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EUROPEAN BOARD OF PLASTIC, RECONSTRUCTIVE AND

AESTHETIC SURGERY

APPLICATION FORM

 FOR EVALUATION OF TRAINING PROGRAMME

Name of Unit




Date of Visit:
…../…../……….

Visitation Form A:  To be completed by Unit

EBOPRAS VISITATION FORM A

Name of Unit:
………………………………………………………………………………………...

Reason for Visit:
First

(

Routine

(

Follow-up

(
DETAILS OF MAIN HOSPITAL

Change in programme
…………………………………………………………………………………………

Name of Hospital
…………………………………………………………………………………………

Address
…………………………………………………………………………………………

Deanery
…………………………………………………………………………………………

Type of Hospital;
Teaching / Regional Centre / Subregional Centre

Number of Beds in Hospital
........................

Population served 

........................

Name of Programme Director:       .........................................................................................................

Name of Chairman of Regional Training Committee:     ........................................................................

Postgraduate Dean:      ...........................................................................................................................

Training Programme Director:     .............................................................................................................

Specialties with Training Approval in Hospital   (Please tick all that apply)

Accident & Emergency
(
Cardiothoracic Surgery
(
General Medicine
(
Vascular Surgery
(
General Surgery
(
ENT Surgery

(
Neurosurgery
(
Ophthalmology

(
Orthopaedics
(
Paediatrics

(
Obstetrics &

Gynaecology
(
Radiation Oncology
(
Oral & Maxillo-Facial

Surgery : Within

Unit / Outside Unit
(
Other Specialties:

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

Other Facilities within the Hospital which are available to Plastic Surgery Unit

Day Bed Unit
(
Intensive Care Unit
(
(No of beds)

               (No of beds)
(


 Adult

(


 Paediatric
(
Hospital Library
(
Photography

(
Research Laboratories
(
Video Recording
(
Clinical Laboratories
(
Slide Preparation
(
Other (eg IT/Internet)
(
Graphics

(
Interdisciplinary Educational Activities in Hospital attended by Plastic Surgery Trainees

(specify type and frequency):

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

Training Unit:
…………………………………
Population Served:
…………….

DETAILS OF PLASTIC SURGERY DEPARTMENT

	Hospitals in Training Programme
	No of beds for Plastic Surgery
	No of Half Day Operating Sessions per week

GA         LA
	No of Out-Patient Clinics per week

	A
Main Hospital:


	
	
	

	B Other Hospitals which

   Trainers attend with

   trainees:


	
	
	

	C


	
	
	

	D


	
	
	

	E


	
	
	

	F


	
	
	

	G


	
	
	

	H


	
	
	


Burn Unit?      Yes / No      Number of beds :
…………….

TRAINERS : Names and sessions available for training/week (Omit sessions not regularly attended by trainees)

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….




Hospitals (as above)

	
	Sub-Spec Interests
	Consult-ant since (date)
	Sessions
	A
	B
	C
	D
	E
	Total

	1 Training 

   Programme 

   Director:

   ……………..
	
	
	Operating

Clinic


	
	
	
	
	
	

	2 Other 

   Trainers:

   ……………..
	
	
	Operating

Clinic


	
	
	
	
	
	

	3


	
	
	Operating

Clinic


	
	
	
	
	
	

	4


	
	
	Operating

Clinic


	
	
	
	
	
	

	5


	
	
	Operating

Clinic


	
	
	
	
	
	

	6


	
	
	Operating

Clinic


	
	
	
	
	
	

	7


	
	
	Operating

Clinic


	
	
	
	
	
	



Total Number of Sessions for Training : ………………………

Colleagues from Other Specialties involved in Training

	Name and Specialty
	Nature of Involvement in Training



	
	

	
	

	
	

	
	

	
	

	
	

	
	


Have all Substantive Consultants attended a “Training the Trainers” course (or equivalent).   Yes/No

If no, it is recommended that they should attend one within the next 12 months,

Other Medical Staff Members (not trainees)

Names and Positions Held:

...................................................................................................................................................................

...................................................................................................................................................................

...................................................................................................................................................................

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

……………………………………………………………………………………………………………………….

TRAINEES :

	Name


	Nature of Training Post
	Year of Training

	Specialist Trainees:

1   …………………………………….

2   …………………………………….

3   …………………………………….

4   …………………………………….

5   …………………………………….


	
	

	Trainees in Basic Surgical Training:

1   ……………………………………. 

2   …………………………………….

3   …………………………………….

4   …………………………………….

5   …………………………………….
	
	

	Other Trainees (eg Research Fellows):

1   …………………………………….

2   …………………………………….

3   …………………………………….
	
	


WORK LOAD OF UNIT (during past year)

(We recognise that at present not all these details may be available, but they should be required in future.  Units to fill in all they can.)

Code:  Operation performed by

C 
= Consultant

P 
= Trainee

PAC 
= Trainee with consultant assisting

PA 
= Trainee with senior non-consultant assisting

	
	
	
	Adult
	Children
	Total
	C
	P
	PAC
	PA

	1
	Elective Operations :

Inpatients :

Day Cases:


	General Anaesthetic

Local Anaesthetic
	
	
	
	
	
	
	

	2
	Emergency Admissions:
	Burns 

Total Resuscitated

Hands

Maxillofacial

Other

Total Emergencies


	
	
	
	
	
	
	

	3
	Outpatients
	New

Old

Total:


	
	
	
	
	
	
	


NUMBERS OF SPECIFIC INDICATOR OPERATIONS

	
	C
	P
	PAC
	PA
	Total

	Major head and neck with flap reconstruction


	
	
	
	
	

	Primary cleft lip/palate


	
	
	
	
	

	Primary hypospadias


	
	
	
	
	

	Breast reconstruction


	
	
	
	
	

	Free flap


	
	
	
	
	

	Rhinoplasty


	
	
	
	
	

	Flexor tendon repairs


	
	
	
	
	

	Replants


	
	
	
	
	

	Major lower limb trauma


	
	
	
	
	


SPECIAL COMBINED CLINICS


Regularly attended by specialist trainees?   …………………

	
	Yes
	No
	Yes
	No

	Head & Neck Malignancy


	
	
	
	

	Cleft Lip & Palate


	
	
	
	

	Craniofacial


	
	
	
	

	Hand


	
	
	
	

	Radiotherapy


	
	
	
	

	Dermatology


	
	
	
	

	Other (please specify)


	
	
	
	


PATTERNS OF WORK OF SPECIALIST TRAINEES

Working Hours per week?     ........
Is there an Emergency Duty Rota?    Yes/No

Frequency of On Call for Emergencies?    .......

TRAINING ACTIVITIES

	
	Yes
	No
	No of consultants attending (average)
	Time/Frequency

	Teaching Ward Rounds

Trainers involved ................................................

................................................

................................................

................................................

................................................


	
	
	
	

	Formal Lectures


	
	
	
	

	Visiting Speakers


	
	
	
	

	Journal Club


	
	
	
	

	Other (please specify)


	
	
	
	


Is time set aside during the working week for trainees’ private study?   Yes/No   No of hours .............

*
Unit to provide Programme of previous year’s training activities, and details of any meetings/courses/conferences organised by the unit

*
Trainees to provide details of meeting they have attended outside the Unit

TRAINING FACILITIES

Private Practice training facilities?


Yes/No

If Yes, please give details

Do trainees have a room for study?


Yes/No

Is a computer available for study and research?

Yes/No

Is a computer coding system in use?


Yes/No

Is secretarial help available for trainees?


Yes/No

Is there a laser?


Yes/No

LIBRARY  (please tick)

University Library on site   ..............  
Hospital Library   ..............   
Unit Library   ..............

Hours library is open

Name 3 textbooks in library: 

...................................................................................................................................................................

...................................................................................................................................................................

...................................................................................................................................................................

Journals taken in library: 

...................................................................................................................................................................

...................................................................................................................................................................

...................................................................................................................................................................

...................................................................................................................................................................

Are computer literature searches available?

Yes/No

In the Unit or in the Library?


(Please circle)

EBOPRAS :

RESEARCH FACILITIES

Are Research Laboratories available?


Yes/No

If Yes, where?      ………………………………………………………………………………………………….

Is there an Animal House?


Yes/No

Who supervises research?      …………………………………………………………………………………..

*
Provide a list of all theses, publications and presentations from the Unit for the past three years

AUDIT

Copies of the minutes and attendance registers from Audit meetings held over the last 12 months are to be provided along with the details of two audit projects which have been completed in the last 12 months.

Minutes enclosed:


Yes/No

Attendance registers enclosed:


Yes/No

Details of last 2 audit projects enclosed:


Yes/No

EXCHANGES/ROTATIONS

Give details of Exchanges/Rotations in the Training Programme

(name other units; length of time spent in  each unit, etc)

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

If no formal rotation, give details of programme for last three trainees

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

Subspecialty Training Options offered:

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

Can these be filled without impairing training of other trainees?

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

If new training programme or request for change in type or number of trainees, make a case for this (on a separate sheet if necessary)

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

CLINICAL GOVERNANCE

1. The hospital has in place a defined system for monitoring clinical governance and reports are considered regularly by the Trust Board.


2. The named clinical lead for clinical governance in the hospital is 

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

3. There is a system in place in the Trust for the reporting of critical incidents and adverse events


4. The performance of the Department of Plastic Surgery and it’s individual consultants is entirely satisfactory, as far as I am aware, from the point of view of clinical governance.


If no, please provide an explanation

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

Signed  (please also print)……………………………………………………………………

(Chief Executive)

EXPENSES

The Hospital(s) agree to pay any expenses incurred by the visitor(s) in connection with the inspection
.

Signed (please print).......................................................................................................  (unit manager)

Claims for expenses should be sent to: 

Name..............................................................................................................................

Address...........................................................................................................................

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

PLEASE NOTE THAT THIS SECTION MUST BE COMPLETED IN ORDER FOR THE VISIT TO GO AHEAD. 

no





yes





yes





no





no





yes








May 2004


