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Advanced Surgical Talks in FRCS Examination – Mastering Techniques for Success

This ten-book collection forms part of the Fellowship Examination Expert 

Dictations series, developed for surgeons preparing for the Fellowship of the Royal Colleges of Surgeons (FRCS) examination who seek more than rote learning and memorisation — and instead aspire to think, decide, and reason like consultants.

Unlike conventional revision guides, this series is built upon a defining educational philosophy:

Every candidate must prepare as a “One-Day Consultant.”

From the first page to the final question, the reader is expected to adopt the mindset of a senior decision-maker — the clinician who signs consent forms, leads operative strategy, manages complications, and ultimately holds responsibility for patient outcomes. The FRCS examination does not assess whether you know facts; it assesses whether you can think, prioritise, judge risk, and plan safely, exactly as a consultant surgeon would.

Each volume in this series integrates:


	Consultant-level clinical reasoning

	Surgical judgement and prioritisation

	Evidence-based management (UK-aligned)

	Risk awareness and complication-oriented thinking

	Examination-focused analytical strategies



The series is designed to complement The Current FRCS Exam volumes by the same author, offering deeper conceptual understanding and advanced surgical insight, particularly for FRCS Section 1 (Written Papers A & B).

The ten-book structure reflects the breadth of a consultant surgeon’s practice:


	Book 1 — Basic Science and Surgical Practice

	Book 2 — Surgical Emergencies

	Book 3 — Endocrine Surgery

	Book 4 — Breast Surgery

	Book 5 — Oesophago-Gastric Surgery

	Book 6 — Hepatobiliary Surgery

	Book 7 — Colorectal Surgery

	Book 8 — Vascular Surgery

	Book 9 — Transplant Surgery

	Book 10 — Best Evidence Practice (Critical Care & Principles of Surgical Management)



Together, these volumes form a unified educational framework that mirrors real clinical practice — not as an exam syllabus, but as a consultant’s mental model.

The purpose of this series is not simply to help you pass the FRCS examination, but to train you to deserve the result.

Readers are therefore invited to engage with every chapter as if they were on the consultant rota:


	Make decisions, not guesses.

	Anticipate complications, not ideal scenarios.

	Choose safety over shortcuts.

	Justify your actions clinically and ethically.



If you read this series as a student, you may gain information. If you read it as a consultant, you will acquire judgement.

That is the difference this series is designed to create.
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The Advanced Surgical Talks in FRCS Examination – Mastering Techniques for Success series has been developed to serve as a focused and concept-oriented companion for candidates preparing for Section 1 of the FRCS General Surgery Examination. This written component of the fellowship demands not only factual recall but also a clear understanding of surgical reasoning, clinical judgement, and evidence-based practice.

Building upon the foundation established in The Current FRCS Exam volumes, this ten-book series presents a carefully structured collection of Single Best Answer (SBA) questions accompanied by detailed explanations and advanced surgical discussions. Each explanation is designed to go beyond the correct option, clarifying the principles, guidelines, and rationale that guide real-world surgical decision-making.

The content across all volumes reflects the latest UK and international guidelines, integrating material from authoritative sources such as NICE, Bailey & Love, and FRCS Companion texts. The approach emphasises logical reasoning over rote memorisation, encouraging candidates to connect scientific knowledge with clinical application — the key skill assessed in Section 1 of the FRCS.

This first volume, Basic Science and Surgical Practice, introduces the essential scientific and foundational principles upon which surgical knowledge is built. It aims to strengthen the candidate’s conceptual understanding and to cultivate the analytical mindset necessary for success in the fellowship examination.

Dr Khalid Hussun Jawad, 

Consultant General Surgeon

MBChB, HDip GSurg, Dip MAS, MRCSEd, MFSTEd–RCSEd, F.WALS, M.WALS

Member, Faculty of Surgical Trainers – The Royal College of Surgeons of Edinburgh

Fellow and Member, World Association of Laparoscopic Surgeons (WALS) 

London, United Kingdom
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THE ONE-DAY CONSULTANT PRINCIPLE
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Success in the FRCS examination requires far more than knowledge recall. It demands the ability to think, judge, prioritise, and act with the clarity and authority of a consultant surgeon. The One-Day Consultant Principle embodies this philosophy.

Candidates are encouraged to approach every question, every scenario, and every decision within this series as if they were the consultant responsible for the patient — for one decisive day.

For that single day, you are not a trainee seeking guidance; you are the senior clinician whose decisions must be safe, defensible, evidence-based, and ethically grounded. You must anticipate risk before it occurs, select the safest acceptable option, and justify your choices with sound surgical reasoning.

This principle transforms revision from passive learning into active clinical leadership. It sharpens diagnostic thinking, strengthens operative judgement, and aligns your approach with the true expectations of the FRCS examiners, who assess how you think — not how much you memorise.

Study this material with the mindset of a consultant, and the transition from candidate to Fellow becomes not only possible, but natural.
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INTRODUCTION
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The Fellowship of the Royal Colleges of Surgeons (FRCS) examination remains one of the most rigorous assessments of surgical knowledge, judgement, and applied science. The first component—Section 1—is a written examination designed to evaluate the candidate’s breadth and depth of understanding across all fields of general surgery. Success in this stage depends on the ability to integrate core scientific principles with clinical logic and to interpret data in a concise, evidence-based manner.

The Advanced Surgical Talks in FRCS Examination series was conceived to bridge the gap between factual revision and conceptual mastery. While standard textbooks and revision notes often focus on memorisation, this series encourages critical thinking and correlation of ideas. Each question and explanation has been crafted to stimulate reasoning—why a certain answer is correct, why alternatives are not, and how the underlying physiology, pathology, and anatomy converge in surgical decision-making.

Book 1 – Basic Science and Surgical Practice establish the intellectual framework upon which all surgical disciplines rest. It revises fundamental topics in applied anatomy, physiology, pathology, microbiology, pharmacology, and peri-operative care—each discussed through carefully selected SBA-style questions with detailed explanations. Emphasis is placed on practical interpretation and clinical relevance rather than theoretical abstraction.

Every explanation within this volume has been aligned with current UK and international guidelines, notably from NICE, Bailey & Love’s Short Practice of Surgery, and the FRCS Companion series. The goal is to help trainees not merely answer questions correctly, but to understand the reasoning processes that experienced surgeons apply when faced with complex scenarios.

Candidates are encouraged to treat this book not as a question bank, but as a guided tutorial—an opportunity to consolidate principles, explore the “why” behind surgical facts, and develop the analytical mindset required to excel in the FRCS Section 1 examination and beyond.
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Case 1: Pyogenic Granuloma
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Clinical Scenario: A 25-year-old man presents with a small, soft red nodule on his right index finger that developed rapidly over the past week. The lesion bleeds easily when touched. He reports no history of trauma or infection.

Question: What is the most likely diagnosis for this rapidly growing, friable, red nodule?


	Kaposi’s sarcoma

	Pyogenic granuloma

	Cutaneous melanoma

	Basal cell carcinoma

	Squamous cell carcinoma



Explanation: The most likely diagnosis is pyogenic granuloma, a common benign vascular proliferation of the skin and mucous membranes. It usually presents as a small, red, pedunculated or sessile nodule that develops rapidly over days or weeks and bleeds easily with minimal trauma. It often follows minor injury or irritation. Histologically, it consists of lobular capillary proliferation within an oedematous stroma. Pyogenic granulomas commonly occur on the hands, fingers, face, and oral mucosa. Differential diagnoses include amelanotic melanoma, Kaposi’s sarcoma, and squamous cell carcinoma, but these are less likely because they grow more slowly and are not typically pedunculated or friable. Management involves surgical excision or cauterisation (silver nitrate, electrocautery, or laser), ensuring complete removal to prevent recurrence. Although benign, biopsy may be indicated to exclude malignant vascular lesions such as angiosarcoma [1,2].

Advanced Surgical Talk: From a surgical perspective, complete excision is preferred for both diagnostic confirmation and definitive treatment. Local anaesthesia is adequate in most cases. The excised specimen must be sent for histopathological examination to rule out malignancy. In cases where the lesion recurs, re-excision with wider margins is indicated. Recurrent lesions may occur due to incomplete removal or persistent irritation. Preventive measures include minimising trauma and maintaining local hygiene, especially in digital lesions [2,3].

Correct Answer: B. Pyogenic granuloma

References:


	Browse NL et al. Introduction to the Symptoms and Signs of Surgical Disease. 4th ed. London: Arnold; 2005. p.154.

	NICE Clinical Knowledge Summaries. Skin lesions – assessment. Updated 2023.

	Bailey & Love’s Short Practice of Surgery, 28th ed. CRC Press; 2022.
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Case 2: Keratoacanthoma 
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Clinical Scenario: A 68-year-old man presents with a rapidly growing, dome shaped nodule on the dorsum of his forearm. The lesion appeared over the past six weeks and has developed a central keratin-filled crater. It is painless and has not bled. He has a history of long-term sun exposure due to outdoor work.

Question: What is the most likely diagnosis for this rapidly growing, crateriform nodule?


	Squamous cell carcinoma

	Basal cell carcinoma

	Keratoacanthoma

	Melanoma

	Pyogenic granuloma



Explanation: The most likely diagnosis is keratoacanthoma, a benign epithelial tumour that closely resembles squamous cell carcinoma (SCC) both clinically and histologically. It typically presents as a rapidly growing, dome shaped lesion with a central keratin plug (crater) and occurs predominantly on sun-exposed areas such as the face, forearms, and hands.

The lesion usually develops over several weeks and may regress spontaneously within a few months, leaving a depressed scar. It is distinguished from SCC, which often has an everted edge, may bleed, ulcerate, and invade locally. Basal cell carcinoma tends to appear as a pearly papule or nodule with a rolled border and telangiectasia, while melanoma presents as an irregularly pigmented lesion with colour variation. 

Pyogenic granuloma, by contrast, grows over a few days and bleeds easily. Although keratoacanthomas are typically benign, excision is recommended because they are difficult to distinguish from SCC clinically and histologically [1,2].

Advanced Surgical Talk: From a surgical standpoint, complete excision with histopathological examination is advised to confirm the diagnosis and exclude SCC. Small lesions may be treated by curettage and cauterisation, but excision provides better cosmetic and diagnostic outcomes. 

In immunocompromised patients or cases with multiple lesions, topical or intralesional therapies (e.g., methotrexate or 5-fluorouracil) may be considered. Regular follow-up is essential to monitor for recurrence or development of SCC, as keratoacanthoma may occasionally behave aggressively in high-risk patients [2,3].

Correct Answer: C. Keratoacanthoma

References:


	Browse NL et al. Introduction to the Symptoms and Signs of Surgical Disease, 4th ed. London: Arnold; 2005. p.154.

	NICE Clinical Knowledge Summaries. Skin tumours – non-melanoma, updated 2023.

	Bailey & Love’s Short Practice of Surgery, 28th ed. CRC Press; 2022.
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Case 3: Cutaneous Squamous Cell Carcinoma (SCC)
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Clinical Scenario: A 70-year-old male farmer presents with a 1.5 cm ulcerated lesion on his left forearm. The lesion has been slowly enlarging over the past three months. It has an everted edge and a firm, indurated base. The surrounding skin shows evidence of solar damage. There is no regional lymphadenopathy.

Question: What is the most appropriate initial step in the management of this lesion?


	Incisional biopsy

	Excisional biopsy with a 4 mm margin

	Shave biopsy

	Topical 5-fluorouracil cream

	Wide local excision with 1 cm margin



Explanation: The best step in the management of a 1.5 cm lesion that is highly suspicious of cutaneous squamous cell carcinoma (SCC) is an excisional biopsy with a 4 mm margin. This approach serves both diagnostic and therapeutic purposes and is considered the gold standard for confirming SCC histologically.

For lesions smaller than 2 cm, a 4 mm margin is adequate to achieve complete excision with minimal morbidity. In contrast, for lesions larger than 2 cm, a wider margin (≥6 mm) may be required to ensure clear histological margins and reduce recurrence risk.

Incisional biopsy is reserved for lesions too large for complete removal or those located in cosmetically or functionally sensitive areas (e.g., eyelid, nose, ear). Topical 5-fluorouracil is used only for in situ (Bowen’s disease) and not for invasive SCC. Shave biopsy is inadequate for confirming invasion depth, which is crucial for staging and prognosis [1,2].

Advanced Surgical Talk: Surgical management remains the mainstay of treatment. Wide local excision is performed after histologic confirmation, with margins guided by tumour size, depth, and risk factors (immunosuppression, perineural invasion). Sentinel lymph node biopsy may be indicated in high-risk or recurrent cases. 

Radiotherapy is an option for patients unfit for surgery or for adjuvant treatment in incompletely excised or high-grade lesions.

Prevention relies on UV protection, early detection of actinic keratoses, and regular dermatologic follow-up, especially in chronically sun-exposed individuals [2,3].

Correct Answer: B. Excisional biopsy with a 4 mm margin

References:


	Bailey & Love’s Short Practice of Surgery, 28th ed. CRC Press; 2022. p.653.

	NICE Clinical Knowledge Summaries. Skin tumours – non-melanoma, updated 2023.

	Browse NL et al. Introduction to the Symptoms and Signs of Surgical Disease, 4th ed. London: Arnold; 2005.
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Case 4: Basal Cell Carcinoma (BCC)
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Clinical Scenario: A 62-year-old man presents with a slowly enlarging, painless lesion on the left side of his nose. The lesion has been present for six months and is described as a pearly nodule with a rolled edge, central ulceration, and visible surface telangiectasia. There is no regional lymphadenopathy, and the patient is otherwise fit with no history of immunosuppression.

Question: What is the most appropriate definitive management for this lesion?


	Curettage and cautery

	Wide local excision with a 10 mm margin

	Mohs micrographic surgery

	Primary radiotherapy

	Topical imiquimod therapy



Explanation: This lesion demonstrates classical clinical features of basal cell carcinoma (BCC) occurring on a cosmetically sensitive area (the nose), which places it in a high-risk anatomical location despite the absence of other aggressive features. The most appropriate definitive management in this setting is Mohs micrographic surgery, which offers the highest cure rates while maximising tissue preservation—particularly important in facial lesions.

Curettage and cautery and topical therapies such as imiquimod are reserved for superficial, low-risk lesions and are inappropriate for nodular BCCs on the face. Wide local excision with a 10 mm margin is excessive for BCC and would result in unnecessary tissue loss. Radiotherapy may be considered in patients unfit for surgery but is not first-line in a surgically fit patient due to long-term cosmetic and recurrence concerns [1,2].

Advanced Surgical Talk: Mohs micrographic surgery is considered the gold standard for high-risk BCCs, particularly those located on the central face (H-zone), recurrent tumours, lesions with poorly defined margins, or aggressive histological subtypes. Standard surgical excision with 3–5 mm margins is appropriate for low-risk lesions on non-critical sites. Non-surgical modalities may be used selectively but carry higher recurrence rates. Although BCC rarely metastasises, incomplete excision significantly increases local recurrence, necessitating long-term surveillance as patients are at increased risk of developing subsequent skin cancers [2,3].

Correct Answer: C. Mohs micrographic surgery

References:


	Bailey & Love’s Short Practice of Surgery. 28th ed. CRC Press; 2022.

	NICE Clinical Knowledge Summaries. Skin tumours – non-melanoma. Updated 2023.

	Browse NL, et al. Introduction to the Symptoms and Signs of Surgical Disease. 4th ed. London: Arnold; 2005.
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Case 5: Malignant Melanoma
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Clinical Scenario:  A 54-year-old woman presents with a pigmented lesion on her upper back that has increased in size and changed colour over the past four months. On examination, the lesion measures 1.2 cm, is asymmetrical, has irregular borders, and shows variegated pigmentation. There is no palpable regional lymphadenopathy, and the patient has no significant comorbidities.

Question: What is the most appropriate initial management step for this lesion?


	Punch biopsy of the most pigmented area

	Shave biopsy followed by wide local excision

	Excisional biopsy with a narrow margin

	Immediate wide local excision with 2 cm margins

	Observation with short-term follow-up



Explanation: The lesion demonstrates classical clinical features suspicious for malignant melanoma. The most appropriate initial management is excisional biopsy with a narrow margin (1–2 mm) to allow accurate histological diagnosis and measurement of Breslow thickness, which is the most important prognostic factor and guides further surgical management.

Punch or shave biopsies risk sampling error and may underestimate tumour depth, leading to inappropriate staging and management. Immediate wide local excision with definitive margins is inappropriate before histological confirmation and Breslow assessment. Observation is unsafe given the concerning clinical features [1,2].

Advanced Surgical Talk: Definitive management of melanoma is determined by Breslow thickness. Following diagnostic excision, wide local excision margins range from 5 mm for melanoma in situ to 2 cm for tumours >2 mm thick. Sentinel lymph node biopsy is recommended for tumours ≥1 mm thickness or those with high-risk features such as ulceration. Adjuvant systemic therapies, including immune checkpoint inhibitors, are reserved for high-risk resected or metastatic disease. Long-term follow-up is essential due to the risk of recurrence and development of new primary melanomas [2,3].

Correct Answer: C. Excisional biopsy with a narrow margin

References:


	Bailey & Love’s Short Practice of Surgery. 28th ed. CRC Press; 2022.

	NICE Guideline NG14. Melanoma: assessment and management. London: National Institute for Health and Care Excellence; 2023.

	Browse NL, et al. Introduction to the Symptoms and Signs of Surgical Disease. 4th ed. London: Arnold; 2005.
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Case 6: Squamous Cell Carcinoma (SCC)
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Clinical Scenario: A 68-year-old man presents with a slowly enlarging ulcer on the dorsum of his left hand. The lesion measures 2 cm has a raised, everted edge with induration, and occasionally bleeds. He has a history of chronic sun exposure and scarring from an old burn. There is mild tenderness but no palpable lymph nodes.

Question: What is the most appropriate initial management for this lesion?


	Shave biopsy and topical 5-fluorouracil

	Excisional biopsy with a narrow margin

	Wide local excision with 1 cm margins

	Primary radiotherapy

	Observation with interval review



Explanation: The most likely diagnosis in this case is squamous cell carcinoma (SCC), a malignant tumour arising from squamous cells of the epidermis. It is associated with prolonged sun exposure, chronic scars, ulcers, and immunosuppression. 

Clinically, SCC presents as a nodular or ulcerated lesion with a raised or everted edge, often indurated, and may bleed or become painful if it invades deeper structures. Basal cell carcinoma usually appears as a pearly papule with a rolled edge and central depression and is less likely to be painful. Keratoacanthoma resembles SCC but typically regresses spontaneously within months and has a central keratin plug. Melanoma shows pigmentation, asymmetry, and colour variation, while pyogenic granuloma is a friable red nodule that develops quickly and bleeds easily.

Histological confirmation via excisional biopsy remains the gold standard. SCC can metastasise to regional lymph nodes, especially when arising in scars or mucosal surfaces [1,2].

Advanced Surgical Talk: Surgical excision is the treatment of choice.


	
For low-risk SCC (<2 cm, well-differentiated), excision with a 4–6 mm margin is usually sufficient.

	
For high-risk or recurrent SCC (>2 cm, poorly differentiated, perineural invasion), a ≥6 mm–1 cm margin is recommended.

	
Radiotherapy is considered in non-resectable cases or as adjuvant therapy for incomplete excision or nodal disease. Sentinel node biopsy or regional dissection may be indicated in high-risk lesions.

	
Long-term follow-up is essential, as 2–5% of cases metastasise, especially those arising in Marjolin’s ulcers or chronic wounds. Preventive measures include UV protection and management of chronic scars [2,3]. 



Correct Answer: B. Excisional biopsy with a narrow margin

References:


	Browse NL et al. Introduction to the Symptoms and Signs of Surgical Disease, 4th ed. London: Arnold; 2005. p.154.

	NICE Clinical Knowledge Summaries. Skin tumours – non-melanoma, updated 2023.

	Bailey & Love’s Short Practice of Surgery, 28th ed. CRC Press; 2022.
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Case 7: Splenic Artery Aneurysm
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Clinical Scenario: A 58-year-old woman undergoes an abdominal CT scan for evaluation of nonspecific abdominal discomfort. The scan reveals an incidental 2.2 cm aneurysm in the splenic artery. She is otherwise healthy, with no history of trauma or pancreatitis. She is postmenopausal.

Question: What is the most appropriate management for this aneurysm?


	Conservative observation with annual imaging

	Open surgical repair

	Endovascular stent-graft placement

	Laparoscopic splenectomy only

	No intervention unless symptoms develop



Explanation: Splenic artery aneurysms are the most common visceral artery aneurysms, accounting for approximately 60% of all such lesions, followed by hepatic (20%), superior mesenteric (6%), coeliac (4%), and inferior mesenteric (<1%) aneurysms. They may be true or false aneurysms and are increasingly discovered incidentally due to widespread imaging.

The risk of rupture is particularly high in pregnancy, leading to catastrophic haemorrhage with high maternal and foetal mortality. Because of this risk, endovascular management (coil embolisation or covered stent placement) is now the preferred treatment, with high success rates and lower morbidity compared to open surgery.

Size thresholds for intervention are important:


	Thoracic aorta: >5 cm

	Abdominal aorta: >5.5 cm

	Iliac artery: ≥4 cm

	Femoral artery: ≥3 cm

	Visceral or peripheral artery: ≥2 cm

	Intervention is also indicated irrespective of size if the aneurysm is symptomatic or found in a pregnant or childbearing-age woman due to rupture risk [1,2].



Although the risk of rupture is highest during pregnancy, splenic artery aneurysms ≥2 cm warrant elective intervention even in postmenopausal women due to their unpredictable rupture risk.

Advanced Surgical Talk: Endovascular therapy is first line for most splenic artery aneurysms unless anatomy precludes it. Covered stent placement or coil embolisation are minimally invasive and effective, with rapid recovery. Open repair or splenectomy with aneurysm ligation may be necessary when rupture occurs or when endovascular access is difficult. 

Ruptured aneurysms during pregnancy have extremely high mortality rates (>70%) and demand immediate surgical control. Long-term surveillance with imaging is recommended following repair to ensure exclusion and detect recurrence. Preventive management is justified even for asymptomatic aneurysms >2 cm, given their unpredictable rupture potential [2,3]. 

Correct Answer: C. Endovascular stent-graft placement
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Case 8: Human Factors in Surgery
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Clinical Scenario: During a busy theatre list in a district general hospital, a wrong-site incision was almost made before being noticed by a junior scrub nurse. On review, it was found that the operating list had been changed at the last minute, no “time-out” was performed, and the WHO Safer Surgery checklist was incompletely filled.

Question: Which of the following best describes the main cause of this near-miss event?


	Technical incompetence by the operating surgeon

	Equipment malfunction

	Human factors and system failure

	Poor patient compliance

	Anaesthetic error



Explanation: This scenario represents a failure related to human factors and system errors, rather than a technical or surgical skill deficiency. 

Human factor refers to any element that affects human behaviour and performance in clinical work, potentially compromising patient safety. It may be task-, person-, team-, organisation-, or culture-related. In surgery, human factors encompass the design of instruments, team communication, leadership, workload management, fatigue, theatre culture, and adherence to safety protocols. A combination of unsafe systems (e.g., poor operating list management, lack of standardised processes) and unsafe behaviours (e.g., skipping checklists or poor communication) leads to surgical adverse events. Within the NHS, poor practices that contribute to such failures include:


	Variation in standard operating procedures (e.g., surgical site marking)

	Not adhering to WHO Safer Surgery checklists

	Staff shortages and poor training in teamwork and human factors

	Lack of psychological safety that prevents junior members from speaking up



The majority of surgical errors arise from systemic or cultural problems, not from individual surgeon incompetence [1,2].

Advanced Surgical Talk: Effective mitigation of human-factor-related risks requires a systems-based approach. The WHO Safer Surgery checklist and non-technical skills (NOTSS) training emphasise situational awareness, leadership, decision-making, and communication. Encouraging an open safety culture, where team members can raise concerns without fear, reduces the incidence of near-misses and never events.

Institutions should conduct regular morbidity and mortality meetings, root cause analyses, and implement simulation-based training. Understanding that most surgical errors are rooted in system or communication breakdowns — not technical failure — is a hallmark of modern surgical professionalism and patient safety [2,3].

Correct Answer: C. Human factors and system failure

Exam Pearl:

The fact that the error was identified by a junior scrub nurse highlights the importance of psychological safety within surgical teams
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Case 9: Assessment of Capacity and Consent in Surgery
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Clinical Scenario: A 72-year-old man with moderate confusion secondary to infection is admitted with acute cholecystitis. He refuses surgery, insisting he wants to go home. The surgical team is uncertain whether he understands the nature and consequences of refusing treatment.

Question: Who is responsible for assessing the patient’s capacity to consent to or refuse the proposed operation?


	The consultant surgeon on call

	The patient’s relatives

	The hospital legal department

	The anaesthetist

	The clinician proposing to perform the intervention



Explanation: In the UK, capacity assessment is governed by the Mental Capacity Act (2005), which outlines that every adult is presumed to have capacity unless proven otherwise. If a patient has a condition that may affect decision-making (e.g., delirium, dementia, intoxication, hypoxia), capacity must be formally assessed and documented. Proof is required to establish that a person lacks capacity—it is not enough to assume incapacity. In non-emergency situations, it may be appropriate to wait until the patient becomes calmer or more lucid before assessment. Relatives can provide useful background or insights into the patient’s likely wishes but cannot give or withhold consent on behalf of an adult with capacity issues (except under legal guardianship).

Importantly, the responsibility for capacity assessment lies with the clinician proposing to carry out the intervention, not the legal team or relatives. All doctors are expected to be competent in assessing capacity as part of professional practice [1,2].

Advanced Surgical Talk: A valid capacity assessment involves determining whether the patient can.


	
Understand the information about the procedure.


	
Retain that information long enough to make a decision.


	
Weigh the risks and benefits rationally.


	
Communicate their decision clearly.




If the patient lacks capacity, decisions must be made in their best interests, considering medical benefit, least restrictive alternatives, and prior expressed wishes (e.g., advance directives). 

In emergencies, treatment can proceed under the doctrine of necessity if delay endangers life. Documentation is vital, the assessment process and justification must be clearly recorded in the patient’s notes, reflecting both ethical and legal accountability [2,3].

Correct Answer: E. The clinician proposing to perform the intervention

References:


	Mental Capacity Act (2005), UK Government Legislation.

	GMC. Consent: Patients and Doctors Making Decisions Together. General Medical Council, 2023.

	Companion, General and Emergency Surgery, 7th ed. Chapter 9, p.85.





	[image: ]

	 
	[image: ]





[image: ]


Case 10: Quality Control in Surgical Safety
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Clinical Scenario: During the preoperative team brief, the lead theatre nurse checks the functionality of the emergency alarms, verifies the sterility indicators on surgical instruments, and ensures that suction and anaesthetic machines are operational before the surgical list begins.

Question: Which of the following best describes this process?


	Audit

	Quality assurance

	Quality control

	Quality management

	Research



Explanation: The described activity is an example of quality control (QC). Quality control refers to operational, hands-on actions and checks

designed to verify that specific safety features, instruments, or processes meet defined standards before clinical use. It focuses on immediate compliance and functionality — for example, confirming that emergency alarms, suction, and anaesthetic machines are working, or that instruments are sterile. These activities are preventative and task-based, ensuring that each surgical session begins under safe and controlled conditions. In contrast, quality assurance (QA) is a system-wide, structured approach aimed at ensuring consistent standards are maintained across all procedures and over time — such as implementing and auditing adherence to the WHO Safer Surgery Checklist.

Clinical audit evaluates performance retrospectively against established standards to identify gaps and implement improvements. Quality management encompasses both QA and QC as part of a broader organisational strategy, while research seeks new knowledge rather than verifying existing processes [1,2].

Advanced Surgical Talk: In surgical governance, quality control ensures real time safety through immediate verification, while quality assurance ensures long-term safety through systems and training. Examples of quality control include checking defibrillators, suction, and oxygen supply before a case; ensuring sterility indicators change colour; or testing diathermy equipment.

By contrast, quality assurance includes periodic review of surgical site infection rates, policy audits, and staff competency assessments. Both processes form part of the clinical governance framework, aiming to prevent adverse events, maintain standards, and promote continuous improvement in patient safety and care quality [2,3].

Correct Answer: C. Quality control
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