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(Colonoscopy) @ N334
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L-1 — Below the level of a general surgeon
L-2 — Could function as a general surgeon. Basic competence in technical skills.
L-3 — Borderline colorectal surgeon
L-4 — Competent as an independent colorectal surgeon. More advanced competence in
technical skills.
L-5- Could practice without supervision as a colorectal surgeon. Could function as an
independent practitioner. Professionally sophisticated. At an exemplary level would
also imply the person is competent enough to act as a resource to other health

care professionals.
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Aanssudvr@nieduld (Entrusted Professional Activity: EPA) fidga1Uubinausunaisanlyly
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®. EPA 1: Right hemicolectomy

. EPA 2: Left hemicolectomy / Sigmoidectomy

on. EPA 3: Abdominal Colectomy with Ileostomy and Hartmann procedure
&. EPA 4: Low anterior resection (LAR)

&. EPA 5: Colonoscopy skill assessment

D. EPA 6: Anal fistulotomy skill assessment

o. EPA 7: Endorectal Advancement Flap Skill Assessment

®. EPA 8: Ligation of Intersphincteric Fistula Tract (LIFT) skill assessment
. EPA 9: Laparoscopic Sigmoidectomy

®o.  EPA 10: Laparoscopic Right Hemicolectomy

sEAUANENTa luNWSINVBILAaZA AN THATITNMTNULA (Entrusted Professional Activity:

EPA) anansauusldidu 5 sedu (L1-L5) &ell

L-1 — Below the level of a general surgeon.

L-2 — Could function as a general surgeon. Basic competence in technical skills.

L-3 — Borderline colorectal surgeon

L-4 — Competent as an independent colorectal surgeon. More advanced competence in
technical skills.

L-5- Could practice without supervision as a colorectal surgeon. Could function as an
independent practitioner. Professionally sophisticated. At an exemplary level would also imply

the person is competent enough to act as a resource to other health care professionals.
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Milestones 0-6 1iau | 6-12 16iau | 12-18 16iau | 18-24 1Hiau
EPA: Abdominal Colectomy L2, L3 L3, L4 L3, L4 L4, L5
EPA: Low anterior resection L2 L2, L3 L3, L4 L4
EPA: Abdominoperineal Resection (APR) L2 L2, L3 L3, L4 L4
EPA: Total / Subtotal Colectomy L2 L2, L3 L3, L4 L4
EPA: Total Proctocolectomy and IPAA L2 L2 L2, L3 L3, L4
EPA: Surgery in colonic obstruction L2 L2, L3 L3, L4 L4, L5
EPA: Laparoscopic colectomy L2 L2 L2, L3 L3, L4
EPA: Colonoscopy-Diagnostic L2, L3 L3, L4 L3, L4 L4, L5
EPA: Colonoscopy-Therapeutic L3 L3, L4 L3, L4 L4, L5
EPA: Hemorrhoidectomy L2, L3 L3, L4 L3, L4 L4, L5
EPA: Anal Abscess/fistula Surgery L2, L3 L3, L4 L3, L4 L4, L5
EPA: Anal fissure Surgery L2, L3 L3, L4 L3, L4 L4, L5
EPA: Rectal Prolapse Surgery L2 L2 L2, L3 L3, L4
Anatomy and Physiology L3, L4 L3, L4 L4 L4, L5
:Medical Knowledge

Benign Perianal and Anal Disease Processes L3, L4 L3, L4 L4 L4, L5
: Medical Knowledge

Benign Perianal and Anal Disease Processes L3, L4 L3, L4 L4 L4, L5
: Patient Care

Benign Neoplasia: Medical Knowledge L3, L4 L3, L4 L4 L4, L5
Large bowel obstruction: Patient Care L3, L4 L3, L4 L4 L4, L5
Rectal Cancer: Medical Knowledge L3, L4 L3, L4 L4 L4, L5
Rectal cancer: Patient Care L3, L4 L3, L4 L4 L4, L5
Rectal Prolapse: Medical Knowledge L3, L4 L3, L4 L4 L4, L5
Rectal prolapse: Patient Care L3, L4 L3, L4 L4 L4, L5
Pelvic Floor Disorder: Medical Knowledge L3, L4 L3, L4 L4 L4, L5
Pelvic Floor Disorder: Patient Care L3, L4 L3, L4 L4 L4, L5
Interpersonal and Communication Skills L3, L4 L3, L4 L4 L4, L5
Professionalism L3, L4 L3, L4 L4 L4, L5
Systems-based Practice L3, L4 L3, L4 L4 L4, L5
Practice-based Learning and Improvement L3, L4 L3, L4 L4 L4, L5

L 1 = not allowed to practice (EPA)

L 2 = practice (EPA) with full supervision

L 3 = practice (EPA) with supervision on demand

L 4= “unsupervised” practice allowed

L 5= supervision task may be given

noe
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0. M35U3UNaEUe (Patient Care)
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faegunsasiianldlunisusaduinys lunisusuragUagvasuwngusearaus laun
0. M3duNANISAURURMUTa N gUsEIUulnens3 (Direct observation of resident practice)

- GuiinnsvivinanisuwazsiederUiefigia (Procedure and case logs)

@

. wiluazaunaau (Portfolios)

3

. WuuUszliusaunueiln moo 09A1 (360 degree global evaluation)
- mMRnUuRluanunisaldnass (Simulations) uagyiuinass (Models)

. MsHnRsintue13dlng) (Cadaveric workshop)

S U fFe A

. §U78d1a84 (Standardized patients)
. N3@ULUU Objective Structured Clinical Examination (OSCF)
«. nMsaauMeluaa1tu (In-Training Examination)

®o. N1391a83n15a@UUINUEaT (Mock Oral Examination)
. AUFUALINBLRAAN1TNIWIYNTTU (Medical knowledge and procedural skills)

©.6 m’lu§ (Medical Knowledge)
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. lsnvesanldnsawazninsviin (Anorectal Disease) lan
®.® Anal fissure
®.o Anal fistula
®.en Hemorrhoids
@.« Pelvic Floor
®.& Constipation

®.D Incontinence

. lsanmelutesisweasanldlnguavaldnss (Abdominal Disease) laun
o.® Carcinoma of the colon
.o Carcinoma of the rectum
w.en Crohn’s disease
. Diverticular disease
.& Genetic neoplasia: FAP, Gardner’s syndrome, HNPCC
.o Rectal Prolapse

.o Ulcerative colitis

o, Jsavanefisnluduvesdasnssudldvajuazninsmin (Other essential colon and rectal
surgery disorders) laun

m.@ Pre-operative diagnosis, indications, alternatives, risks and preparation for
operation; assessment of patient risk, nutritional status, co-morbidities, and need for pre-
operative treatment and peri-operative prophylaxis; appropriate non-operative management;
operative management, including all technical aspects, intra-operative decision-making,
avoidance and management of intra-operative complications, and management of
unexpected findings; and, post-operative management, including recognition and treatment of
complications; and, appropriate follow-up and additional treatment

.o Colorectal infectious diseases, including sexually transmitted diseases (STDs) and
other colitis, including clostridium difficile and HIV related infection

en.en Gastrointestinal obstruction, including those due to adhesions, malignancy,
volvulus, hernias and pseudo-obstruction

en. Lower gastrointestinal hemorrhage

en.& Other neoplastic processes, including GIST, lymphoma, carcinoid, desmoids, small

bowel and mesenteric tumors

ne



en.'> Radiation enteritis and the effects of ionizing radiation

en.e¥ Other anorectal: hidradenitis; chordoma, and teratoma; necrotizing fasciitis;
pilonidal disease; presacral/retrorectal lesions including cysts; and pruritus ani; pelvic floor
disorders, including: constipation, clinical and physiological evaluation, dysmotility, anismus
and other forms of pelvic outlet obstruction; fecal incontinence; rectal and pelvic prolapse,
rectocele, and solitary rectal ulcer syndrome

an. Congenital disorders, including Hirschsprung's disease; imperforate anus

o« Genetics and molecular biology as they apply to colorectal disorders.

am.@o Gynecological disorders, including endometriosis, considerations in managing the
pregnant patient with colorectal disorders, and related intraoperative findings such as ovarian
lesions, fibroids, endometrial implants, and gynecological prolapse

am.ee Cystocele, enterocele, urinary incontinence, and vaginal and uterine prolapse

m.e Radiological and other imaging modalities, including plain x-rays, contrast studies,
computed tomography (CT), positron emission tomography (PET), CT colonography, magnetic
resonance imaging (MRI) for rectal cancer staging, nuclear medicine scans, angiography,
defecography, abdominal ultrasound, evaluation for deep vein thrombosis and pulmonary

embolism, fistulograms, and sonograms

UAUIUNISANUSUKAZAINT SN EUs 10 ez ddusuTunisvilinanssuaunisiasu
A2733(Medical Knowledge) latn

9. ANWIMEAULIN Niliderserdauransarldlnguazninsuin (Colorectal Surgery

Textbook) M3asndaemansan ldlngjuaznisuin (Colorectal Surgery Journal) Ag

ca dey

oouladuuiulediidedels (On-line learning/course) Tnslamnziiuuziilaganaynssuns
Anousuuazaeu Faazinsusymenuzihuazuiulsadussey

. fdwsulunisuszguuazluginauslunisussgumadnnisvesandulineusy 1wy Interesting
Case Conference %58 Topic Review

. fdwsulunisuszguuazidudinauslunisuszau Interhospital Colorectal Conference Fadn
Ingvusudaeunmdaldlnguazninsntngn o weu

& W15milan15UsEYRIvINTg topic review (Colorectal Disease Management) Fadnlnevusy

Aagunndaldluguasnnsudngn o

no



feerunaellanldluntsussliuinyedunauivesuwneuszsrdug 1dun
o. M3gpuneluan1tu (In-Training Examination)

. NM13591883N71580UUINAT (Mock Oral Examination)

. NFADULUU Objective Structured Clinical Examination (OSCE)

& MaaeuiimAitnsfaeaansaldlngwaznitsndn

0.l INEEANON1TN19LIBNTIU (Procedural Skill)
sming
wngUsgthuiididanisinevsumswansidiuinnuanunsalunisiinanisvienis
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vsonelinisauguguaveseast framsvisensridafiuimdusSthunistdnlasu
Uszaunisal laun
. Anorectal Procedures lan

®.@ Hemorrhoidectomy

®.o Fistulotomy

@.en Complex Fistula Management

(endorectal advancement flap, Ligation intersphincteric fistula tract ligation (LIFT),

draining seton, plug, glue)

@.& Fecal incontinence [sphincteroplasty, sacral nerve stimulator (lunsdifiaantu
Aneusuuieiufinnsrrdaeiini)]

®.€ Internal sphincterotomy

®.o Transanal excision
lo. Abdominal procedures laun

.® Segmental colectomy (including ileocolic resection)

.o Laparoscopic colon resection

.en Low anterior resection (straight anastomosis, pouch, coloplasty)

. Abdominoperineal resection

.& Proctocolectomy with ileostomy or with ilecanal reservoir

(handsewn, stapled anastomosis)

oney



.5 Rectal prolapse repair (abdominal, perineal approach)

.o Stoma creation

o.@ Stoma complication repair (parastomal hernia, stenosis, retraction, prolapse,
fistula)

.« Total Pelvic dissections (subcategory for cancer)

an. Endoscopy/and pelvic floor procedures laun
o.® Proctoscopy/Anoscopy
m.lo Colonoscopy (Diagnostic, biopsies, polypectomy, injection, stenting, dilation,
ablation, endoscopic mucosal resection, endoscopic submucosal dissection, clipping)
el Pelvic Floor Evaluations (endorectal and endoanal ultrasound, anorectal

manometry, PNTML)

unLaIUN 1SRN SILAZAINTIUTUWNEU s T 1A e didausasTunsinussauntsainsvia
Wnan15uazn16199 (Procedural Skill) laun
0. AnwimsauesINuilidensemnIsHIdndamansanldivauaznansuin (Colorectal
Operative Surgery Atlas) Jufiniflan1suidnvesanivu (Colorectal Operation Video Tape
record) Suiinnstidnuuivledidedold (On-line operative surgery learning) Tnelangil

wuzthlperzounssumMsinausuuazasy Jaagiinisusemawuziuazusuusndussey

v v
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®. N13UsAn Morbidity and Mortality Conference

. miﬂizsqmwmsuﬁsm%wiu Tumor Boards Conference

. N5UTT818 (Didactic lectures)

&. Multidisciplinary ward rounds

& MaulunuEnIINNT patient safety

&
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®. ANATOMY/EMBRYOLOGY OF SMALL BOWEL, COLON, RECTUM, ANUS, PELVIS, AND
PELVIC FLOOR

0.0 Wndusztufaeaansaldluguasnnmunasianuansaluniseduieuageivse
maammwﬂszmmé’wﬁ@waqmsﬁmmms]ﬁwiaiﬂﬁ

@.@ Colon: anatomic features; anatomic relationship of colon segments; blood supply;
lymphatic drainage; sympathetic and parasympathetic innervation.

@.o Small bowel: segments of the small bowel; origin and anatomy of vascular supply of
small bowel segments; innervation.

@.en Rectum: anatomic relation of rectum to fascia, peritoneum, and nerves innervating other
pelvic organs; anatomy/histology of rectal wall including valves of Houston; blood supply;
lymphatic drainage; sympathetic and parasympathetic innervation.

®.& Anal canal: anatomic relations of anal canal; muscles and epithelium of anal canal,
including transitional zone; anal glands; pudendal artery as blood supply to anal canal;
lymphatic drainage of anal canal above and below dentate line; innervation of internal and
external anal sphincters.

®.& Pelvis and pelvic floor: anatomy and blood supply of bony pelvis; blood supply and
innervation of pelvic floor muscles; blood supply and innervation of external pelvic muscles;

pathway of sciatic nerve.

0. Wnndusztnufagaanialdluguasnnminasianuansalunisesuietageivse
AADAIULSNLYZAIUAIRYVDIANANINEGT (embryology) Gmg]s?fwialﬂﬁ

®.b.® Normal embryologic development of the small bowel, colon, rectum, anus, and pelvic
floor; normal embryologic rotation of the small bowel, colon, and rectum.

®.b.o Pathologic embryologic development of the small bowel, colon, and rectum, including
abnormalities of rotation, proximal colon duplications, Meckel’s diverticulum, Hirschsprung’s
disease.

®..en Embryologic anomalies associated with the rectum, anus, and pelvic floor, including
imperforate anus, rectal duplication cysts, epidermoid cysts, developmental cysts, and
teratoma.

@.o.e Normal embryologic development of the sacrum.



@.o.& Embryologic sacral anomalies, including sacral dysgenesis, spina bifida, and anterior

sacral meningocele.

lo. NORMAL AND ABNORMAL PHYSIOLOGY OF COLON, RECTUM, ANUS, AND PELVIC
FLOOR; PHYSIOLOGIC EVALUATION

wo  wwdlssiriudesmansanldivauazninsninaisiinnuauisalunisesuisiazeiu e
disimenivesaldlug dldnse wazmmamindiellil

.®.@ Normal colonic absorption/secretion of water and electrolytes.

..o Normal colonic metabolism of complex carbohydrates and proteins.

..o Function of the proximal versus the distal colon in these processes.

b.@.a Normal colonic motility patterns, transit times, and myoregulation and neuroregulation
processes.

b.e.& The process of normal defecation and the role of colonic fecal storage.

..o The contribution of the rectum and anus to normal defecation (including rectal
compliance and reservoir function, the role of the pressure receptors in the puborectalis and
pelvic floor muscles, the rectoanal inhibitory reflex, the sampling reflex, and the role of the
external and internal sphincters, the puborectalis and levator ani muscles).

©.e.¢9 The pharmacology of anal sphincter neurotransmitters.

o.e.@ The contribution of different muscle fiber types to anal continence.

bl uwwdussinudasaansanldluguazninsuinasianuaiuisalunisesuisuazefusiens
pMveImsLanLazanvesaiTIneRaUnfvesildlug dldnss wasmmamindadeluil
b.lw.e@ Constipation

b.lo.lo Enterocele and sigmoidocele

o.lo.en  Colonic inertia

b.lb.€ Megacolon

b.lo.¢ Colonic pseudo-obstruction

b.lo.o Irritable bowel syndrome

b.lo.ey  Solitary rectal ulcer syndrome

.. Rectal prolapse

blo.« Symptomatic rectocele

b.lb.@o Short segment Hirschsprung’s disease



b.b.e@ Anismus

b.b.e Fecal incontinence

o.en

wwndUszartinudasrmansanldluguasmisninmsiauauisaluniseduisuazeiuseds
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©.on.®
©.on.lo
©.6n.en
©.on.&
©.on.&
©.on.o
©.&.e
b.¢.c
b.&.&

Endoscopy

Contrast study

Transit time study

Anorectal manometry

Electromyography and pudendal nerve testing
Dynamic defecography/dynamic MRI

Balloon expulsion

Pelvic floor exercise

Directed biofeedback

o.&.@0 Endoanal ultrasonography

en. PREOPERATIVE RISK ASSESSMENT AND PREPARATION FOR SURGERY; POSTOPERATIVE
CARE; COMPLICATIONS

mn.®

nsUssdiuaNudssneuwifinuar NS ludUiensesiunsiidnvesdldlve a1ldnse uay

unnguseitnufaemansaldluguazninsuinaisianuausalunisesuisuazeiusieis

NINSAUN bOLA

m.@.® The evaluation of risk for postoperative morbidity/mortality using Goldman or ASA

classification.

m.@.o The need for specific preoperative organ system assessment, including cardiac,

respiratory, renal, and metabolic/endocrine/nutritional assessment.

m.@.en  Indications and advantages/disadvantages of complete mechanical bowel preparation

versus enemas for low anastomosis for open and laparoscopic procedures.

m.@.@ Prophylactic antibiotic usage, including antibiotic choices to decrease site-specific

infection, indications and antibiotic choices to prevent endocarditis and prosthetic seeding,

and risks versus benefits of prophylactic antibiotics.

o



m.e.& Strategies for prevention of venous thromboembolism in low to moderate risk
patients, high risk patients, and very high risk patients.

m.e.o Strategies to decrease postoperative ileus, including intraoperative fluid restriction,
selective gastric drainage, early feeding, and pharmacologic agents.

m.e.) Preoperative planning for stoma placement, including consultation with enterostomal
therapy.

oo Wnndusztnufaseansaldluguasimidnasiauaiunsaluniseduisuayefiusietinis
auafihedasmaniadluguasaldnsdnsameiiotostuitinisduaiumsiiuiaganzuninds
KR (enhanced recovery after surgery; ERAS) laun

m.lo.a Postoperative pain control via the oral, intravenous, Transverse Abdominis Plane(TAP)
block, and epidural route, including use of non-narcotic measures.

oo Goal directed perioperative fluid management.

a.o.en DVT prophylaxis, including compression devices, low dose unfractionated or low
molecular weight heparin.

am.o.e Early postoperative feeding.

o.o.& Early ambulation.

.o uWnngusEUuAasmansaldluauaznsninaisianuaiunsalunisesuiswazeAusetenis
Ussilulmnzauuarnsutlunizunsndeundmisnaldvgwaznnsminiinuves éuwn

am.an.e Infectious complications, including abdominal or perineal wound infection,
intraabdominal or pelvic abscess, anastomotic leaks.

m.anlo  Clostridium difficile colitis.

en.en.en - Genito-urinary complications, including injury to ureter, bladder, or urethra; sexual and
urinary dysfunction; and female infertility and trapped ovary syndrome.

e.en.€ Additional intestinal complications, including adhesive obstruction, prolonged ileus,
enteric fistula, and stomal complications

am.en.& Deep venous thrombosis and pulmonary embolism

m.no  Postoperative bleeding

&. IMAGING, INCLUDING ENDORECTAL/ENDOANAL ULTRASOUND
co wnwnguszitnudasmansanldluguaznnsuinasianuaansalunsesuistazeAusen

NIRTINNEEN9T @I esiuRasmansaldluguaznnsuin loun



&®.® The indications, technique, limitations, risks, and interpretation of plain films, barium
enema, gastrograffin enema, small bowel contrast studies, fistulograms and sinograms,
abdominal ultrasound and positron emission (PET) scan.

&®.lo The indications, technique, limitations, risks, and interpretation of standard computed
tomography (CT) scanning (plain, or with oral, intravenous, and rectal contrast), CT
enterography, and CT colonography.

&®.n  The indications, technique, limitations, risks, and interpretation of magnetic resonance
imaging (MRI), including use of intravenous contrast and endorectal coil.

&®.€ The indications, technique, limitations, risks, and interpretation of tests used in the
evaluation and management of lower Gl bleeding, specifically angiography, technetiumlabeled
RBC scan and Meckel’s scan.

&®.€ The indications, technique, limitations, risks, and interpretation of dynamic
proctography.

&®.» The indications, technique, limitations, risks, and interpretation of tests used in the
evaluation and management of deep vein thrombosis (DVT) and pulmonary embolism (PE),
specifically venous duplex scan, ventilation/perfusion (V/Q) scan, chest CT scan, and

pulmonary angiography.

<o wnwmduszantiudasransanldingiazmnsuinasiauasnsaluniseduislageuseis
@.e@ The preparation for and the performance of endoanal (EAUS) and endorectal (ERUS)
ultrasonography

&l Normal and abnormal anal and rectal ultrasonographic anatomy.

&.en  The accuracy of ERUS in staging rectal cancer.

&b.€ The utility of ERUS in follow=up after rectal cancer resection.

&&& The utility of EAUS in evaluation of fecal incontinence, perianal sepsis and fistula-in-

ano, and anal canal neoplasms

&. ENDOSCOPY OF COLON, RECTUM, ANUS, AND POUCHES
unnguszitnufaemansaldluguazninsuinaisianuaiunsalunisesuisuazefusiens

&®  The indications, contraindications, limitations and potential complications (with their

management) of anoscopy, rigid proctoscopy, flexible sigmoidoscopy, pouchoscopy, ileoscopy

and colonoscopy.

(c(cd



&  The preparation, positioning, and technique used for anoscopy, rigid proctoscopy,
flexible sigmoidoscopy, pouchoscopy, ileoscopy and colonoscopy.

&e  The normal and abnormal findings encountered (including normal landmarks) in the
course of anoscopy, rigid proctoscopy, flexible sigmoidoscopy, pouchoscopy, ileoscopy and
colonoscopy, and their significance.

&&  The different types/sizes of anoscopes and rigid proctoscopes, and the indications for
their use.

&&  The indications/contraindications, advantages/disadvantages of air versus carbon
dioxide insufflation in flexible endoscopy.

&9  The indications/contraindications, advantages/disadvantages of rigid versus flexible
pouchoscopy and ileoscopy.

&e  The technique, indications, contraindications and potential complications (including
their management) of polypectomy, tattooing for localization, pneumatic dilation of colonic
strictures, and stenting of colonic strictures.

&x  The techniques for endoscopic control of colonic bleeding and potential
complications (including their management).

&«  The indications for prophylactic antibiotic use for endoscopic procedures.

&®o The management of anticoagulants or antiplatelet agents in elective, urgent, and
emergent endoscopic settings.

&e® The indications for use of conscious sedation, monitored anesthesia care with
intravenous sedation, and general anesthesia for endoscopy.

&eb The drugs used for conscious sedation, including appropriate dosages, side effects, and
reversal agents.

& e The appropriate monitoring and discharge instructions for endoscopy performed under
conscious sedation, monitored anesthesia care with intravenous sedation, or general

anesthesia

&&
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®. Traumatic injury of colon, rectum and anus

Etiology

Penetrating trauma & Blunt trauma

Diagnosis of trauma: radiologic study, peritoneal lavage, computed tomography and
sonography

Surgical treatment: Intraperitoneal rectal and colonic injury, extraperitoneal rectal injury,
management of blunt trauma, anal sphincter injury,

latrogenic injury: injury from operative procedures, endoscopically induced trauma, injury
from rectal thermometer, perforation by therapeutic enema, injury from barium enema
Ingested foreign bodies

Foreign bodies and sexual trauma: removal of foreign bodies

Sexual assault & child abuse

Unusual perforations

b. Complications of colonic disease and their management

Acute colonic obstruction: general considerations, clinical manifestations, diagnosis and
clinical evaluation, management

Free perforation: general considerations, clinical manifestations, diagnosis and clinical
evaluation, management

Neutropenic enterocolitis

Massive bleeding: general considerations, clinical manifestations, diagnosis and management,
exploratory laparotomy

Fistula: general considerations, clinical manifestations, diagnosis and clinical evaluation,

management

&



. Complications of anorectal and colorectal operations
Early complications of anorectal operations: bleeding, severe anal pain, urinary retention,
fever, bacteremia, and liver abscess
Delayed complications of anorectal operations: bleeding, fecal impaction, anal wound
abscess, fecal incontinence, anal stricture, anal skin tags, ectropion, mucosal prolapse,
unhealed wound
Complications of colorectal operations : thromboembolism in inflammatory bowel disease,
rectal procidentia, splenic injury, presacral hemorrhage, anastomotic bleeding, injury to ureter,
bladder dysfunction, sexual dysfunction, peroneal nerve injury and compartment syndrome,
femoral neuropathy, anstomostic leak, anstomostic stricture, fecal incontinence, early
postoperative small bowel obstruction, abdominal wound infection, abdominal wound

dehiscence, unhealed perineal wound, postoperative perineal hernia

&l
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®. ANORECTAL DISEASE
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®.@. Hemorrhoids
unnguseitnufaemansaldluguazninsuinaisianuausalunisesuisuazeAusiens
@.0.6 Proposed etiologies of internal and external hemorrhoids

®.@.0 Anatomic distinction between internal and external hemorrhoids

@.@.en Classification of internal hemorrhoids

@.e.@ Medical management and non-surgical options for hemorrhoid disease, with the
indications, risks, and limitations of each option

®.0.& Surgical management of hemorrhoid disease, including indications, limitations, and

complications

@.ln Anal Fissure
wndUszartinudasmansanldluguasmisuinmsiauauisaluniseduisuazeiuseds
®..@. The etiology, signs and symptoms of anal fissure

®.b.o The anatomic location of a classic anal fissure

@.b.en The significance of hypertonic vs.hypotonic internal sphincter in planning the
management of anal fissure

®.b.e. Indications, contraindications, limitations and complications of non-operative
management of fissures

®.b.¢ Indications, contraindications, and complications of lateral internal sphincterotomy,

anoplasty, fissurectomy and anal dilatation

@.e Abscess and Fistula, Including Rectovaginal/Rectourethal Fistula

wndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseds

e



@.m.® The cryptoglandular origin of anorectal abscess/ fistula

@.a.. How to differentiate cryptoglandular abscess/fistula from fistula due to other causes
@.o.en The classification of cryptoglandular perianal/perirectal abscess/fistula based on
anatomic spaces

@.on.& Park’s classification system of anal fistula

@.a.& Horseshoe abscess/fistula

@.an.o The natural history of surgically treated perianal/perirectal abscess

@.:.¢0 The operative management of abscess/fistula disease, including complications

@.a. The etiology, classification, preoperative evaluation and treatment of rectovaginal
fistulas based on location and etiology, and the results of surgical repair

e.m.« Intergrate classification scheme for rectovaginal fistulae and justify appropriate timing
for intervention.

@.en.@0 The evaluation and treatment of rectourethral fistulas, and the results of surgical

repair

. Benign Anal Miscellaneous; Benign Diseases of Skin Appendages
unnguseitnufaemansaldluguazninsninaisianuauisalunisesuisuazeAusiens

®.e.® Anal Stenosis

. The etiologies of anal stenosis

9. The surgical and non=-surgical management of anal stenosis, including indications, risks, and
benefits

®.&.lo Pruritis Ani and Dermatologic Conditions

. The clinical presentation, etiology, and management of pruritus ani, including indications for
skin biopsy

9. The clinical presentation, etiology, and management of perianal dermatologic complaints,
including psoriasis, eczema, shingles, herpes, and contact dermatitis

@.a.m Sexually Transmitted Infections

f. The etiology and colon and rectal manifestations of the most common bacterial and viral
sexually transmitted infections

9. The medical treatment of the most common bacterial and viral sexually transmitted
infections which affect the anorectum

f. The etiology and diagnosis of condylomata acuminata

E



4. The influence of human papilloma virus serotypes on subsequent cancer development
9. The technique, limitations, pros and cons of anal cytology in the diagnosis and
management of anal intraepithelial dysplasia

@..& Hidradenitis Suppurativa

N. The pathophysiology, signs/symptoms, and medical and surgical management of
hidradenitis suppurativa

9. Options for surgical management of hidradenitis suppurative, including risks and benefits
o.a.& Pilonidal disease

N. The pathophysiology and signs/symptoms of pilonidal disease

9. Options for surgical management of pilonidal disease, including risks and benefits

lo. BENIGN DISEASE (INCLUDES IBD)

.o Colonic Diverticular Disease
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseis
b.e.@ The proposed etiologies, incidence and epidemiology of colonic diverticular disease
..o The spectrum of presentation of uncomplicated and complicated colonic diverticular
disease, including symptoms, physical findings and diagnostic test findings

.@.en The signs, symptoms and diagnostic findings for uncommmon presentations of colonic
diverticular disease

©.®.c The rationale and indications for medical and/or surgical management of diverticular
disease and its complications

o.®.& The role, technique, and outcomes for laparoscopic lavage in pururlent peritonitis

secondary to perforated diverticulitis.

lo.lo Lower Gastrointestinal Bleeding (LGIB)
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseds

.lo.e List the etiologies of hematochezia

.ol Compare and contrast the utility, specificity and sensitivity of colonoscopy, angiography,

and nuclear scans in the evaluation of lower Gl bleeding

Do



..o Discuss the evaluation of chronic recurrent lower Gl bleeding, including the use of

capsule enteroscopy, double=-balloon enteroscopy, exploratory laparotomy with
intraoperative endoscopy, and provocative angiography

b.lb.« Discuss etiologies of angiodysplasia

.lo.& Discuss the classification of hemangiomas, their clinical presentation and predominant

Gl sites

lo.en Benign Colon Miscellaneous
wnndUszntnudaseansaldluguaznnsninasianuaunsaluniseduisnayeiuseia
w.;.@ Volvulus and Large Bowel obstruction

. Proposed etiologies, incidence, and epidemiology of volvulus or obstruction of the colon
9. The clinical presentation and diagnosis of colonic volvulus or bowel obstruction

f. Rationale and indications for nonoperative and operative management options for colonic
volvulus (i.e. initial endoscopic decompression) or large bowel obstruction (i.e. endoscopic
stent placement)

..o Endometriosis involving the colon and/or rectum

f. The etiology of endometriosis involvement of the colon or rectum

9. The clinical presentation and endoscopic and laparoscopic findings of endometriosis

fA. The indications for medical management of endometriosis involving the colon or rectum

4. Indications for operative management of endometriosis involving the colon or rectum

.« Colon, Rectal and Anal Trauma (Including Foreign Bodies)
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseis

b..@ Compare and contrast the utility of imaging and diagnostic tests in the evaluation of
blunt colonic abdominal trauma

o.elo Compare and contrast the utility of different methods of evaluating penetrating colonic
abdominal trauma

o..en Describe and discuss the management options of colorectal trauma, including their
indications, risks and benefits in selected colonic trauma scenarios

b.c.& ldentify clinical situations requiring evaluation for possible rectal trauma

w.e.& Describe and discuss methods for the diagnosis of rectal trauma and associated injuries

I510)



w.e. o Describe and discuss issues in the surgical management of rectal trauma including
drainage, fecal diversion, rectal washout and primary repair

w.c.e) Describe and discuss the evaluation and treatment of third and fourth degree
obstetrical injuries

.« Describe and discuss the evaluation and treatment of traumatic anal injuries including
the role of primary repair, delayed repair and fecal diversion

..« Describe and discuss the evaluation and treatment, surgical and non-surgical, of rectal

foreign bodies

b.€ Inflammatory Bowel Disease Etiology, Classification, Presentation, Findings
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseis
o.&.@ Presenting symptoms, physical findings, clinical patterns and natural history of

Crohn’s disease (CD), ulcerative colitis (UC), unclassified inflammatory bowel disease (IBDU),
and indeterminate colitis (IC)

b.& .o Extraintestinal manifestations of IBD, including hepatic, bone and joint, dermatologic,
ophthalmologic and hypercoagulability

b.&.enThe etiology of IBD, including the possible role of genetics, immune function, infectious
agents, psychological issues, and environmental factors

b.&. The comparable and contrasting epidemiologic features of Crohn’s disease and
ulcerative colitis including age and gender distribution, prevalence, risk, and ethnic and
geographic variations

w.&.& The criteria for severity of disease as defined by the Crohn’s disease activity index
(CDAI) and the Truelove classification for ulcerative colitis; the Vienna and Montreal
classifications of Crohn’s disease and ulcerative colitis

.&.o The endoscopic and radiographic findings, distinguishing histologic characteristics and
serologic markers in ulcerative colitis, Crohn’s disease, IBDU, and IC

w.&.e) The differential diagnosis of diseases mimicking IBD

o.&.c The impact of IBD on fertility and pregnancy outcome; and the impact of pregnancy on

the course of IBD

.o Medical Management of Inflammatory Bowel Disease

wndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseds

515



w.0.@ Mechanism of action, indication, dosage, side effects, and toxicity of drugs used for the
treatment of Crohn’s disease and ulcerative colitis, including aminosalicylates, corticosteroids,
antibiotics, immunomodulatory drugs, and biologics

..l The initial site-specific medical management

©.o.en The role of nutritional support

.o. Approaches for induction of remission and maintenance of remission, including the pros
and cons of a top-down strategy versus a bottom-up strategy

o..&¢ Medical management of perianal Crohn’s disease

.00 The use of postoperative medical prophylactic therapy in Crohn’s disease

o.'.¢) Risk of small and large bowel carcinoma with regard to extent and duration of disease
o.'o. Cancer surveillance recommendations, including technique, limitations, interpretation of
biopsy results, and the significance of dysplasia (low versus highgrade) and concomitant

inflammation

o.e¥ Surgical Management of Ulcerative Colitis
unnguszrtnufaemansaldluguazninsuinaisianuauisalunisesuisuazeAusieis

.ev.@ Indications for surgery, comparing and contrasting elective strategies for chronic
ulcerative colitis with urgent/emergent strategies for acute or fulminant colitis

.e).lo Indications, contraindications, risks, limitations, operative technique and complications
of total proctocolectomy with ileal pouch anal anastomosis (IPAA) or permanent ileostomy; or
total abdominal colectomy with ileorectal anastomosis

.ev.en Specifics of ileoanal pouch construction, including double stapled versus hand sewn
anastomosis, shape and size of the ileal pouch, and intraoperative techniques used to obtain
a tension-free pouch-anal anastomosis

.ev.« Indications, risks, and benefits for temporary diverting ileostomy proximal to an ilecanal
pouch; and the role of a 2 stage versus 3 stage approach

.ev.& Consideration of ileoanal pouches in the setting of colorectal cancer, in patients with

IBDU and IC, and in the elderly

o.e).0 Management of post-surgical surveillance and prophylaxis

b.@ Surgical Management of Crohn’s Disease

unnguszitnufaemansaldluguazninsuinaisianuausalunisesuisuazeAusieis



o.z.@ The indications for surgery for Crohn’s disease, comparing and contrasting elective,
urgent and emergency operative strategies

b.<.o The indications, contraindications, risks, limitations, operative technique and
complications of segmental resection with or without anastomosis, strictureplasty, fecal
diversion, and intestinal bypass

o..en The management of complicated abdominal Crohn’s disease, including interloop,
intermesenteric, and iliopsoas abscess; enterocutaneous, enteroenteric, and colovaginal
fistula; and Crohn’s disease of the duodenum and proximal Gl tract

b.3.@ Management of anorectal Crohn’s disease, including abscess, anal fissure and ulcer,
perianal/perirectal fistula (including role of draining setons in the setting of biologic therapy),

and rectovaginal and anovaginal fistula, skin tags

o..& Management of post-surgical surveillance and prophylaxis

. Management of Less Common Benign Colorectal Disorders
unnguseitnufaemansaldluguazninsuinaisianuanuisalunisesuisuazeAusieis
b.«.@ The etiology, pathogenesis, clinical presentation, diagnostic evaluation and medical and
surgical management of acute and chronic colonic ischemia

..o Risk factors, mechanism of injury, gross and microscopic findings, and medical and
surgical management of acute and chronic radiation injury

o.ct.en The clinical presentation and management of microscopic/collagenous colitis,
eosinophilic colitis, and lymphocytic colitis

..« The clinical presentation and management of collagen-associated colitides, including
polyarteritis nodosa, cryoglobulinemia, Henoch=Schénlein purpura,

Behget’s syndrome, systemic lupus erythematosis, scleroderma, and polymyositis

b.X.& The clinical presentation and management of miscellaneous colitides, including
diversion colitis, neutropenic enterocolitis, disinfectant colitis, corrosive colitis,
NSAID-induced colitis, and toxic epidermal necrolysis

..o The etiology, epidemiology, pathogenesis, and medical and surgical treatment of
infectious colitides, including Clostridium difficile colitis, bacterial, viral, colitis, and parasitic
colitis

b.c2.e) The etiology, epidemiology, pathogenesis, and medical treatment of diarrhea in the

HIV patient

o



b.@o Stomas and the Complications
unnguseitnufaemansaldluguazninsuinaisianuaiusalunisesuisuazeAusieis
b.®0.® The indications and contraindication for temporary and permanent colostomy,
temporary and permanent ileostomy, and continent ileostomy

b.@o.o The techniques for stoma creation, including end colostomy, end ileostomy, Brooke
ileostomy, loop stoma, loop=-end stoma, and continent ileostomy; and the use of
extraperitoneal tunneling

b.@o.en Normal ileostomy, colostomy and urostomy function and physiology, and their
corresponding pathologies

b.@o.& The diagnosis and medical/surgical management of stoma-related complications,
including herniation, stenosis, prolapse, ischemia, retraction, bolus obstruction, bowel
obstruction, hemorrhage associated with portal hypertension, stomal varices, high output, skin

irritation/\eakage, and skin infections

a. NEOPLASIA (INCLUDING POLYPS)

en.@. Polyps and Polyposis Syndromes
wwndUszartinudasrmansanldluguasmisninmsiauauisaluniseduisuazeiuseds

m.@.® The epidemiology, incidence and prevalence, and potential etiologic factors of
colorectal adenomas

m.e.o The molecular pathways of the adenoma-carcinoma sequence, and the serrated
adenoma pathway to carcinoma

m.@.en The gross and microscopic features of hyperplastic, inflammatory and adenomatous,
and hamartomatous polyps

m.e@.@ The potential for missed polyps during colonoscopy; techniques used to reduce miss
rates, including high resolution endoscopy and chromoendoscopy

m.e.& The criteria used to recommend formal oncologic bowel resection for malignant polyps,
including Hagsitt’s classification for peduculated polyps, the risk of lymph node metastasis, Pit

pattern, NICE classification and the depth of submucosal invasion (for flat polyps)

folcd



a.@.o Familial adenomatous polyposis (FAP), including clinical features, extracolonic
manifestations, genetic features, the role and usefulness of genetic testing in FAP, the
modalities and role of screening in FAP families, surveillance in FAP, and surgical management
o.@.¢¥ Clinical variants of FAP, including attenuated FAP, Gardner’s syndrome, and Turcot’s
syndrome

m.e.cc MYH-associated polyposis (MAP), including clinical features, extracolonic manifestations,
genetic features, the role and usefulness of genetic testing, and the modalities and role of
screening and surveillance in MAP families

a.@.« Clinical features and malignant potential of polyps in the following syndromes:

N. Hamartomatous Polyposis Syndromes

9. Peutz-Jegher syndrome

fA. Juvenile polyposis hamartomatous syndromes

4. PTEN Hamartoma Tumor Syndrome (PHTS), including Cowden syndrome and Bannayan-
Riley-Ruvalcaba syndrome

3. Metaplastic syndrome

2. Cronkhite-Canada syndrome

9. Hyperplastic polyposis syndrome

. Serrated polyposis syndrome (SPS)

en.lo. Epidemiology and Etiology of Colorectal Cancer
wwndUszartinudasransanldluguasmisninmisiauauisaluniseduisuazeiuseds
am.b.® The epidemiology, incidence and prevalence of sporadic colorectal cancer; associated
socioeconomic factors; ethnic, gender, age, and geographic variations; and anatomical
distribution of cancers within the colon

am.o.o The etiology of colorectal cancer, including occupational/environmental risk factors
including obesity, smoking, physical activity, and dietary considerations including fiber,
calcium, folate, red meat

o.o.en Factors associated with elevated risk for colorectal cancer, including inflammatory
bowel disease, personal and family history of colon cancer and cancer syndromes, inherited
susceptibility to colorectal cancer, and cholecystectomy

o.o.@ The molecular pathways leading to carcinogenesis, including specific genes involved in

the development of cancer

oo



m.o.& Appropriate screening modalities and relative efficacy of each screening modality for
usual-risk patients as well as patients with a personal history of colorectal cancer or polyps
and for familial adenomatous polyposis (FAP), MYH-associated polyposis (MAP), hereditary
non-polyposis colorectal cancer (HNPCC), and inflammatory bowel disease

on.lo.o De novo carcinoma

a.o.e) Colorectal cancer prevention, including aspirin and NSAIDS

m.lo.c Specific genes involved in hereditary non-polyposis colorectal cancer (HNPCC) and
genotype-phenotype relationships; genetic testing for HNPCC, including
immunohistochemistry (IHC) analysis, microsatellite instability (MSI) testing and germline
testing

am.o.« The Amsterdam |l criteria and the modified Bethesda criteria for clinical diagnosis of
HNPCC

am.o.@o The clinical features of HNPCC, including common extracolonic tumors; the pathologic
features of HNPCC

m.lb.@® Surgical management of HNPCC, including treatment options (indications,
contraindications and limitations); prognosis after resection and surveillance patterns
am.o.e@o Chemoprevention options in HNPCC

a.o.@m Familial colorectal cancer type X

en.en Colorectal Cancer Diagnosis, Staging and Prognosis
wwndUszartinudasransanldluguasmisninmisiauauisaluniseduisuazeiuseds

e.en.® Signs and symptoms of colon cancer and rectal cancer, including location specific
symptoms (right colon, left colon, rectum)

en.en.lo The clinical evaluation and the localization of lesions in the colon and rectum

en.en.en The clinical staging of colorectal cancer, including imaging studies and serum markers;
staging following neoadjuvant therapy (including post-treatment imaging and serum markers);
and patholosic staging, including the associated prognosis

e.en.€ The indications, limitations and usefulness of CT scan, MRI, endorectal ultrasound and
PET scan in preoperative staging of colon cancer and rectal cancer

m.en.& The use of carcinoembryonic antigen (CEA) in the staging and management of colorectal
cancer

a.en.> Mechanisms and patterns of metastases in colorectal cancer
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en.en.ed TNM based treatment strategy

a.en. The pathologic features and the impact of histologic grade, microsatellite instability,
mucinous histology, signet cell histology, venous invasion, lymphatic invasion, perineural
invasion and lymph node involvement on colorectal cancer prognosis

a.en. The significance of proximal, distal, and radial margins in the prognosis of colorectal
cancer

m.en.@o The use of a multi-disciplinary team (MDT) approach for the management of patients

with CRC

en.e Surgical Management of Intraperitoneal Colon Cancer
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseis
m.c.e Preparation of the patient for colon resection for cancer

a.co The key surgical aspects of oncologic colon procedures, including right hemicolectomy,
extended right hemicolectomy, left colectomy, sigmoid colectomy, and total abdominal
colectomy

en..e The role of minimally invasive techniques in the surgical management of colon cancer
o.c.& The prognosis for colon cancer based on intra-operative and histopathologic findings
a.e.& The role of prophylactic oophorectomy

e.e.o The surgical management of acute obstructive colon cancer, perforated colon cancer,
synchronous colon cancer and unsuspected metastatic disease

en.c.e) The indications, contra-indications, and complications of enoluminal stenting in the
management of large bowel obstruction secondary to an obstructing colon cancer

a.&.& The most common complication of the procedures and their timely management

en.& Surgical Management of Rectal Cancer
wwnduszartinudaseansanldlguazmisninaasiauauisaluniseduisnazeiueiie.c.e
The role of a multidisciplinary approach in the evaluation and management of rectal cancer
o.&lo Multimodality treatment for rectal cancer, including indications, limitations, risks and
outcomes of neoadjuvant therapy for unfavorable rectal cancer; indications, limitations, risks
and outcomes of adjuvant therapy

e.&.en The prognostic significance of complete and near-complete pathologic response to

neoadjuvant therapy, and its impact on management

bl



m.&.& Preparation of the patient for rectal cancer resection

o.&.& The surgical treatment options for rectal cancer, including local excision, transanal
microsurgery (TEMS), transanal minimally invasice surgery (TAMIS), and total mesorectal
excision, demonstrating knowledge of the techniques, indications, limitations, risks and
outcomes

a.&.o The role of minimally invasive techniques, including robotics and transanal TME, in the
surgical management of rectal cancer

a.&.e) The indications, contraindications, and technique of sphincter preservation surgery,
colonic J pouch or coloplasty, and intersphincteric dissection

o.&.w The outcome of surgery and the long-term prognosis of rectal cancer based on
intraoperative and histopathologic findings

o.&.« The most common complication of the procedures and their timely management

en. Adjuvant Therapy and Surveillance for Colon and Rectal Cancer
unnguseitnufaemansaldluguazninsuinaisianuanuisalunisesuisuazeAusieis
om.o.@ The indications, agents, and schedule of adjuvant chemotherapy for node-positive
(Stage Ill) colon and rectal cancer

m.o.lo The role of adjuvant chemotherapy in node-negative (Stage Il) colon and rectal cancer
a.o.e The role of neo-adjuvant radiotherapy in the treatment of rectal cancer

o.o.& The tests used for surveillance of recurrence after an initial diagnosis of cancer

a.o.& The recommended schedule for surveillance colonoscopy after an initial cancer
diagnosis

o.0.0 The risks, patterns and timing of recurrent cancer after an initial cancer diagnosis

a.o.¢) The incidence of metachronous polyps and cancer after an initial cancer diagnosis

e.e Management of Locally Advanced, Metastatic and Recurrent Colorectal Cancer
unnguseitnufaemansaldluguazninsuinaisianuausalunisesuisuazeAusieis

a.el.@ Clinical symptoms and imaging and intraoperative findings suggestive of unresectablity.
a.ello The role of multi-modality therapy in the treatment of colorectal cancer unresectable

at presentation, including surgery, radiation therapy (intra-operative and external beam), and

chemotherapy
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en.ed.en Indications, contraindications, limitations and technique of endoscopic stenting and
laser ablation or recanalization

a.el.e Palliative management of the primary cancer and metastatic disease, including options
to treat/palliate metastases to the liver, peritoneum, ovary, lungs, bone and brain

a.e.& The role of a multidisciplinary approach in the evaluation and management of

metastatic disease and palliative approaches

. Less Common Malignant Lesions of the Colon and Rectum
wndUszartinudasemansanldguazmisuinaasiauauisaluniseduieuazeduseiisenis
LAYENMITUARTMeRATin NS naznensallsAveImeiendo Uil

o.w.@ Carcinoid

o.c.lo Lymphoma

n.@.en GIST

o..¢ Leiomyoma and leiomyosarcoma

m.c.o Squamous and adenosguamous carcinoma

o.w.e) Plasmacytoma

on.c.« Melanoma

n.c.e@0 Leukemic infiltration

en.® Anal and Perianal Neoplasia
unnguszitnufaemansaldluguazninsuinaisianuauisalunisesuisuazeAusiens

o..® The distinction between the anal canal, the anal margin and the perianal skin, including
the lymphatic drainage patterns and associated implications for management of neoplasms in
the region

o« The histology of the anal canal, with the significance of the anal transitional zone

o.<t.en The epidemiology and etiology of anal neoplasia, including demographics, changing
incidence, association with sexual practices, and high-risk groups

a.«.@ The staging of anal neoplasia including AIN and TNM staging

a.«.& The histology, biology, and treatment of anal canal malignancies, including epidermoid
carcinoma, adenocarcinoma, small cell carcinoma, and melanoma

m.&.o The treatment of recurrent or residual anal canal cancer

a/o



a.«.e) The histology, biology, and treatment of anal margin malignancies, including squamous
cell carcinoma, basal cell carcinoma, intraepithelial squamous cell carcinoma (Bowen’s
disease), intraepithelial adenocarcinoma (Paget’s disease), giant verrucous tumor (Buschke-
Lowenstein), and HIV-related cancers (Kaposi’s sarcoma, lymphoma)

a.«. Role of HPV vaccine in prevention of anal neoplasia

em.@o0 Presacral Tumors
unnguseitnufaemansaldluguaznisuinaisianuauisalunisesuisuazeAusieis
m.@0.@ The anatomy, physiology and clinical presentation of presacral tumors

m.@0.lb The differential diagnosis and classification of presacral tumors

am.@o. The gross and histologic appearance of presacral tumors

m.@o0.€ A decision-making algorithm for the diagnosis and management of presacral tumors,
including the role and usefulness of pre-operative imasging, pre-operative biopsy, and
neoadjuvant therapy

m.@0.& The surgical management of presacral tumors, including the various approaches with
their indications and technique

m.@0.0 The prognosis and post-operative outcome for presacral tumors

<. PELVIC FLOOR

&.e Fecal Incontinence
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseis
&e.® List the causes of fecal incontinence, with incidence, pathophysiology, and the
characteristic anatomic, neurologic, dermatologic, and endoscopic findings associated with
each cause.

&.@.o Describe and discuss an algorithm to approach patients with fecal incontinence
&@.on Describe the key components of a thorough history and physical examination of patient
with fecal incontinence, including the clinical tools available to quantify fecal incontinence
&e.& Order anorectal physiology tests and imaging studies as indicated by history and
physical findings

&.e.& Describe the normal and abnormal findings of anorectal physiology tests and imaging

studies that are used in the evaluation of incontinence
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&®.D Interpret anorectal physiology tests and imaging studies that are used in the evaluation
of incontinence.

&.@.6 Describe and discuss non-operative strategies and surgical options (including
sphincteroplasty, sacral nerve stimulation, injectable tissue bulking agents, and implantable
devices in the management and treatment of fecal incontinence.

&e. Describe and discuss the indications, contraindications, post-operative care,
complications and functional results of fecal diversion, sphincter repair, sacral nerve
stimulation, postanal repair, total pelvic floor repair, muscle transpositions, artificial bowel

sphincter, and encirclement procedures

&.lo Constipation and Pelvic Floor Disorders
unnguseitnufaemansaldluguazninsuinaisianuauisalunisesuisuazeAusiens
&b.® The etiology and differential diagnosis of constipation, and define constipation using the
Rome criteria

&b.lo The utility of contrast and magnetic resonance dynamic proctography, transit studies,
anorectal manometry, electromyography (EMG) recruitment, balloon expulsion, contrast
enema and endoscopy in the evaluation of chronic constipation

&o.en The indications, contraindications, modes of action, complications, and classification of
laxatives

&b.« The etiology, appearance, and significance of melanosis coli

&l.& Anismus, including diagnostic criteria and treatment

& .o Short segment/adult Hirschsprung’s disease, including diagnostic criteria and treatment
&v.ey Symptomatic rectocele, including clinical presentation and nonsurgical versus surgical
treatment options

&b.c@ Enterocele and sigmoidocele, including clinical presentation, diagnostic criteria and
surgical treatment options

& b.« Isolated colonic and panenteric inertia

&b.e@o Colonic pseudo-obstruction, including etiology, and management options with
indications, contraindications, risks, and outcomes

@b.e® The Rome diagnostic criteria for irritable bowel syndrome(IBS)

&b.elo Management options of IBS for constipation and diarrhea predominant IBS.
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.o Rectal Prolapse
wwndUszartinudasmansanldluguasmisninmsiauauisaluniseduisuazeiuseds

&m.@ The epidemiology, pathophysiology, and anatomic findings of rectal prolapse and
solitary rectal ulcer in adults and children

&en.lo The clinical presentation, endoscopic and histologic findings and associated pelvic floor
disorders in patients with solitary rectal ulcer

&.en.en The significance of internal intussusceptions and the radiologic findings suggestive of it
. The clinical presentation, physical findings, functional disturbances and the office
diagnostic maneuvers used to evaluate rectal prolapse

&.eon.& Physiologic, radiographic, and endoscopic evaluation of rectal prolapse as indicated by
history and physical findings

&.en.> The significance of constipation and incontinence in the management of rectal prolapse
&.en.e9 Non-operative strategies for the management of rectal prolapse

. The indications, contraindications, risks, post-operative care, complications, functional
results, and recurrence rates of abdominal and perineal surgical options for rectal prolapse
(including abdominal rectopexy with or without sigmoidectomy, ventral rectopexy, Ripstein
procedure, perineal rectosigmoidectomy, Delorme procedure and anal encirclement).

. An algorithm to approach patients with rectal prolapse

&.&« Pelvic Pain
wwndUszartinudasrmansanldluguasmisninmsiauauisaluniseduisuazeiuseds
&.&.® The etiology, pathophysiology, diagnostic modalities, differential diagnosis and
treatment strategies of chronic rectal pain syndromes, including levator syndrome, proctalgia
fugax, coccydynia, and pudendal neuralgia, and their association with pelvic floor

abnormalities.

&. MISCELLANEOUS

&.@ Minimally=-Invasive Colorectal Surgical Techniques
wwndUszartinudasrmansanldluguasmisninmisiauauisaluniseduisuazeiuseds
&.@.@ The advantages and disadvantages, indications and contraindications of laparoscopic

management of benign and malignant colon and rectal diseases, including the physiologic



impact of pneumoperitoneum on cardiovascular, respiratory, and immunologic function; and
the learning curve in laparoscopic colorectal surgery

&.@.b Equipment, operating room set up, patient positioning, and instrumentation for the
performance of a laparoscopic colorectal procedures

&.@.en Outcomes of laparoscopy in surgery for colon and rectal cancer, diverticular disease,
rectal prolapse surgery, Crohn’s disease and ulcerative colitis

&.e.« Factors that influence the decision for conversion from laparoscopic to open procedure
&.e.€ The advantages and disadvantages of using robotic technology to assist with the
laparoscopic technique.

&.@.> The advantages, disadvantages and indications for the use of Transanal Endoscopic
Surgery (TES), including Transanal Endoscopic Microsurgery (TEM) and Transanal

Minimally Invasive Surgery (TAMIS), for the treatment of rectal neoplasia and benign disease.
&.@.00 The advantages, disadvantages and indications for the use of Transanal Mesorectal

Excision for rectal neoplasia.

&.la Pediatric Colorectal Disease
unnguseitnufaemansaldluguazninsninaisianuauisalunisesuisuazeAusiens

&b.e The incidence, etiology, histology, varying anatomic extent, associated congenital
anomalies and differential diagnosis of pediatric Hirschsprung’s disease

&bl Ultrashort segment Hirschsprung’s disease and total colonic aganglionosis

&b.en Indications, technique, limitations and outcomes of operative options in the
management of pediatric Hirschsprung’s disease

& .« The incidence, etiology, and classification of imperforate anus, including specific
anatomical defects in male and female infants, and associated anatomic abnormalities

&lo.& Diagnostic tests, initial and definitive treatment strategies, surgical options and long term
outcome of operative repairs of imperforate anus and its various presentations

& .o Frequent pediatric colon and rectal conditions, including constipation/encopresis, rectal
prolapse, anal fissure, Meckel’s diverticulum, juvenile polyps and juvenile polyposis,

necrotizing enterocolitis (NEC), gut malrotation, and sexual abuse.
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Traumatic injury of colon, rectum and anus
Lower gastrointestinal hemorrhage

Colonic and rectum obstruction
Hemorrhoids

Fissure —in —ano

Anorectal abscesses and fistula-in —ano
Pilonidal disease

Perianal dermatologic disease

Condyloma acuminatum

Sexually transmitted diseases

Anal incontinence

Rectovaginal fistula

Diverticular disease of the colon

Volvulus of the colon

Constipation

Rectal procidentia

Solitary rectal ulcer syndrome

Symptomatic rectocele

Genetic disease related to colon and rectum
Colonic pseudo-obstruction

Malignant neoplasm of colon

Perianal and anal canal neoplasm

Benign neoplasms of colon and rectum
Polyp and polyposis syndrome

Malignant neoplasm of rectum

Less common colon and rectal malignancy: Carcinoid, Lymphoma, GIST, Melanoma, and
Leukemic infiltration

Retrorectal / presacral tumors



Complications of colonic disease and their management

Complications of anorectal and colorectal operations
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Enterocele and sigmoidocele

Irritable bowel syndrome

Inflammatory bowel disease: Ulcerative colitis, Crohn’s disease, indeterminate colitis and
other inflammatory bowel disease

Mesenteric vascular diseases
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Obstructive defecation syndrome

Megacolon

Hirschsprung’s disease

Anismus
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Anorectal procedures:

®. Hemorrhoidectomy

. Fistulotomy

. Endorectal advancement flap
& Sphincteroplasty

&. Internal sphincterotomy

Abdominal procedures:
@. Segmental colectomy (including ileocolic resection)

. Laparoscopic colon resection

3

. Low anterior resection (straight anastomosis and colon pouch or coloplasty)
. Abdominoperineal resection

. Pelvic dissection for cancer

. Transanal excision of rectal lesion

. Total proctocolectomy with permanent ileostomy

. Restorative proctocolectomy with ileoanal reservoir (handsewn and stapled anastomosis)

a & 3 g fe A

. Rectal prolapse repair (abdominal and perineal approach)
®o. Stoma creation

e®. Stoma complication repair (parastomal hernia, stenosis, retraction, prolapse, fistula)

Endoscopy and pelvic floor procedures:
®. Proctoscopy

lo. Anoscopy

. Colonoscopy (diagnostic and therapeutic)

@. Endorectal and endoanal ultrasound

el



&. Pelvic floor evaluation
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Procedures for hemorrhoids no 3¢
Abscess/ fistula Mo 3¢
Procedures for fissure & 1Y
Prolapse procedures [G) 3¢
Colonoscopy Do 318
Colectomy o& 318
Low anterior resection o) 378
Abdominoperineal resection o 318
Coloanal or IPAA o 38
Stoma procedures o& 3¢
Minimally invasive surgery of colon and rectum & 318
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Prolapse procedures o 378
Colonoscopy Do 378
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®. EPA 1: Right hemicolectomy

. EPA 2: Left hemicolectomy / Sigmoidectomy

on. EPA 3: Abdominal Colectomy with Ileostomy and Hartmann procedure
<. EPA 4: Low anterior resection (LAR)

&. EPA 5: Colonoscopy skill assessment

D, EPA 6: Anal fistulotomy skill assessment

o. EPA 7: Endorectal Advancement Flap Skill Assessment

©. EPA 8: Ligation of Intersphincteric Fistula Tract (LIFT) skill assessment
. EPA 9: Laparoscopic Sigmoidectomy

@o.  EPA 10: Laparoscopic Right Hemicolectomy



EPA 1: Right hemicolectomy
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E

Exposure

Score

El

Demonstrates knowledge of optimum skin incision/portal/access
1 Does not extend an incision when struggling for access

2 Makes an incision clearly too small or too large

3 Verbally states or marks with a pen the anatomical landmarks
prior to making the incision. Extends incision if necessary for
exposure.

E2

Achieves an adequate exposure through purposeful dissection in
correct tissue planes and identifies all structures correctly

1 Describes the structure encountered in the dissection in the
wrong

location. Rough blind palpation of abdominal contents causing
damage

2 Tries to maintain the standard approach despite the fact that
access is proving difficult. Forgets to examine some of the
abdominal contents

3 Is able to give a running commentary to the trainer of the
structures encountered. Makes a cautious entry through
peritoneum. Systematic inspection of contents of abdomen

E-T

Total Score for Exposure

RHH-IT

: Right hemicolectomy: Intraoperative Technique

Score

RHC-IT1

Sets up appropriate retraction, including bowel packing as
appropriate

1 Surgeon switches back and forth between colon segments,
needing frequent repositioning of retraction

2 Sets up exposure once; never repositions for best visualization
3 Arranges retraction to expose each segment of colon with
minimal

adjustment necessary

RHC-IT2

Mobilizes attachments of R colon including appendix and distal
terminal ileum

1 Frequently changes location, or plane of mobilization, moves back
and forth along length of R colon

2 Does not seem to have a plan to find proper plane of dissection

3 Starts the mobilization at one end of R colon, finds the
appropriate plane, and proceeds to the other end

K&




RHC-IT3 Identifies and preserves, R ureter
1 Fails to search for or identify ureter
2 Observes general area of ureter, but does not positively identify
by
observing peristalsis
3 Positively identifies ureter prior to RLQ dissection by observing
peristalsis in ureter, and corroborating this with assisting surgeon
RHC-IT4 | Takes down hepatic flexure, noting position of duodenum, and
avoiding venous injury. Mobilizes mesentery off duodenum
1 Causes bleeding from vessels in hepatocolic area. Mobilizes
mesentery, but does not recognize duodenum
2 Fails to identify the duodenum
3 Prevents bleeding while taking down hepatocolic ligaments;
carries
dissection laterally and down medial to duodenum
RHC-IT5 | Deals with omentum appropriately (depending on whether it will
be preserved or not), to distal transverse colon
1 Damages gastroepiploic vessels: fails to enter lesser sac; if
removing omentum: encounters excessive bleeding or damages
colon
2 Fails to make the decision to preserve or resect omentum prior to
hepatic flexure takedown
3 Enters proper plane to preserve omentum or takes blood supply
appropriately
RHC-IT6 | Division of vessels
1 Fails to ligate vessels securely by any method, resulting in
pulsatile bleeding
2 Ligates vessels, but fails to perform a high ligation, or ligation
results in nonexpanding hematoma.
3 Performs a secure high ligation by any method with no
hematoma in one attempt
RHC-IT7 | Choice of transection site appropriate for disease process

1 Fails to appropriately choose and identify transection site of
small and large bowel based upon disease process (e.g.,
inflammatory bowel disease, ischemia, neoplasia)

2 Appropriately chooses transection site of small and large bowel
based upon disease process (e.g., inflammatory bowel disease,
ischemia, neoplasia), but fails to accurately identify site

3 Appropriately selects transaction site of small and large bowel
based upon disease process (e.g., inflammatory bowel disease,
ischemia, neoplasia)

KR




RHC-IT8

Transection of bowel to ensure blood supply

1 Fails to transect bowel area at well vascularized area

2 Appropriately transects bowel to optimize blood supply, but fails
to ensure adequate supply identifier ischemia bowel but
recognizes problem

3 Appropriately transects bowel to optimize and assure blood

supply

RHC-IT9

Construction of patent anastomosis

1 Fails to construct a widely patent anastomosis

2 Constructs a widely patent anastomosis, with difficulty

3 Routinely and easily constructs and verifies a widely patent
anastomosis

RHC-IT10

Containment / avoidance of spillage
1 Major contamination or spillage

2 Minor contamination or spillage

3 No contamination or spillage

RHC-IT-T

Total Score for right hemicolectomy: Intraoperative Technique

C

Closure

Score

C-1

Completes a sound wound repair where appropriate

1 Ties very tight sutures, clearly strangulating soft tissue

2 Leaves too large a gap between sutures so that sutures are not
properly opposed

3 Closes each layer without tension

C-2

Protects the wound with dressings, splints and drains where
appropriate

1 Walks away from the operating table without briefing the
assistant or the nurse about required dressing

2 Fails to specify required dressing

3 Personally supervises the application of the wound dressing

Total Score for Closure

Exposure Intraoperative Technique Closure

Total

Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 2: Left hemicolectomy / Sigmoidectomy
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E

Exposure

Score

El

Demonstrates knowledge of optimum skin incision/portal/access
1 Does not extend an incision when struggling for access

2 Makes an incision clearly too small or too large

3 Verbally states or marks with a pen the anatomical landmarks
prior to

making the incision. Extends incision if necessary for exposure.

E2

Achieves an adequate exposure through purposeful dissection in
correct

tissue planes and identifies all structures correctly

1 Describes the structure encountered in the dissection in the
wrong location. Rough blind palpation of abdominal contents
causing damage

2 Tries to maintain the standard approach despite the fact that
access is proving difficult. Forgets to examine some of the
abdominal contents

3 Is able to give a running commentary to the trainer of the
structures encountered. Makes a cautious entry through
peritoneum. Systematic inspection of contents of abdomen

E-T

Total Score for Exposure

LHCS-IT

Left hemicolectomy / Sigmoidectomy: Intraoperative Technique

Score

LHCS-IT1

Sets up appropriate retraction, including bowel packing as
appropriate

1 Surgeon switches back and forth between colon segments,
needing frequent repositioning of retraction

2 Sets up exposure once; never repositions for best visualization
3 Arranges retraction to expose each segment of colon with
minimal adjustment necessary

LHCS-1T2

Mobilizes descending / sigmoid from lateral peritoneal
attachments, staying in proper

avascular plane

1 Mobilizes the descending / sigmoid colon with difficulty,
repeatedly causing retroperitoneal and intraperitoneal bleeding
2 Multiple attempts to find the correct avascular plane for
mobilization

3 Mobilizes the descending / sigmoid colon skillfully along the
avascular plane, with minimal bleeding
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LHCS-IT3

Identifies and preserves L ureter

1 Fails to look for or positively identify the left ureter

2 Verbalizes that identification of ureter is being/ has been done
without positively demonstrating its presence to assistant

3 Identifies left ureter (inter-sigmoidal fossa) by demonstrating its
anatomical presence and the presence of visible peristalsis to
assistant

LHCS-IT4

Mobilizes splenic flexure from descending colon towards spleen,
ensuring no traction on spleen, and from L transverse colon
towards spleen, preserving spleen from harm

1 Damages the spleen or its hilum, or avulses the splenic capsule
during splenic flexure mobilization

2 Fails to recognize the potential for damage to the spleen during
splenic flexure mobilization

3 Mobilizes the splenic flexure skillfully, making sure to avoid the
spleen and its hilum, and avoiding any traction on the spleen

LHCS-IT5

Identify appropriate site of transaction of rectosigmoid and does
not enter the presacral plane

1 Transect the rectum below the level of the sacral promontory

2 Carries distal dissection too low and enters the presacral plane

3 Transects the rectosigmoid colon at the appropriate location,
at/above sacral promontory, without breaching the presacral plane

LHCS-IT6

Divide major vascular pedicles safely, as well as mesentery of
colon

1 Fails to identify major vascular pedicles and to gain vascular
control, resulting in bleeding of the pedicles

2 Unnecessarily ligates excessive number of vascular branches by
failing to take major vessels

3 Accurately and carefully identifies, divides and ligates major
vascular pedicles after ensuring vascular control

LHCS-IT7

Transects proximal resection margin / rectosigmoid

1 Divides bowel too far or to near from the lesion / too high or low
in rectosigmoid

2 No regard or discussion of where bowel should be divided at
either site

3 Identifies proper site for transection of bowel in both places

LHCS-IT8

Choice of proximal transaction site appropriate for disease
process

1 Chooses a poorly vascularized inappropriate segment.

2 Requires repeat transaction to achieve good anastomotic site.
3 Chooses well vascularized bowel with no complicating features.
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LHCS-IT9 | Dividing the rectum and mesorectum at a right angle to the bowel
1 Unable to select and divide mesentery appropriate for
anastomosis.

2 Struggles to expose mesentery to allow right angle division of the
mesentery at a point appropriate for resection.

3 Uses three point traction to expose a line of division along the
mesentery at right angles to the colon.

LHCS- Alignment of proximal and distal bowel segments for anastomosis

IT10 1 Uses twisted colon for anastomosis
2 Struggles to untwist or align colon, with inadequate vision
3 Easily aligns the bowel using handover hand stretching of the
proximal colon

LHCS- Anastomosis: Stapled or handsewn

IT11 1 Unable to create an anastomosis
2 Struggles to accomplish anastomosis
3 Safely uses sutures or circular stapled to create anastomosis

LHCS- Containment / avoidance of spillage

IT12 1 Gross spillage of stool with poor containment
2 Struggles to isolate open bowel
3 Contains stool and isolates anastomosis

LCHS- Test the anastomosis with air insufflations and saline filled pelvis

IT13 1 Fails to test the anastomosis
2 Tests the anastomosis via proctoscopy, incomplete inflation of
the proximal colon
3 Tests the anastomosis via proctoscopy, makes sure there is
adequate insufflations with no leak.

LHCS-IT-T | Total Score for Left hemicolectomy / Sigmoidectomy:
Intraoperative Technique

(o Closure Score

C-1 Completes a sound wound repair where appropriate

1Ties very tight sutures, clearly strangulating soft tissue

2 Leaves too large a gap between sutures so that sutures are not
properly opposed

3 Closes each layer without tension
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C-2

Protects the wound with dressings, splints and drains where
appropriate

1 Walks away from the operating table without briefing the
assistant or the nurse about required dressing

2 Fails to specify required dressing

3 Personally supervises the application of the wound dressing

C-T

Total Score for Closure

Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 3: Abdominal Colectomy with lleostomy and Hartmann procedure
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Exposure

Score

El

Demonstrates knowledge of optimum skin incision/portal/access
1 Does not extend an incision when struggling for access

2 Makes an incision clearly too small or too large

3 Verbally states or marks with a pen the anatomical landmarks
prior to making the incision. Extends incision if necessary for
exposure.

E2

Achieves an adequate exposure through purposeful dissection in
correct tissue planes and identifies all structures correctly

1 Describes the structure encountered in the dissection in the
wrong

location. Rough blind palpation of abdominal contents causing
damage

2 Tries to maintain the standard approach despite the fact that
access is proving difficult. Forgets to examine some of the
abdominal contents

3 Is able to give a running commentary to the trainer of the
structures encountered. Makes a cautious entry through
peritoneum. Systematic inspection of contents of abdomen

E-T

Total Score for Exposure

ILH-IT

Abdominal colectomy with ileostomy and Hartmann
Intraoperative Technique

Score

ILH-IT1

Sets up appropriate retraction, including bowel packing as
appropriate

1 Surgeon switches back and forth between colon segments,
needing

frequent repositioning of retraction

2 Sets up exposure once; never repositions for best visualization
3 Arranges retraction to expose each segment of colon with
minimal

adjustment necessary

ILH-IT2

Mobilizes attachments of R colon including appendix and distal
terminal ileum

1 Frequently changes location, or plane of mobilization, moves
back and forth along length of R colon

2 Does not seem to have a plan to find proper plane of dissection
3 Starts the mobilization at one end of R colon, finds the
appropriate plane, and proceeds to the other end
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ILH-IT3 Identifies and preserves, R ureter
1 Fails to search for or identify ureter
2 Observes general area of ureter, but does not positively identify
by
observing peristalsis
3 Positively identifies ureter prior to RLQ dissection by observing
peristalsis in ureter, and corroborating this with assisting surgeon
ILH-IT4 | Takes down hepatic flexure, noting position of duodenum, and
avoidingve nous injury. Mobilizes mesentery off duodenum
1 Causes bleeding from vessels in hepatocolic area. Mobilizes
mesentery, but does not recognize duodenum
2 Fails to identify the duodenum
3 Prevents bleeding while taking down hepatocolic ligaments;
carries
dissection laterally and down medial to duodenum
ILH-IT5 | Deals with omentum appropriately (depending on whether it will
be preserved or not), to distal transverse colon
1 Damages gastroepiploic vessels: fails to enter lesser sac; if
removing omentum: encounters excessive bleeding or damages
colon
2 Fails to make the decision to preserve or resect omentum prior
to hepatic flexure takedown
3 Enters proper plane to preserve omentum or takes blood supply
appropriately
ILH-IT6 | Mobilizes sigmoid from lateral peritoneal attachments, staying in
proper avascular plane
1 Mobilizes the sigmoid colon with difficulty, repeatedly causing
retroperitoneal and intraperitoneal bleeding
2 Multiple attempts to find the correct avascular plane for
mobilization
3 Mobilizes the sigmoid colon skillfully along the avascular plane,
with minimal bleeding
ILH-IT7 Identifies and preserves L ureter

1 Fails to look for or positively identify the left ureter

2 Verbalizes that identification of ureter is being/ has been done
without positively demonstrating its presence to assistant

3 Identifies left ureter (inter-sigmoidal fossa) by demonstrating its
anatomical presence and the presence of visible peristalsis to
assistant
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ILH-IT8

Mobilizes splenic flexure from descending colon towards spleen,
ensuring no traction on spleen, and from L transverse colon
towards spleen, preserving spleen from harm

1 Damages the spleen or its hilum, or avulses the splenic capsule
during splenic flexure mobilization

2 Fails to recognize the potential for damage to the spleen during
splenic flexure mobilization

3 Mobilizes the splenic flexure skillfully, making sure to avoid the
spleen and its hilum, and avoiding any traction on the spleen

ILH-IT9

Identify appropriate site of transaction of rectosigmoid and does
not enter the presacral plane

1 Transect the rectum below the level of the sacral promontory

2 Carries distal dissection too low and enters the presacral plane
3 Transects the rectosigmoid colon at the appropriate location,
at/above sacral promontory, without breaching the presacral
plane

ILH-IT10

Divide major vascular pedicles safely, as well as mesentery of
colon

1 Fails to identify major vascular pedicles and to gain vascular
control, resulting in bleeding of the pedicles

2 Unnecessarily ligates excessive number of vascular branches by
failing to take major vessels

3 Accurately and carefully identifies, divides and ligates major
vascular pedicles after ensuring vascular control

ILH-IT11

Transects rectosigmoid, and distal ileum near cecum

1 Divides bowel too far from cecum / too high or low in
rectosigmoid

2 No regard or discussion of where bowel should be divided at
either site

3 Identifies proper site for transection of bowel in both places

ILH-IT12

Creates opening for ileostomy at predetermined site, ensuring
aperture is correct size

1 Twists ileum and mesentery / tears mesentery upon delivery
2 Does not check orientation of ileum and mesentery before
delivery

3 Orients ileum with mesentery correctly and carefully pulls
through defect

ILH-IT13

Delivers distal ileum through ileostomy opening with mesentery
correctly oriented

1 Twists ileum and mesentery / tears mesentery upon delivery

2 Does not check orientation of ileum and mesentery before
delivery

3 Orients ileum with mesentery correctly and carefully pulls
through defect
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ILH-IT14 | After wound closure completed, matures stoma in Brooke
fashion
1 Creates a flat ileostomy
2 Everts but does not get adequate length for bud
3 Creates good bud with seromuscular sutures
ILH-IT-T | Total Score for Abdominal colectomy, lleostomy and Hartmann
Intraoperative Technique
C Closure Score
C-1 Completes a sound wound repair where appropriate
1Ties very tight sutures, clearly strangulating soft tissue
2 3 Leaves too large a gap between sutures so that sutures are not
properly opposed
3 Closes each layer without tension
C-2 Protects the wound with dressings, splints and drains where
appropriate
1 Walks away from the operating table without briefing the
assistant or the nurse about required dressing
2 Fails to specify required dressing
3 Personally supervises the application of the wound dressing
C-T Total Score for Closure
Exposure Intraoperative Technique Closure
Total
Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 4: Low anterior resection (LAR)
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E Exposure Score

El Demonstrates knowledge of optimum skin incision/portal/access
1 Does not extend an incision when struggling for access
2 Makes an incision clearly too small or too large
3 Verbally states or marks with a pen the anatomical landmarks
prior to making the incision. Extends incision if necessary for
exposure.

E2 Achieves an adequate exposure through purposeful dissection in
correct tissue planes and identifies all structures correctly
1 Describes the structure encountered in the dissection in the
wrong
location. Rough blind palpation of abdominal contents causing
damage
2 Tries to maintain the standard approach despite the fact that
access is proving difficult. Forgets to examine some of the
abdominal contents
3 Is able to give a running commentary to the trainer of the entry
through peritoneum. Systematic inspection of contents of
abdomen

E-T Total Score for Exposure

LAR-IT LAR Intraoperative Technique Score

LAR-IT1 Mobilizes sigmoid/left colon with regard to correct planes; the
superior rectal artery and inferior mesenteric vessels are
identified, leaving intact the pre-aortic nerves and superior
hypogastric plexus
1 Fails to mobilize colon safely and fails to identify adjacent
structures correctly
2 Mobilizes deliberately, but slowly.
3 Mobilizes colon safely. Identifies adjacent structures carefully.
Careful and accurate identification

LAR-IT2 Ureters are identified bilaterally

1 Fails to identify ureters correctly

2 Mobilizes fairly well, but does not identify the left ureter prior to
clamping and tying the IMA pedicle.

3 Ureters identified correctly
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LAR-IT3 Mobilizes the rectum by sharp, anatomic dissection;
1 Fails to establish oncologically sound and safe vascular resection
margins causes injury to sidewall and pre-sacral vessels, nerves,
and
ureters
2 Mobilizes by sharp dissection, and causes disruption of less than
20% of the fascia propria envelope.
3 Establishes oncologically sound and safe vascular resection
margins: preserves an intact mesorectal fascial envelope and intact
endopelvic fascia; avoids injury to sidewall and pre-sacral vessels,
nerves, and ureters

LAR-IT4 Dissects the rectum in appropriate anterior plane.
1 Makes proctotomy in anterior rectal wall
2 Anatomic planes reasonably well identified, but frequently
obscured by intermittent bleeding.
3 Male: identifies prostate/seminal vesicles; makes decisions about
anterior plane of dissection with regard to Denonvillers’s fascia and
location of cancer
Female: identifies vagina

LAR-IT5 Decides on “TME or subtotal mesorectal excision with regard to
tumor location: if subtotal, divides across mesorectum without
coning, at least 2 cm beyond cancer; if TME, dissects
circumferentially to pelvic floor
1 Fails to adequately obtain a distal margin, cuts across tumor.
2 Is able to decide on TME vs partial TME based on tumor location,
but specimen has mild coning, fascia propria 10-20%defects, or
distance on partial mesorectum inadequate.
3 Able to quickly and accurately decide on TME vs partial TME. For
TME, no coning, intact fascia propria, with obvious clearance of
lesion. For partial TME, at least 2 cm distal to the tumor on the
mucosa and the mesorectum

LAR-IT6 Divides inferior mesenteric artery at its origin; divides inferior
mesenteric vein at inferior border of pancreas; incises bare area
of left colon mesentery
1 Ligates branches of IMA within mesentery.
2 Ligates the IMA | midway.
3 High ligation of the IMA/IMV bare area of colonic mesentery
recognized and incised.

LAR-IT7 Divides the bowel with regard to minimizing

spillage\contamination

1 Resects bowel causing spillage and contamination
2 Minimal spillage/contamination

3 Makes safe resection without bleeding or spillage
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LAR-IT8

If the double staple technique is used: applies the transverse
stapler across the rectum ensuring that the other tissue (e.g.
vagina) is not trapped

1 Failure to clearly delineate proximate tissue that may be trapped
in the stapler (vagina/seminal vesicles). Stapled tissue
thick/substantial

mesentery trapped posteriorly in staple line.

2 Transverse stapler clear of other tissues, but clearance between
staple line and vagina/vesicles small.

3 Other tissues well clear of TA device, rectal mesentery cleared
posteriorly, at least 1 cm of clearance on the staple line between
adjacent structures

LAR-IT9

Checks specimen for satisfactory margin of clearance, quality of
mesorectal dissection

1 Sends specimen off without consideration of margins, quality of
fascia propria or inclusion of pathology if appropriate).

2 Checks distal margin, but no others.

3 Checks specimen for satisfactory margin of clearance, quality of
mesorectal dissection.

LAR-IT10

Mobilizes descending colon and splenic flexure in the correct
plane with regard to avoiding splenic, gastric or colonic injury;
1 Fails to mobilize the splenic flexure

2 Incomplete mobilization but tension-free mesentery

3 Complete flexure mobilization of splenic flexure

LAR-IT11

If the double staple technique is used: selects correct EEA stapler
size; applies purse string suture correctly; passes cartridge
atraumatically per anus and brings trocar through or adjacent to
rectal staple line; couples the anvil and cartridge atraumatically
per anus and bring trocar through or adjacent to rectal staple line;
couples the anvil and cartridge with correct orientation of the
colon and ensures no tissue trapping as anvil and cartridge are
approximated; checks correct firing zone of instrument before
firing

1 Purse string incomplete/with gaps; trocar introduced far from the
staple line; indifferent colonic orientation; no consideration of
potential tissue trapping.

2 Purse string appears intact, but fails to inspect, struggling with
trocar introduction, minimal clearance of adjacent
tissue/bladder/vagina

3 Careful purse string technique whether with an automatic device
or hand sewn; trocar introduced adjacent to/or through the staple
line, careful/deliberate closing of the device; no tissue trapping
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LAR-IT12

Establishes a tension-free, well-vascularized, intact anastomosis,
with correct orientation of the colon (i.e. no twist in the
mesentery)

1 Anastomosis created with tension and/or twists in the mesentery
2 Some tension, appears well-vascularized.

3 Intact anastomosis is tension-free, well-vascularized with an
adequate lumen

LAR-IT13

If the double staple technique is used: inspects the tissue donuts
and sends these specimens for pathological examination

1 No donut inspection. No pathologic follow up.

2 Carefully inspects the donuts, gives feedback on degree of
integrity; sends as a path specimen.

LAR-IT14

Test the anastomosis with air insufflation and saline filled pelvis
1 Fails to test the anastomosis.

2 Tests the anastomosis via proctoscopy, incomplete inflation of
the proximal colon.

3 Tests the anastomosis via proctoscopy, makes sure there is
adequate insufflation with no leak.

LAR-IT15

Establishes diverting stoma at appropriate site, with adequate
aperture, hemostasis correct orientation of afferent/efferent
limbs, minimal tension; preop marking if appropriate.

1 No preop marking, no consideration to anatomy when siting
stoma, inadequate aperature size/width.

2 No preop marking; consideration of anatomy done; some
mobilization to relieve tension.

3 Preop marking and counseling; placement of ostomy in marked
spot; mobilization to create minimal tension/ correct orientation of
limbs of ostomy.

LAR-IT-T

Total Score for LAR Intraoperative Technique

Closure

Score

Completes a sound wound repair where appropriate

1 Ties very tight sutures, clearly strangulating soft tissue

2 Leaves too large a gap between sutures so that sutures are not
properly opposed

3.Closes each layer without tension

C-2

Protects the wound with dressings, splints and drains where
appropriate

1 Walks away from the operating table without briefing the
assistant or the nurse about required dressing

2 Fails to specify required dressing

3 Personally supervises the application of the wound dressing
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 5: Colonoscopy skill assessment
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C-IT Colonoscopy Technique Score

C-IT1 Scope navigation/Safe Advancement
1 Not able to achieve goals despite detailed verbal guidance
requiring takeover
2 Requires verbal guidance to completely navigate the lower Gl tract
3 Expertly able to manipulate the scope in the colon autonomously
and achieve farthest landmark as appropriate

C-IT2 Use of strategies for loop reduction/ Advancement (Pull-back,
External Pressure, Position Change, use of Pediatric Scope if
necessary)
1 Unable to utilize appropriate strategies for scope advancement
despite verbal assistance
2 Use of some strategies appropriately, but requires moderate verbal
guidance
3 Expert use of appropriate strategies for advancement of the scope
while optimizing patient comfort without prompting

C-IT3 Ability to keep a clear endoscopic field
1 Inability to maintain view despite extensive verbal cues
2 Requires moderate prompting to maintain clear view
3 Used insufflation, suction, and irrigation optimally to maintain
clear view of endoscopic field

C-IT4 Monitoring and management of patient discomfort during
procedure
1 Does not quickly recognize discomfort or requires staff prompting
to act
2 Recognizes pain but does not address loop or sedation problems in
a timely manner
3 Proactive assessment and management of comfort and sedation
during procedure

C-IT5 Landmark Recognition/Localization of Instrument
1 Generally unable to recognize most landmarks
2 Recognizes cecum and some landmarks but generally poor
perception of Instrument/Pathology location
3 Able to recognize all landmarks and clear idea of
instrument/pathology location in relation to landmarks
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C-IT6 Quality of examination/Visualization of Mucosa during withdrawal
1. Could not perform a satisfactory exam despite verbal and manual
assistance requiring takeover of the procedure
2 Able to visualize much of the mucosa but requires direction to re-
inspect missed areas
3 Good visualization around difficult turns/folds and spends
appropriate time on withdrawal

C-IT7 Pathology Identification/interpretation
1. Poor recognition of abnormalities (misses or cannot ID significant
pathology)

2 Recognizes abnormal findings but cannot interpret
3 Competent ID and assessment of abnormalities

C-IT8 Therapeutic tool/cautery selection
1. Not applicable
2. Unsure of possible tool(s) indicated for pathology
3. Able to identify possible appropriate tool choices but not sure
which
would be ideal
4,

5. Independently identifies correct tool and settings as applicable

C-IT9 Ability to perform Therapeutic Maneuver
1. Not applicable
2. Performed with significant hands-on assistance
3. Performed with minor hands-on assistance or coaching
4 Performed independently without coaching

C-IT10 | Ensures appropriate sedation administered
1.Sedated without attention to titration or not assessment of level of
sedation before proceeding
2 Initial sedation was appropriate but fails to reassess during
procedure
3 Adequate sedation throughout with appropriate monitoring of
vitals during the procedure

C-IT-T | Total Score for Colonoscopy Technique

GA Global Assessment Score

GA-1 Trainees hands-on skills are equivalent to those of a :

1 Novice (learning basic scope advancement; requires significant
assistance and coaching)

2 Intermediate

3 Advanced

4 Competent to perform routine colonoscopy independently
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GA-2 Trainees cognitive skills (situational awareness (SA)/Abnormality
interpretation/decision making skills) are:
1 Novice (needs significant prompting, correction or basic instruction
by staff)
2 Intermediate (needs intermittent coaching or correction by staff)
3 Advanced (trainee has good SA, and interpretation/decision making
skills)
4 Competent to make decisions and interpretations independently
GA-T Total Score for Global Assessment

Comment:
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EPA 6: Anal fistulotomy skill assessment
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FF-IT

Fistulotomy-Fistula Surgery

Score

FF-IT1

Assesses sphincter muscle during fistulotomy

1 Passes probe and begins fistulotomy without any assessment of
sphincter involvement

2 Tries to assess sphincter muscle while performing fistulotomy

3 Palpates and assesses sphincter muscle prior to beginning
fistulotomy

FF-IT2

Divides fistula tract over probe

1 Divides over probe without respect for tissue involved

2 Assesses muscle prior to fistulotomy but fails to reassess for muscle
during fistulotomy

3 Assesses for muscle involvement prior to fistulotomy and continues
to reassess muscle during fistulotomy

FF-IT3

Aborts fistulotomy if more muscle involved than predicted

1 Realizes significant muscle involvement only after fistulotomy is
complete

2 Stops after beginning fistulotomy and plans for alternate therapy

3 Realizes muscle involvement prior to or very early into fistulotomy,
stops and plans for alternate therapy

FF-IT4

Removes granulation tissue

1 Does no debridement

2 Does minimal debridement and leaves some granulation/necrotic
tissue in place. Does not send tissue sent to pathology if complex
fistula

3 Debrides tract completely of granulation and necrotic tissue and
sends specimens to pathology for complex fistula

FF-ITS

Achieves hemostasis

1 Makes no attempt to achieve hemostasis

2 Makes some effort at hemostasis with cautery but does not recheck
site for bleeding prior to completion of procedure

3 Achieves good hemostasis and rechecks site for bleeding prior to
completion of procedure.

FF-IT-T

Total Score for Fistulotomy

Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 7: Endorectal Advancement Flap Skill Assessment
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EAF-IT Endorectal Advancement Flap Score

EAF-IT1 | Creates flap of mucosa, submucosa and circular muscle
1 Does not understand appropriate depth for formation of flap.
Unable to start procedure without direction.
2 Creates flap of only mucosa.
3 Creates flap of even depth including mucosa, submucosa and
circular muscle.

EAF-IT2 | Creates a flap with an adequate base to preserve viability
1 Creates flap with the width of the base more narrow that the
width of the apex
2 Creates a rectangular shaped flap with the width of the base and
the apex equal
3 Creates flap with the width of the base two to three times the
width of the apex to ensure adequate blood supply.

EAF-IT3 | Mobilizes sufficient length of flap to avoid tension
1 Mobilizes only one or two centimeters of flap above the apex
2 Mobilizes flap so that after the fistula opening excised the
resulting apex reaches to beyond the internal opening only when
under tension.
3 Mobilizes flap so that after fistula opening excised the resulting
apex reaches beyond the internal opening easily without tension
for at least one centimeter.

EAF-IT4 | Excises and closes Internal Opening
1 Fails to excise or close the internal opening
2 Realizes after starting to suture the flap in place that internal
opening should be excised and closed.
3 Excises the internal opening and then closes the internal opening
and checks that opening is securely closed.

EAF-IT5 | Achieves hemostasis

1. Leaves base of wound or flap edge bleeding with no attempt to
achieve hemostasis.

2 Makes some effort at hemostasis with cautery but does not
recheck

site for bleeding prior to completion of procedure

3 Achieves good hemostasis and rechecks site for bleeding prior to
completion of procedure..
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EAF-IT6

Sutures the flap to distal mucosa with minimal tissue trauma

1 Handles flap in rough manner resulting in small tears. Places
minimal number of sutures with large bites and ties suture tightly
enough to risk ischemia of the edges.

2 Handles flap gently and carefully places appropriate number of
sutures. However bites of tissue are large and sutures are tied too
tightly.

3 Handles flap gently, places appropriate number of sutures
including

appropriate amount of tissue. Ties sutures securely but not so tight
as to risk ischemia.

EAF-IT7

Ensures the flap is well perfused with no signs of ischemia

1 Does not inspect flap for adequate perfusion

2 Inspects flap but does not address areas of clear
ischemia/necrosis

3 Inspects flap for adequate perfusion. Addresses any areas of
ischemia/hematoma or necrosis in an appropriate manner.

EAF-IT-T

Total for Endorectal Advancement Flap

Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 8: Ligation of Intersphincteric Fistula Tract (LIFT) skill assessment
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LIFT-IT

Ligation of Intersphincteric Fistula Tract (LIFT)

Score

LIFT-IT1

Identification the location of internal opening

1 Does not identify the internal opening. Unable to start procedure
without direction.

2 Identify the internal opening with one method either by H202
injection or fistula probe.

3 Identify the internal opening with both by H202 injection and
fistula probe.

LIFT-IT2

Identification and making incision over the intersphincteric
groove

1 Incorrect identification of the intersphincteric groove

2 Correct identification of the intersphincteric groove

LIFT-IT3

Correctly dissection in the intersphincteric plane

1 Dissection in wrong plane causing perforation of internal
sphincter or excessive bleeding from external shincter

2 Correctly and gently dissect in the intersphincteric plane

LIFT-IT4

Identify and encircle the intersphincteric fistula tract

1 Fails to identify the intersphincteric fistula tract

2 Identify and encircle the intersphincteric fistula tract but the tract
was torn.

3 Perfectly identify and encircle the intersphincteric fistula tract.

LIFT-IT5

Correctly ligate and divide the intershincteric fistula tract

1. Fail to ligate and divide the intersphincteric fistula tract

2 Incompletely Ligate and divide the intersphincteric fistula tract
and need additional suture ligation to obliterate the fistula tract.
3 Perfectly ligate and divide the intersphincteric fistula tract

LIFT-IT6

Approximate the intersphincteric space and correct wound
closure

1 Incorrect approximate the intersphincteric space and wound
closure

2 Perfectly approximate the intersphincteric space and wound
closure
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LIFT-IT?

Core-out or curettage the extrasphincteric part of the fistula tract
1 Fail to perform core-out or curettage the extrasphincteric part of
the fistula tract

2 Incomplete core-out or curettage the extrasphincteric part of the
fistula tract

3 Perfectly core-out or curettage the extrasphincteric part of the
fistula tract

LIFT-IT-T

Total for LIFT

Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 — Below the level of a general
surgeon.

L-2 — Could function as a general
surgeon. Basic competence in technical
skills.

L-3— Borderline CR surgeon.

L-4 - Competent as an independent CR
surgeon. More advanced competence in
technical skills.

L-5— Could practice without supervision
as a colorectal surgeon. Could function
as an independent practitioner.
Professionally sophisticated.

At an exemplary level would also imply
the person is competent enough to act
as a resource to other health care
professionals.
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EPA 9: Laparoscopic Sigmoidectomy
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Exposure

Score

El

Demonstrates knowledge of optimum skin incision/portal/access
1 Does not extend an incision when struggling for access

2 Makes an incision clearly too small or too large

3 Verbally states or marks with a pen the anatomical landmarks
prior to making the incision. Extends incision if necessary for
exposure.

E2

Achieves an adequate exposure through purposeful dissection in
correct tissue planes and identifies all structures correctly

1 Describes the structure encountered in the dissection in the
wrong location. Rough blind palpation of abdominal contents
causing damage

2 Tries to maintain the standard approach despite the fact that
access is proving difficult. Forgets to examine some of the
abdominal contents

3 Is able to give a running commentary to the trainer of the
structures encountered. Makes a cautious entry through
peritoneum. Systematic inspection of contents of abdomen

E-T

Total Score for Exposure

LSC-IT

Laparoscopic Sigmoid Colectomy Intraoperative Technique

Score

LSC-IT1

Port Placement, Trocar pattern

1 Careless placement causing and/or inadequate pattern

2 Parts placed with some disregard for safety and/or optimal
pattern.

3 Safe Placement without injury to abdominal wall structures

LSC-IT2

Abdominal exploration

1 Fails to adequately identify liver, small bowel, pelvis and colon
2 Identifies some but not all of the organs or identifies all organs
but not in systematic manner

3 Identifies liver, small bowel, pelvis and colon in a systematic
manner
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LSC-IT4

Appropriate mesenteric/bowel manipulation

1 Causes mesenteric or bowel injury such as large hematoma
and/or significant bleeding

2 Suboptimal manipulation without causing injury or causing

peritoneal or serosal injury, small hematomas or minimal bleeding.

3 Gentle precise manipulation of mesentery and bowel without
hematomas or bleeding

If using lateral to medial approach, continue. If using medial to
lateral approach skip to LSC-IT16

LSC-ITS

Incision to start the dissection: Lateral to medial (along the left
gutter starting at the pelvic inlet)

1 Fails to gain exposure and identify appropriate plane

2 Slow or inadequate identification of appropriate plane

3 Easily and quickly identifies appropriate plane

LSC-IT6

Taking down the lateral attachments of the sigmoid and
descending colon to the abdominal wall and retroperitoneum
1 Fails to incise attachments

2 Incises attachments with difficulty

3 Easily incises attachments

LSC-IT7

Identifies left ureter

1 Fails to protect the ureter from significant injury

2 Has difficulty protecting the ureter, resulting in minor injury to
the ureter

3 Easily protects the ureter

LSC-IT8

Identifies the hypogastric nerves

1 Fails to protect the nerves from significant injury

2 Has difficulty protecting the nerves, resulting in minor injury to
the nerves

3 Easily protects the nerves

LSC-IT9

Release of the lateral attachments of the sigmoid/descending
colon:

1 Fails to incise attachments

2 Incises attachments with difficulty

3 Easily incises attachments

LSC-IT10

Dividing the splenocolic ligament, renocolic ligament
1 Fails to incise the attachments

2 Incises attachments with difficulty

3 Easily incises the attachments
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LSC-IT11 | Separates omental attachments from the transverse colon and
flexure
1 Fails to incise the attachments
2 Incises attachments with difficulty
3 Easily incises the attachments
LSC-IT12 | Make a window around IMA pedicle
1 Unable to create proximal and distal exposure of the IMA.
2 Struggles to create a window cephalad to the IMA.
3 Identifies the IMA pedicle through a window anterior to the
aorta.
LSC-IT13 | Isolation of vessels
1 Unable to circumferentially isolate the IMA pedicle.
2 Struggles to isolate the IMA pedicle and places the vessels and
nerves in jeopardy.
3 Easily and safely encircles and isolates the IMA.
LSC-IT14 | Divide IMA pedicle.
1 Unable to safely divide the IMA pedicle
2 Struggles to divide the pedicle and requires multiples attempts to
complete
3 Safely and quickly divides the IMA pedicle with the chosen
method.
LSC-IT15 | Divides IMV if length is needed to reach pelvic anastomosis
1 Fails to isolate and divide IMV at its origin or traumatizes the
vessel or fails to control the vessel during division.
2 Isolate IMV with difficulty but without injury and divides the vein
with difficulty.
3 Easily isolates and divides the IMV without traumatizing the veins
To continue, skip to LSC-IT 28
Medial to lateral approach
LSC-IT16 | Incision to start the dissection: Medial to lateral (along the
IMA/sigmoidal
artery pedicle)
1 Fails to identify IMA/sigmoidal artery pedicle
2 Slow or inadequate identification of IMA/sigmoidal artery pedicle
3 Easily and quickly identifies IMA/sigmoidal artery pedicle
LSC-IT17 | Creates an incision in the rectosigmoid mesentery into the pelvis,
below the IMA
1 Fails to identify appropriate plane
2 Slow or inadequate identification of appropriate plane
3 Easily and quickly identifies appropriate plane
LSC-IT18 | Develops a plane posterior to the IMA

1 Fails to identify appropriate plane
2 Slow or inadequate identification of appropriate plane
3 Easily and quickly identifies appropriate plane
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LSC-IT19 Identifies the left hypogastric nerve
1 Fails to protect the nerves from significant injury
2 Has difficulty protecting the nerves resulting in minor injury to the
nerves
3 Easily protects the nerves
LSC-IT20 | Identifies the left ureter
1 Fails to protect the ureter from significant injury
2 Has difficulty protecting the ureter resulting in minor injury to the
ureter
3 Easily protects the ureter
LSC-IT21 | Continues dissection in a plane anterior to the retroperitoneal
fascia
1 Fails to identify appropriate plane
2 Slow or inadequate identification of appropriate plane
3 Easily and quickly identifies appropriate plane
LSC-IT22 Divides IMA pedicle
1 Fails to isolate and divide IMA pedicle or traumatizes the vessel or
fails to control the vessel during division.
2 Isolates IMA with difficulty but without injury to the vessels and
divides the pedicle with difficulty.
3 Easily isolates and divides the IMA without traumatizing the
vessels
LSC-IT23 | Continues medial mobilization under left colon mesentery
1 Fails to dissect left colon from the retroperitoneum or damages
retroperitoneum while dissecting.
2 Dissects left colon from retroperitoneum with difficulty and/or
causes minor injury.
3 Easily dissects left colon from retroperitoneum
LSC-IT24 | Divides IMV if length is needed to reach pelvic anastomosis
1 Fails to isolate and divide IMV at its origin or traumatizes the
vessel or fails to control the vessel during division.
2 Isolates IMV with difficulty but without injury and divides the vein
with difficulty.
3 Easily isolates and divides the IMV without traumatizing the veins
LSC-IT25 | Release of the lateral attachments of the sigmoid/descending
colon:
1 Fails to incise attachments
2 Incises attachments with difficulty
3 Easily incises attachments
LSC-IT26 | Dividing the splenocolic ligament, renocolic ligament

1.Fails to incise the attachments
2 Incises attachments with difficulty
3 Easily incises the attachments
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LSC-IT27

Separates omental attachments from the transverse colon and
flexure

1 Fails to incise the attachments

2 Incises attachments with difficulty

3 Easily incises the attachments

Continue below for both approaches

LSC-IT28

Continues the dissection inferiorly until the rectum is adequately
mobilized

1 Fails to dissect the rectum from the sacrum or damages the
mesorectum while dissecting or bleeding from the sacrum results
2 Dissects the rectum from the sacrum with difficulty and/ or
causes minor injury to the sacrum or mesorectum.

3 Easily dissects the mesorectum from the sacrum

LSC-IT29

Checking the length of the mobilized specimen to ensure it will be
of adequate length without tension

1 Unable to provide adequate length to the left colon.

2 Struggles to identify area of fixation, avoid twisting, and maintain
blood supply.

3 Able to follow the dissected edge of the colon mesentery to
guarantee colon.

LSC-IT30

Bowel Resection: Creating a mini-laparotomy in the left lower
quadrant or Pfannenstiel

1 Unable to select and create a site in the abdominal wall that
allows comfortable extraction and anastomosis.

2 Struggles to control bleeding and retract the muscle / fascia to
enter the abdomen.

3 Appropriate incision and exposure of the abdominal cavity.

LSC-IT31

Bowel Resection: Utilizing a wound protector when the end of the
proximal colon is delivered through the incision

1 Unable to place appropriate wound protection/ or failure to
perform

2 Struggles to place wound protector

3 Appropriate selection of wound protection and easy placement

LSC-IT32

Exteriorization, bowel resection and anastomosis: Choice of
proximal transaction site appropriate for disease process

1 Chooses a poorly vascularized inappropriate segment.

2 Requires repeat transaction to achieve good anastomotic site.
3 Chooses well vascularized bowel with no complicating features.

LSC-IT33

Bowel Resection: Dividing the rectum and mesorectum at a right
angle to the bowel

1. Unable to select and divide mesentery appropriate for
anastomosis.

2 Struggles to expose mesentery to allow right angle division of the
mesentery at a point appropriate for resection.

3 Uses three point traction to expose a line of division along the
mesentery at right angles to the colon.
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LSC-IT34 Exteriorization, bowel resection and anastomosis: Alignment of
proximal and distal bowel segments for anastomosis
1 Uses twisted colon for anastomosis
2 Struggles to untwist or align colon, with inadequate vision
3 Easily aligns the bowel using handover hand stretching of the
proximal colon
LSC-IT35 Exteriorization, bowel resection and anastomosis: Stapled or
handsewn
1 Unable to create an anastomosis
2 Struggles to accomplish anastomosis
3 Safely uses sutures or circular stapled to create anastomosis
LSC-IT36 Exteriorization, bowel resection and anastomosis: Containment /
avoidance of spillage
1 Gross spillage of stool with poor containment
2 Struggles to isolate open bowel
3 Contains stool and isolates anastomosis
LSC-IT37 | Test the anastomosis with air insufflations and saline filled pelvis
1 Fails to test the anastomosis
2 Tests the anastomosis via proctoscopy, incomplete inflation of
the proximal colon
3 Tests the anastomosis via proctoscopy, makes sure there is
adequate insufflations with no leak.
LSC-IT-T Total score for Laparoscopic Sigmoid Colectomy
C Closure Score
C-1 Completes a sound wound repair where appropriate
1 Ties very tight sutures, clearly strangulating soft tissue
2 Leaves too large a gap between sutures so that sutures are not
properly opposed
3 Closes each layer without tension
C-2 Protects the wound with dressings, splints and drains where
appropriate
1 Walks away from the operating table without briefing the
assistant or the nurse about required dressing
2 Fails to specify required dressing
3 Personally supervises the application of the wound dressing
C-T Total Score for Closure
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LSC-TS

Laparoscopic Sigmoid Colectomy Intra-operative Technical Skills

Score

LSC-TS1

Dissection techniques to preserve structures, avoid blood loss,
define planes

1 Fails to practice meticulous careful dissection

2 Dissection accomplished with more blood loss and/or more
trauma than desired

3 Careful meticulous dissection

LSC-TS2

Traction and counter traction

1 Use of expressive or inadequate force

2 Variably has difficulty maintaining three point traction and
counter traction for exposure

3 Applies adequate atraumatic traction and counter traction

LSC-TS3

Identification of planes

1 Consistently fails to identify proper planes

2 Inconsistent recognition of proper planes

3 Consistently and easily identifies proper planes

LSC-TS4

Selection of appropriate instruments

1 Demonstrates little knowledge of or regard for appropriate type
and number of instruments

2 Requires some guidance to the appropriate type or number of
instruments

3 Readily uses appropriate type and number of instruments

LSC-TS5

Reduction of blood loss / management of small vessels

1.Fails to recognize or manage small vessels that are actively
bleeding

2 Recognizes and manages small vessels that are actively bleeding,
but fails to anticipate and control vessels that are likely to bleed

3 Reality recognizes and manages small vessels that are actively
bleeding and anticipates and quickly controls vessels that are likely
to heal

LSC-TS6

Instrument change

1 Fails to recognize the need for an instrument change

2 Recognizes the need for timing of instrument change

3 Recognizes the appropriateness of instrument changes and
effectively minimizes the number of required changes.

LSC-TS?7

Hand Movements

1 Fails to consistently demonstrate quick, error-free, or
economical movement with either hand

2 Inconsistently demonstrates quick, error-free, and/or economical
movement only with dominant hand

3 Always demonstrates quick, error-free, and economical
movement with both hands
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LSC-TS8 Tissue hand to hand transfer
1 Fails to perform hand to hand transfer
2 Intermittently performs hand to hand transfer
3 Consistently performs hand to hand transfer
LSC-TS9 Use of eletrocautery
1 Unsafe use of electrocautery resulting in significant risk for
causing damage
2 Intermittent unsafe use of electrocautery introducing minimal risk
for damage or bleeding
3 Safe use of electrocautery with no risk for damage or bleeding
LSC-TS10 | Use bipolar or ultrasonic devices
1 Unsafe use of bipolar or ultrasonic devices too close to healthy
tissue or with too much tissue introducing significant risk for or
causing damage
2 Intermittent unsafe use of bipolar or ultrasonic devices
introducing minimal risk for damage or bleeding
3 Safe use of bipolar or ultrasonic devices with no risk of damage or
bleeding
LSC-TS-T | Total score for laparoscopic sigmoid colectomy technical skills
Exposure LSC- Closure LSC-TS
Intraoperative
Technique
Comment:
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act as a resource
to other health care professionals.
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EPA 10: Laparoscopic Right Hemicolectomy
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Exposure

Score

El

Demonstrates knowledge of optimum skin incision/portal/access
1 Does not extend an incision when struggling for access

2 Makes an incision clearly too small or too large

3 Verbally states or marks with a pen the anatomical landmarks
prior to making the incision. Extends incision if necessary for
exposure.

E2

Achieves an adequate exposure through purposeful dissection in
correct tissue planes and identifies all structures correctly

1 Describes the structure encountered in the dissection in the
wrong location. Rough blind palpation of abdominal contents
causing damage

2 Tries to maintain the standard approach despite the fact that
access is proving difficult. Forgets to examine some of the
abdominal contents

3 Is able to give a running commentary to the trainer of the
structures encountered. Makes a cautious entry through
peritoneum. Systematic inspection of contents of abdomen

E-T

Total Score for Exposure

LRHC-IT

Laparoscopic Right Colectomy Intraoperative Technique

Score

LRHC-IT1

Port Placement, Trocar pattern

1 Careless placement causing and/or inadequate pattern

2 Parts placed with some disregard for safety and/or optimal
pattern.

3 Safe Placement without injury to abdominal wall structures

LRHC-IT 2

Abdominal exploration

1 Fails to adequately identify liver, small bowel, pelvis and colon
2 Identifies some but not all of the organs or identifies all organs
but not in systematic manner

3 Identifies liver, small bowel, pelvis and colon in a systematic
manner

LRHC-IT3

Appropriate mesenteric/bowel manipulation

1 Causes mesenteric or bowel injury such as large hematoma
and/or significant bleeding

2 Suboptimal manipulation without causing injury or causing
peritoneal or serosal injury, small hematomas or minimal
bleeding.

3 Gentle precise manipulation of mesentery and bowel without
hematomas or bleeding
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If using lateral to medial approach, continue. If using medial to
lateral approach, skip to question LRHC-IT19. If using the
inferior/posterior approach, skip to question RHC-IT

LRHC-IT8

Lateral to medial (along the right gutter starting at the cecum):
Gains exposure, identifies planes and incises lateral peritoneal
attachments

1 Fails to gain exposure or identify appropriate plane

2 Exposes with difficulty, Slow or inadequate identification of
appropriate plane, incises attachments with difficulty

3 Easily and quickly gains exposure and identifies appropriate
plane, incises attachments easily

LRHC-IT9

Dissection of the right colon from the retroperitoneum while
pulling the colon toward the midline

1 Fails to dissect right colon from retroperitoneum or damages
retroperitoneum while dissecting

2 Dissect right colon from retroperitoneum with difficulty and/or
sustains minor injury

3 Easily dissects right colon from retroperitoneum

LRHC-IT10

Protects the ureter, gonadal vessels and retroperitoneal
structures

1 Fails to protect one or more of these structures from significant
injury

2 Has difficulty protecting structures resulting in minor injury to
one or more structures

3 Protects all of these structures

LRHC-IT11

Releases the mesocolon from the anterior surface of the
duodenum (1st and 2nd)

1 Fails to release mesocolon or causes damage while releasing
duodenum or pancreas

2 Incompletely or only with difficulty releases mesocolon

3 Easily and completely releases mesocolon

LRHC-IT12

Mobilization of hepatic flexure: Position of patient in reverse
Trendelenburg

1 Fails to utilize appropriate patient position to facilitate hepatic
flexure mobilization

2 Inadequate use of appropriate patient position to facilitate
hepatic flexure mobilization

3 Routinely utilizes appropriate patient position to facilitate
hepatic flexure mobilization
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LRHC-IT13

Mobilization of hepatic flexure: Omental attachments division

1 Fails to divide the omental attachments as dictated by oncologic
principles or clinical scenario

2 Safely but insufficiently divides the omental attachments as
dictated by oncologic principles clinical scenario

3 Safely and efficiently divides the omental attachments as
dictated by oncologic principles and clinical scenario

LRHC-IT14

Mobilization of hepatic flexure: Entry to lesser sac

1 Fails to enter the lesser sac at a point distal to the fusion of the
omentum and mesocolon

2 Safely but inefficiently enters the lesser sac at a point distal to
the fusion of the omentum and mesocolon

3 Safely and efficiently enters the lesser sac at a point distal to the
fusion of the omentum and mesocolon

LRHC-IT15

Mobilization of hepatic flexure: Identifies duodenum (1st and
2nd)

1 Fails to identify duodenum and/or causes duodenal injury

2 Identifies duodenum with difficulty or fails to anticipate its
location

3 Correctly and easily identifies duodenum without injury

LRHC-IT16

Identification of lleocolic vessels: Cecal traction to identify
ileocolic vascular pedicle

1 Fails to identify ileocolic pedicle or traumatizes the bowel

2 Appropriately identifies ileocolic pedicle without traumatizing
the bowel, but fails to apply appropriate degree and direction of
traction

3 Appropriately identifies ileocolic pedicle and applies appropriate
degree and direction of traction without traumatizing the bowel

LRHC-IT17

Identifies the avascular planes through the windows on each side
of ileocolic vessels

1 Fails to identify appropriate plane

2 Slow or inadequate identification of appropriate plane

3 Easily and quickly identifies appropriate plane

LRHC-IT18

Division of vessels

1 Fails to ligate vessels securely by any method, resulting in
pulsatile bleeding

2 Ligates vessels, but fails to perform a high ligation, or ligation
results in nonexpanding hematoma.

3 Performs a secure high ligation by any method with no
hematoma in one attempt.

If doing lateral to medial approach, skip to LRHC-IT39

Start of medial to lateral approach
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LRHC-IT19

Medial to lateral (along the mesenteric artery): Gains exposure
and identifies ileocolic pedicle

1 Fails to gain exposure and cannot identify pedicle correctly or
traumatizes the bowel

2 Exposure gained with difficulty, slow or inadequate
identification

of ileocolic pedicle, or fails to apply appropriate degree and
direction of traction

3 Easily and quickly gains exposure and identifies ileocolic pedicle
and applies appropriate degree and direction of traction without
traumatizing the bowel

LRHC-1T20

Identifies the avascular planes through the windows on each side
of ileocolic vessels

1 Fails to identify appropriate plane

2 Slow or inadequate identification of appropriate plane

3 Easily and quickly identifies appropriate plane

LRHC-IT21

Division of vessels (one from each group: none listed?

1 Fails to ligate vessels securely by any method, resulting in
pulsatile bleeding

2 Ligates vessels, but fails to perform a high ligation, or ligation
results in nonexpanding hematoma.

3 Performs a secure high ligation by any method with no

LRHC-IT22

Mobilizes the right colon mesocolon to release the colon and
mesentery from the retroperitoneum and duodenum safely
1 Fails to identify appropriate plane

2 Slow or inadequate identification of appropriate plane

3 Easily and quickly identifies appropriate plane

LRHC-1T23

Protects the ureter, gonadal vessels and retroperitoneal
structures

1 Fails to protect one or more of these structures from significant
injury

2 Has difficulty protecting structures resulting in minor injury to
one or more structures

3 Protects all of these structures

LRHC-1T24

Identifies plane and incises lateral peritoneal attachments to
hepatic flexure

1 Fails to identify plane or incise attachments

2 Identifies plane or incises attachments with difficulty

3 Easily identifies plane and incises attachments

LRHC-IT25

Mobilization of hepatic flexure: Omental attachments division

1 Fails to divide the omental attachments as dictated by oncologic
principles or clinical scenario

2 Safely but insufficiently divides the omental attachments as
dictated by oncologic principles clinical scenario

3 Safely and efficiently divides the omental attachments as
dictated by oncologic principles and clinical scenario
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LRHC-IT26 | Mobilization of hepatic flexure: Entry to lesser sac
1 Fails to enter the lesser sac at a point distal to the fusion of the
omentum and mesocolon
2 Safely but inefficiently enters the lesser sac at a point distal to
the fusion of the omentum and mesocolon
3 Safely and efficiently enters the lesser sac at a point distal to the
fusion of the omentum and mesocolon

LRHC-IT27 | Mobilization of hepatic flexure: Entry to lesser sac
1 Fails to enter the lesser sac at a point distal to the fusion of the
omentum and mesocolon
2 Safely but inefficiently enters the lesser sac at a point distal to
the fusion of the omentum and mesocolon
3 Safely and efficiently enters the lesser sac at a point distal to the
fusion of the omentum and mesocolon

LRHC-IT28 | Mobilization of hepatic flexure: Identifies duodenum (1st and
2nd)
1 Fails to identify duodenum and/or causes duodenal injury
2 Identifies duodenum with difficulty or fails to anticipate its
location
3 Correctly and easily identifies duodenum without injury
If doing medial to lateral, skip to question LRHC-IT39

LRHC-IT29 | Inferior/posterior approach: (small bowel mesentery attached to
retroperitoneum along right common iliac artery): Gains
exposure, identifies planes and incises terminal ileal mesenteric
attachments
1 Fails to gain exposure and cannot identify terminal ileal
mesentery or traumatizes the bowel
2 Exposure gained with difficulty, slow or inadequate
identification of terminal ileal mesentery, or fails to apply
appropriate degree and direction of traction
3 Easily and quickly gains exposure and identifies terminal ileal
mesentery and applies appropriate degree and direction of
traction without traumatizing the bowel

LRHC-IT30 | Dissects the right colon and mesentery from the

retroperitoneum

beginning with the small bowel mesentery

1 Fails to dissect right colon from retroperitoneum or damages
the retroperitoneum while dissecting

2 Dissects right colon from retroperitoneum with difficulty and/or
sustains minor injury

3 Easily dissects right colon from retroperitoneum

ol




LRHC-IT31

Protects the ureter, kidneys, gonadal vessels and duodenum

1 Fails to protect one or more of theses structures from
significant injury

2. Has difficulty protecting structures resulting in minor injury to
one or more structures

3 Protects all of these structures

LRHC-IT32

Releases the mesocolon from the anterior surface of the
duodenum (1st and 2nd)

1 Fails to release mesocolon or causes damage while releasing
duodenum or pancreas

2 Incompletely or only with difficulty releases mesocolon

3 Easily and completely releases mesocolon

LRHC-IT33

Mobilization of hepatic flexure: Position of patient in reverse
Trendelenburg

1 Fails to utilize appropriate patient position to facilitate hepatic
flexure mobilization

2 Inadequate use of appropriate patient position to facilitate
hepatic flexure mobilization

3 Routinely utilizes appropriate patient position to facilitate
hepatic

flexure mobilization

LRHC-IT34

Mobilization of hepatic flexure: Omental attachments division

1 Fails to divide the omental attachments as dictated by oncologic
principles or clinical scenario

2 Safely but insufficiently divides the omental attachments as
dictated by oncologic principles clinical scenario

3 Safely and efficiently divides the omental attachments as
dictated by oncologic principles and clinical scenario

LRHC-IT35

Mobilization of hepatic flexure: Entry to lesser sac

1 Fails to enter the lesser sac at a point distal to the fusion of the
omentum and mesocolon

2 Safely but inefficiently enters the lesser sac at a point distal to
the fusion of the omentum and mesocolon

3 Safely and efficiently enters the lesser sac at a point distal to the
fusion of the omentum and mesocolon

LRHC-IT36

Identification of lleocolic vessels: Cecal traction to identify
ileocolic vascular pedicle

1 Fails to identify ileocolic pedicle or traumatizes the bowel

2 Appropriately identifies ileocolic pedicle without traumatizing
the

bowel, but fails to apply appropriate degree and direction of
traction

3 Appropriately identifies ileocolic pedicle and applies appropriate
degree and direction of traction without traumatizing the bowel
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LRHC-IT37

Identifies the avascular planes through the windows on each side
of ileocolic vessels

1 Fails to identify appropriate plane

2 Slow or inadequate identification of appropriate plane

3 Easily and quickly identifies appropriate plane

LRHC-IT38

Division of vessels

1 Fails to ligate vessels securely by any method, resulting in
pulsatile bleeding

2 Ligates vessels, but fails to perform a high ligation, or ligation
results in nonexpanding hematoma.

3 Performs a secure high ligation by any method with no
hematoma in one attempt.

Continue below for both approaches

LRHC-IT39

Exteriorization, bowel resection and anastomosis: Protection of
extraction wound

1 Fails to employ a wound protector

2 Employs an appropriately sized wound protector with difficulty
or selects incorrect sized wound protector

3 Easily employs a wound protector

LRHC-IT40

Exteriorization, bowel resection and anastomosis: Choice of
transection site appropriate for disease process

1 Fails to appropriately choose and identify transection site of
small and large bowel based upon disease process (e.g.,
inflammatory bowel disease, ischemia, neoplasia)

2 Appropriately chooses transection site of small and large bowel
based upon disease process (e.g., inflammatory bowel disease,
ischemia, neoplasia), but fails to accurately identify site

3 Appropriately selects transaction site of small and large bowel
based upon disease process (e.g., inflammatory bowel disease,
ischemia, neoplasia)

LRHC-IT41

Exteriorization, bowel resection and anastomosis: Transection of
bowel to ensure blood supply

1 Fails to transect bowel area at well vascularized area

2 Appropriately transects bowel to optimize blood supply, but fails
to ensure adequate supply identifier ischemia bowel but
recognizes problem

3 Appropriately transects bowel to optimize and assure blood

supply

LRHC-1T42

Exteriorization, bowel resection and anastomosis: Construction
of patent anastomosis

1 Fails to construct a widely patent anastomosis

2 Constructs a widely patent anastomosis, with difficulty

3 Routinely and easily constructs and verifies a widely patent
anastomosis
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LRHC-1T43

Exteriorization, bowel resection and anastomosis: Containment /
avoidance of spillage

1 Major contamination or spillage

2 Minor contamination or spillage

3 No contamination or spillage

LRHC-IT-T

Total score for Laparoscopic Right Hemicolectomy Intraoperative
Technique

Closure

Score

Completes a sound wound repair where appropriate

1 Ties very tight sutures, clearly strangulating soft tissue

2 Leaves too large a gap between sutures so that sutures are not
properly opposed

3.Closes each layer without tension

C-2

Protects the wound with dressings, splints and drains where
appropriate

1.Walks away from the operating table without briefing the
assistant or the nurse about required dressing

2 Fails to specify required dressing

3 Personally supervises the application of the wound dressing

C-T

Total Score for Closure

LRHC-TS

Laparoscopic right hemi-colectomy Technical Skills

Score

LRHC-TS1

Dissection techniques to preserve structures, avoid blood loss,
define planes

1 Fails to practice meticulous careful dissection

2 Dissection accomplished with more blood loss and/or more
trauma than desired

3 Careful meticulous dissection

LRHC-TS2

Traction and counter traction

1 Use of expressive or inadequate force

2 Variably has difficulty maintaining three point traction and
counter traction for exposure

3 Applies adequate atraumatic traction and counter traction

LRHC-TS3

Identification of planes

1 Consistently fails to identify proper planes

2 Inconsistent recognition of proper planes

3 Consistently and easily identifies proper planes

LRHC-TS4

Selection of appropriate instruments

1 Demonstrates little knowledge of or regard for appropriate type
and number of instruments

2 Requires some guidance to the appropriate type or number of
instruments

3 Readily uses appropriate type and number of instruments
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LRHC-TS5

Reduction of blood loss / management of small vessels
1 Fails to recognize or manage small vessels that are actively
bleeding

2 Recognizes and manages small vessels that are actively bleeding,

but fails to anticipate and control vessels that are likely to bleed
3 Reality recognizes and manages small vessels that are actively
bleeding and anticipates and quickly controls vessels that are
likely to heal

LRHC-TS6

Instrument change

1 Fails to recognize the need for an instrument change

2 Recognizes the need for timing of instrument change

3 Recognizes the appropriateness of instrument changes and
effectively minimizes the number of required changes.

LRHC-TS7

Hand Movements

1 Fails to consistently demonstrate quick, error-free, or
economical movement with either hand

2 Inconsistently demonstrates quick, error-free, and/or
economical

movement only with dominant hand

3 Always demonstrates quick, error-free, and economical
movement with both hands

LRHC-TS8

Tissue hand to hand transfer

1.Fails to perform hand to hand transfer

2 Intermittently performs hand to hand transfer
3 Consistently performs hand to hand transfer

LRHC-TS9

Use of eletrocautery

1 Unsafe use of electrocautery resulting in significant risk for
causing damage

2 Intermittent unsafe use of electrocautery introducing minimal
risk for damage or bleeding

3 Safe use of electrocautery with no risk for damage or bleeding

LRHC-TS10

Use bipolar or ultrasonic devices

1 Unsafe use of bipolar or ultrasonic devices too close to healthy
tissue or with too much tissue introducing significant risk for or
causing damage

2 Intermittent unsafe use of bipolar or ultrasonic devices
introducing minimal risk for damage or bleeding

3 Safe use of bipolar or ultrasonic devices with no risk of damage
or bleeding
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Domain of Surgical
Performance

Notes

Respect for Tissue

Appropriate handling of tissue,
minimizes tissue damage through
appropriate use of instruments and
appropriate force

Time and Motion

Efficient and ergonomic movement

Instrument Handling

Competent use of instruments, fluid
movements without stiffness or
awkwardness

Knowledge of
Instruments

Familiar with names and uses of
instrument required for this
procedure, does not ask for wrong
instrument or use incorrect names
when asking for instruments

Flow of Operation

Demonstrates forward planning;
course of operation demonstrated
through effortless flow from one
move to the next

Use of Assistant
(if applicable)

Strategically used assistants to the
best advantage at all times

Knowledge of Specific
Procedure

Demonstrated familiarity with all
steps of the operation /procedure

Quiality of Final Product

Based on the OVERALL
performance, the
candidate’s

current competence

L-1 —Below the level of a

general surgeon.

L-2 — Could function as a

general surgeon. Basic competence in
technical skills.

L-3— Borderline CR surgeon.

L-4 — Competent as an

independent CR surgeon. More
advanced competence in technical skills.
L-5—- Could practice without
supervision as a colorectal surgeon.
Could function as an independent
practitioner. Professionally
sophisticated. At an exemplary level
would also imply the person is
competent enough to act asa resource
to other health care professionals.
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(Milestone Report)

Benign Perianal and Anal Disease Processes — Patient Care

Benign Perianal and Anal Disease Processes — Medical Knowledge

al.
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Colonic Neoplasia — Medical Knowledge
Large Bowel Obstruction — Patient Care
Rectal Cancer — Patient Care

Rectal Cancer — Medical Knowledge
Rectal Prolapse — Patient Care

Rectal Prolapse — Medical Knowledge
Pelvic Floor Disorder: Medical Knowledge
Pelvic Floor Disorder: Patient Care
Interpersonal and Communication Skills
Professionalism

Systems-based Practice

Practice-based Learning and Improvement

lolalcd



Benign Perianal and Anal Disease Processes — Patient Care

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some common
diagnoses

e Lists some options for
problems requiring

urgent intervention

e Lists some options for the
elective treatment

e Lists common
complications of

operative procedures

e Discusses epidemiology of
common diagnoses

o Articulates options for
urgent intervention and
some component steps
e Articulates options for
elective treatment and
some component steps
e Articulates variances in
progress after treatment
implementation and
investigational options

e Demonstrates knowledge
of common diagnoses;
demonstrates some
knowledge of specialty
examination

e Recognizes situations
requiring urgent
intervention; with
assistance, directs
appropriate resuscitation
and completes indicated
intervention

e With assistance, selects
and directs or performs
initial elective treatment,
operative or nonoperative
® Recognizes disease
progression, treatment
failure, and complications,
and implements
management

o Assesses specific history
details in formulation of
differential diagnosis;
independently performs
exam for diagnosis
confirmation

¢ Independently identifies
need for urgent
intervention; proficiently
directs appropriate
resuscitation and selects
and completes indicated
intervention

e Independently selects and
directs or performs initial
elective treatment,
operative or non-operative,
including discussion with
patient regarding risk
benefit analysis

e Anticipates, diagnoses, and
proficiently manages
disease progression,
treatment failure, or
complications in a timely

e Understands and discusses
current controversies in
disease incidence and
prevalence

e Demonstrates proficiency
as

a teaching assistant in the
component steps of urgent
intervention

e Understands and discusses
current controversies in
therapy; demonstrates
proficiency as a teaching
assistant in the component
steps of elective operative
management

e Reviews and assesses
practice results and uses the
information to effectively
modify practice

L
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Benign Perianal and Anal Disease Processes — Medical Knowledge

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some components of
anatomy, physiology,
pathogenesis, and
histopathology

e Lists some processes that
require urgent
management

e Lists some general elective
treatment
recommendations

e Lists some treatment
options for disease
progression or recurrence

e Discusses some
components of anatomy,
physiology, pathogenesis,
and histopathology

e Discusses some processes
that require urgent
management

e Discusses mechanism of
action for some initial
elective treatment
recommendations

o Discusses some treatment
options for disease
progression or recurrence

e Demonstrates knowledge
of physiology, anatomy,
pathogenesis, and
histopathology

e Demonstrates
understanding of processes
requiring urgent
management

e Demonstrates
understanding of initial
elective treatment
recommendations and their
limitations

e Demonstrates knowledge
of treatment options for
disease progression or
recurrence

e Integrates anatomy,
physiology, pathogenesis,
and histopathology

e Distinguishes and justifies
urgent vs. elective
approaches for initial
treatment; distinguishes
and justifies appropriate
resuscitation preparatory
to urgent management

e Distinguishes and justifies
non-operative vs. operative
approaches for initial
elective treatment

e Distinguishes and justifies
treatment options for
disease progression or
recurrence, including the
associated risks, in the
context of previous
treatment attempts

o Discusses new theories of
physiologic disturbance
and disease pathogenesis

e Discusses investigational
options for disease
treatment and prevention
e Discusses investigational
options for disease
treatment and prevention
e Discusses investigational
options for decreasing risks
associated with
management of disease
progression or recurrence

J
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Colonic Neoplasia — Medical Knowledge

Level 1 Level 2 Level 3 Level 4 Level 5
e Lists some components e Discusses some e Demonstrates knowledge e Integrates anatomy, e Discusses investigational
of anatomy, components of anatomy, of pathogenesis, tumor markers and other

pathogenesis,
histopathology, genetics,
and staging for colon
cancer and polyps and
polyposis syndromes

e Lists common agents in
neoadjuvant and

adjuvant therapy

e Lists modalities for post
treatment surveillance

e Lists common sites and
relative risks of recurrence
e Lists surveillance
schedule for patients

with polyps

e Lists polyposis syndromes
and knows some differences
between them

pathogenesis,
histopathology, genetics,
and staging for colon
cancer and polyps and
polyposis syndromes

e Discusses mechanism of
action for some
neoadjuvant and adjuvant
therapies

e Discusses guidelines for
post-treatment surveillance
e Recognizes and discusses
risk factors for recurrence

o Discusses postpolypectomy
surveillance schedule

e Discusses polyposis
syndrome treatment plan,
timing, and type of
procedures

anatomy, pathogenesis,
histopathology, genetics,
and staging for colon cancer
and polyps and polyposis
syndromes

e Demonstrates
understanding

of treatment protocols and
complications

e Demonstrates
understanding of stage-
based posttreatment
surveillance

e Demonstrates
understanding of
therapeutic options for
recurrence

e Demonstrates
understanding of polyp
surveillance schedule

e Demonstrates
understanding

of polyposis syndrome
treatment plan, timing, and
specific procedures

histopathology, genetics,
and staging for colon cancer
and polyps and polyposis
syndromes

e Distinguishes and justifies
use of specific neo-adjuvant
agents and protocols for
stage-based therapy and
complications

e Justifies post-treatment
surveillance strategies
based upon timing and
patterns of local and distant
recurrence

e Distinguishes and justifies
palliative vs. curative
management of recurrence
e Justifies timing and
procedure type for various
polyposis syndromes

staging modalities

e Discusses investigational
chemotherapeutic options
e Discusses investigational
modalities for posttreatment
surveillance

e Discusses controversial or
emerging modalities for
management of recurrent
disease

e Discusses advanced
genetic and treatment
concepts for polyposis
syndromes

J

J
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Large Bowel Obstruction — Patient Care

Level 1

Level 2

Level 3

Level 4

Level 5

e Displays limited
understanding of clinical
or image-based
presentation

e Lists some medical,
imageguided, or surgical
options

for management and
treatment

e Lists common
complications and their
management

e Limited understanding of
need for post-treatment
strategies for definitive
therapy, adjuvant therapy,
or surveillance dependent
upon histo-pathology

e Discusses strategies for
clinical- and image-guided
therapy with limited
understanding of results
and benign/malignant
etiologies

e Articulates some
component steps for
definitive, staged, or
palliative treatment using
endoscopic, minimally
invasive surgery (MIS), and
traditional surgical
approaches

® Recognizes variances in
medical, interventional,
and surgical recovery, and
begins investigation

e Recognizes need for
posttreatment strategies for
definitive therapy, adjuvant
therapy, or surveillance
dependent upon
histopathology

e Discusses strategies for
clinical- and image-guided
therapy with limited
understanding of results
and benign/malignant
etiologies

e Articulates some
component steps for
definitive, staged, or
palliative treatment using
endoscopic, minimally
invasive surgery (MIS), and
traditional surgical
approaches

e Recognizes variances in
medical, interventional,
and surgical recovery, and
begins investigation

® Recognizes need for
posttreatment strategies for
definitive therapy, adjuvant
therapy, or surveillance
dependent upon
histopathology

e Appropriately assesses
clinical presentation,
staging, and imaging, and
justifies appropriate
therapy

e Independently selects and
completes component steps
for definitive, staged, or
palliative treatment using
endoscopic, MIS, and
traditional surgical
approaches

e Anticipates, diagnoses, and
proficiently manages
treatment failure or

surgical complications in a
timely manner

e Appropriately directs
posttreatment strategies for
definitive therapy, adjuvant
therapy, or surveillance
dependent upon
histopathology

e Understands and
discusses current
controversies in
assessment and therapy

e Demonstrates proficiency
as a teaching assistant in the
component steps
definitive, staged, or
palliative treatment using
endoscopic, MIS, and
traditional surgical
approaches

e Reviews and assesses
practice results and uses
the information to
effectively modify practice
e Discusses controversies
and emerging theories
regarding post- treatment
strategies for definitive
therapy, adjuvant
therapy, or surveillance

J
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Rectal Cancer — Patient Care

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some imaging options
for TNM staging

e Lists some surgical options
for management and
treatment

e Lists common
complications and
management of those
complications

e Lists modalities of
posttreatment surveillance
e Lists potential evaluation
and treatment of recurrence

e Discusses strategies for
imaging, but has limited
understanding of
interpretation of results

e Articulates surgical options
and some component steps
for transanal excision (TAE),
TME, restorative
proctectomy, and anterior
perineal resection (APR)

e Recognizes variances from
the normal post-operative
course and begins
investigation

o Discusses modalities for
post-treatment surveillance
e Discusses evaluation of
recurrence

e Formulates appropriate
imaging strategy and
interprets result

e With assistance, selects
and completes the
component steps for TAE,
TME, restorative
proctectomy, and APR

¢ Implements management
of complications

e Understands that
posttreatment surveillance
strategies vary by stage

e Discusses treatment of
recurrence and potential
complications

e Assesses imaging
information and justifies a
TNM-based treatment
strategy

e Independently selects and
completes component
steps for TAE, TME,
restorative proctectomy,
and APR

o Anticipates, diagnoses, and
proficiently manages
complications in a timely
manner

e Directs post-treatment
surveillance strategies

e Implements curative vs.
palliative intervention for
recurrence

e Understands and
discusses current
controversies regarding
image-based treatment
strategies

e Demonstrates proficiency
as a teaching assistant for
TAE, TME, restorative
proctectomy, and APR

® Reviews and assesses
practice results, and uses
information to effectively
modify practice

e Understands and
discusses current
controversies regarding
surveillance

e Understands and
discusses evolving
management of recurrent
disease

)

Comment:

9lcte)



Rectal Cancer — Medical Knowledge

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some components of
anatomy, pathogenesis,
histopathology, genetics,
and staging

e Lists common agents in
neo-adjuvant and adjuvant
therapy

e Lists modalities for
posttreatment surveillance
e Lists common sites and
relative risks of recurrence

e Discusses some
components of anatomy,
pathogenesis,
histopathology, genetics,
and staging

e Discusses mechanism of
action for some neoadjuvant
and adjuvant

therapies

e Discusses guidelines for
post-treatment surveillance
e Recognizes and discusses
risk factors for recurrence

e Demonstrates knowledge
of anatomy, pathogenesis,
histopathology, genetics,
and staging

e Demonstrates
understanding of treatment
protocols and
complications

e Demonstrates
understanding of stagebased
post-treatment surveillance
e Demonstrates
understanding of
therapeutic options for
recurrence

e Integrates anatomy,
pathogenesis,
histopathology, genetics,
and staging

e Distinguishes and justifies
use of specific neoadjuvant
and adjuvant

agents and protocols for
stage-based therapy and
complications

e Justifies post-treatment
surveillance strategies
based upon timing and
patterns of local and
distant recurrence

e Distinguishes and justifies
palliative vs. curative
management of recurrence

e Discusses investigational
tumor markers and other
staging modalities

e Discusses investigational
chemotherapeutic and
radiation options

e Discusses investigational
modalities for posttreatment
surveillance

e Discusses controversial or
emerging modalities for
management of recurrent
disease

J

J
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Rectal Prolapse — Patient Care

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some imaging options
(defecography std x-rays vs.
MRI) and physiologic studies
(anorectal manometry
[ARM], electromyographic
[EMG], Pudendal Nerve
Terminal Motor Latency
[PNTML], Colon Transit
Studies) useful in evaluation
of rectal prolapse

e Lists options for treatment
of rectal prolapse

e Lists common
complications associated
with pelvic prolapse

e Discusses strategies for
imaging and physiology but
has limited ability to
interpret results

o Discusses key steps of
abdominal rectopexy and
resection/rectopexy
(laparoscopic vs. open);
discusses key steps of
perineal repair of rectal
prolapse

e Discusses rationale for
rectopexy vs. resection
rectopexy

e Recognizes disease

e Formulates an appropriate
investigative work-up after
conducting appropriate
history and physical

¢ With assistance, performs
key steps of rectopexy,
resection/rectopexy, and
perineal repair; discusses
newer modalities for rectal
prolapse

e With assistance, performs
key steps of surgery for
rectal prolapse repair

® Recognizes and
implements management of

e Assesses history and
physical, imaging, and
physiologic data, and
justifies treatment strategy
e Independently performs
transabdominal and
perineal repair of rectal
prolapse; discusses newer
ventral rectopexy

¢ Independently performs
surgery for rectal prolapse;
appropriately involves
multidisciplinary team for
repairs of associated pelvic
organ prolapse

e Assesses history and
physical, imaging, and
physiologic data, and
justifies treatment strategy
e Independently performs
transabdominal and
perineal repair of rectal
prolapse; discusses newer
ventral rectopexy

¢ Independently performs
surgery for rectal prolapse;
appropriately involves
multidisciplinary team for
repairs of associated pelvic
organ prolapse

surgeries progression and variances complications e Anticipates, diagnoses, and | e Anticipates, diagnoses, and
from normal post-operative proficiently manages proficiently manages
course and begins complications in a timely complications in a timely
investigations manner manner
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Rectal Prolapse — Medical Knowledge

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some components of
anatomy and physiology of
rectal prolapse

e Lists some imaging options
(defecography, air

contrast barium enema)

and physiologic studies
(ARM, EMG, PNTML, Colon
Transit Studies) useful in
evaluating rectal prolapse

e Lists options for treatment
of rectal prolapse

e Discusses some
components of anatomy
and physiology of rectal
prolapse

e Discusses strategies for
imaging and physiology
but has limited ability to
interpret results

e Discusses rationale for
transabdominal versus
perineal techniques for
rectal prolapse

e Demonstrates knowledge
of anatomy and physiology
of rectal prolapse

e Demonstrates
understanding of
appropriate imaging and
physiologic evaluation

e Demonstrates knowledge
of success rates for
treatment options, and
surgical management of
anterior compartment
prolapse

® Integrates anatomy and
physiology of rectal
prolapse

e Integrates results of
imaging and physiologic
testing and correlates
appropriately with
anatomical and
physiological abnormalities
e Justifies appropriate
treatment interventions for
rectal and general pelvic
organ prolapse

e Proposes investigational
research in anatomic or
physiologic disturbances

e Discusses new
investigational modalities
for rectal prolapse

e Discusses current
controversies in treatment
options
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Pelvic Floor Disorders — Patient Care

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some imaging options
(e.g., transanal ultrasound,
magnetic resonance imaging
[MRI],

proctography) and
physiologic studies (e.g.,
ARM, EMG, PNTML, Colon
Transit Studies) useful in
evaluation of fecal
incontinence and
constipation

e Lists options for treatment
of incontinence

e Lists options for treatment
of outlet obstruction

e Lists common
complications associated
with pelvic floor surgeries

e Discusses strategies for
imaging and physiology but
has limited ability to
interpret results

e Discusses key steps of
sphincteroplasty and
rationale for biofeedback,
surgical interventions, and
medical management

e Discusses rationale for
biofeedback, surgical
interventions, and medical
management

e Recognizes disease
progression and variances
from normal post-operative
course and begins
investigations

e Formulates an appropriate
investigative work-up after
conducting appropriate
history and physical

¢ With assistance, performs
key steps of
sphincteroplasty; discusses
newer modalities for fecal
incontinence

¢ With assistance, performs
key steps of surgery for
rectal prolapse, rectocele,
and enterocele

e Recognizes and
implements management of
complications

e Assesses history and
physical, imaging, and
physiologic data and
justifies treatment strategy

¢ Independently performs
sphincteroplasty; acquires
skills for sacral nerve
stimulation (SNS) and other
modalities as they

becomes available

¢ Independently performs
surgery for rectal prolapse,
rectocele, and enterocele, or
appropriately involves
multidisciplinary team for
repairs

e Anticipates, diagnoses, and
proficiently manages
complications in a timely
manner

e Assesses history and
physical, imaging, and
physiologic data and
justifies treatment strategy

e Independently performs
sphincteroplasty; acquires
skills for sacral nerve
stimulation (SNS) and other
modalities as they

becomes available

e Independently performs
surgery for rectal prolapse,
rectocele, and enterocele, or
appropriately involves
multidisciplinary team for
repairs

e Anticipates, diagnoses, and
proficiently manages
complications in a timely
manner
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Pelvic Floor Disorders — Medical Knowledge

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some components of
anatomy and physiology of
pelvic floor disorders

e Lists some imaging options
(e.g., transanal ultrasound,
MRI, proctography)and
physiologic studies (e.g.,
ARM, EMG, PNTML, Colon
Transit Studies) useful in
evaluating pelvic floor
disorders

e Lists options for treatment
of fecal incontinence and
pelvic outlet obstruction

e Discusses some
components of anatomy
and physiology of pelvic
floor disorders

e Discusses strategies for
imaging and physiology
but has limited ability to
interpret results

e Discusses rationale for
biofeedback, surgical
interventions, and medical
management

e Demonstrates knowledge
of anatomy and physiology
of pelvic floor disorders

e Demonstrates
understanding of
appropriate imaging and
physiologic evaluation

e Demonstrates knowledge
of success rates for
treatment options

® Integrates anatomy and
physiology of pelvic floor
disorders

e Integrates results of
imaging and physiologic
testing and correlates
appropriately with
anatomical and
physiological abnormalities
e Justifies appropriate
treatment interventions

e Proposes investigational
research in anatomic or
physiologic disturbances

e Discusses new
investigational modalities
for pelvic floor disorders

e Discusses current
controversies in treatment
options
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Anatomy and Physiology — Medical Knowledge

Level 1

Level 2

Level 3

Level 4

Level 5

e Lists some important
muscular components of
the pelvic floor and the
innervation

e Lists major arterial supply,
venous, and lymphatic
drainage for the colorectum
and small bowel

e Lists major hormonal and
chemical

neurotransmitters

involved in the control of
intestinal motility and
secretion/absorption

e Lists common functional
bowel disorders

e Discusses important
muscular components of
the pelvic floor and the
innervation

e Discusses major arterial
supply, venous, and
lymphatic drainage for the
colorectum and small
bowel

e Discusses the major
hormonal and chemical
neurotransmitters involved
in the control of intestinal
motility and
secretion/absorption

e Discusses common
investigational strategies
for common functional
bowel disorders but has
limited ability to interpret
results

e Completely describes
important muscular
components of the pelvic
floor and the innervation

e With assistance, can
demonstrate knowledge of
the surgical approaches to
the major arterial supply,
venous, and lymphatic
drainage for the
colorectum and small
bowel

¢ Defines the appropriate
evaluation of major
hormonal and chemical
neurotransmitters involved
in the control of intestinal
motility and
secretion/absorption
(disease specific)

¢ With help, can formulate
strategies for evaluation of
common functional bowel
disorders, but requires
guidance to interpret

e Assesses history and
physical, imaging, and
physiologic data and
justifies treatment strategy
e Independently and
proficiently demonstrates
knowledge of the anatomy
demonstrate the surgical
approaches to the major
arterial supply, venous, and
lymphatic drainage for the
colorectum and small
bowel

e Independently interprets
the physiologic diagnostic
studies

e Anticipates, diagnoses, and
proficiently manages the
assessment and evaluation
of anorectal physiology

® Reviews and assesses the
frequency of time
physiology studies would
change surgical decisions

in personal practice

e Demonstrates proficiency
as a teaching assistant for
the evaluation of functional
bowel disorders and altered
intestinal physiology

e Discusses current
controversies the
assessment of functional
bowel disorders

e Reviews outcome data
collected and uses this
data to change practice
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Systems-based Practice —

o Utilizes/accesses outside resources
e Demonstrates awareness of and accommodation to circumstances affecting patient care, including the patient’s financial resources and other factors
that can affect health care delivery and quality
e Understands the basics of patient safety and clinical risk management, with emphasis on avoidance of medical errors
o Uses technology and external resources to accomplish safe and effective health care delivery

Level 1

Level 2

Level 3

Level 4

Level 5

e Rarely demonstrates
proficiency in systems based
practice

e Occasionally demonstrates
proficiency in systems-based
practice

o Consistently demonstrates
proficiency in systems based
practice in common

clinical situations

e Consistently demonstrates
proficiency in systems-based
practice in most clinical
situations

e |s a leader in the area of
systems-based practice;
advice is frequently sought
in relating to difficult
situations
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Practice-based Learning and Improvement —

o Self-evaluates performance

e Incorporates feedback

o Identifies strengths, deficiencies, and limits in self-knowledge and expertise
o Sets learning and improvement goals in a manner that fosters productive self-directed learning
¢ Actively participates in quality improvement project(s)
o Locates, appraises, and assimilates evidence from scientific studies pertinent to patients
e Uses technology to enhance patient care and self-improvement

o Evaluates and analyzes patient care outcomes

o Utilizes an evidence-based approach to patient care

Level 1

Level 2

Level 3

Level 4

Level 5

e Rarely demonstrates
proficiency in practice-based
learning

e Occasionally demonstrates
proficiency in practice based
learning

e Regularly demonstrates
proficiency in practice-based
learning

e Consistently demonstrates
proficiency in practice based
learning

e |s a leader in the area of
practice-based learning;
advice is frequently sought
in relating to difficult
situations

)
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Professionalism —

o Exhibits ethical and responsible behavior, including respect, compassion, honesty, and integrity, in all aspects of practice and scholarly activity

e Accountable to patients, society and the profession and acknowledges errors

e Maintains responsibility for his or her own emotional, physical, and mental health, including fatigue awareness and avoidance, and commitment to
lifelong learning and self-assessment

e Demonstrates sensitivity to diverse patient, staff, and support personnel populations

e Considers needs of patients, families, and colleagues

o Demonstrates a high standard of ethical behavior and a commitment to continuity of care

Level 1 Level 2 Level 3 Level 4 Level 5

e Rarely demonstrates
professional behaviors
and attitudes expected of

e Occasionally demonstrates
professional behaviors and
attitudes expected of a colon

e Consistently demonstrates
professional behaviors and
attitudes expected of a colon

e Consistently demonstrates
professional behaviors and
attitudes expected of a colon

e |s a leader in the area of
professionalism; advice is
frequently sought in relating

rectal surgery resident in to difficult situations

most clinical situations

a colon rectal surgery rectal surgery resident rectal surgery resident in
resident common situations
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Interpersonal and Communication Skills —
* Provides team-based care and develops productive relationships with patients, peers, staff members, and interdisciplinary care team members
¢ Ensures that patients understand their condition(s) and treatments, encourages questions from patients, and provides explanations appropriate to

patient needs

e Educates and counsels patients, families, and colleagues when appropriate
o |dentifies and accommodates special communication needs of vulnerable populations (e.g. children, elderly, patients with complex biomedical,
psychosocial conditions; persons with disabilities; immigrant and refugee populations; veterans; prisoners; LGBT [lesbians, gay, bisexual, transgender]

patients; etc.)

o Uses technology and information sharing modalities to facilitate communication

Level 1

Level 2

Level 3

Level 4

Level 5

e Rarely demonstrates
proficiency in interpersonal
and communication skills

e Occasionally demonstrates
proficiency in interpersonal
and communication skills

e Consistently demonstrates
proficiency in interpersonal
and communication skills in
common clinical situations

e Consistently demonstrates
proficiency in interpersonal

and communication skills in
most clinical situations

e |s a leader in the area of
interpersonal and
communication skills;
advice is frequently
sought in relating to
difficult situations
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