedullary nailing +bone grafting 0 2 4
Tibial nonaunion ORIF +bone grafting 0 2 4
Knee
Arthroscopic partial meniscectomy 1 4 4
Arthroscopic procedures 1 4 4
Arthroscopic excision of Hoffa's fat pad 0 4 4
Arthroscopic lateral release 0 4 4
Arthroscopic menisectomy 0 4 4
Arthroscopic removal loose bodies knee 0 4 4
Arthroscopic synovectomy 0 3 4
Arthroscopy knee diagnostic 1 4 4
Meniscal repair (arthroscopic) 0 2 4
Aspiration / injection knee joint 2 4 4
Cartilage regeneration procedures
Abrasion arthroplasty / microfractureknee 0 2 4
Mosaicplasty knee 0 2 4
Osteochondral allograftingknee 0 2 4
Autologous chondrocyte implantation 0 2 4
Knee arthroplasty
Patella resurfacing alone 0 1 4
Patellofemoral joint replacement 0 1 4
TKR 1 |4 |4
Unicompartmental knee arthroplasty 0 3 4
MUA knee 2 4 4
Osteotomy distal femoral 0 2 4
Osteotomy proximal tibial 0 2 4
Patella realignment 0 3 4
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Patella tendon decompression (open / arthroscopic) 0 3 4
Release contracture knee 0 2 4
Revision TKR
1 stg of 2 stg rev infected TKRemoval of prosthesis +insertion of 0 5 4
cement spacer / antibiotic beads
2 stg of 2 stg rev infected TKRRmoval of spacer/beads 0 2 4
Revision TKR for periprosthetic fracture of knee 0 2 |4
Single stage revision TKR 0 2 4
Soft tissue reconstruction
ACL reconstructionarthroscopic 0 2 4
ACL reconstructionopen 0 2 |4
Reconstruction of posterolateral corner of knee 0 2 4
PCL reconstruction 0 2 4
Revision ACL reconstruction 0 1 4
Tibia & Fibula
Endoprosthetic replacement for malignant bone tumetibia 1 2 3
Tibia or fibula malunion correction or other deformity 0 2 4
Tibial lengthening 0 1 3
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Applied Clinical Skills: Foot and Ankle

A trainee must be able to demonstrate their competence in the procedures below at the
appropriately marked level and stage of training.

Competence Levels

0 = No experience expected

3 = Can manage whole but may need assistance

1 = Has observed or knows of

4 = Able to manage without assistance including potentig
common complications

2 = Can manage with assistance

Topic

Ankle

Trauma Foot andAnkle |

ST3ST8
SPECIALT
INTEREST

CORE

Ankle fracture / dislocation:

Ankle fracture / dislocation MUA & POP 3 |4 4
Ankle fracture / dislocation ORIF 2 |4 4
Application of spanning external fixator 1 |4 4
Irrigation and debridement native joint for infecticrankle 1 |4 4
Irrigation and debridement prosthesis for infectioankle 0 |2 4
Pilon fracture

Pilon fracture exix 1 |4 4
Pilon fracture ORIF 0 |2 4
Pilon fracture treatment witttircular frame 0 |2 4
Foot

Amputation toe / ray for trauma 0 |3 4
Calcaneal fracture 0 |2 4
Calcaneal fracture efkx 0 |2 4
Calcaneal fracture ORIF 0 |2 4
Metatarsal fracture ORIF 0 |3 4
Phalangeal fracture MUA K wire +f ORIF 1 |3 4
Removal foreign body from skin / subcutaneous tissue 2 |4 4

Talar subtalar or midtarsal fracture / dislocation

Lisfranc fracture ORIF

Midtarsal fracture / dislocation ORIF

Subtalar fracture / dislocation ORIF

Talar fracture / dislocation ORIF

Tarsometatarsal arthrodesis

Achilles tendon repair

Tendon repair in foot

O|FRr|O0O|0|0O| =
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Elective Foot and Ankle \

Ankle

Arthrodesis ankle (open /arthroscopic) 0 |2 4
Arthroplasty ankle 0 |2 4
Arthrotomy ankle 0 |4 4
Aspiration / injection ankle joint 0 |4 4
Arthroscopic procedures

Arthroscopy ankle diagnostic 0 |3 4
Arthroscopy ankle therapeutic 0 |2 4
Ligament repair / reconstruction

Ankle- lateral ligament reconstruction 0 |2 4
Ankle- medial ligament repair 0 |2 4
Tendon procedures

Decompression tendons at ankle 0 |3 4
Gastrocnemius lengthening 0 |3 4
Tendoeachilesreconstruction for neglected rupture 0 |2 4
Tendoachiles lengthening 0 |2 4
Foot

Akin osteotomy of proximal phalanx great toe 0 |3 4
Amputation toe/ray 0 |3 4
Ankle chielectomy 0 |2 4
Aspiration / injection foot joint 0 |3 4
Arthrodesis procedures

Ankle 0 |2 4
Hindfoot 0 |2 4
Midtarsal 0 |2 4
OSTEOTOMY

Calcaneal osteotomy 0 |2 4
Excision Haglund's deformity 0 |2 4
Excision of accessory navicular 0 |2 4
Excision of tarsal coalition 0 |2 4
Pantalar arthrodesis 0 |2 4
First metatarsal osteotomy

First metatarsal osteotomybasal 0 |4 4
First metatarsal osteotomy distal 0 |4 4
First metatarsal osteotomy scarf 0 |4 4
First MTPprocedures

First MTPJ arthrodesis 0 |3 4
First MTPJ cheilectomy 0 |4 4
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First MTPJ excision arthroplasty 0 |3 4
First MTPJ replacement arthroplasty (silastic or other) 0 |1 4
First MTPJ soft tissue correction 0O |4 4
Forefootreconstruction 0 |2 4
Ingrowing toenail operation 2 |4 4
Lesser metatarsal osteotomy 0 |2 4
Correction of interphalangeal joint deformity of lesser toes 0 |3 4

Soft tissue procedures
Excision of Morton's neuroma
Correction ofoverriding 5th toe’
Lesser toe tenotomy

Plantar fascia release

Tendon transfer foot

Tibialis posterior reconstruction

o000 |0O|0O
NININWINW
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Topic

Paediatric Orthopaedics |

The Upper Extremity
Elective

ST3ST8
SPECIALT
INTEREST

CORE

Repair of congenital pseudarthrosis of the clavicle 0 |1 4
Release of congenital constriction band 0 |1 2
Release of simple syndactyly 0 |1 2
Release of congenital trigger thumb 1 |3 4
Excision of duplicate thumb 0 |1 2
Transfer otendon for wrist flexion deformity 0 |1 2
Supracondylar humeral osteotomy for correction of cubitus varus 0 |1 2
Correction of thumkin-palm deformity in cerebral palsy 0 |1 2
Trauma

Closed reduction and intramedullary fixation of humesiahft fracture 1 |3 4
Closed reduction and percutaneous pinning of supracondylar fracture o 1 |a 4
humerus

Open reduction of supracondylar fracture of the humerus 1 |4 4
Open reduction and internal fixation of displaced lateral condigeture of 1 |3 4
the humerus

Open reduction and internal fixation of fractures of the medical epicond] 1 | 3 4
Closed, percutaneous, and open reduction of radial head and neck frag 1 | 2 4
Intramedullary fixation of forearm fractures 1 (3 4
The Pelvis and Hip

Anterior drainage of the septic hip 1 |4 4
Anterior approach to a developmentally dislocated hip 1 |2 4

84

























































