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Abstract

BACKGROUND: The use of various biological and
non-biological simulators is playing an important role
in training modern surgeons with laparoscopic skills.
However, there have been few reports of the use of a
fresh porcine cadaver model for training in laparoscopic
surgical skills. The purpose of this study was to report on
a surgical training seminar on reduced port surgery using
a fresh cadaver porcine model and to assess its feasibility
and efficacy. MATERIALS AND METHODS: The
hands-on seminar had 10 fresh porcine cadaver models
and two dry boxes. Each table was provided with a unique
access port and devices used in reduced port surgery.
Each group of 2 surgeons spent 30 min at each station,
performing different tasks assisted by the instructor. The
questionnaire survey was done immediately after the
seminar and 8 months after the seminar. RESULTS: All
the tasks were completed as planned. Both instructors
and participants were highly satisfied with the seminar.
There was a concern about the time allocated for the
seminar. In the post-seminar survey, the participants felt
that the number of reduced port surgeries performed by
them had increased. CONCLUSION: The fresh cadaver
porcine model requires no special animal facility and can
be used for training in laparoscopic procedures.
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training, reduced port surgery, surgical education
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INTRODUCTION

From the 1990s, laparoscopic surgery started gaining in
popularity for its minimally invasive approach and cosmetic
benefit for the patients. For surgeons, a two-dimensional
environment, longer instruments, fulcrum effect and
decreased tactile response meant that completely new
techniques were required to perform surgery using this
method.!" The surgical curriculum evolved from only
consisting of observational learning to actual surgical
performances by surgeons-in-training. The ethical and safety
issues of practicing on patients gave rise to learning outside
operating rooms. Box trainers, porcine models, human
cadavers and, more recently, virtual reality simulators have
significantly assisted modern surgeons in completing the
early phase of their learning curve outside the operation
rooms.*? Studies have shown that training with simulators
to achieve proficiency improves the performances of the
surgeons in the operating room.*®l

Along with this, surgeons had also started pushing
themselves further trying to achieve the holy grail of scarless
surgery by using a single site to introduce instruments and
using instruments with smaller diameters, or using natural
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orifices as access points.”'"! “Reduced port surgery” is the
term that was coined to include all these surgical techniques
aiming to reduce trauma related to access in the surgical
field."? In the last few years, a huge array of access ports
and devices for reduced port surgery have been developed.
Japan has also seen an exponential rise in the number both
of performing surgeons and types of operations performed
using reduced port surgery techniques. However, we felt
that there was a lack of training seminars to introduce
devices and techniques of various reduced port surgery
to the surgeons. The First Reduced Port Surgery Forum
provided us with an ideal opportunity to host such a
seminar.

The use of live porcine models is well documented in
the literature, and has shown to have improved surgical
performance.” However, a huge effort is needed in order
to hold a large-scale training seminar due to the need of
animal lab and animal care facilities as well as anaesthesia.
We thus decided to conduct our seminar using fresh porcine
cadaver models.

Purpose
The purpose of this study was to report on a large-scale
surgical training seminar on reduced port surgery done using
the porcine cadaver model, and to assess its feasibility and
efficacy.

MATERIALS AND METHODS

This hands-on seminar was jointly organised by the Reduced
Port Surgery Forum (Japan) and Department of Gastrointestinal
Surgery II, Hokkaido University, during the 1 Reduced Port
Surgery Forum in August 2012. The seminar was held in
the Hokkaido University animal laboratory. The seminar
was approved by the Ethical Committee of the Hokkaido
University animal experiment centre. The participants were
chosen from among applicants from different centres all over
Japan. A questionnaire survey was performed immediately
after the seminar and again 8 months after the seminar to
assess the efficacy of the seminar.

Hands-on seminar

The primary goal of the seminar was to give the participants
an opportunity to try various access ports, platforms and
devices that are used for reduced port surgery, and to get
them used to the techniques and the concept of reduced
port surgery. There were 24 participants from 17 institutions
all over Japan. They were divided into 12 groups with 2
participants in each group. Twelve stations were set up
with 10 fresh porcine cadaver models and two dry boxes.

The porcine cadavers used for the seminar were sacrificed
3 h before the seminar. Each station had its individual
unique access port and device used for reduced port
surgery. All the companies involved in the production and
sales of the access ports and devices used in reduced port
surgery in Japan participated in this seminar by providing
their access ports and devices for the seminar. In total,
nine access ports/platforms, 3 needlescopic devices and
two reduced port devices were provided for this seminar
[Table 1]. Each station had one or more instructors who
were experts in the use of the device at that station.
In total there were 17 instructors, 1 advisor, 2 guest
instructors, and 10 members as support staff. Each group
spent 30 min at each station, performing various tasks.
The tasks included laparoscopic knot-tying in the dry box,
laparoscopic in vivo suture, laparoscopic appendectomy,
laparoscopic cholecystectomy, laparoscopic gastrostomy
(lymphadenectomy, resection and reconstruction), and
laparoscopic colectomy using reduced port devices and
procedures. The participants learned fundamental technical
skills with the various access platforms and devices of
reduced port surgery under the guidance of the instructors.

All the corporations involved in manufacturing and
distribution of the instruments used for reduced port
surgery in Japan were invited to participate in the seminar.
The seminar did not advertise one product as being better
than the other, but instead introduced the participants to
all the products available in the market and gave them a
chance to grow familiar through use with the concept of
reduced port surgery and different devices used in this type
of surgery. Participation fees collected from the participating
corporations were used solely to cover the organisational
expense of the seminar.

Table 1: Devices used in the seminar

Devices Company
Multiport devices
SILS port Covidien
Free access TOP
OctoPort Dalim Surg
EZ access Hakko
X gate Ethicon Endo-Surgery
Gel point Medical Leaders
Metal Port Suzuki Precion

Multiple trocar method
Xcel

Ethicon Endo-Surgery

MIT port Create Medic
Forceps

Prebend forceps Adachi Kogyou

Minilaparoscopy Karl Storz

BJ needle Niti-on

Minilap graspers Stryker

Roticulator forceps Covidien
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Questionnaire survey

A questionnaire survey was done immediately after the
seminar to assess the satisfaction among the participants
and instructors. Another survey was done 8 months after the
seminar to assess the effectiveness of the seminar.

The survey done immediately after the seminar consisted of
two types of questions based on 5-point Likert-type scale. The
first set consisted of questions whose answers would check
the level of satisfaction on various aspects of the seminar,
with 5 being the maximum possible score and 1 being the
minimum. The second set of questions checked for the
overall impression of the seminar, with the neutral score of
3 representing the best possible answer, and 1 and 5 being
the two extremes. The participants were also provided with
another set of questions which evaluated their perception
of the usefulness of each segment of their training. This
set of questions was also based on the 5-point Likert-type
scale, with 5 being the maximum score and 1 being the
minimum score.

The survey conducted among the participants 8 months
after the training consisted of questions on the number of
single port and reduced port surgeries performed by them
and at their institute after their training. They were also
asked questions regarding increase in single port surgery
and reduced port surgery and about the devices they used.

RESULT

Twenty-four surgeons participated in the hands-on seminar.
There were differences in the backgrounds of the participants
[Table 2]. The median practising period for the surgeons
was 12.5 years (4-29 years). The participants had performed
a median of 227.5 (0-2650) laparoscopic surgeries and
median of 22 (0-280) single port surgeries. Though the
porcine abdominal wall gradually became rigid and needed
higher pneumoperitonium pressure (20 mmHg) during the
seminar, we were able to perform all the tasks as planned.
The response rate of the questionnaire done immediately
after the seminar was 100% (24/24) among participants and

strongly felt that their single port surgery will increase with
an average score of 3.7 (%1.02) [Table 3.1]. The instructors
strongly felt that the hands-on seminar was effective with an
average score of 4.62 (£0.78) [Table 3.2].

Overall impression

The majority of participants [22/24 (92%)] and of instructors
[12/16 (75%)] felt that the number of participants per group
was highly appropriate. Similarly, 23/24 (96%) participants and
12/16 (75%) instructors felt that the number of instructors was
highly appropriate. Regarding the fees of the seminar (20000
JPY = approx. 200 USD), 7/16 (44%) instructors felt that it was
highly appropriate, while 8/16 (50%) instructors felt that it
was either very cheap or cheap. Of the participants, 20/24
(83%) felt that the fee was highly appropriate.

Seminar time

With regard to the total time allocated for the seminar, while
10/24 (42%) participants and 6/16 (37.5%) instructors felt
that it was appropriate, 9/24 (37.5%) participants and 3/16
(19%) instructors felt that it was either short or too short.
Meanwhile, 7/16 (44%) instructors felt that it was either long
or too long. Of the participants, 7/24 (29%) could not perform
all the tasks due to the lack of time.

Specific tasks
In response to the questions about the specific tasks, the
participants responded that the training in simpler tasks

Table 2: Background of the participants

Category Median (Range)

Number of participants 24
Postgraduate year 12.5 years (4 ~ 29 years)
Number of laparoscopic surgeries 227.5 (0 ~ 2650)
performed

Number of single port laparoscopic 22 (0 ~280)
surgeries performed

Table 3.1: Satisfaction level (participants)

Question topic Mean score
Did you get used to the new devices? 3.62+1.11
Did you acquire basic skills? 3.37+0.86

94% (16/17) among instructors. The response rate fell to 54% How do you feel about the instructions given during ~ 4.43+0.65
(13/24)in th i . d ticipant: the seminar?

Inthe ques lonn.alre survey done among participants Do you think your practice of single port surgery will ~ 3.71+1.02
8 months after the seminar. increase?
Satisfaction level Table 3.2: Satisfaction level (Instructors)
On the s.u1.'vey done n.nmedlately after the sel.mnar, both Question topic Mean score
the pz?ma[?ants and instructors showed a ,hl.gh degree Were you able to teach how to handle the devices?  3.87+0.89
of satisfaction. The average scores of participants and  were you able to teach reduced port skills? 3.53+0.88
instructors were above 3 in all of the questions asked  What do you feel about the content of the seminar? ~ 3.87x0.70
[Tables 3.1 and 3.2]. At the end of the seminar, the participants 2 you think this seminar was effective? 4.62:0.78
216 Journal of Minimal Access Surgery | July-September 2016 | Volume 12 | Issue 3
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such as suturing and knot-tying was the most useful, with an
average score of 4.08 (+0.76), compared to more complex
tasks such as cholecystectomy (3.42 % 1.5), gastrectomy (3.48
+ 0.93), colectomy (3.33 = 0.94), appendectomy (3.29 =
0.98), and in vivo suturing (3.12 = 1.33) [Table 4]. The time
allocation of only 30 min for each station for each group
could be the main factor explaining this.

Impact after 8 months

The response rate from the survey done 8 months after the
seminar was 54% (13/24). In that period the participants
had performed a median of 10 (0-81) single port surgeries,
and their institutions had performed a median of 30 (0-109)
single port surgeries. Only 3/13 (23.1%) of the responders
replied that the number of single port surgeries they
performed increased and 3/13 (23.1%) of the responders had
changed the platform or devices they had previously been
using. Similarly, 8/13 (61.5%) of the responders replied that
the number of reduced port surgeries they performed had
increased [Table 5].

DISCUSSION

Studies have proved that surgeons who undergo training
and achieve proficiency using biological or non-biological
simulators perform better in the operating room compared
to surgeons who have only received conventional training in
the operating room."*' However, the type of surgical training
using simulators is still in its infancy in Japan.'™!

While training involving dry boxes is relatively easier to
perform with no constraint on where the training can
be performed, it is only suitable for the training of basic
laparoscopic skills such as suturing and handling of the
instruments. In this seminar, our purpose was focused more

Table 4: Task-specific response

Tasks Mean score
Cholecystectomy 3.42+1.5
Distal Gastrectomy 3.48+0.93
Colectomy 3.33+0.94
Appendectomy 3.29+0.97
In vivo suture 3.13+1.33
Dry box suture 4.08+0.75

Table 5: Survey after 8 months: How did the surgeries you
perform change after the seminar?

The number of single port surgeries | perform increased 3 (23.1%)
The number of reduced port surgeries (decreasing the 8 (61.5%)
number/diameter of port) increased

| changed the device/platform | was using after the 3(23.1%)
seminar
No changes 3(23.1%)
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on the training of advanced surgical skills, for which we
felt that training using only the dry boxes was inadequate.
While animal models play an important role in the field of
surgical training, especially for training in advanced surgical
procedures,!' factors such as the lack of an animal lab facility,
need for an animal care facility, and the anaesthesia setup
mabke it difficult for this type of training to be performed in
any medical facility. These factors may have been limiting the
development of animal lab for surgical training.

Our institution has been conducting small-scale training
seminars using live porcine models for our residents for the
past few years. With that experience, when we collaborated
with the Reduced Port Surgery Forum to organise the
large-scale hands-on seminar, we were able to determine the
requirements for the anaesthesia of 10 porcine models. While
a human cadaver solves the problem of anaesthesia, it is not
always easy to secure the large required number of human
cadavers for a seminar as seminars using human cadavers are
not very common in Japan. Hence, we felt that the porcine
cadaver model was our best option. Though at the time of the
seminar there was a lack of literature with regard to the use of
a fresh porcine cadaver model for surgical training, we felt
that it would meet our primary goal of giving the participants
the opportunity to try various access ports, platforms, and
devices. Bordeianou et al. (2014)""% recently reported the use
of a fresh cadaver porcine model for training in the transanal
endoscopic microsurgery (TEM) procedure. To our knowledge
this is the first report of the use of a fresh cadaver porcine
model for training in laparoscopic procedures. Using a fresh
porcine cadaver model has its own limitations. Being an
animal model, a difference in anatomy exists. In addition,
as we do not use anaesthesia, there are no respiratory
movements. It is also impossible to recreate bleeding as in
real operations or in live animal models. However, compared
to cadavers, fresh cadaver models do have some oozing from
the blood vessels. Our training did not involve simulation
of bleeding or haemostasis technique, but involved the
adaptation and overcoming of the loss of angulation that
comes with single port surgery, and the use and adaptation
of different devices available to perform different steps in the
surgeries performed with conventional laparoscopy. A fresh
porcine cadaver model provides that platform without the
need of anaesthesia or an animal care facility.

The abdominal wall of the model becomes rigid with
time. Except for the higher pneumoperitonium pressure
(20 mmHg) found needed to counteract the rigidness of the
abdominal wall, the seminar was conducted as planned and
the participants were able to perform all the tasks without
any difficulty. As indicated by the survey done among the
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participants and instructors, the participants and instructors
were highly satisfied with the seminar.

We feel that training seminars using fresh porcine cadaver
models have huge potential as an important tool in surgical
education. As there is no need for an animal care facility to
take care of the animals before the seminar or an anaesthesia
facility during the seminar, a seminar using fresh porcine
cadaver models can be conducted at any institution. This can
increase the number of surgeons who can participate in these
sorts of seminars and also pave the way for simulator-based
training to be included in surgical residencies or fellowship
courses.

As discussed earlier, there are some minor differences from
real surgeries or training seminars using live animals, but it
should not hamper training in laparoscopic skills.

There were concerns about the total time allocated at each
station. Although the allotted time may have been adequate
for the participants to be able to satisfactorily acquire simple
skills such as suturing in the dry box, it may have been the
factor that resulted in lower scores for the complex tasks.
The main aim of this seminar was to teach the participants
the basic skills of reduced port surgery, thus giving them
an opportunity to try different access ports, platforms and
devices. By collecting all the access ports, platforms and
devices sold in Japan at the time of the seminar and using
them to teach the participants the basic skills of reduced
port surgery, with which most of the participants were highly
satisfied, we feel that we were able to fulfill the main aim
of our seminar.

With regard to the impact of the seminar for the participants
from different backgrounds, it was difficult to numerically
prove if the number of reduced port surgeries actually
increased. There were several participants who only started
doing single port and reduced port surgeries after attending
the seminar, and 8 out of 13 (61.5%) of the responders
in the post-seminar survey indicated that the number of
reduced port surgeries performed by them had increased.
Even if the majority of the participants could not advance
promptly to single port surgery, they had been introduced
to the concept of reduced port surgery, and they started
thinking about and practising reduction of the number and
diameter of the ports they used. In that respect, we feel that
our seminar has been successful in introducing the concept
of reduced port surgery.

Our seminar was the first of our efforts using the fresh
porcine cadaver model and was mainly engaged in

introducing the participants to the concept and basic skills
of reduced port surgery. The main drawback of our seminar
was that we did not focus on the teaching of specific skills.
Neither did we evaluate how much the participants had
learnt from the seminar. As we have successfully shown that
the fresh porcine cadaver model can be used in training
surgeons in advanced laparoscopic surgery techniques,
we feel that our next step should be to use these models
to teach specific skills with more specific purposes, giving
ample time for the participants to acquire the skills, and
establish appropriate measures to evaluate the impact of
training.

CONCLUSION

The fresh porcine cadaver model was used successfully in
training for reduced port surgery. It requires no special
animal facility, and it demonstrated great potential for
surgical training.

Acknowledgments

We would like to thank all the instructors and staff from the
Department of Gastrointestinal Surgery I, Hokkaido University,
and KKR Tonan Hospital who helped in organising this hands-on
seminar.

Financial Support and Sponsorship
Nil.

Conflicts of Interest
The authors do not have any conflicting financial relationship
with the corporations that participated in this seminar.

REFERENCES

1. Aggarwal R, Moorthy K, Darzi A. Laparoscopic skills training and assessment.
Br ] Surg 2004;91:1549-58.

2. Majeed AW, Reed MW, Johnson AG. Simulated laparoscopic cholecystectomy.
Ann R Coll Surg Engl 1992;74:70-1.

3. Kirwan WO, Kaar TK, Waldron R. Starting laparoscopic cholecystectomy--the
pig as a training model. Ir ] Med Sci 1991;160:243-6.

4. Sroka G, Feldman LS, Vassiliou MC, Kaneva PA, Fayez R, Fried GM.
Fundamentals of laparoscopic surgery simulator training to proficiency
improves laparoscopic performance in the operating room-a randomized
controlled trial. Am J Surg 2010;199:115-20.

5. Sturm LP, Windsor JA, Cosman PH, Cregan P, Hewett PJ, Maddern GJ.
A systematic review of skills transfer after surgical simulation training.
Ann Surg 2008;248:166-79.

6.  Zendejas B, Brydges R, Hamstra SJ, Cook DA. State of the evidence on
simulation-based training for laparoscopic surgery: A systematic review.
Ann Surg 2013;257:586-93.

7. Wheeless CR Jr. A rapid, inexpensive and effective method of surgical
sterilization by laparoscopy. ] Reprod Med 1969:3:65-9.

8. Pelosi MA, Pelosi MA 3. Laparoscopic appendectomy using a single
umbilical puncture (minilaparoscopy). | Reprod Med 1992;37:588-94.

9. Navarra G, Pozza E, Occhionorelli S, Carcoforo P, Donini I. One-wound
laparoscopic cholecystectomy. Br ] Surg 1997;84:695.

218 Journal of Minimal Access Surgery | July-September 2016 | Volume 12 | Issue 3

33



Journal of Minimal Access Surgery | July-September 2016 | Volume 12 | Issue 3

Poudel, et al.: Fresh porcine cadaver seminar

Gagner M, Garcia-Ruiz A. Technical aspects of minimally invasive abdominal
surgery performed with needlescopic instruments. Surg Laparosc Endosc
1998;8:171-9.

Autorino R, Yakoubi R, White WM, Gettman M, De Sio M, Quattrone C,
et al. Natural orifice transluminal endoscopic surgery (NOTES): Where are
we going? A bibliometric assessment. BJU Int 2013;111:11-6.

Curcillo PG, Wu AS, Podolsky ER, King SA, Reduced port surgery: Developing
a safe pathway to single port access surgery. Chirurg 2011;82:391-7.
Nunobe S, Hiki N, Tanimura S, Nohara K, Sano T, Yamaguchi T. The clinical
safety of performing laparoscopic gastrectomy for gastric cancer by

34

trainees after sufficient experience in assisting. World | Surg 2013;37:
424-9.

Cruz JA, Passerotti CC, Frati RM, Reis ST, Okano MT, Gouveia EM,
et al. Surgical performance during laparoscopic radical nephrectomy
is improved with training in a porcine model. ] Endourol 2012;26:
278-82.

Bordeianou L, Sylla P, Kinnier CV, Rattner D. Perineal sigmoidopexy utilizing
transanal endoscopic microsurgery (TEM) to treat full thickness rectal
prolapse: A feasibility trial in porcine and human cadaver models. Surg
Endosc 2015;29:686-91.

219



12

Y= AL —Z 9D HETS

R ER CEFE R

| zuaic

B LS S A B IR T, 2025
2N THBL O] SrE R X 4 b,
TR EE LA QLI &, A
AT S Lo, FAERMATIIHNL
POA0MER =2 12 3 A 1 AAHA TR
LAABHAGEMALS, BEOHFAIGRO
Ao Fn e, HeATA R AR, oG
ThoLH, HRkHtETifrELEcH
WEFEEL I LOTEEIENRET. [
s L] MREED G DoilET R LA
A A RGO L R A,

iz RiEATA, FEEEATA G HOEATA
4T UL L o0 == B R 7 oo P P
BEhay, BEHOSLIRAA (] K
. B, OTBE, FLATA) ik A
U AR o B P X R0 R S A
Mt Z EATTFR ARG, £L-4 5 BRI S
AT, AT B N E TR
EER A L, MbkodbEGS S XA SR IK
DT AR TH T,

FETE, MY S RO Kk
Vi BEER MR ZH A EFTE LS
MEOHE B, e o S S Rl e ]
RERE S -Du T, 2 o Blfh & R N TR R
i e T S AT

|1 moemm

ML A s S 2, -
YAW P b= FRRAEEY, R L2
¥k LT on the job training (Q]T) #%
ElZHv 6 B 55, STA - 29 s vhel

METT mo.9182014 Winte

35

Rl e e AL R

swpe £ B Of# B

T fe Lo & TR T O i £ il
ML RIS DY, R, I
R P e B B, D TR A
F="T, T2 3 L] @4 oS T
SR FAHBEA T R ohds IR A
2d, WAlEEE R, TR Ll R A
PR e A7 2  F > A R A AR B,
E AR L L I AT O 1 1 D o e T
OEETHRD, TOBRER QT 2T S
Pl—z o Thi b &L T,
OJT @Rz -2eThilofE hiF S, YHE
MEOHGEN LWL, Fry—a
b2 X & #iarER A o ¥ = il e i
WTHLHL, ~T2TFF =GR ATT S S
H i iR B ., o R T
WEREE LA TS o by, YRR
Lo o T T el e X 0 e i
O ELBEETH - 00 IEEG IR NIT
Boop st h OJT iRt o B - 4
0, OIT is8ba b =2 7 iikdfiric
WS 8 R ey B P L A Y

MEfaTHD

2 BEGEMERZIC
RBETILHOFLLIEL

Eafion k32, BEEEETTE i,
OIT P BHFiEsmE L S nEh e d
Vi, OJT bbb e T A deu 'l
P, BRI TETwWALOE LT,
Yiale—irg i, SEERY (TF EHL
BT =Fhb ==, M (cadaver:
W at= TR TR (-
Fl=zx# fEEfahni



(1) ¥Tab=—av
MEERTIEI ATy PERIZTIA Y
Iab—F—PHVLNE), RESEHTDH
B AERHHBE OBT 2 MG & L7z B & i
L7233 2 b =% — BTl o Sk
FHEERRTEDLN=F Y VYT YT 14—
(VR) ¥YIalb—%—ili&hTnsd, L
MLy SRS IEEEEETMOBFITIENIS L
TWhiv, 29 L2BRICEA, dbikE KEE
B FE R AL 2RIV RE 7405 11 Tl PEPER
PROWBEDO D &, THHEFER Y A T A
TEHR A B EEeE L R T, )
DOWgET—5 # WA VRICEAFM Y I 2
L—Yarv&FEr—a vy A7 0005
KT Lize E720 ek ablaenisekey 7
P& Ty by —HFREO R FEYEHI
LML, BB A S VEMTHEILSRY T
Wiy Ialb—F—%2f%PTHL, 51T,
SR8 2NV = ANV T I 2 b —
Yavk vy =BT L., RERE LR
BOWH LR DLFETH D,

(2) P=ZINbBL—Z=2F

KT AV T7 =<V ==V 7,
FEBE O FAT BRIV < B AR R A L e L L 7z
FHIREOBFCHEHTH 5205 BfEALIC
B RE L i fis 0 8 72 B i i% CE M 5
VERHY ., HFHEDO=— X1 L TEAT
DFER M IIA 7 o Ll KT,
SPR2645 12 B AT FERE B S Bt A O B SR I

1 EMEBRHESE COFMFHEME
CEEARE TIRER27ED S BANRIZLABOIMES
BFEMO N —=>F3—XTdHS ATOM (Advanced
Trauma Operative Management) ZEMEL TL\5.

€ -

L

T

X0 P FHGET & 0 E T ik 7 BRBE A i i
- afic, ik bL—=v7rs0
BIfEASHT R L 22 o7z (A1),

(3) HEN—=bL—Z=T

AT NS VR A = == = 1| P 4 B 31
A DOBIR & EBEOFMIN o 7B T A
T, § TN CIREE Tk & LT
LCWw2, FAETHFRH244EIC THRREE %
DEHE BRI BT A EHOT A KT
A1 (TAFTA ) ORFCEYER (B
B R CIAHIEORMADHTO b L —
SV IWERTEEE oz b DD, REZEL
ERTHICES TR (F1), deEEksE
T, 2T ISR ER R OB E R & E

x®1 BREZOHERCHRICE T BREHEINOAHA NS 2°

BRREZOEEROMRICH T 2EAER DKM

O BREZOHEBERUMARZE L TERR2OME LZIEP) . BREBUANORREENETEHD
@ BEFHE. EEMRO—RELT. ERKY (BREAE. B - mPMEE<KF) ICHBVT. SR

BRTFE. BMAEOER TERET 550

® FEAYZHEEURE. UTZHTEDOTHDIE.

1. AC LB REDERIC. BSOFEDIEE

IR T 2REBEICNA T, B (EREMZST) ICKBFMFRIMEFORKRES DHE R UMZEIC
FRENBZEICDVWTOFAICIBERERZLTNDIE, 2. REDPLVDHEICIE. RiEHSHE

REREERONTVBDIE,

@ EEIchicl) . REOBERERICHY . REANBRZ THICIRE LEAREFT TV IE

36

2016 Wintero No.91 NETT



Y5 [ IN— T ~EVRZRDF LS~

14

H2 HSREEOHR. HE.ABFEXETES 7y 71 -LELTD
[FmETERBEL 1>V - T4

‘HE O ZLDRNE
SERHE

ub=AESOBIES

BRPRIS A - S35 E
-BRFRE R DR
‘HIEIEIE - Feedback

=hi—A% H®E-WE EEVATL
AR SRR

ZU=H)L
2ERD=yg b=
-+ HB VAT LOBE - 258

* 75 &R RIERREHE

CAST
- iR P\ Ve R SHE

« AME RS & DI EROSTE
- ETEE CES B C L DFMTR RO - s

« IR FRI R PR BA DEENE

£/

A Y

FTk 88

ATHEE ORy R | B SRR

Simulation & Navigation

BRI s > 7 —, R O S 3
% B 5 % A AiE KRS CAST (caday-
eric anatomy and surgical training ; B4 %
A U2 AVRMRE - A M) SRR
ZRHEIRE SN, FRBEML I 50— -
ZVFRWRERIE L, ShIZXY I 2 b—
Yav., EBE. By -1k -V
MEb—oy W85 [Z—fk] o7 7y
h7 g — AR L. PR E & INEE
T SRS 72 (M2),

EFEEAORR

JeiEE R SRRE CAST 2HLCIE A2 [2
fi—fk] O —T BN ==y F i, R
R gL, Ao T 7T A0
BERITTLOLELILNS,

Y, [EF—k] oF—V IV L=
ZWE 5T, WIRERORABY LA L ER
EDVARNT vy T80 0OEERE OB T
BN RMT A 2 0T E B, S HIIEIRE
FADBMEPFZEZINWHERE L Fr0EE

|3 WEERADERE

NETT No.9122016 Winter

37

WIRZALZLREBRLZDTREVWREER
Zo BIRD A A F94 2B Th, BET
B P PR BT L7200, KE
VTR T A E MM BERE & ER R RET
TP V—=2 V7B TS L Z &N E
FLWEENTWA,

T, =V AN I L—=vFO—BEH
SR A T N VR o E - b r = =¥ ==t 3
DRFFE =33 O B 2 D BIERIRAT 78 77 &
i ERES L EROEOM LR HIBL 726
REZEDMEAZET LB LTS
(#F2),

251, HRTHREOS VE THE R
BESEEIC LA 5 Bbh b, HAEK
LT IE AR L B & o i d L UM
PEE CH Y, B RERBROT A1
FHOBEROLEMLZ . —J, £5 Lk
BE Tl HEEIZH 2 b DD, IO EERE
HOMFE BT L B LT COWERIE [FED
) LI, BRLCES L OFmERT
bi. FO—RELT, RMeRorstref
W BT 2 BRI 2E O 2 MR O A e
BhIFeht, Y32 b—3 3y, EEEWY.



x2 BEREFOHBERUVHRICET 2 BEEROHS

EARE 5 RN

BEARBIRFMFR. REFW

Ve VvEe

FoHBEEBHNE LIERERS

v e

REEMMEES 2RI L. RERERIEMOBRICKELRBLZNABORBE 2B E LB ERS
OJT (on the job training) ®EMERWN ML —Z2IDAIEETHZ D, FMFHOBR/RICKELRRE

MU LIEFRTHDY. #EPEL. 2ERRNZEY 5FMFR
FHEW THB7DIC OJT DRRDPDLVFMFRL. AMEEOREZWERDIOFWER ML —Z

> UDELVWFMFROBFICHELAIIOHBECHAR B & LIOBHERS

HROFMFL. EFRERFOMIRIE

v®

MRERBEDOFIFEL. ML FMBREDOHEICBELRAFTOMRZ B E LIoBHERS

AIN=hb%d [Zh—] 7Ty b7+ —
AIZE D, EHEEREOM MBI LER
72— AT LR B AR SRR O WAL %
MREE . ZhUly] & < LB R FRBE T
WERI 78 D FHEAHI AT, ¥ — A VAR
TEf, O LSRR b 2 &
ThHrHH (H2),

| spui

MY VA ZDORBICIZEFEEITTLRE
B2 B 20 LT BN D R O
VNEETH L. WHEANOEM ORI IL
LA Z A EMETH D, €O/
L CEMOFMFBAsH H I & 572
O, FEB DL B EBD KRB TOWME % £+
FOEMPIELZ ERbIFoN b, BELRMN
BHGH % )7 CHERRS 5 720 ol BRI,
AHHBRLZZIILO & 5 AbHEREA
B e s & T Ay — P L1z E
CATHIH, AFTIEYIaL—Yar,
FEEREY), A Y N—I2 8 B [ZRi—1k] o —
TAN D L= Y FI L BHFHEDOH KA H
BEROTIOMHI L 2D ) BT ERRL,
E 51T, ETEHEORGE B R ILAE O 5 1
RO LIC D R A B T RENE B HER L 72,

GBI V=Y I N ML=y TRk
KBALMEST T, ATH - Moo s & s
L CHEstE L T & 72w,

ik

1. [BHERA, DPCRESOmIAET -5 %
H 7 B R R 2 S o BRI RHEEHC
T 5 ME ] A ; http//www.mhlw.
go.jp/shingi/2009/06/d1/s0622-6a.pdf

2 TENEDSAMISE R v % —HhE Y a v ] EvAS
ATF%E ~ % —  http//www.ncc.go.jp/jp/
about/pdf/NCC_201406.pdf

3. [ZRERBEORRIIOWT] EESHE
http://www.mhlw.go.jp/file/05-Shingikai-
10801000-Iseikyoku-Soumuka/0000058300.
pdf

4. tFE =W, & F FHE EE b T
BRSO D JC B3 5 5
oV ToWmE, HAMNBZ M 110:
304-309, 2009

5. [HAMNRZS - HARHES - BIREEO
B ROWIFEC B 28 o4 K5
4 v HASE:4 5 https//www.jssoc.
or.jp/journal/guideline/info20120620.pdf,
HAAH 2245 http://www.anatomy.or.jp/
file/pdf/guideline/guideline_120823.pdf

2016 Winter ® No.91 NETT

15



