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SENIOR REGISTRAR LOGBOOK

FOR

PLASTIC SURGERY





Promoting the health of the population of Zimbabwe through guiding the medical and dental professions



PERSONAL DETAILS 
SURNAME							…………………………………………………
FORENAMES							(BLOCK LETTERS)
MDPCZ REGISTRATION NUMBER:					
DATE OF BIRTH 					
(DD/MM/YY)

Registered address
																										
EMAIL ADDRESS											
Date of Commencing SR supervised Training 					……………………………...
Name of training Institution 						………………………………………
Institutions & Periods/Dates
1  									
2  									
3  									
4  									
Date of Assessment......................................................................................

Names of Assessors: Dr.................................................................................

			Designation.............................................................
			
			DR...........................................................................

			Designation.............................................................

I certify that I have checked and verified this Logbook 
	……………………………………………………………...................................................................
Date  							Dean of  					






GENERIC FORMAT FOR PRE-REGISTRATION SENIOR REGISTRAR IN PLASTIC SURGERY

	Personal Attributes 
	Strengths
	Areas Of Improvement
	Score 


	1. Presentation
       Personal/physical appearance 
	
	
	

	1. Communication 
Patient, relatives and any other interested parties.
Effective verbal skills.  Present ideas and information concisely.  Inspires confidence in colleagues.  Keeps others well informed etc 
       Interpersonal relations
        Work colleagues and superiors 
	
	
	

	1. Management
Planning and Organization
Sets goals and priorities.  Plans ahead and utilizes resources effectively.  Ability to meet deadlines and monitor tasks. 

	
	
	

	1. Judgement 
Considers pros and cons before making decisions.  Considers risks.  Considers impact of decisions and seeks advice.

	
	
	

	1. Leadership 
Effectively manages situations and implements changes when required.  Motivates, coordinates, guides and develops subordinates through actions and attitudes.

	
	
	

	1. Ethics 
Observance of both the patient’s and the doctor’s rights. Considers the ethical impact of decisions.  Demonstrates actions and attitudes of integrity.

	
	
	

	1. Reliability 
Can achieve goals without supervision.  Dependable and trustworthy.
	
	
	

	1. Quality of Work
Achieves high quality of work that meets requirements of the job.
	
	
	

	1. Quantity of Work
Achieves or exceeds the standard amount of work expected on the job.
	
	
	

	1. Initiative 
A self starter.  Provides solutions to problems.
	
	
	

	1. Cooperation 
Willingness to work with others as a team member
	
	
	

	1. Assessment by other disciplines 
Professional conduct, reliability and quality of work.
	
	
	

	1. Participation in clinical audit, clinical governance and Continuous Professional Development  
	
	
	

	1. Teaching
Junior medical and dental staff.  Nurses and other health professionals.
	
	
	

	1. Research
Participation in ongoing research.
	
	
	

	1. Others
	
	
	


Score 1 – 5 : 1 is the worst score and 5 is the best score.  Meet candidate quarterly and discuss strengths and areas of improvement.  Consolidate with rating from other departments for overall



PLASTIC SURGERY SENIOR REGISTRAR LOGBOOK



ACUTE BURN/RECONSTRUCTION SURGERY

1.	SPLIT THICKNESS SKIN GRAFT:					At least 5	
	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

	

	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………




2.	FULL THICKNESS SKIN GRAFT		At least   5

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ………………………………………………….	Date …………………………………………………………………… 

	






	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………









Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………




3.	CONTRACTURE RELEASE: Cross Cut and Skin Graft		At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed …………………………………………………..	date…………………………………………………………………………. 


	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

	





	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


4.	CONTRACTURE RELEASE: Release and Flap repair (Z-plasty, Other flap)	             	At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ………………………………………………………..		date ……………………………………………………………

	
	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

	






	


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

5.	RELEASE OF CONTRACTURES: Release and Full Thickness	 Skin Graft (eg fingers)	At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….




Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….








Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….


CLEFT LIP AND PALATE

6	CLEFT LIP REPAIR		At least 4

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………..	date …………………………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….








Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….


7.	CLEFT PALATE REPAIR				At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………………		date ……………………………………………………………










Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed ……………………………………………………..		date …………………………………………………………….




CONGENITAL HAND DISORDERS

8.	EXCISION OF EXTRA DIGITS		At least 4

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………….		date …………………………………………………………….

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………….		date …………………………………………………………….





Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


9.	RELEASE OF SYNDACTYLY				At least 4

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………








Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………










10.	EXCISION OF CONGENITAL CONSTRICTION BANDS and REPAIR		At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ………………………………………………	date …………………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………


SURGERY OF THE INJURED HAND

11.	DEBRIDEMENT			At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ……………………………………………………		date ………………………………………………………..




Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………




12.	FLEXOR TENDON REPAIR		At least 2
	
	



Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	



Signed …………………………………………………………….	date …………………………………………………………….


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………






13.      	EXTENSOR TENDON REPAIR		At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ………………………………………………………..		date …………………………………………………………….


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


14.	NERVE REPAIR			At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………………..	date …………………………………………………………….






15.	AMPUTATION OF DIGITS			At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ……………………………………………………….		date …………………………………………………………….


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………



16.	CROSS FINGER FLAP		At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ………………………………………………………..		date …………………………………………………………….






Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………


17.	RADIAL FOREARM FLAP		At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ………………………………………………………..		date ……………………………………………………………

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………









18.	GROIN FLAP			At least 2
	
Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed ………………………………………………………		date …………………………………………………………….



Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………



19.	TENDON TRANSFERS		At least 1

Date of assessment:

Name of assessor:

	Name of Patient
	

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………		date …………………………………………………………….


21.          CARPAL TUNNEL SYNDROME         At least 1


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………



LOWER LIMB RECONSTRUCTION:

21.	  FASCIOCUTANEOUS FLAP			At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………….		date …………………………………………………………….



Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………


22.	  GASTROCNEMIUS FLAP		At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………		date …………………………………………………………… 



22.         SOLEUS FLAP	                                             At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………		date …………………………………………………………… 


23.           REVERSE SURAL ARTERY FLAP                  At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………

24.              CROSS LEG FLAP                                      At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………


25.               PROPELLAR FLAP                                    At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………

26.                FREE FLAP                                               (If possible)


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………



SURGERY FOR PRESSURE ULCERS

27.                EXCISION OF PRESSURE ULCER AND DIRECT CLOSURE     At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed …………………………………………………		date …………………………………………………………… 



Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………

28.                EXCISION OF PRESSURE ULCER AND TRANSPOSITION/ROTATION/V-Y ADVANCEMENT FLAP                                                 At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	…………………………………………………………		date ……………………………………………………………



Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


29.                EXCISION OF PRESSURE ULCER AND TENSOR FASCIA LATA FLAP       At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………









30.                 EXCISION of PRESSURE ULCER and BICEPS FEMORIS FLAP (Ischial Pressure Sore)     At least 1


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………



LIP SURGERY

31.                WEDGE EXCISION OF LESION AND DIRECT CLOSURE      At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


32.                RECONSTRUUCTION OF LIP WITH ABBE/ESTLANDER FLAP       At least 2


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

33.                LIP SHAVE and MUCOSAL ADVANCEMENT   At least 2


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………





Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


FACE

34.                SUTURE FACIAL LACERATIONS              At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………





Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


35.                 EXCISION SKIN CANCER and LOCAL FLAP/FULL THICKNESS GRAFT    At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………









Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


36.                 NASOLABIAL FLAP                                At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


37.                 BILOBED FLAP                                      At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………







38.                 COMPOSITE GRAFT (Ear) FOR RECONSTRUCTION OF SMALL DEFECTS OF NOSE etc                            At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

39.                FOREHEAD FLAPS                                  At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

LYMPHADENECTOMY eg. Groin Dissection

40.                 LYMPH NODE DISSECTION                  At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


EXCISION OF SKIN CANCERS (eg Squamous cell/Basal cell/Malignant Melanoma)

41.                  EXCISION OF SKIN CANCERS            At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………





BODY SCULPTING/AESTHETICS

42.                 ABDOMINOPLASTY                                At least 2

Date of assessment:
   
Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

43.                 LIPOSUCTION/LIPOFILLING               At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


BREAST SURGERY

44.                 REDUCTION MAMMOPLASTY AND CORRECTION OF PTOSIS OF THE BREAST                       At least 3

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

45.                RECONSTRUCTION OF THE BREAST AFTER MASTECTOMY              At least 3

· LATISSIMUS DORSI FLAP
· TRAM FLAP
· BREAST IMPLANTS

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………




Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


46.                 EXCISION BREAST LUMPS                         At least 3


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………








Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………





47.                SURGERY FOR GYNECOMASTIA           At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………






Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


EYELIDS


48.               RELEASE OF ECTROPION                                      At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………





49.                TARSORRHAPHY                                     At Least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

50.                 AMPUTATION (BELOW/ABOVE KNEE)                   At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………








Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

51.                CIRCUMCISION                                     At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………


Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………










52.                  HYPOSPADIAS REPAIR                               At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

53.                  FASCIOTOMY FOR COMPARTMENT SYNDROME                At least 2

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………









54.                 DELTOPECTORAL FLAP                                         At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………



55.                SUPERFICIAL PAROTIDECTOMY                          At least 1

Date of assessment:

Name of assessor:

	Hospital Number
	

	Date
	

	Surgeon
	

	Assistant
	

	Supervisor’s Signature
	

	
	




Signed 	……………………………………………………..		date ……………………………………………………………





…………………………………………………………………………………………….















Recommendation by the Coordinator/Head of Unit (where applicable)

Eligible for Registration 

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

Not Eligible for registration 

……………………………………………………………………………………………….

Overall Recommendation by the Chairperson of Department (please print name & stamp)

Eligible for Registration 

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

Not Eligible for registration 

………………………………………………………………………………………………

Recommendation by the Association (please print name & stamp)


Eligible for Registration 

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

Not Eligible for registration 

………………………………………………………………………………………………


PLEASE GIVE REASONS IF THERE IS A NEGATIVE REPORT 

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

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

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

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

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

COMMENTS BY THE SENIOR REGISTRAR 

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

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

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

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


SIGNATURE 

…………………………………………………….DATE:…………………………………………………………….














































Approved March 2024 
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