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Introduction
The rapid development of minimally invasive surgery coupled with 

the complexity of the different techniques is a challenge when training 
new specialists, especially if you consider that formed urologists 
have not completed their learning curve yet. Moreover, the increase 
of urology residency positions, offered by government agencies, 
even in centres where there is no chance of getting training in these 
techniques, resulting in a diversification of surgical treatment of 
different pathologies and heterogeneous ways in the manner of treating. 
This causes a decrease of the number of minimally invasive surgeries 
achievable by a resident physician, being undermined by the quality of 
their training [1,2].

In order to remedy this situation that limits the training activity 
of resident physicians some activities have been devised. This is 
the case of simulation, proper animal legal requirements, courses, 
seminars, rotations and fellowships could lead to fill the gaps we face 
today [3].

Material and Methods
The aim of this study is to analyse the current situation of resident 

trainees in minimally invasive surgery (CMI) in our country.

In the Department of Urology of the Clinico San Carlos Hospital 
in Madrid, a survey has been designed to all residents of urology of the 
Spanish hospitals, promoted by the Spanish Society of Laparoscopic and 
Robotic Surgery (SECLA), through its website (www.seclaendosurgery.
es). The survey was divided into four blocks (Figure 1): 1) demographics, 
2) general information about the hospital 3) participation in the various 
endoscopic techniques, laparoscopic and robotic, both present and
future expectations of participation, and 4) Aspects of satisfaction with
training and areas for improvement.

A descriptive study was conducted with the answers of the 
respondents.
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difficult surgeries. The participation in endoscopic procedures is acceptable.

Figure 1: Demographics.
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Results
The survey (Figure 1) was answered by resident physicians invited 

to participate voluntarily in the study (36/384, 9.4%).

Demographic data (Figure 2)
Of the 36 people who answered the survey 26 were men (72.2%) 

and 10 women (27.7%) and most of them (n = 35) were in the age range 
between 25 to 35 years. In this study, the most represented group was 
the resident of the final years of training (fourth and fifth years) with a 
total of 22 (61.1%) people, followed by the second year (6 / 36, 16.6%) 
and third year (6/36, 16.6%).

We analysed the data according to hospital size, ranging from a 
high percentage of respondents to medium-sized hospitals (22/36, 
61.2%) and large (10/36, 27.8%) ones.

Formation (Figure 3)
Of the residents surveyed, we can say that 50% (18/36) has 

experimental surgery laboratory and only 7/36 (19.4%) have the option 
of performing animal simulation.

25 people answered that at their centre one course per year of 
laparoscopy is organized at least. Robotics courses are conducted only 
in teaching hospitals that offer da Vinci robot or training centres.

To the question, do you think your training is appropriate? 21/36 
people (58.3%) have answered “no” and 31/36 (86.1%) of the physicians 
surveyed think that could be improved in the following ways: 1) by 
strengthening the organization of courses 2) by providing greater 
responsibility to the resident in surgery and 3) 50% (18/36) with 
external rotations and/fellowships (Figure 4).

Procedure
Describes the procedures performed by residents described in the 

polls. We can see that robotic surgery is a technology available in few 
centres and laparoscopy is used in a variety of pathologies. However, 
complex procedures exist (cystectomy, etc.) that are not performed at 
all centres, instead, procedures endoscopy are performed in almost all 
hospitals.

Endoscopic procedures

Percutaneous nephrostomy: This technique is frequently 
performed by interventional radiologists. Of 36 respondents, 9 people 
(25%) or have participated in the making of a nephrostomy, or believe 
that they will in their training period. More than half have participated 
only between one and five times in the last year.

Ureteroscopy: Of the 36 respondents, 28 people (77%) 
haveparticipated as surgeons, one third of them over 10 times, keeping 
expectations of participation close to 100%.

Percutaneous nephrolithotomy: Of 27 respondents, 17 (58.4%) 
participated as surgeons and 23 (79%) expect to do it. All respondents 
expected to participate at least by assistantships.

Laparoscopic procedures

Radical nephrectomy: Of 33 respondents, 28 people (84%) 
performed assistantships and 12 people (36%) did between one and five 
procedures as surgeons, staying these expectations for the future.

Partial nephrectomy: Of the 28 respondents, 15 people (54%) 
never participated and 12 people (42%) do not expect to do it in the 
future.

Nephroureterectomy: Of 31 respondents, 50% never 
participatedand 50% usually do assistantships. 28 people (90%) 
expected to perform even 11 assistantships (35%) or expected to do 
some over their residence.

Radical prostatectomy: Of 29 respondents, 22 people (75%) 
haveassistantships and 7 people (24%) performed some. Up to 10 
people (34%) think that they will do it in the future.

Figure 2: General information about the hospital.

Figure 3: participation in the various endoscopic techniques, laparoscopic and 
robotic, both present and future expectations of participation.
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Figure 4: Aspects of satisfaction with training and areas for improvement.
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Radical cystectomy: It takes only a few centres and only 14 
peoplehave answered this section of the survey. 24 people (66%) or have 
participated or are hoping to do it. 10 people out of the 14, performed 
assistantships and hope to continue doing them.

Robotic procedures

Only 8 of the respondents have had contact with robotics by low 
availability performing assistantships, being the most performed 
procedure in radical prostatectomy. Of the 8 doctors surveyed, 4 were 
involved between 1 and 5 times as an assistant, one between 6 and 10 
and 1 in 10.

Discussion
Among the difficulties that we have regarding the very formation 

of a urology resident, some aspects must be emphasized such as: 1) 
the rapid development of complex surgical techniques that increase 
the learning curve, 2) the limitation to gain experience related to the 
increased supply of places 3) the volume of cases is limited in many 
centres, 4) Need for continuous training of specialists and 5) need to 
maintain skills acquired simultaneously with learning new skills [4]. 
The five parameters mentioned that making progress in the acquisition 
of skills is not easy.

In other professional areas there are very complex simulators that 
allow professional training in all possible conditions before facing a 
real situation. In our environment we have the added difficulty that the 
complexity of human beings is very difficult to simulate considering 
that sooner or later we will have to face a real patient.

There are different types of simulators for developing and improving 
our skills, both low fidelity (the models based on a box that develop 
basic skills) and high fidelity that attempt to represent reality to details 
cause emotions and generate responses that would be observed in a real 
situation (as in virtual reality devices or animal practices).

Although much of the learning is based on the repetition of 
procedures other things are needed to acquire the degree of competence 
as Urologists.

Focusing on our survey, we were at first struck by the low 
participation rate (36/384, 8.4%), however we do not believe that this is 
due to lack of interest in the topic, but rather to the lack of confidence 
change in opinion polls may cause or lack of time.

Looking at the profile of respondents, most residents were in 
their fourth and fifth year (22/36, 61.1%) which is consistent with a 
greater interest in the topic as they are nearly coming to the end of their 
training period.

As for the procedures performed, the most performed are endoscopic 
result consistent with longer use of different techniques, however, we 
have to be careful with the “interference” that we can present toother 
specialties in the traditionally performed by urologists techniques such 
as percutaneous nephrostomy. Laparoscopic techniques are spreading 
rapidly, but when formed, complex ones such as radical prostatectomy 
still have difficulty getting access. The technique in which there is 
more participation in the nephrectomy, the number of assistantships 
is satisfactory (84%) but the number of people performing some before 
finishing their training period seems inadequate (36%). Given the low 
availability of robotic technology in our country, we think that the best 
way to contact would be by doing rotations for units that have it.

We know that an urologist comes from the mixture of the acquisition 
of basic knowledge about manual skills and clinical judgment. The 

transmission of knowledge is not easy and is a real challenge in medical 
schools and hospitals. Insisting on this concept, we know that an 
operation has two basic components: 1) a 25% skill or skills acquired 
and 2) a 75% of successful decision making [5]. This means that the 
cognitive area is often undervalued in the Urologist surgical education.

The residents are special kinds of students who should know why 
they learn, what to learn and how to learn it. Therefore, it is a key part 
of their own training and they must have willingness and be oriented 
towards problem solving. We look forward to acquiring knowledge 
and skills to implement them efficiently in clinical practice, this can be 
valued as strong points in our favour but we must be also aware of our 
weaknesses and deficits in self-criticism, etc [6].

Looking at the data from the survey, it is difficult with these levels of 
participation to be able to perform surgeries automatically.

Well, if we have the ingredients: What is a good surgeon?, What 
can the resident be offered?, How could we improve resident training?

We believe the plan should really be the same in all hospitals in the 
country and that all residents should have a minimum of working hours 
in simulators complemented with courses that allow them to acquire 
the basic skills and enough knowledge to enable them to deal with 
guarantees for clinical practice.

If we focus on the survey, this is not satisfactory, so we want to draw 
attention to this aspect.

Anyway formation process must be a homogeneous and 
standardized process, strongly supported by government agencies, 
scientific societies and guardians. Above all, in order to improve the 
shortcomings and weaknesses to end on an assessment and get an 
accreditation to ensure successful completion of the objectives

Conclusion
It is necessary to standardize surgical learning to improve the 

residents’ skills in minimal invasive procedures and to get the right 
training for performing more and more difficult procedures by gaining 
confidence and giving a safer response to the patient.
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