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Training in large bowel cancer surgery: observations from
three prospective regional United Kingdom audits
R J Aitken, M R Thompson, J A E Smith, A G Radcliffe, J D Stamatakis, R J C Steele

Operative experience under the supervision of a
consultant must be at the core of any surgical training
programme. Almost no objective data on general sur-
gical training, however, exist in the United Kingdom.
Colorectal cancer surgery represents a substantial part
of general surgery; the operations are of differing com-
plexity, and a third present as emergencies. Individual
surgeons may influence outcome after colorectal
cancer surgery.1 We determined trainee surgeons’
supervised experience in three prospective UK
colorectal cancer audits.

Methods and results
The audits covered 1990-4. The number of resections
undertaken by trainees, and the proportion of these
supervised by a consultant, were determined. A super-
vised resection was one in which the operation note
named the consultant as the assistant. These audits did
not record observational supervision. Right hemicolec-

tomy and anterior resection for rectal and rectosig-
moid cancers were considered to be representative of
operations undertaken by junior and senior trainees.
The current number of specialist registrar posts is 21 in
Lothian and Borders, 50 in Wessex, and 125 in Trent
and Wales.

Altogether, 7282 elective and 1594 emergency
resections were performed (table); trainees performed
2772 (39.8%) of the elective and 1089 (65.2%) of the
emergency resections. A consultant was present at
63.7% (5653) of all resections (54.9% (4874) as the sur-
geon and 8.8% (779) as assistant to a trainee). Consult-
ants supervised 20.2% (779/3861) of the resections
performed by trainees.

Of the 2275 right hemicolectomies performed,
trainees undertook 1300 (57.1%), and a consultant
assisted in 198 (15.2%) of these. Of 1849 elective ante-
rior resections performed for rectosigmoid and rectal
cancers, trainees undertook 571 (30.9%), and a
consultant assisted in 197 (34.5%) of these.
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Comment
This study shows that trainee surgeons performing
colorectal cancer surgery are receiving insufficient
consultant supervision. The audits cover almost a fifth
of the UK population and are probably representative
of national colorectal cancer surgery. The absolute
number of supervised resections likely to be under-
taken by a typical trainee seems low. In these audits,
however, consultant supervision was determined from
the operation note, which documented only direct, not
indirect, involvement. The importance of also record-
ing when trainees operate independently but with their
consultant immediately available is now recognised.2

United States residents undertaking a one year
colorectal fellowship would expect to perform over
100 large bowel resections,3 far more than an equival-
ent trainee in Britain.

As these data were recorded before the introduc-
tion of specialist training they might not be considered
representative of current practice.4 Currently, however,
no other equivalent data on training exist. In
Edinburgh during 1994-7 general surgery performed
with consultant supervision increased by 5% but
operations performed by trainees fell by 8% (unpub-
lished data). This decrease is in addition to the loss
resulting from the shortened specialist training period.
There will be a further 14% drop if junior doctors are
restricted to 48 hours’ work a week.

A core aim of surgical training is consultant super-
vision during emergency surgery, but such supervision
was lacking in these audits. It can no longer be accept-
able that inadequately supervised trainees care for
critically ill patients. The national confidential inquiry
into postoperative deaths suggests that this acknowl-
edged deficiency still has not been addressed.5 If
consultants are to increase their direct supervision of
emergency surgery they will have to be relieved of
other commitments, and other logistical difficulties,
such as theatre availability, will have to be addressed.

Quality of training is an essential part of patients’
care. The provision of sufficient protected training time
should become a priority when quality protocols are
developed. Substantial potential exists to increase the

number of operations performed by supervised
trainees, although it will require additional resources.
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Trainee experience and consultant supervision for all elective and emergency resections

Grade of surgeon

No (%) of operations
No (%) of operations undertaken by trainees

who were supervised by consultant

Lothian and
Borders

Trent and
Wales Wessex

Lothian and
Borders

Trent and
Wales Wessex

Elective:

Consultant 692 (63.4) 1399 (58.7) 2308 (60.6) 0 0 0

Senior registrar 225 (20.6) 324 (13.6) 584 (15.3) 72 (32) 65 (20) 47 (8)

Registrar 161 (17.7) 544 (22.8) 683 (17.9) 85 (53) 150 (28) 153 (22)

Senior house officer 14 (1.3) 115 (4.8) 122 (3.2) 9 (64) 54 (47) 32 (26)

Other 0 0 111 (2.9) 0 0 6 (5)

Total* 1092 (100) 2382 (100) 3808 (100) 166 (15.2) 269 (11.3) 232 (6.1)†

Emergency:

Consultant 188 (38.9) 154 (30.9) 133 (21.7) 0 0 0

Senior registrar 159 (32.9) 99 (19.9) 162 (26.5) 19 (12) 5 (5) 4 (2)

Registrar 127 (26.3) 223 (44.7) 250 (40.9) 32 (25) 26 (12) 17 (7)

Senior house officer 9 (1.9) 23 (4.6) 37 (6.0) 2 (22) 4 (17) 3 (8)

Other 0 0 30 (4.9) 0 0 0

Total 483 (100) 499 (100) 612 (100)‡ 53 (11.0) 35 (7.0) 24 (3.9)

*Does not include 89 cases in which the operating surgeon was unknown (4 in Lothian and Borders, 85 in Wessex).
†Does not include the six supervised operations undertaken by non-training grade surgeons.
‡Does not include 7 cases in which the operating surgeon was unknown.

Endpiece
Cabbage
A familiar kitchen-garden vegetable about as large
and wise as a man’s head.

Ambrose Bierce, The Enlarged Devil’s Dictionary
(1906)
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