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CONGRATULATIONS!
Austin General Surgery Trainees once again acheived 100% success at the FRACS exams in May 2014. Congratulations to Synn Lynn Chin, Raymond Yap and Rhiannon Koiralla on their excellent performance.
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Editor’s Ramblings
V Muralidharan

New Beginnings!
A community of surgical trainees at Austin Health

Welcome to the second edition of Laminas! A single
swallow does not a summer make said Aristotle.
Hence the editorial board has worked hard to bring
you that summer with yet another edition packed
with 28 pages of interesting articles.

“Now, this is not the end. It is not even the beginning
of the end. But it is, perhaps, the end of the beginning.” It is perhaps an apt time to quote old “Winnie” from his speech after the second battle of El
Alamein, often identified as the turning point in World
War II for the allies. It is indeed a time of beginnings,
endings and new beginnings. We are faced with the
sad news that 31 General Surgery trainees will be
dismissed from training at the end of the year for failing to complete their SSE/CE package of whom six
are Victorian trainees.
This tragedy is tempered by positive tidings for the
Austin surgical trainees. Earlier in the year all three final year trainees cleared their FRACS exams on their
first attempt keeping the Austin’s pass rate over the
past 10 years at >86%. Congratulations to Rhiannon,
Ray and Synn Lynn!
As these seniors come close to ending their training
others take their first tentative steps towards commencing on that long path. Five Austin Non-SET trainees have so far been selected for General Surgery
SET commencing in 2015. Taken in context, with only
20 such positions being released for Victoria in the
first two rounds of offers, our trainees have done extremely well in making up 25% of the intake. Another round of congratulations to Nicholas Low, Alayne
Moreira, Alex Papachristos, Michael Swinden and
Enoch Wong.
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Finally, to complete the comings and goings we have
news of Thomas Walker (NSET) who has taken flight
back to Ol’ Blighty having successfully entered surgical training in the UK.
Moving on to other beginnings, in this issue we have
the first article being contributed by an Austin Surgeon. Michael Fink shares with us his first experience as an examiner for the fellowship. This is followed by a counter point article by Rhiannon dealing
with her perspectives as a candidate presenting for
the fellowship in 2014.
One of the main aims of this E-Zine was to progressively highlight each and every training unit that our
trainees rotate to. In this regard we cover The Surgery
Centre at Repatriation Hospital and also peer across
the Tasman to the Colorectal Unit at Launceston.
There you have it. The one shot wonder has fired its
second salvo. We hope to provide another two quarterly issues before re-assessing its role. I’d like to invite once again, surgeons and trainees to consider
sharing their passions and experiences in the hope
of inspiring others and evolving this surgical community which are the principle aims of this endeavour.

Editorial Team
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Editor:			
Assoc Editors:		
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Training Corner
V Muralidharan

Not Down but Out!
The SSE & the tragedy of trainee dismissals

The recent sitting of the SSE (Spec) in June 2014 resulted in a total of 31 General Surgery trainees across
Australia being slated for dismissal from SET for failing to complete the SSE/CE package within the first
two years of SET. A number of passionate objections
have been raised by fellows of the college who are
supervisors, mentors and trainers of these trainees.
The decision to dismiss any trainee from the SET
program is never taken lightly and is agonising to all
involved from the trainees, through their mentors all
the way up to the training boards. Although trainees
may be dismissed for a number of reason, the majority occurs in relation to the SSE Specific exam.

Up until the 2014 intake this included the following:

The most commonly voiced objections to these dismissals are as follows:

•

1. A number of trainees up for dismissal are excellent clinicians and would make great surgeons.

All of these formed the package that was required to
continue to SET3 level. The assessments continued
in the subsequent years mainly by the following:

2. The SSE (Spec) exam is not a good assessment
of the quality of the trainee.
3. The SSE (Spec) exam has been deemed a poor
assessment tool and is being replaced by SEAM
and hence these trainees should not be dismissed.
To understand the reasoning behind the dismissals
one has to understand the entire assessment process. General Surgery trainees are formally assessed
during SET in a multitude of ways. These assessments include their knowledge, clinical and technical competence and non-technical skills including the
RACS core competencies. Some are formative and
other summative.
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•
•
•
•
•

•

•
•
•

Summative assessment of knowledge by the
SSE (Gen) and the SSE (Spec) exams,
Summative assessment of basic clinical skills by
the Clinical Examination,
Formative assessments in the form of Mini-CEX’s
and DOPS,
Specific mandatory courses – ASSET and
CCrISP
Formative assessment of clinical and non-technical competencies in the form of Mid Term and
End of Term assessments (MTA & ETA) in the
first two years
Satisfactory logbook, primary operator rate (SET2)
and case mix

Formative assessment of clinical and non-technical competencies in the form of Mid Term and
End of Term assessments for the following three
years.
Comprehensive summative assessment at the
end by the FRACS Fellowship Examination
Satisfactory logbook, primary operator rate and
case mix
Courses – EMST and CLEAR

SSE (Spec) exam is not a good assessment tool
None of these assessments can be deemed to be a
good judge of the trainee when taken alone, but together they provide a comprehensive assessment of
the trainee over the five years. Both the SSE exams
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are designed to test the knowledge of the trainees
much like the written papers of the fellowship exam.
They are not designed to assess the clinical ability of
the trainee. Hence a trainee being an excellent clinician bears no relationship to their performance in the
SSE.
The argument that the SSE exam is not a good measure of the quality of a surgical trainee to support
overturning the dismissal has no foundation as the
SSE exam was never intended to measure the clinical
aptitude of the trainee rather the didactic knowledge
base which they have failed despite being allowed a
total of four attempts.
SSE (Spec) Exam being replaced by SEAM
The process for replacement of this exam by an
online and a combined formative & summative assessment system (SEAM) commenced nearly three
years ago. SEAM is being introduced to trainees
commencing SET in 2014. All previous entries were
to be assessed by the existing methodology. All trainees were informed of these regulations on entry and
were strongly encouraged to sit the SSE exams in
February of their entry year so that they would be
eligible to utilise all four attempts in their first two
years of SET training.
The argument that the old SSE (Spec) exam is invalid
as it has been superseded by SEAM is also wrought
with misconceptions. Since work on SEAM commenced nearly 3 years ago and the intent was to replace the SSE for the 2014 intake of trainees, if this
argument was accepted then all the results of the
past 3 years for SSE (Spec) should be over turned. In
addition SEAM has yet to be validated and be proven
to be better than SSE. They cannot be directly compared as they are conceptually very different systems.
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Year

Total Dismissals

2009
2010
2011
2012
2013
2014

16
14
13
27
26
31

Progressive increase in dismissals due to noncompletion of the SSE Package
The reason for this number is likely to be multi-factorial and may include the changing quality of trainees,
selection methodology, an increase intake in to SET
positions, increasing cohort of more junior trainees
entering SET and examination related factors. The
quality of the exam is likely the most standardized
amongst all these factors and is achieved by the book
making method.
Inadequate Exam Preparation?
The SSE exams are didactic, knowledge based exams with a fixed syllabus. The trainees are required
to learn the subjects, understand, remember, and reproduce the information at the exams.
Understanding and knowing the content to be tested
is the key which essentially relates to putting in the
required work. Based on interview feedback through
a number of hub supervisors we believe that repeated failure at exams is due to a combination of insufficient preparation and inadequate methodology of
study. Chief amongst this appears to a predisposition
towards self-study and allowing clinical workload to
distract their study attempts.
There also appears to be a tendency amongst the
failing candidates not to have utilised all four of their
possible attempts to optimise their chances. On occasion this may be due to exceptional personal circumstances which may be the only reason one could
even consider allowing a further attempt.
The final argument in relation to inadequate preparation comes with the revelation that the June 2014 paper which resulted in an abysmal 15.79% pass rate
(6 out of 38) was a complete repeat of a past paper
which was run in June 2012, just two years earlier
with a pass rate of 30.43% (35/115).

Vic/Tas
Dismissals
6
3
4
5
9
6

Pass Rate for SSE
(Spec) FEB
46.67%
60.29%
49.06%
48.39%
48.39%
38.89%

Pass Rate for SSE
(Spec) JUN
39.56%
49.97%
30.43%
35.25%
35.25%
15.79%
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Trainee
Trainee 01
Trainee 02
Trainee 03
Trainee 04
Trainee 05
Trainee 06

No of Attempts
01
02
02
03
03
04

It appears that, at least on first impressions, trainees failing multiple time appear to be have difficulties
in having adequate exam preparation. In a particular
group study and discussions appear to be wanting.
The simple expediency of gaining hep from those
who had passed the exams and discussion of past
questions, which trainees no doubt gather and circulate are likely to help immensely in their ability to
pass the SSE (Spec) exam.
Fairness across all trainees
At present six Victorian trainees are to be dismissed.
Three have been identified as excellent trainees by
their mentors and supervisors and a request for overturning the decision submitted. If one considers the
exam to be an unfair assessment that request should
extend to the other three who are not perceived to
be “excellent” If not we run the risk of favouring
those who have been perceived to be excellent or
who have better access to surgeons/mentors/VTC
members.
This then raises the issue of fairness from the perspective of those 100+ trainees who have actually
completed the SSE Spec exam who may question
as to why the trainees who failed the exam are given
special consideration. Furthermore many trainees
have been dismissed due to non-completion of the
SSE package over the years. It would be unconscionable to consider favoured treatment for a few without considering similar options for the 120 trainees
dismissed in the past six years, which is both impossible to achieve and irreverently wrong.
It is important to realise that the Board in General
Surgery, through the Regional Training Committees
and Supervisors, must be advocates for all of our
trainees, not just the ones who are perceived to be
excellent nor those who are struggling. Compassion
for those in difficulty has to sadly be tempered by the
need for fairness across the board to all trainees.
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Summary
In summary there is an argument that if there is a
very clear, definable personal or social situation that
would have either prevented the trainee from attempting all four attempts of the exam or one that
clearly interfered with the sitting of the last attempt
then the board would reconsider the decision to
dismiss at the end of term 2 of 2014 and allow the
trainee to take the last sitting of the exam in February 2015. In the absence of such evidence the decision to dismiss at the end of Term 2 would remain
unchanged.
The Future
The decision to dismiss is unlikely to be reversed despite the many appeals. The Board in General Surgery has no legal obligations to provide any training
positions to those who are dismissed from training.
However, the Victorian Training Committee has assured these trainees that they will be placed in SET
positions for 2015 in their respective hubs so that their
clinical training will continue uninterrupted. This is a
collective decision supported by all hub supervisors
which they hope will provide them with all possible
help to navigate their re-application to enter SET.
In most cases, combined with the possibility of “recognition of Prior Learning” they are likely to lengthen
their training time by just one year. This, in the era
where training times are reduced due to safe hour directives and financial restructuring, can only benefit
the trainees in the long term.
Beginning with the 2014 intake of SET trainees the
SSE (Spec) exam has been replaced by a set of eight
SEAM modules. These modules have both formative
and summative assessments and therefore better
learning tools. Each trainee is allowed four separate
attempts to complete each of these all of which need
to be complete by the end of SET2 year. It is hoped
that this system would engender better learning to
help pass with the required 80% pass mark.
The exams may have changed but the facts remain
that only adequate preparation can ensure the successful completion of any examination.
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Path Finder
Enoch Wong

Long Road to Re-Entry
Being dismissed from Training and Re-entering successfully

I’ve been asked to share a bit about my journey in
my surgical career thus far, and in particular the journey in the past year after being dismissed from the
program (for exam reasons) to reapplying and being
accepted onto the program. I sincerely hope some of
my experiences and thoughts about this whole process will be able to help you whatever stage of pretraining/training you are up to currently.
Reflection.
I took a week or two in the initial phase following
finding out about the dismissal, in my own thoughts
processing what had happened in the past year and
a half. A lot of questions popped into my head at this
time. How would I get over the disappointment?
Who should I tell? What would people think of me?
What was I going to do next year? How would I get
back on, especially knowing the lack of places and
rising tide of medical graduates? Did I even want to
continue surgery? Should I start thinking about other
training programs and even bother reapplying?
I thought about the things I had learned, how I could
have done better and how I felt I had progressed. I
felt that my career and in particular both my technical
and non-technical skills as a trainee surgeon had actually progressed and that gave me some optimism
for the future. I did also consider other career options
and I know a number of people (as I’m sure you do
too) who have changed training programs without
too much hassle. Think about how important surgery
is to you, weigh up various factors in your life and
determine whether you will try again or are perhaps
better suited to trying something else.
It’s hard to not take the rejection personally, but looking back, I realise being accepted or rejected does
6

not define my standing as a surgical registrar or a
doctor or even a person, although it’s certainly easy
to feel that way from time to time.
Family and friends.
My family were the first to know and although they’re
not from a medical background and didn’t know the
specific details about college requirements, exams,
training, etc, they knew that this was a big deal in
terms of my career. Thankfully they were very supportive as were my friends both inside and outside
the profession. It is these people that will hopefully
be there to help and encourage you in disappointing
times and not just in regards to the applications. You
need their help.
Debrief.
Find people within the surgical community, in particular mentors that you respect that you know will look
out for you and be able to offer support and words
of advice. After I found out about my exams, I didn’t
tell everybody, but knew of several mentors I trusted
that would be at least a bit sympathetic and could
hopefully offer some helpful advice about the best
way to go forward. These people may not necessarily be your referees but just people you can talk to
about struggles with training and different jobs. They
have all been there before, some more recently than
others, but were able to look at the grander plan; of
when applying, training, exams are finished rather
than just a single exam or a single year of applications.
Be patient.
For most people, their surgical career will involve a
whole lifetime. Although for some people, they think
the sooner they become a boss, the quicker they
Laminas - Austin General Surgery Training Quarterly

will establish their empire and be able to make their
own decisions. The way I see it, the quicker I become
a boss, the more pressures on my time by rushing
between hospitals, operating late in private and taking even greater responsibility for the patients we
care for. Why rush? More time just means more experience for me and 1 or 2 extra years as a registrar
in the grand scheme of things is not going to make a
huge difference as I have continually been told.
Keep working hard.
For me this meant staying focussed at work, to at
least take my mind off things that weren’t going so
well. Sure we all have disappointments in life but we
are all professionals too and not getting on or getting
on for that matter shouldn’t necessarily change our
approach to patient care. I believe peers and in particular senior colleagues will see and appreciate that.
Also, work hard on building your CV and preparing
for interviews. Attend courses, conferences and do
research that will help add a few points here and
there for your CV for the following year. The interviews obviously make up a big part of the application
process and it is important to prepare for it because
that is a relatively easy way to improve. Research
the past questions and have at least semi prepared
or structured answers. Know a bit about the college
and its competencies and position papers. I think it
took me at least 6-8 weeks to go through material
handed down to me, then another 2-3 weeks actually
rehearsing some of the answers either in my head or
out loud with other candidates so start early.
Prepare and plan.
I guess that means prepare for the fact you will get
onto a program. Therefore, once on the program, it
is not such a surprise to having to juggle responsibilities as a trainee, including college requirements,
modules, exams, etc along with day to day work.
The experience as a registrar will hopefully prepare
you better to face added responsibilities as a trainee.
Also be prepared to not get onto the program and at
least have 1 or 2 backup plans, whether they involve
surgery or not. My other options at the time were to
assist and/or do further education and study which I
had looked into.
I don’t consider myself any type of guru but would
be more than happy to catch up anybody that might
like to discuss any of these things or any other aspects of applications further. I particularly want to acknowledge the people in my life both personally and
professionally that journeyed with me through this
period in my life.
Vol 1 Issue 2 August 2014

Only as high as I reach can I grow,
only as far as I seek can I go,
only as deep as I look can I see,
only as much as I dream can I be.
~ Karen Ravn
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Sands of Time
Professor Gabriel A Kune

Department of Surgery at Repatriation Hospital
Reminiscences of the Foundation Professor of Surgery

Although the university has had a limited surgical
presence at the Heidelberg Repatriation Hospital for
a few years, my appointment to the Chair of Surgery
in 1977 saw the beginning of a fully functional University Department able to deliver high quality surgical
care, undergraduate and postgraduate teaching, as
well as carrying out research.
The facilities were good, with a modern 30 bed hutward, offices, consulting rooms, a lecture room and
laboratory space in the adjacent hut, surrounded by
trees and lawns. I was able to attract several senior
nurses and sessional anaesthetists from elsewhere,
much appreciated by the Hospital Administration, as
there was a serious nursing and anaesthetist shortfall at the time.
My academic staff consisted of a First Assistant, later called Associate Professor, and this was Avni Sali
(now Professor Sali), a Senior Lecturer, Trevor Jones
(now Professor Jones), and six years later Hamish
Ewing (now Professor Ewing), and a surgically qualified Senior Registrar, the first of whom was Barclay
“Buddy” Reid. Rotating positions were a Surgical
Registrar and an Intern. Planning to focus on gastrointestinal surgery, I was fortunate to have the services of high quality upper and lower gastrointestinal
endoscopists administered and scheduled by an excellent endoscopy nurse. The teaching was done by
the academic staff as well as by the other hospital
surgeons and an enthusiastic group of outside surgical teachers. The secretarial staff was also excellent.
The operations performed were those of general
surgery with a strong emphasis on gastrointestinal
conditions. The department soon became a tertiary
referral centre for complicated gallstone disease,
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repair of bile duct injuries and bile duct strictures and
tumours, liver hydatids, complications following severe acute pancreatitis, and pancreatic and peripancreatic cancer. Several procedures were filmed for
future postgraduate demonstrations.
Undergraduate teaching was an important component of our activities. Apart from small group bedside
tutorials, we devised a program of videotaped demonstrations for taking a surgical history and examining the various regions of the body in a likely surgical
patient, such as the neck, breast, abdomen, spine,
Laminas - Austin General Surgery Training Quarterly

hip joints etc. Student feedback on our special programs was most encouraging, and several students
undertook a year of research with us as Bachelor of
Medical Science candidates.
Postgraduate teaching involved a session twice each
year with candidates for the final FRACS exams, usually very well attended. The Victorian Postgraduate
Council asked us to deliver talks and take part in seminars in several Victorian country centres. We also
had several Master of Science and Doctor of Philosophy candidates in the department. Finally, in 1978, I
organised the first Australian Pancreas Conference,
and in 1980 the first conference devoted to advances
in biliary disease. Both involved Australian and international experts, the main expert at the pancreas
conference being Professor Henri Sarles of France,
and the biliary conference main guest was Rodney
Smith, who by that time had become Lord Smith of
Marlow. These conferences were enormously successful and greatly promoted our department.
Our research program was extensive and ambitious,
and for brevity just the main themes of our research
will be outlined:
Avni Sali examined several aspects of bile composition, the development and possible dissolution of
gallstones, gallstone development in pregnancy, and
the non-operative management of retained bile duct
stones. His interest in diet and disease led him to
study the dietary habits of school children, diet and
diverticular disease of the colon, as well as diet and
bile composition. On a different front, he was involved in studying the late consequences of injuries
in veteran Australian Football League players.
My own main research projects included the prediction of postoperative complications based on an
assessment of risk factors, the use of preventive
preoperative antibiotics in gastrointestinal and biliary
surgery, and the surgical management of hepatic hydatids. Subsequently I became immersed in causal
studies of cancer, first on pancreas cancer and then
several studies on cancers of the oesophagus, oral
and pharyngeal cancer, breast cancer and bowel polyps. However, my research “Opus Magnum” was
“The Melbourne Colorectal Cancer Study”, a comprehensive investigation of colorectal cancer incidence,
risk, cause and survival in Melbourne. I have remained
involved with this project, described by some as a
landmark investigation, for over 30 years. I feel gratified that the main results, conclusions and my reflections after 30 years have not long ago been published
by The Medical Journal of Australia (Kune GA,
Vol 1 Issue 2 August 2014

The Melbourne Colorectal Cancer Study: reflections
on a 30-year experience. MJA 2010; 193:648–652).
We were enthusiastic supporters of Australian and International Surgical Societies and Cancer Forums, including the Australasian College of Surgeons, COSA,
International Surgical Society (SIC), International College of GI Surgeons (CICD), where we made several
presentations and took part in various panels relevant
to our surgical and research interests. We also made
many presentations at Universities, Hospitals and
Cancer Centres in Europe, UK, Asia and the USA.
We prided ourselves that the volume of publications
coming from the department was usually bigger than
that of other Melbourne University Surgical Units.
This included a text book on biliary surgery which I
published with Avni Sali, two major reviews, several
chapters in multi-author books, three conference proceedings, many peer-reviewed journal articles and of
course a multitude of conference abstracts.
The academic staff was heavily involved in the committee work of the Faculty of Medicine, of the Hospital and of outside bodies delegated to us by the
Faculty of Medicine to represent the university. At
one stage I was on 30 committees, adding quite a
load to an already full schedule.
In spite of, or perhaps because of all this activity, the
department morale was uniformly high. We indulged
in occasional social gatherings when we usually invited other hospital and university friends and associates, events usually held on the spacious open
verandah of our hut offices.
Unfortunately in the late 1980s, I developed a serious eye problem and retired from the Chair at the
end of 1988. The University of Melbourne graciously
awarded me Emeritus Professor status which I still
hold. My hospital life was over, but I continue with
my cancer prevention research in an honorary capacity.
My memories of the 12 years in the Chair of Surgery are most happy as I recall this wonderful experience.

Professor Gabriel A Kune,
MD MBBS FRACS FRCS FACS
Foundation Professor of Surgery, 1977–1988
Heidelberg Repatriation Hospital
The University of Melbourne Department of Surgery
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New Blood
V Muralidharan

Entry to SET 2015
Austin NSET Trainees entering SET in 2015

Peng Luen Low
My name is Peng Luen LOW. Most of you would probably know me as “Nicholas Low” or “Nick.” I was born in
Georgetown, Malaysia. I spent most of my childhood in
Malaysia before migrating to Slovakia in 1999 for 2 years
prior to me coming to Australia in 2001. I then proceeded to
finish VCE and headed straight to university studying medicine at Monash.
Being raised in a Malaysian Chinese family, I have had the
luxury of being exposed and as such able to communicate
in multiple languages and dialects including English, Malay,
Mandarin, Hokkien and Cantonese. I also did pick up German when I lived in Slovakia. Mind you though, I am not
your interpreter when it comes to consenting patients for
surgeries!
Currently in my 4th year working at the Austin, it comes as
no surprise that I am somewhat an old timer in the hub. I
enjoy watching movies and organising social gathering for
catch up and “therapeutic de-stressing/venting sessions.”
If you ever want to have YUM CHA, be sure to contact me!
In my spare time, I play the piano, going for runs and also
analysing the Melbourne property market. The occasional
trips to gym do happen but they have somewhat dwindled
in light of the busy clinical workload. Believe it or not, I am
a black belt taekwondo player but that was obtained when
I was at a very young age of 12. Rules for passing the exam
were probably more relaxed back then and they sure are
definitely not as strict as RACS fellowship exams!
10
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Alayne Moreira
My name is Alayne Moreira. I am a PGY 6, having completed my
medical degree at The Australian National University in Canberra and
returning to Victoria to commence internship and residency at Eastern Health. In 2012, I decided it was time for a change and moved
to Austin Health as an Unaccredited General Surgical registrar.
My interest in surgery became apparent in my final year of medical
school. I was initially keen on pursuing a career in Plastic Surgery,
but as my exposure to General Surgery increased, I soon realised
where my passion resided. To date, I have been working as an
Unaccredited General Surgical Registrar for almost 3 years, having
gained a great deal of knowledge and skills from my colleagues and
consultants.
Outside of work, I enjoy spending time with family and friends, boxing – in an attempt to maintain fitness, but also appreciate good
food and therefore trying out new places to dine is a must! I would
love to travel more in the near future – next destination plan is to
cover Europe!
I am thrilled to have been accepted onto the SET program for 2015. After applying multiple times and being
unsuccessful until now, I am thankful that I did not become disheartened and quit the battle. I would encourage all unaccredited registrars or HMOs to fulfill their desire and passion to pursue a career in General
Surgery, even if it means your best attempts to do so are initially met with disappointment. Every year that is
completed as an Unaccredited Registrar should be considered a worthwhile and valuable experience. I have
been very fortunate at the Austin to be surrounded by extremely supportive mentors and colleagues and I
look forward to embarking on a new and exciting time ahead!

Alex Papachristos
My name is Alex Papachristos. Growing up in a family of nondoctors, engineering and law were the two career options I
entertained through high school. But, with the help of a few
persuasive friends and an orthopaedic surgeon, I ended up
studying medicine at Melbourne University and have not looked
back. I was based at the Royal Melbourne Hospital as an intern/
resident, and was convinced for a while (brainwashed by my
budding BPT buddies no doubt) that physicians’ training was
the path I would be taking. Luckily I came to my senses before
it was too late and moved to the Austin to work as an unaccredited general surgery registrar.
Outside of work, any overtime pay goes towards funding an
expensive skiing habit. I also play tennis, and during school and
uni I played competitively, but recently I have had trouble maintaining motivation in the icy conditions on the Tasmanian North
West coast. To de-stress I love to travel - most recently to St.
Anton, Vienna and Japan - and during my annual leave this year
I will be relaxing on the Greek islands and (hopefully) becoming
a slightly less-bright shade of white.
Career-wise I am still undecided. I was particularly inspired during my recent rotation with the colorectal
unit, and so am looking forward to exploring this option as well as everything else that general surgery has
to offer during my time as a trainee.
Vol 1 Issue 2 Aug 2014
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Enoch Wong
My name is Enoch Wong, one of the new general surgery trainees for 2015. I feel very privileged and thankful to be accepted on the program, albeit for the second
time. As some of you may know, I was a previous SET
trainee and commenced training at the Austin in 2012. I
didn’t meet the requirement to advance to SET 3 (read
specialty exam) and was dismissed from the program
last year. I was obviously very disappointed with myself
but reapplied and was blessed to be re-accepted and this
second chance is not an opportunity I take lightly.
I became interested in general surgery as an intern but
did take a few years, including a year off to decide to apply to the program initially. I have an interest in UGI/HPB
work but am undecided as yet as to where I might like
to end up and will aim to get through training first doing
as wide a variety of jobs before thinking too far ahead.
I would also like to develop ‘true’ general surgical skills
throughout my training that might be applicable in a regional setting or even under-resourced areas, nationally
or even overseas.
Outside of work, I try to keep active with either the gym or soccer and enjoy a good cup of coffee. I’m also
a keen amateur trekker and am hoping to get above 6000m for the first time later this year. Hopefully I will
be able to meet more of you as the year progresses and would be more than happy to catch up in regards to
exams, training, applying etc if I can be of help in any way.

Michael Swinden
“After completing an undergraduate degree from Monash
University and having a short-lived career as an organic
chemist, I was offered a place in the first ever intake of
students into Griffith University Medical School on the
Gold Coast, Queensland. I completed my internship and 2
surgical residency years at Austin / Northern Health.
In 2012 I had the opportunity to relocate to Ottawa, Canada, when my partner Maree was offered a job there
with the Australian High Commission. Whilst overseas, I
was able to undertake a year-long research fellowship at
the Centre for Global Health at the University of Ottawa
where I worked within the Canadian arm of the Cochrane
Collaboration. Well-rested, and with a new appreciation
for high-quality research methodology, I returned to the
Austin in 2013, first as a resident, then an NSET registrar
in General Surgery. I have been working in Alice Springs
hospital for the last 6 months, and would recommend the
job particularly to first-year registrars who want plenty of
operative experience, supportive knowledgable consultants and a relatively low-stress environment.
Professionally, my interests are surgical oncology, as well as strategies for promoting high-quality surgical research. Outside of medicine my hobbies include snowboarding, hiking, mountaineering, cycling and
tinkering with electronics. This year in June, Maree and I were married at the Melbourne Town Hall.”
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Workshops
V Muralidharan

Bowel Anastomosis
Austin General Surgery Training Advanced Workshops

June 2014 saw the establishment of the first formal
advanced surgical workshop. Surgical workshops to
teach the principles of surgical techniques have been
notably absent from the Austin Surgery Education
Program since its inception ten years ago. The only
workshops were the basic surgical workshops convened by Michael Fink and run through the auspices
of the RACS at the college HQ for junior doctors.
When David Beed from Johnson & Johnson approached Adele Burgess regarding a Bowel Anastomosis workshop the scene was set to attempt this
most elusive and resource hungry method of teaching. Lawrence Lau offered to liaise with the Austin
Hospital’s Simulation Centre on level seven. Everything came together on Winter Solstice, 21 June
2014 with nearly 20 trainees attending the session.
The program was conducted by two colorectal surgeons Adele Burgess and Karen Barclay ably supported by David Bead from J&J who supplied all the required material, equipment and wet lab specimens.
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A highlight of the workshop was the active participation of senior trainees, namely Krinal Mori, Raymond
Yap and Ravish Jootun in teaching the junior trainees
in the art and science of bowel anastomosis. This is
in stark contrast to the attitude shown a decade ago
where most trainees participated solely for their own
benefit. It was personally very rewarding for me to
see that the Austin General Surgical Trainees were
indeed embracing the concept of a community of
practice and actively participating in the education of
their juniors.
Based on feedback from both the participants and
the faculty the workshop was a great success and
it will become a permanent and recurring part of the
Austin Surgery Education Program. It will be conducted on the same day as the Colorectal Saturday
Surgical Symposium.
We now plan to run a second workshop on duodenal ulcers on the 13th of September with a similar
structure.
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Halls of Learning
Alayne Moreira

The Surgery Centre
Austin Hospital’s hidden wonder

Upon commencing employment at the Austin, most
surgical registrars either disregard The Surgery Centre (commonly abbreviated to “TSC”) as a suitable
or worthwhile rotation, or simply be unaware of its
existence. To be completely honest, my opinion of
the rotation was initially one of skepticism, but, after completing six-months as the Surgical Registrar
based at this campus, I soon changed my mind.
To highlight its role as part of the Austin Health service, TSC, based at the Heidelberg Repatriation Hospital, offers care to patients undergoing elective surgery. Emergency surgery is only undertaken at the
main Austin campus. The centre treats up to 5000
patients waiting for surgical and endoscopic procedures each year, in addition to those treated at the
Austin Hospital. There are eight functioning operating theatres, four of these only recently being built.
Low to medium acuity patients who require day surgery or an inpatient bed of up to 72 hours are the
target cohort.
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The Surgery Centre is only equipped for less complex operative cases, with no Intensive Care Unit and
only one resident covering the 48 bed facility afterhours. It is therefore also important to be aware of
the protocols in place at The Surgery Centre in the
case of a patient needing to be transferred to the
main Austin campus.
Regardless of the reason for the transfer, for example,
if a patient is acutely unwell or simply requires a review by the home team, the requirement for a “MER
call” is made and the patient, after contact with the
Bed Manager, treating team and ICU registrar, is directly sent to Intensive Care. This system has been
created to ensure that patients are reviewed in a safe
and timely fashion, as well as avoiding unnecessary
waiting time and potentially causing “bed-blocking”
in the Emergency Department. Once the patient has
been deemed “wardable” by the ICU team and in
conjunction with the home team, the patient is then
transferred to the ward for further management.
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The Surgery Centre ward is equipped with two residents and one intern, who cover all general and specialty surgery and are invaluable members of an efficient and safe practicing team.
Apart from the obvious appeal associated with a
“sleep-in” - starting at 7.30am, the rotation offers a
wide exposure to the most common elective procedures in general surgery. Most surgical units, including specialties, also undertake operative cases here.
These include regular lists for Plastic Surgery, Urology, Orthopaedics, ENT, Gynaecology and Ophthalmology. All general surgical units, i.e. Hepatobiliary,
Breast, Upper GI and Colorectal also have dedicated
lists, usually on at least a weekly basis. Daily Endoscopy lists also aid in relieving the pressure of the
ever-expanding elective waiting lists.
The TSC registrar role was originally created to supplement the Breast Unit. Currently, the only expected role is to attend the Breast MDM and Outpatient
Clinic, both of which occur on a Wednesday afternoon. Prior to this year, additional responsibilities included attendance at the Surgical Unit 2 Outpatient
Clinic on Thursday mornings, however, concurrent
operating lists exist and so this expectation has been
abandoned. This being said, if there is no operating
list at this time, offering assistance to the clinic is
encouraged.
The daily routine involves a ward round reviewing the
general surgical post-op patients, followed by a review of the pre-op patients. Operating lists vary from
week to week, however, I was fortunate enough to
attend those for all four general surgical units. This
was the first rotation that I was frequently the primary operator for a variety of “bread and butter”
general surgery: open umbilical and inguinal hernia
repair, laparoscopic cholecystectomy, haemorrhoidectomy/haemorrhoidal artery ligation, perianal fistula
surgery, lipoma and skin lesion excisions as well as a
few breast surgery cases such as wide local excisions
and sentinel lymph node biopsies and colonoscopies,
either on an endoscopy list or as part of an Upper GI
or Colorectal list. Staying true to the Austin spirit of
a commitment to teaching, all of the surgeons, anesthetic and nursing staff were extremely patient and
encouraging, understanding that my exposure as the
primary operator was previously quite limited.
The environment at TSC felt slightly more relaxed
than that existing at the main campus, most likely
due to the absence of an Emergency Theatre Booking System (ETBS), eliminating the potential for less
time to be spent by consultants or fellows teaching
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their junior registrars. I remain exceptionally grateful
for the endless support that I have been shown consistently over the six-month period. My confidence
has certainly increased and my ability to not only improve my surgical expertise but also my communication skills has followed. These are key attributes that
I will no doubt take with me throughout my career.
Despite all the positives this rotation has to offer for
an Unaccredited General Surgical Registrar, there is
one aspect which I consider to be a negative – limited on-call duty. The registrars attached to all general surgical units rotate in turn through an on-call
roster, both during the week and every 4th or 5th
weekend. The TSC registrar, however, only works a
weekend on-call only two or three times for the entire six-month period. Most would wonder why this
would be considered a downside. The exposure to
the acutely unwell patient, as well as emergency surgery, is minimal when on-call duties are scarce. This,
in turn, has the potential to inadvertently “deskill” a
trainee and limit their ability to formulate a management plan for this subset of patient presentations.
This being said, however, does not deter from the
fact that the TSC registrar job redeems itself by ensuring basic surgical and organisational skills are consolidated.
It is no secret that this rotation offers less working
hours than any other surgical registrar could dream
of. The benefits of this, for me, included the ability to continue medical student teaching on a weekly
basis, participate in study groups (for SET interviews
and exam preparation) and research, as well as, of
course, time purely for myself! Having very recently
completed my six-month term, I have developed a
new sense of confidence and enthusiasm for general surgery and I highly recommend this rotation to
all incoming unaccredited trainees.
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Halls of Learning
Narotum Ravish Jootun

Launceston General Hospital
There and back again: Adventures of Ravish Jootun

Prologue: Since the last (and first) edition of LAMINAS, it was decided that a piece be written about
Austin’s southern country rotations. I was approached
by Nick Low to contribute and share my experiences
during my stint at Launceston. It may not be reflective of the general experience of all previous trainees,
but hopefully it will help shed some light on what’s
life for an Austin SET trainee in Launceston. I would
like to take this opportunity to thank my wife and A/
Prof V. Muralidharan. The first one for supporting me
throughout my training, understanding my job and
the latter for sending me to Launceston. Last but not
least, thanks to LAMINAS editors for giving me the
opportunity to share my pearls of wisdom with the
others.
Chapter 1:The journey to and fro Launceston: If
you ever get rostered to Launceston for 6 months,
my advice is for you to take your car there. Moving
around is way easier with a car at hand and this is
best achieved by taking the Spirit of Tasmania. Be
warned, the boat ride is not a cruise as you traverse
the Bass Strait. You will be much better off if you have
ondansetron/maxolon on board.
Launceston’s Department of Surgery also foots your
travel bill back when you attend Austin’s Saturday
Surgical Seminar. Be sure to cash in on this and I
would recommend travelling by plane during these
visits back to Melbourne. Be warned though, you will
need to book way in advance and give a lot of notice
such that chances of your roster being in conflict with
those seminars are minimised. The great thing for me
with the last rotation was that I was the most senior
registrar. With that, comes that privilege of setting up
the on-call rosters and this will work in your favour!
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Chapter 2 Concerning accommodation: There
comes what the locals call a “rite of passage” for
all interstate trainees working at Launceston. All will
inevitably have to spend some time at the Nelumie flats. The hospital has relatively few options and
most will need to be cleaned up after the previous
trainees left. Just in case you think “Nelumie” is akin
to “Toorak” of Melbourne, it’s not! Though both are
Aboriginal words denoting ancient lands, one’s actually a posh suburb and the other isn’t!
Branded by previous trainees as the “refugee camp,”
highlights of this camp include lack of quality heating, internet, and TV. Depending on which unit you
get, you might possibly be showering in darkness
among local spider webs and resident cockroaches.
If it gives you any insight, I remember the first weekend I came to Launceston with my wife who offered
to help me settle down. Needless to say, it was a
shocking horror for both of us when we arrived at
Nelumie.
For her part, she was meant to stay until Tuesday and
fly back to Melbourne. Unfortunately for me, I drew
the short straw and had to work the Sunday and it
was a busy shift. When I returned late Sunday night/
Monday AM, I got told by my wife she changed her
ticket and was heading straight back to Melbourne
on Monday!
Fortunately, I stayed at Nelumie only briefly and was
the first amongst all registrars to be moved away to
a more palatable dwelling. My advice is to make contact with the hospital and secure the accommodation early on. Those that don’t are left with no choice
but to stay in Nelumie and sort out their own
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accommodation arrangements, of which a bit of
the rent gets subsidised by the hospital. One of my
Royal Melbourne colleagues ended up purchasing
a property in Launceston after staying a few weeks
at Nelumie, with each non-oncall weekend heading
back to Melbourne just like that.
Last but not least, it’s a cardinal sin to mention negatively about Nelumie at Launceston Hospital, particularly to the bosses/Director of General Surgery. It is
in fact the previous residence of some of the surgical
bosses. To date, we have come to discover one of the
current Launceston bosses stayed there for a year!
To make things even more interesting, a radiologist
who recently retired stayed at Nelumie for a good
few years! The urology registrar who complained this
year didn’t get on to the good side of the bosses after
kicking a big fuss!
In summary, you can avoid staying at this rustic abode
if you plan early, or make contacts with real estate
agents prior to you coming here.
Chapter 3 Launceston Town: Despite the relatively small population compared to metropolitan Melbourne, Launceston is a vibrant town located in the
heart of a valley with nice little cafes and parks.
The thriving café culture includes Aromas , a stone’s
throw away from the hospital and serves very good
breakfast and lunch if you have time for it. It’s actually
the café where the surgical bosses will take you post
ward round for tutorials as well.
Other good cafes include Mondello, Blu café and
if those do not meet your standards, you still have
good old Maccas’ which is 1a one minute drive from
the hospital.
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For twilight dining experiences, I would recommend
places such as Stillwate , Pierres , Black cow and
Mud. All these places serve award winning food and
are rated highly on Urbanspoon reviews.
To my Asian colleagues, there are multiple Asian restaurants as well. It’s unlikely you will suffer from rice
withdrawal syndrome when you are in Launceston.
Last I counted, there are 4-5 Chinese restaurants, 4-5
Japanese restaurants and 2-3 Vietnamese and Thai
restaurants. It’s definitely enough to keep you going
for a good six months! The one that I am particularly
fond of was known as Stars of Siam!
In addition Launceston hosts a number of boutiques
selling locally made fresh produce. The Josef Chromy winery is an excellent place for lunch and drinks.
Highly recommended for one of your weekend trips
when you are not on call and not returning to Melbourne. Other thirst quenchers include Sporties Bar
and Cider House.
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The Launceston winter can get really cold with temperatures dropping below 2 degrees at night and
occasional storms and blackouts. Beware of the icy
morning roads if you plan on sightseeing. The good
sightseeing places are Tamar Valley Winery, Cataract
Gorge, Raspberry Farms , Cradle Mountain and the
famous Wine Glass Bay.
Chapter 4 The workload at LGH: There are three
general surgical units which include breast/ endocrine, colorectal and UGI/HPB units. The department
of general surgery is serviced by five registrars. They
include two each from the Austin and Royal Melbourne. The fifth registrar is Launceston’s own unaccredited general surgical registrar. Depending on
which unit you are placed at, the structure differs. The
consultants are very friendly and approachable. As of
this year, there is a fellow employed at the hospital
now to help out as well.
I was designated as the colorectal registrar. With
that, comes the luxury of having two residents and
no interns/co-registrars. Other units have two registrars but with interns as minions. This may affect your
theatre time to a certain extent.
The on calls are 24 hrs on weekdays and 48 hrs on
weekends. You will be doing one in four on calls if
you are a SET 1 trainee (which is the one from Austin)
and with 2nd on call back up from the other three accredited senior registrars. Launceston’s unaccredited
general surgical registrar does not participate in the
on call roster.
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Consequently, on call rosters are busy and come
with lots of case mix. When on call, there is a half
hour rule to see patients in ED which keep you fairly
busy at night. The expectation is that you have to see
these patients in person to help facilitate the admission/planning processes. Your only consolation is
that your callbacks are going to be approved by the
Director of Surgery without any questions but quality sleep is no longer available as there are no night
surgical registrars like the Austin/Northern.
Outpatient clinics are busy as well. You see between
10-20 patients easily per session. Again depending
on your level of experience, you are pretty much
given a free hand and can do things as you see fit.
Consultants are there for advice but given the nature
of clinics, most of the times you will have to work it
out on your own and also to provide support to your
juniors, who do come to clinic as well.
There are five brand new theatres with advanced
state of art surgical technology/infrastructure including a new hybrid theatre.
Unfortunately the Tasmanian health system has suffered drastic budget cuts which has taken its toll on
many departments namely the radiology and surgical
department. There is no interventional radiologist in
Launceston General Hospital. With reduced theatre
lists from time to time, do not panic as the bosses
hire you for private assisting at the nearby private
hospital. This is incorporated in your roster so cutting
time is not a problem.
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Launceston has been recently known as the “Bogan
Capital” of Australia and the rotation offers a unique
cultural insight with a diverse variety of patients. For
a start, 99% of the patients speak English and you
probably would not require the help of an interpreter as you would at the Austin/Northern. To give you
some perspective, there are still a significant proportion of locals who believe the Tasmanian tiger is
not extinct. Add to that, we have had 16 necrotizing
fasciitis cases so please refrain from jumping in the
lakes for a midnight refreshing swim after your heavy
work schedule.

Snapshot: Launceston Hospital colorectal unit
(excluding on call roster/commitments)
Bosses: H. Nguyen, D. Lloyd, N. Gurushinge
Cutting time: Monday all day (H. Nguyen), Tuesday
(private assisting all day) and Friday all day (D. Lloyd)
Scopes: Wednesday and Thursday AM
Clinic: Wednesday and Thrusday PM

Despite being a small town, Launceston also comes
across as a place where interesting techniques are
done. In my six months here, I have had the privilege
of working with a boss who performs laparoscopic
creation of pericardial window. Whether it is true or
not but it would seem this technique is dying out in
Australia and the responsibility lies on future Austin
trainees to carry on the skills as this particular boss
states he’s the only one performing it in all of Australia.
Summary: Launceston is a very good general surgical rotation. You have the opportunity to work with
sub-specialised surgeons and generalists. Add to
that, I must say I learned a lot from my Royal Melbourne colleagues. The consultants are very friendly
and some of them are members of the Board in General Surgery (BiGS). They will be able to make things
work for you.
Knowing that I am due to sit exams next year, most
have already begun preparing me for it and quiz me
frequently. Given the busy workload and also the
hands on approach, the rotation is best taken when
one is at a more senior level (SET 3 or early SET 4).
Ideally, the best advice I can give to the Austin juniors
is to go at SET 3 or early SET 4 and return back to the
main hub in SET 5 for exam preparations.
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Vale Dicere
Thomas Walker

A Fond Au Revoir
Returning home to England

Born, bred and trained in the North of England, I defected to the South West to do my foundation years
(internship) at Bath Royal United Hospital. After two
years in probably the most quintessentially English
location imaginable, my wife and I spent a year in
Pietermaritzburg, Kwa-Zulu Natal in South Africa. I
worked in a trauma surgery unit in a township called
Edendale and gained a huge amount of exposure to
a wide range of pathologies and procedures. Through
working in the ED and assisting in theatre I gained
the confidence and drive to pursue a surgical career.

A wondrous, if slightly harrowing event culminating
in a code green. Mom and Baby have recovered well
and Rhys is thriving. We are looking forward to introducing him to the family back in the UK.
We have travelled as much as work has allowed, and
have enjoyed trips to Adelaide, Noosa, Gold Coast,
Byron Bay, Sydney and Wilson’s Prom. Rhys made
his first trip to the vineyards of Mornington Peninsula
at the tender age of 6 weeks. Not sure he enjoyed
the Pinot as much as I did.

On returning to the UK, I completed my “core surgical training” - two years in Frenchay Hospital Bristol
and passed my MRCS examination.
My first application for specialist general surgical
training in the UK was unsuccessful. I was disappointed but rather than wait for someone in HR to
place me in a role I didn’t want, I decided to take the
initiative and look further afield for work.
Consistently sitting at the top of the “best places
in the world to live” list, Melbourne was an obvious
choice for my wife and I to spend time away from
“Blighty`’. As fortune would have it, my University
friend, Dave Wetherell was working at the Austin and
put me in contact with Simone. The HPB unit had
an opening and following a 2am telephone interview
in my pyjamas with Murali I found myself and my
26week pregnant wife on an Emirates flight.
In terms of highlights for our year, I am not sure anything can top the birth of my son Rhys Johannes
Walker. Born at the Royal Women’s Hospital on 30th
November 2013.
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I joined a cycling group on arrival to Melbourne and
have made some good friends over the last year. They
helped me organise a charity cycle to raise money
for the Liver Transplant Unit at the Austin called the
“Turbo Transplant Two Hundred”. The ride was over
two days on the Great Ocean Road near Apollo Bay.
There were 17 riders who took part, battling wind,
rain and chaffing to complete 200km in two days. We
were delighted to raise over $2000, which has been
given to ward 8 West to help buy equipment to aid
the recovery of post-op liver transplant patients. With
such success, the team (in my absence) are keen to
make this an annual event, so keep your eyes peeled
for announcements next year!
The work has been good too. Australian surgical
trainees are dedicated, thorough and early risers. The
positive attitude of trainees and trainers has made
my time at the Austin and the Northern challenging,
engaging and fulfilling.
I travelled back for interviews in April and was accepted on General Surgery Training Programme to start
in October in Severn Deanery. Severn Deanery is an
area in the South West of England that encompasses
four counties containing nine towns & cities including: Taunton (where Murali himself has worked), Yeovil, Bristol, Bath, Swindon, Gloucester and Cheltenham. My first rotation on the programme is at the
Bristol Royal Infirmary (BRI).
Founded in 1735 the BRI is unfortunately best known
for the Bristol Heart Scandal that hit headlines in
1995. The Kennedy Enquiry was launched due to the
high paediatric mortality in one particular thoracic
surgical department, and has led to an emphasis on
clinical governance and consultant outcome monitoring within the NHS. It is surely partly responsible for
why audit is now such a key component to surgical
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training worldwide. Bristol is a great city, an English
Melbourne if you will, but with better pubs, and in
close proximity to some beautiful countryside and
beaches.
The training in the UK is set up slightly differently to
Oz and consists of two years “core surgical training” followed by six years higher surgical training.
The higher surgical training breaks down into four
years general surgery and two (or sometimes three)
years sub-specialty training.
The competition for higher surgical training is tough
with 600 applications this year for 150 training jobs.
The main weighting for successful application is interview that consists of five stations: communication skills, clinical scenario and management, clinical skills, audit and portfolio. As in Australia you can
preference which region of the country you would
like to be considered for and then placed depending
on ranking. As standardised a process as possible
for such a large number of applicants. Having done
it twice, I can say the first time it definitely wasn’t
fair but this time it was much better!
We are sad to leave Melbourne, Victoria and Australia, and are still coming to terms with the reality
of having to put up with sub-standard coffee for the
next six years. It is indeed a wonderful place to live
with an attitude that has made these three poms
feel very welcome. We’ll miss the trendy hipsters,
the brunches and the salary packing in equal measure.
Honestly though, we were going to go back straight
after the test match but it would have been too obvious. Hopefully the memory has faded and we can
sneak out without anyone saying anything.
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Pathfinder
Michael Fink

The Court of Examiners
My first experience on the Court of Examiners

I was invited to apply to the General Surgery Court
of Examiners in 2010. This was 9 years after I started work as a consultant, which is about the average
time that is required to build up sufficient experience
for the role. I had been a member of the Clinical Examination committee, the group that puts together
and runs the First Part OSCE, for several years and
had always enjoyed teaching at all levels, so I decided
that being a Fellowship examiner would be enjoyable
and a good way to contribute to surgical training and
the College. My name was put forward to the General Surgical Court amongst other names for their
deliberation.
I was lucky enough to be selected to join the court.
The first step was to observe the May 2011 Fellowship exam in Melbourne. I sat in with different examiner pairs to observe the various components of the
exam. I was impressed with a number of aspects of
the examination process, including the standardisation of questions (this was not the case when I sat
the exam), the way the examiners did their best to
put the candidates at ease, the care taken to ensure
an appropriate consensus mark and the in depth discussion of candidates’ performance at the General
Surgical Court meeting to determine which candidates would get through. I also noted that the examiners were a friendly bunch and were very welcoming. Each night was marked by a nice dinner and
good camaraderie.
The next step in my initiation onto the Court was the
then newly created Fellowship Examiners Training
Course. This was a one day course in July 2011 at
the College. It explored aspects of learning theory
as well as more practical information about the examination process.
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In September 2011, I examined for the first time, in
Adelaide. I was paired up with Phil Crowe, a breast
and oncological surgeon from Sydney. He is a lovely
man and I was impressed with his easy-going manner and kindness to the candidates. It is usual to pair
experienced with more junior examiners and for each
member of the pair to complement the other with
regard to area of surgical expertise. This is helpful,
because there is a tendency for to be very knowledgeable regarding one’s own area of expertise and
to not necessarily be up to date with recent innovations in other fields.
One of the striking aspects of the process was the
consistency of marks that we each gave the candidates. I suppose that is a reflection on the standardisation of questions and marking guides as well as
the examiner training that I had been through. It was
certainly encouraging to see that we were synchronising well. I think that the highlight of the exam was
the presentation of candidates and sharing a moment
that they will treasure for the rest of their lives.
Of course, the exams don’t happen without a lot
of preparation. Some of that is done at a distance
electronically, with new questions and scenarios being developed and shared online, but it all comes
together at the Examiners’ Workshop which is run
over a weekend in February. My first workshop was
in February 2012 at the RACV Cape Schanck Resort.
We developed new questions and scenarios and
revised old ones, selected the new examiners that
would come onto the Court and discussed some of
the proposed changes to the way that the exams are
marked. In addition to the hard work that was put in,
there was time for a swim/walk/golf (depending on
one’s interests) as well as a nice dinner at the Port
Laminas - Austin General Surgery Training Quarterly

Phillip Estate. Then in May, it was time to start the
process over again, this time in Brisbane.
I have enjoyed my time on the Court of Examiners
thus far. I think that we have done a good job in deciding who has reached the required standard and I
have enjoyed the good natured spirit of the members
of the Court.
To the maximum extent possible, the exams are
standardised, so that all candidates get a similar
exam experience. It is a little harder to standardise
the clinical components (the long and short cases),
without resorting to simulated cases (which does not
occur in this exam), but the written exams, anatomy,
pathophysiology and critical care and operative surgery are standardised, with each candidate seeing
the same scenarios, images and specimen regions.
The exams are marked using the expanded close
marking system. Each exam component will have a
number of marking points and the examiners will independently score each marking point as 8 (clear fail),
8.5 (borderline fail), 9 (pass) and 9.5 (clear pass).
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In general, what we are looking for is a solid, safe approach, rather than expecting detailed knowledge of
information that is not clinically relevant. The marking points for each exam are averaged and then added (meaning that although some exam components,
such as written paper 1, may have more marking
points than others, the exams are evenly weighted).
Candidates scoring >63 points overall (that is an average of nine across all seven exam components)
are recommended for approval. Candidates scoring
<61.5 overall are not recommended for approval.
Candidates scoring > 61.5 but < 63 points overall are
discussed by the General Surgical Court. Issues discussed at the Court are confidential, but I can say
that I have been impressed by the level of detail that
is considered in determining the outcome for candidates in this “grey zone”.
Poor performance in one component in the exam
can be balanced by good performance in another
component. I think that the discussions that occur
in the General Surgical Court are very fair to the candidates.
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Of course, every Fellowship candidate wants tips
about how to pass the exam, and here are mine:
1. Start your preparations early
The Fellowship is a clinical exam, so everything you
do at work is relevant. Get used to presenting cases
to your bosses in a succinct, but complete manner.
Dictating operation reports is a good way to get used
to describing an operation. Doing simple anatomical
and operative drawings may also be helpful. Often
the candidate is asked to draw an anatomical region
in the exam. Dictating outpatient letters can help you
to formulate how to present a clinical problem and
your intended approach.
Five of the exam components rely on you communicating verbally, so practice presenting cases, operations etc to each other. Start your book work early;
preferably by the beginning of SET4. If you work in
a group, you will feel pressured to keep working at it
so that you don’t let down the other members of the
study group. I remember letting my study partner
know that I had had a really busy week and only finished studying the relevant chapter at 3 am the day
we were meeting, only to have him let me know that
he had done the same.
2. Get to know the exam process well.
There is a good document and a Powerpoint presentation from the Chair of the General Surgical
Court available on the College website (http://www.
surgeons.org/media/20076913/gdl_2014-10-22_candidate_guideline_general_surgery_fex_2014.pdf
and http://www.surgeons.org/becoming-a-surgeon/
surgical-education-training/examinations/fellowshipexamination/ - “Demistifying the Fellowship Exam”).
The RACS Fellowship exam regulations are also
available on the website (http://www.surgeons.org/
media/303993/2014-01-20_pol_eda-exa-010_conduct_of_the_fellowship_examinations.pdf).
Talk to recent candidates about their exam experience and the cases they got. Get to know something
about the hospital where you are being examined for
the clinical exams.
My short cases were at the RPA in Sydney, a renowned melanoma hospital, so it wasn’t surprising
that I got a melanoma case for one of my short cases.
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3. Plan the logistics around the exams.
Make sure that your hotel is accessible to the exam
sites. Book taxis so that you will arrive in plenty of
time. Nothing is worse than arriving at the last minute, out of breath and flustered. Dress appropriately
and professionally.
4. Treat the exams like a normal part of your
work
The exams are very clinical and most cases are
things that you will have encountered in your day-today work. There may be some unusual cases, but
all we are expecting is a reasonable, thoughtful, safe
approach, not detailed knowledge of the latest trial of
a biological agent for some obscure disease.
The examiners want good candidates to pass and are
not out to trick you. If they ask you “Are you sure
about that?”, it probably means that they are allowing
you to correct a mistake, rather than trying to get
you to say the wrong thing. Treat them as respected
colleagues.
5. Read/listen to the question
It is very frustrating to have to mark a question where
the candidate has written screeds of notes that are
absolutely true but have absolutely nothing to do
with the question.
6. Enjoy your champagne!

Pathfinder
Rhiannon Koiralla

From the Other Side
Fellowship Exam from the Trainees Eyes

Pizza. Pizza, garlic bread, coke zero and a group of
people sitting around a table arguing over the difference in criteria for pancreatic versus biliary sphincter
of oddi dysfunction. This was how I spent Wednesday evening every week for just over a year. Only the
discussion topics changed. By the end of this time
the pizza shop knew my order and delivery address
as soon as they saw my number come up on their
caller ID.
But seriously, the fellowship exam is an experience.
It requires planning, determination and the ability to
put everything on hold whilst you aim for the peak
of the climb. Your whole life is consumed by work,
study, tutes, practice, sleep. Your family and friends
suffer over a years worth of neglect. Your fellows and
consultants suffer the constant barrage of exam conversation and requests for endless tutes and discussions around any and every topic that could possibly
be a question. Your interns have to come in early and
leave late to work around the tutes you have managed to squeeze in to maximise the consultant teaching you need to get through the exam.
And then it is all over. You pass. You turn up to clinic
and the boss says “I’m sure you’ve made the right
decision” when you ask to run a patient by them. The
questions stop and the fellowship planning begins…
On reflection it was
exam is as follows:
- Lots of stress
- Lots of worry		
- Lots of study		
- Lots of sacrifice
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actually fun. The reality of the
- Lots of practise
- Lots of practise
- Lots of practise
- Lots of practise

For
Not many questions
Not many tricks
Not much that was complex
And an exam where the examiner wants to
see that you have confidence in yourself and your
decisions based on a sound knowledge of safe surgical practice.
I have to confess that I thought I had failed. In my
shorts I couldn’t elicit whether an inguinal hernia
was direct or indirect, so I just talked the examiners
through the clinical and operative differentiation. And
of course that stressed me out for the other shorts
and my confidence in myself went down. So I was
sure I failed. I pushed on and did the anatomy exam,
which was great fun.
Then I spent the night before the results crying because I was sure I was sitting again. In reality, the examiners were satisfied with the fact that I knew firstly that the patient had a hernia, that it was inguinal,
and that I could describe how to establish whether it
was direct or indirect and that I knew how I would fix
it. They weren’t worried about whether or not I could
actually determine the hernia type on the day. But try
telling any exam candidate that.
Until you sit the fellowship exam, it will remain a
mystery. No matter what anyone says, we all need to
do the study, feel the stress and worry and make the
commitment to the exam to prove to ourselves that
we can do it and that we have given it our best shot.
Surgery is about doing our best and the fellowship is
just the beginning.

27

