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Residency Redesign

Competency Based Resident Education

— EPA based, mapped to milestones and ACGME
competencies

Entrustment for independent practice once
competence achieved

Faculty development in teaching and assessment of
competence

Flexibility in pathways (1-5, ESP, FIT, Traditional)
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CBRE: Are case numbers areliable
surrogate for competence?
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The Intersection of CBRE and Case Numbers

Correlation between experience targets and competence
for general surgery certification
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Background: Working time restrictions and publ S 6& stimulated competence-based
assessment in surgery. Nevertheless, certificar b\)( o S training, and board accreditation
across the developed world, still rely on e _¢® b& _ased on indicative numbers as markers

o

of operative competence. 'This study ac Q 6&‘6 .n between trainer assessment of competence
and completion of indicative num* b@$ ieos
Methods: Analysis of UK Ir 5 (e O\X‘:’ al Curriculum Programme portfolios of general sur-
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<
Based Assessment /7 _a® x-;0\ st competence) for cholecystectomy, segmental colectomy and
Hartmann’s pre 1\6 (él\ ve numbers.

gical trainees in a sine’ ¢ . and Training Board allowed comparison of Procedure

Results: A \}(o oie , there was a positive correlation between operative numbers and 1058
PBA - , O&‘O ?,& ctomy (5= 0-532, P <0-001), segmental colectomy (7= 0-552, P < 0-001) and
P 60 669' e (rs=0-663, P<0-001). Of those who completed the indicative numbers defined
. A ure to achieve certification of completion of training, only eight of 30 performing

\Oo 0&6 .omy, eight of 52 undertaking segmental colectomy and seven of 36 performing Hartmann’s

00 are had achieved three PBAs at the level considered to represent independent operating (level

ooo 0& More than half of all assessments (259 of 428, 60-5 per cent; 85 of 132 cholecystectomy, 140 of 217

cof

colectomy and 34 of 79 Hartmann’s) performed after trainees had completed their indicative numbers
were scored below level 4.
Conclusion: A minimum number of index procedures did not reflect competence in a significant

proportion of trainees. A more reliable tool is required for certification.
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Growth of competence over time

Competence

Threshold

Advancement (entrustment) decisions
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from Olle ten Cate

Growth of competence over time-
Independent practice in training
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Entrustable Professional Activity

“A unit of professional practice that
can be fully entrusted to a trainee, as
soon as he or she hasdemonstrated
the necessary competence to execute
this activity unsupervised”

Entrustable Professional Activities (EPAs): AMEE Guide No. 99. Med
Teach. 2015; online.

© 2015 Accreditation Council for Graduate Medical Education

Ten Cate O. Curriculum development for the workplace using ;
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How EPA’s Differ from Competencies-
Reductionist v. Holistic

a Snake!
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The Intersection of CBRE and Post

Bonjer, VUMC, the

Graduate Year Netherlands
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General Surgery Program
Director (onag
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Faculty Development
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Structure of Surgical Training

General Surgery Residency Graduates

m ACMGE approved
fellowhsip
m Non-ACGME approved
fellowship

No fellowship

N = 1000
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				To resize chart data range, drag lower right corner of range.






New Tralls to
Specialty
Training

‘ Early Specialization




Focused Expertise or Special Qualification: ABMS
proposal to pilot ABS certification following non-
ACGME accredlted speC|aIty trammg
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Have we lost progress?




The House of Surgery: Key Stakeholders
Working on Residency Redesign

American College of Surgeons
— Creates Educational Programs
— Accredits Educational Institutes

e Accreditation Council for Graduate Medical
Education (ACGME) isresponsible for
residencies

— Residency Review Committee for Surgery (RRC)
reviews and accredits programs

« The American Board of Surgery (ABS) is
responsible for certifying competent
surgeons

e Association of Program Directorsin Surgery
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Why has something
so “obvious” as
residency redesign
falled so many
times?
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Summary- Success in Residency
Redesign Will Require Attention To

e Structure

— Coreplusterminal training

— Integrated pathways

— Innovative and adaptive
 Process

— Competency Based

— Faculty Development
e Qutcome

— Measurement only Beginning
 Politics

— Long Table, Big Tent, and Capable
Leadership
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