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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 continues with Book 2 – Surgical Emergencies, a focused volume dedicated to the principles and management of acute surgical conditions frequently encountered in both clinical practice and the FRCS Section 1 Examination.

Emergencies represent the true test of a surgeon’s clinical reasoning, prioritisation, and ability to act decisively under pressure. Within the FRCS framework, these scenarios are assessed not only through factual knowledge but through an understanding of underlying pathophysiology, diagnostic interpretation, and evidence-based intervention.

This volume builds upon the conceptual foundation established in Book 1 – Basic Science and Surgical Practice, moving the reader into the practical and time critical domain of acute general surgery. It presents carefully selected Single Best Answer (SBA) questions, each followed by detailed explanations and analytical “advanced surgical talks” that explore the rationale behind every decision — from initial resuscitation to definitive management.

Emphasis is placed on current UK guidelines, including those from NICE, the Royal College of Surgeons (RCS), and the World Society of Emergency Surgery (WSES), ensuring that candidates are aligned with the most up-to date standards of surgical care. This book aims to train not only for examination success but for the mindset of a safe and decisive surgeon. The explanations are intended to encourage pattern recognition, rapid prioritisation, and a deeper appreciation of the surgical principles governing emergency decision-making.

It is hoped that this work will serve as a trusted companion for trainees preparing for the FRCS Section 1 examination and as a concise refresher for practising surgeons who wish to reinforce the fundamentals of emergency surgical care.

Dr Khalid Hussun Jawad 

Consultant General Surgeon

MBChB, HDip GSurg, Dip MAS, MRCS–Ed, 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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Acute surgical emergencies constitute one of the most demanding and intellectually challenging aspects of general surgery. They require the surgeon to combine rapid assessment, sound judgement, and evidence-based decision-making—skills that are equally tested in Section 1 of the FRCS General Surgery Examination.

This part of the exam expects candidates to demonstrate mastery not only of diagnostic accuracy but also of prioritisation, resuscitation principles, and operative reasoning under pressure.

Book 2 – Surgical Emergencies in the Advanced Surgical Talks in FRCS Examination series has been designed to strengthen these exact competencies. Each chapter presents carefully structured Single Best Answer (SBA) scenarios derived from real-life emergency presentations, followed by comprehensive explanations that dissect the pathophysiology, investigations, and management options. The analytical “talk” accompanying every question encourages the reader to think beyond memorisation—to understand the rationale behind each clinical decision.

The topics span the full range of acute general surgery, including abdominal catastrophes, gastrointestinal perforations, intestinal obstruction, acute pancreatitis, biliary emergencies, trauma, vascular catastrophes, and postoperative complications. Each discussion is aligned with current NICE, Royal College of Surgeons (RCS), and World Society of Emergency Surgery (WSES) recommendations, ensuring relevance to contemporary UK practice.

This book aims to cultivate the habit of structured thinking under time pressure— the ability to filter, focus, and act. By mastering the logic behind emergency management, candidates not only prepare for examination success but also develop the reflexes and insight that define competent, confident, and safe surgeons.
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Case 1: Unresolved Sepsis after Groin Exploration in a Diabetic Patient
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Clinical Scenario: A 54-year-old male with poorly controlled type 2 diabetes mellitus and a recent history of femoral vein catheterisation presents with fever, right lower quadrant pain, and a tender swelling in the right groin. His temperature is 38.6°C and heart rate is 105 bpm. Laboratory investigations show a white cell count of 14.2 × 10⁹/L and a C-reactive protein (CRP) of 295 mg/L.

A preoperative ultrasound reveals a 3 cm hypoechoic area away from major vessels. Examination under anaesthesia (EUA) with incision and drainage is performed. Only 3 ml of turbid fluid is aspirated, and there is minimal cavity formation. Despite the procedure, the patient remains febrile and tachycardic in recovery.

Question: What is the most appropriate next step in the management of this patient?

	Intraoperative re-exploration using needle aspiration

	Repeat broad-spectrum antibiotics and observe overnight

	Intraoperative ultrasound to search for deeper collection

	Obtain contrast-enhanced CT scan of abdomen and pelvis

	Discharge home with oral antibiotics and outpatient review


Explanation: This case highlights a clinical-radiological mismatch — high inflammatory markers (CRP nearly 300), ongoing sepsis, and minimal pus drainage during surgery. In patients with comorbidities like diabetes and a history of femoral access, one must maintain a high index of suspicion for deep collections, including retroperitoneal or iliopsoas abscesses.

Intraoperative needle aspiration (A) is not appropriate in this context due to the blind approach and potential risk of vascular injury. Observation alone (B) delays definitive diagnosis. Intraoperative ultrasound (C) is not routinely used in UK emergency general surgery and is inferior to CT for retroperitoneal pathology.

The best course of action is contrast-enhanced CT (Option D) to identify any deep-seated collections and guide further intervention. This imaging modality provides vital anatomical detail and allows coordination with interventional radiology if percutaneous drainage is needed [1,2].

Discharging the patient (E) with unresolved sepsis is unsafe and inappropriate.

Advanced Surgical Talk: In surgical emergencies, especially when imaging and operative findings do not align, deeper sources of sepsis must be considered. Diabetic patients are prone to atypical infections, poor wound healing, and concealed abscesses, particularly after instrumentation or catheterisation.

An important clinical sign is a high CRP with minimal surgical yield, which should alert the surgeon to an undiagnosed collection. While bedside or intraoperative ultrasound may seem attractive, their limited resolution and user dependence often make them inferior to contrast-enhanced CT, particularly for retroperitoneal, psoas, or pelvic side-wall abscesses.

Prompt imaging post-EUA avoids unnecessary reoperations and enables targeted, radiologically guided drainage — aligning with current best practice in UK emergency general surgery. Always match the patient’s physiology with their anatomy — if it doesn’t add up, investigate deeper [3].

Correct Answer: D. Obtain contrast-enhanced CT scan of abdomen and pelvis

References:

	Harding KG, Morris HL. Diabetic sepsis and the hidden abscess: surgical strategies. Ann R Coll Surg Engl. 2021;103(6):394–399.

	Ahmed K, Chambers A. Imaging protocols in deep soft tissue sepsis. Clin Radiol. 2023;78(1):19–25.

	National Emergency General Surgery Guidelines (NEGS) – Royal College of Surgeons of England, 2023.
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Case 2: Acute Cholecystitis in a Fit Young Woman
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Clinical Scenario: A 32-year-old woman presents to the emergency department with a 36-hour history of right upper quadrant pain, fever, and nausea. She has no significant past medical history. On examination, she is febrile at 38.2°C, has a positive Murphy’s sign, and mild leucocytosis. Liver function tests, including bilirubin and alkaline phosphatase, are all within normal range. Ultrasound confirms gallbladder wall thickening, pericholecystic fluid, and multiple gallstones. The common bile duct is of normal calibre, and no stones are seen within it.

Question: What is the most appropriate next step in the management of this patient?

	Administer intravenous antibiotics and plan elective cholecystectomy in 6 weeks

	Perform early laparoscopic cholecystectomy during the same admission

	Insert a percutaneous cholecystostomy under radiological guidance

	Schedule an urgent ERCP before proceeding to surgery

	Proceed to theatre with routine intraoperative cholangiography


Explanation: This patient presents with uncomplicated acute calculous cholecystitis with no biochemical or radiological evidence of common bile duct (CBD) obstruction. According to NICE guidelines, early laparoscopic cholecystectomy should be offered ideally within 7 days of symptom onset (Figure 1) [1]. In practice, "early" often includes during the same admission to reduce recurrent attacks and hospital readmissions.

In young, fit patients, early surgery is generally safer and preferred. There is growing support that oedema during acute inflammation may facilitate easier dissection of Calot’s triangle. Additionally, female patients tend to have less fibrotic tissue compared to males, possibly due to hormonal factors, making the dissection more straightforward [2].

Antibiotics (A) may be considered in elderly or frail patients or when surgery is delayed due to logistical issues, but are not definitive treatment. Cholecystostomy (C) is reserved for severely ill or septic patients unfit for anaesthesia, often as a bridging procedure in empyema or cholangitis. Routine ERCP (D) is not indicated in the absence of CBD stones or obstructive LFTs. Small CBD stones may pass spontaneously, and routine pre-operative ERCP is not indicated without biochemical or radiological evidence of obstruction. Routine intraoperative cholangiography (E) is not mandatory and typically left to the discretion of the operating surgeon, particularly when there is no suspicion of choledocholithiasis [3].

Advanced Surgical Talk: Management of acute cholecystitis has shifted significantly toward early laparoscopic cholecystectomy, especially in fit, low-risk patients. Evidence shows that this approach reduces morbidity, length of stay, and healthcare costs compared to delayed elective surgery. Some surgeons fear challenging dissections during acute inflammation; however, the converse may also be true: in early phases of inflammation, oedema creates planes that facilitate dissection. This is particularly advantageous in women and younger patients. In contrast, males, especially those with repeated subclinical attacks, may present with dense fibrosis, making surgery more demanding.

Routine intraoperative cholangiography remains controversial. While it can detect unsuspected CBD stones, it is not always necessary when the preoperative workup (normal LFTs and ultrasound) is reassuring. The key is to tailor the approach based on patient risk, available expertise, and intraoperative findings.

Finally, percutaneous cholecystostomy should be seen as a rescue or temporising measure, not first-line in a stable young patient.

Correct Answer: B. Perform early laparoscopic cholecystectomy during the same admission

References:

	NICE Guidelines. Gallstone disease: diagnosis and management. [CG188]. 2014.

	Gurusamy KS, et al. Early versus delayed laparoscopic cholecystectomy for acute cholecystitis. Cochrane Database Syst Rev. 2013;6:CD005440.

	Strasberg SM. Routine intraoperative cholangiography: pros and cons. HPB (Oxford). 2016;18(5):333–341.
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Management Pathway for Symptomatic Gallstone Disease (NICE-Aligned, UK Practice)
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In patients presenting with biliary symptoms ( Figure 1), including biliary colic, acute cholecystitis, or gallstone pancreatitis, trans-abdominal ultrasound remains the first-line investigation to confirm gallbladder stones and assess ductal dilatation [1]. Subsequent management is directed by stratifying the risk of concomitant common bile duct stones (CBDS) using serum bilirubin, liver function tests, bile duct diameter on imaging, and the presence of clinical features such as jaundice or cholangitis [1,2].

Patients at low risk (normal liver enzymes, no jaundice, and a common bile duct ≤ 6 mm) should proceed directly to laparoscopic cholecystectomy without further ductal imaging [1]. Those with intermediate risk (mildly abnormal liver tests or borderline ductal dilatation) require further assessment with MRCP or endoscopic ultrasound; confirmed ductal stones mandate ERCP prior to cholecystectomy, whereas negative imaging allows safe progression to surgery [1,2]. Patients at high risk (biochemical cholestasis, bilirubin > 70 μmol/L, clinical cholangitis, or stones visible on imaging) should undergo urgent ERCP for duct clearance followed by interval laparoscopic cholecystectomy [2,3].

References:

	National Institute for Health and Care Excellence (NICE). Gallstone disease: diagnosis and management (CG188). London: NICE; 2014 (updated).

	Williams E, Beckingham I, El Sayed G, et al. Guidelines on the management of common bile duct stones (CBDS). Gut. 2017;66(5):765–782.

	Bailey H, Love M, Williams NS, O’Connell PR, McCaskie AW. Bailey & Love’s Short Practice of Surgery. 28th ed. London: CRC Press.



	Figure 1: Algorithm for the Management of Symptomatic Gallstone Disease
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Case 3: Small Bowel Obstruction with Signs of Peritonitis

[image: ]


Clinical Scenario: A 69-year-old woman presents with 2 days of abdominal distension, bilious vomiting, and no passage of stool or flatus. She has a past surgical history of a total abdominal hysterectomy. On examination, she is tachycardic (HR 108 bpm), febrile (38.4°C), and her abdomen is grossly distended, tympanic, and generally tender with signs of peritonism (guarding and rebound tenderness). Laboratory tests reveal a raised white cell count and CRP of 240 mg/L. An erect chest X-ray shows free air under the diaphragm, and a CT scan demonstrates dilated small bowel loops with a transition point in the midileum, along with free fluid and pneumoperitoneum.

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

	Immediate intravenous antibiotics and close observation

	Gastrografin challenge to assess for resolution of obstruction

	Diagnostic laparoscopy and washout

	Emergency laparotomy

	Nasogastric decompression and supportive care


Explanation: This patient has classic features of adhesional small bowel obstruction complicated by perforation and peritonitis, which constitutes a surgical emergency. The presence of pneumoperitoneum and free intraperitoneal fluid suggests either ischaemic bowel with secondary perforation or frank rupture due to high intraluminal pressure. In such cases, laparotomy (Option D) is the gold standard approach. Conservative management or further diagnostics such as gastrografin studies are contraindicated once peritonitis is suspected. Although gastrografin may have a role in uncomplicated adhesive SBO as both a diagnostic and therapeutic tool, its use is not advised when perforation or ischaemia is suspected [1]. Laparoscopy (Option C) is generally avoided in the presence of generalized peritonitis as it may delay definitive management and limit exposure, especially in a dilated, friable bowel field [2].

Antibiotics (Option A) are essential as part of perioperative care but must not delay surgical intervention. Similarly, nasogastric decompression (Option E) is supportive but insufficient as definitive management in this scenario [3].

Advanced Surgical Talk: Perforated or ischaemic small bowel obstruction is a time-critical surgical pathology. Adhesions remain the most common cause of SBO, but when complicated by signs of sepsis or peritonitis, urgent laparotomy is indicated. In elderly patients, atypical presentations may delay diagnosis — especially if pneumoperitoneum lifts the abdominal wall, blunting signs of peritonism. In such cases, relying solely on observation or imaging can be fatal. Gastrografin should only be used in clinically stable patients without red flags (e.g., fever, rising CRP, leucocytosis, tachycardia, peritonism). Moreover, perforation creates a contaminated peritoneal cavity where laparoscopy may be unsafe or inadequate, especially if there is ongoing leakage, necrotic tissue, or dense adhesions (Figure 2).

	Figure 2::Small Bowel Obstruction: Clinical Features and Red Flags for Surgery
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Early decision-making and prompt laparotomy not only save bowel but also lives. The key is correlating radiological findings with clinical deterioration and not hesitating once peritonitis is evident.

Correct Answer: D. Emergency laparotomy
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Case 4: Uncomplicated Adhesive Small Bowel Obstruction
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Clinical Scenario: A 58-year-old woman presents with 24 hours of generalised colicky abdominal pain, nausea, and vomiting. She has a history of total abdominal hysterectomy 10 years ago. She is haemodynamically stable and afebrile. On examination, her abdomen is distended but soft with no signs of peritonism. Bowel sounds are hyperactive. Blood tests show a normal white cell count, normal CRP, and normal lactate.

An abdominal X-ray shows dilated loops of small bowel with multiple air-fluid levels. A CT abdomen with contrast reveals a transition point in the mid-ileum with proximal dilatation and no evidence of pneumatosis intestinalis, free fluid, or pneumoperitoneum.

Question: What is the most appropriate next step in the management of this patient?

	Proceed directly to laparotomy

	Perform a diagnostic laparoscopy

	Start conservative management with fluid resuscitation and NGT decompression

	Administer Gastrografin and take to theatre immediately

	Empirical broad-spectrum antibiotics and early CT angiography


Explanation: This patient has clinical and radiological features of an uncomplicated adhesive small bowel obstruction (SBO). She is stable, has no signs of sepsis, and imaging confirms no red flags (no free fluid, pneumoperitoneum, or bowel wall compromise). The gold standard in such cases is initial conservative management 

(Option C). This includes intravenous fluid resuscitation, nil by mouth (NBM), nasogastric tube decompression, and close monitoring. Gastrografin can be used after initial stabilisation and has both diagnostic and therapeutic benefits. If resolution occurs within 24–48 hours, surgery can be avoided. If obstruction persists beyond 48 hours, or if clinical deterioration occurs, operative intervention becomes necessary [1,2].

There is no role for immediate laparotomy or laparoscopy without signs of peritonism or systemic compromise. Likewise, routine CT angiography or empirical antibiotics are not required in a stable patient without signs of ischaemia or sepsis.

Advanced Surgical Talk: Management of adhesional SBO without red flags has evolved to favour a conservative, stepwise approach, especially in stable patients with a clear history of previous surgery and no signs of strangulation.

The utility of water-soluble contrast agents like Gastrografin lies in their ability to enhance peristalsis and predict the need for surgery — failure to pass contrast into the colon within 24 hours suggests the need for surgical intervention.

Antibiotics are not routinely required unless there is suspicion of bacterial translocation, rising inflammatory markers, or systemic inflammatory response. Repeated abdominal examination, serial blood tests, and imaging form the cornerstone of safe non-operative management. If managed well, over 70–80% of uncomplicated adhesive SBO cases resolve without the need for surgery [3].

Correct Answer: C. Start conservative management with fluid resuscitation and NGT decompression

References:

	Di Saverio S, et al. Bologna guidelines for diagnosis and management of adhesive small bowel obstruction (ASBO). World J Emerg Surg. 2013;8:42.
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	O’Connor DB, Winter DC. The role of Gastrografin in adhesive small bowel obstruction — a systematic review of randomised controlled trials. Surgeon. 2012;10(4):250–258.
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Case 5: Small Bowel Perforation in Matted Loops
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Clinical Scenario: A 63-year-old male is undergoing laparotomy for small bowel obstruction. Intraoperatively, dense adhesions are encountered, with matted loops of small bowel. After cautious adhesiolysis, a small perforation is noted in the mid-jejunum with moderate contamination of the peritoneal cavity by enteric contents. The surrounding bowel is oedematous and plastered, with poor mobility. There is no evidence of ischaemia or additional perforations.

Question: What is the most appropriate surgical management of the perforation?

	Resection of the affected bowel and primary anastomosis

	Resection of affected segment with proximal stoma formation

	Primary closure of the perforation with washout and drainage

	Creation of a controlled enterocutaneous fistula

	Laparostomy and delayed second-look laparotomy


Explanation: In this case, the most appropriate step is primary closure of the perforation (Option C). The key intraoperative detail is the presence of matted bowel loops, which implies extensive adhesions. Attempting to resect a segment in such a setting would risk multiple enterotomies and potentially catastrophic bowel loss. Similarly, forming a stoma is not necessarily safer, as mobilising the bowel may lead to injury and poor stoma placement. With adequate peritoneal washout, primary closure is a valid and often preferable option, particularly when dealing with small bowel contents. This is distinct from large bowel perforations, where faecal contamination carries higher risk. In both settings, appositional sutures should be placed carefully to avoid cheese wiring, and a drain is advised near the closure site [1,2].

Omental patching can be used as reinforcement after closure. The omentum provides vascular support and protection, especially where tissue quality is suboptimal. Creating a controlled fistula (Option D) without attempting closure first is suboptimal and associated with prolonged recovery, nutritional loss, and skin complications. Laparostomy (Option E) is reserved for damage control or ischaemic bowel pending second look.

Advanced Surgical Talk: When dealing with perforations in the context of matted bowel, the decision to resect must be approached cautiously. Every additional dissection risks a second or third injury. A “do no harm” mindset applies: rather than creating a new anastomosis under tension or poorly vascularised conditions, a well-executed primary closure with drainage can often suffice. The concept of cheese-wiring (suture tearing through friable bowel) highlights the need for fine judgement, gentle tissue handling, and layered closure techniques. Reinforcing the closure with an omental patch can provide structural support and mitigate leakage risk [3].

Surgeons should also anticipate the possibility of a postoperative fistula — and prepare accordingly — but not accept it as the initial plan. A pre-emptive controlled fistula creates a high-output, difficult-to-manage clinical scenario unless absolutely necessary.

Correct Answer: C. Primary closure of the perforation with washout and drainage

References:

	Shapiro M, et al. Management of enteric perforations in complex adhesions. 
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	Burcharth J, et al. Role of omental patching in emergency gastrointestinal surgery. World J Emerg Surg. 2023;18(1):19.
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Case 6: Documentation After a Penetrating Injury
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Clinical Scenario: You are the on-call surgical registrar in a busy emergency department. A 28-year-old man is brought in by ambulance with a stab wound to the left upper abdomen. He is haemodynamically stable. While you are assessing him, his wife, who is visibly upset, tells you, “His brother stabbed him during a fight at home.” The triage nurse later repeats a similar statement. The patient, however, is quiet and says nothing about the circumstances of the injury. Later, you are asked by the police to provide a written medical summary of the case.

Question: Which of the following is the most appropriate way to document the mechanism of injury in your medical report?

	"The patient was stabbed by his brother during a domestic altercation." 

	"The injury was sustained during a fight with his brother, according to his wife."

	"The patient was stabbed at home. His wife reports the brother was involved." 

	"The patient presented with a stab wound. The identity of the assailant is unconfirmed."

	"This is clearly a case of domestic violence between family members."


Explanation: This question highlights a critical legal and professional responsibility: distinguishing facts from hearsay or assumptions when documenting cases of trauma. As clinicians, especially in emergency or surgical settings, we must limit ourselves to objective findings and verifiable statements.

"The patient presented with a stab wound. The identity of the assailant is unconfirmed."

This phrasing is clinically and legally sound. While others (wife, nurse) may claim who was responsible, these are unverified statements unless the patient confirms them or they are corroborated by police or legal documentation.

Option A assumes guilt without confirmation.

Option B repeats hearsay but still partially implies a conclusion.

Option C mixes fact with indirect implication.

Option E is entirely interpretive and inappropriate.

In medicolegal reporting — especially when a police report may be used in court — clinical objectivity is paramount. The surgeon should report injury characteristics, findings, interventions, and relevant clinical outcomes, while avoiding assigning blame or interpreting social context unless verified.

Advanced Surgical Talk: In real-life emergency settings, surgeons frequently encounter violence-related trauma, including stabbings, gunshots, and assaults. These are not just clinical cases — they are legal events, and how we document them can have serious implications for the patient, family, and legal proceedings [3].

Every trauma case must be documented with:


•  Objective physical findings (location, size, depth, contamination, 


associated injuries)


•  Patient-reported history, if provided, clearly marked as such

•  Statements from others (relatives, paramedics) must be quoted and attributed

•  Avoid assumptions or interpretation — even when obvious


Your documentation should withstand scrutiny in court, and more importantly, reflect your professional integrity as a surgeon. Stick to what is clinically relevant and legally accurate.

Correct Answer: D. The patient presented with a stab wound. The identity of the assailant is unconfirmed.

References:

	General Medical Council (GMC). Good Medical Practice – Record Keeping. Updated 2023.

	Royal College of Surgeons. Medicolegal Aspects of Trauma Surgery. RCS England, 2021.

	Association of Surgeons of Great Britain and Ireland. Clinical Documentation in Emergency Surgery: Guidelines and Best Practice. 2022.



	Figure 3: Clinical Facts vs Hearsay in Surgical Assessment
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Case 7: Rectal Bleeding After Ileostomy Reversal
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Clinical Scenario: A 61-year-old woman presents with fresh rectal bleeding two days after undergoing elective ileostomy reversal. The original surgery was a low anterior resection performed 6 months ago for rectal cancer. She is otherwise stable, haemodynamically normal, and afebrile. On examination, there is fresh blood per rectum, but no abdominal tenderness. Her haemoglobin has dropped slightly from 115 g/L to 103 g/L. The stoma site has healed well.

A flexible sigmoidoscopy shows blood pooling in the rectum with no active bleeding point seen. The staple line at the anastomosis appears intact with some mild mucosal oedema.

Question: What is the most likely cause of bleeding in this patient?

	Disuse proctitis

	Staple line bleed from the anastomosis

	Haemorrhoids

	Missed tumour or angiodysplasia

	Bleeding from small bowel due to reversal tension


Explanation: This patient presents with early post-operative rectal bleeding following ileostomy reversal, and the timing and findings point toward staple line bleeding (Option B). The anastomosis is still relatively fresh, and staple line bleeds, although rare (1–2%), are a recognised complication. They often settle conservatively if the patient is stable and bleeding is minimal to moderate [1].

Disuse proctitis (Option A) is a differential diagnosis, especially in patients with long-standing diverted bowel. However, it tends to occur over a longer duration (often months to years) and is associated with ongoing mucus discharge or blood during diversion, which would have likely been noted before reversal [2].

Haemorrhoids (Option C) are also a possibility, but after 6 months of diversion, the rectal passage was unused, making engorgement or symptomatic haemorrhoids unlikely.

Missed tumours or angiodysplasia (Option D) are highly unlikely due to modern surveillance protocols — this patient likely had a scope before and/or after her index operation.

Bleeding from small bowel (Option E) is not a common finding in ileostomy reversal and would not present as fresh rectal bleeding.

Advanced Surgical Talk: Post-reversal bleeding presents a diagnostic and management challenge. The anastomosis site, especially one created with a circular stapler, is a key suspect in early bleeds. Most staple line bleeds are venous and self-limiting, but significant bleeds may necessitate relook surgery.

Flexible sigmoidoscopy is the initial investigation of choice. If bleeding is severe or persistent, CT angiography may be used to localise a bleeding source. However, interventional radiology (e.g. embolisation) near the anastomosis must be approached with caution, as it may compromise the blood supply to the healing bowel join.

Disuse colitis (proctitis) tends to be chronic, more insidious, and associated with mucous discharge rather than bright rectal bleeding. Haemorrhoids, in the absence of prior constipation or straining, are unlikely to be the first diagnosis [3].

Management is often supportive: IV fluids, observation, serial Hb checks. Relook surgery is reserved for ongoing or severe bleeding, haemodynamic compromise, or suspicion of an anastomotic leak.

Correct Answer: B. Staple line bleed from the anastomosis

References:
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