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The American College of Surgeons (ACS) Division of Education plays a pivotal national leadership role in surgical

education, which is exemplified by the Certificate in Applied Surgical Education Leadership (CASEL) initiative. A

needs assessment, including a survey of past ACS Surgeons as Educators (SAE) Course participants, confirmed

the need for this additional formal training to further develop and strengthen knowledge and skills necessary

to be leaders in surgical education. A review of existing, related programs illustrates that the year-long CASEL

program offers a unique educational experience with an emphasis on applied surgical education and leadership.
Participants are provided content and skill building opportunities using a mentored, hybrid-delivery model,
including didactic and enduring materials, independent work, online content and discussions, large and small
group activities, and more. With an emphasis on applied learning, participants implement a relevant medical
education project at their home institutions, furthering educational innovation and quality patient care.

The mission of CASEL is to promote excellence in
surgical education leaders and improve the quality of
surgical training and, ultimately, patient care.

The goals of CASEL are to:

* Provide participants with knowledge and skills for
leadership roles in surgical education at a level that
fosters the highest educational standards

* Improve surgical education at a departmental,
institutional, and/or national level by promoting
innovation and change

* Positively impact quality and patient safety through
lifelong surgical education and training

Sincerely,

Ajit K. Sachdeva, MD, FACS, FRCSC, FSACME

Co-Chair, Steering Committee of the ACS Certificate
in Applied Surgical Education Leadership
Director, Division of Education, American College of Surgeons
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The following abstracts represent the successful surgical
education leadership projects carried out by the 2019
CASEL cohort. Individual projects are a fundamental
part of the CASEL program, requiring participants to
integrate CASEL educational content, robust mentor
guidance, and continuous feedback from CASEL faculty
and staff into a meaningful surgical education leadership
project at their home institutions. Participant efforts
culminate in a formal presentation to CASEL faculty,
mentors, and the incoming CASEL class, and they serve
as an example to future cohorts. We look forward to

the CASEL participants’ continued progress and are
confident their enhanced knowledge and skills will make
a lasting contribution to surgical education excellence.

Hilary Sanfey, MB, BCh, MHPE, FACS, FRCSI, FRCSEd(Hon)
Co-Chair, Steering Committee of the ACS Certificate

in Applied Surgical Education Leadership

Professor of Surgery and Vice-Chair for Education Department

of Surgery, SIU School of Medicine
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TITLE:

Development of a Surgical Teaching

Competency Framework

Introduction/Background:

Being an effective surgical educator is not innate. The
qualities and skills of a highly competent educator

of clinical surgery are not well defined. The goal of

this study is to develop a competency framework for
surgical teaching using the modified Delphi method. This
methodology employs a group consensus strategy that
systematically uses literature review and the judgment
of experts using an iterative process to reach agreement.
This is an effective process for determining expert group
consensus where there is little or no definitive evidence.
Once developed, this framework can inform future faculty
development programs.

Methods:

A modified Delphi methodology will be used to identify
the qualities of an effective clinical surgery educator. A
survey was constructed based on a literature review and
meeting with the PI, two associate PDs of residency, and
the medical student. The survey was sent to a cohort of
faculty and residents for feedback. Institutional review
board approval is currently pending. The updated survey
will be sent to surgical faculty and residents at University

Hospitals Cleveland Medical Center. Based on the responses

of the survey, the competencies under each subheading
will be ranked. A second survey will be sent showing how

the competencies were ranked by the initial survey results.
The study participants will be asked if they agree, or wish to

REFERENCES:

re-rank the competencies. We will convene a meeting with
a group of the major educators within the department to
discuss the data from this iterative process, with the goal of
developing a surgical teaching competency framework.

Results:
None yet.

Discussion:

A competency framework will be developed at a single
institution. The next steps will be to validate these findings
in a further study querying a group of nationally recognized
surgical educators.

Limitations:
Single Institution study

Conclusion:

Once developed, this framework can inform future faculty
development programs.

1. Milner RJ, Gusic ME, Thorndyke LE. Perspective: toward a competency framework for faculty. Acad Med. 2011;86(10):1204-1210. doi:10.1097/ACM.0b013e31822bd524
2. Bartlett AD, Um IS, Luca EJ, Krass |, Schneider CR. Measuring and assessing the competencies of preceptors in health professions: a systematic scoping review. BMC Med Educ.

2020;20(1):165. doi: 10.1186/512909-020-02082-9. PMID: 32448239; PMCID: PMC7247189

3. Singh'S, Pai DR, Sinha NK, Kaur A, Soe HH, Barua A. Qualities of an effective teacher: what do medical teachers think? BMC Med Educ. 2013;13:128. doi:10.1186/1472-6920-13-128
4. D'Cunha J, Schmitz CC, Maddaus MA. Being an effective surgical educator. Thorac Surg Clin 2011;21(3):359-68. doi: 10.1016/j.thorsurg.2011.04.009
5. Shaikh ZA, Khoja SA. Personal learning environments and university teacher roles explored using Delphi. Australasian Journal of Educational Technology, 2014;30(2).

https.//doi.org/10.14742/ajet. 324
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TITLE:

Targeted Training Using Laparoscopic Ventral Hernia Repairs
(LVHR) to Improve Resident Autonomy

Introduction/Background:

In the surgical community, there is growing concern
regarding a lack of preparedness of general surgery
graduates due to inadequate operating room autonomy

and competence. Several contributing factors have

been identified, including the 80-hour work rule, need

for shift work, milestones, new and evolving surgical
technologies, legal limitations due to patient safety, and
public expectations and opinion. Progressive resident
autonomy fluctuates significantly depending on experience
and flexibility of the faculty, the resident’s knowledge and
training level, and their relationship with the faculty member.
This pilot study has been designed to evaluate the success
of the targeted faculty development and planned progressive
resident training in order to improve resident autonomy and
readiness in common general surgery procedures.

Methods:

Laparoscopic ventral hernia repairs (LVHR) will be utilized
for this 3-phase study. The self-determination theory is
used to prepare multiple matching surveys to measure
autonomy, competence, and relatedness. This pilot study
utilizes matching surveys, the System for Improving

and Measuring Procedural Learning (SMPL) app, and
Accreditation Council for Graduate Medical Education
(ACGME) case logs for numbers and role to monitor
residents’ progression and autonomy. The initial step
involves collection of historic resident data, educational
grand rounds, and resident training to improve their skills
in the laboratory settings. In the execution phase, residents
will be performing a minimum of three LVHR under faculty
supervision. The resident and faculty surveys and new
SIMPL data will be collected, including the final surveys.
Comparisons will be done to measure the progress of
resident competence, autonomy, and relatedness.
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Results:

The study has not started yet; therefore there are no
reportable results. T-tests and analysis of variance
(ANOVA) will be used for evaluation and comparison of
the survey results. Additionally, SIMPL data comparisons
will be completed comparing the institutional results and
the national results of the previous two years.

Discussion:

This pilot study is to implement and evaluate the success of
a planned progressive resident training program to improve
residents’ competence, autonomy, and readiness in common
general surgery procedures. This will be complemented with
additional faculty development. If this is successful, we will
expand this program to an additional 10 common general
surgery procedures. This will help surgical educators to
assess how skills lab training should be incorporated into
the procedural training.

Limitations:

Completion of all resident and faculty surveys and the SIMPL
evaluations will be the biggest challenge, including short
faculty evaluations after each procedure.

Conclusion:

This study is a good stepping stone for Entrustable
Professional Activity (EPA)-based education. Residents are
supervised at every level for observable and measurable
progress and safe surgical practice while increasing their
competence and autonomy in the operating room.

(This study is not a true EPA because it does not include
initial diagnosis and decision making for treatment, but that
that can be added for future residency training.)



CONTINUED:
Targeted Training Using Laparoscopic Ventral Hernia Repairs (LVHR)
to Improve Resident Autonomy —BURT CAGIR, MD, FACS
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TITLE:

Video Recording and Editing of Procedures Improves
Surgical Competency and Safety

Introduction/Background:

Video review has been validated for objective assessment
of skill (Bowles et al. 2014). Video-based coaching targets
judgment and decision making (Hu et al. 2012). Video-
acquired data review provides feedback for real-time
improvement and skill modification. Review aids in the
identification of errors (Gambadauro 2012). This study
aims to determine whether video review of surgical cases
improves recognition of critical errors, goal-directed
learning, and confidence.

Methods:

This is a prospective case-matched controlled trial.

Six residents determine if video recording, editing, and
presentation improves performance. Groups are tested on:
laparoscopic cholecystectomy, laparoscopic inguinal hernia
repair, and robotic Nissen fundoplication. Groups receive
pre- and post-testing with Objective Structured Assessment
of Technical Skills (OSATS), Global Operative Assessment of
Laparoscopic Skills (GOALS) and the Zwisch scale. Videos
are presented at resident conference for review of technical
steps and safety are scored by faculty.

Results:

Participants routinely use videos to learn prior to cases; only
one had edited video. Adequately powered video review

REFERENCES:

pairs were not available at time of data analysis. Pre- and
posttest surveys (N=4) revealed no significant difference
using paired sample t-test. Preliminary data from the Zwisch
scale demonstrate a trend toward passive supervision in the
study group with regard to recognition of critical steps.

Discussion:

Video-based feedback promises to effect practice change by
identifying gaps in knowledge and skill in order to accelerate
operative autonomy and competency. Study participants
gain knowledge in the critical steps of the procedure, and
insight into error recognition.

Limitations:

Limitations of the study design include selection bias

and a lack of blinding by the principal investigator. Other
limitations include a low sample size for study and control
subjects.

Conclusion:

Video editing and review before a panel of faculty promotes
instructional coaching to guide self-reflection and modeling
behavior. These behaviors incorporate practice changes that
can accelerate achievement of competency and promote
patient safety.

1. Aggarwal R, Grantcharov T, Moorthy K, et al. An evaluation of the feasibility, validity, and reliability of laparoscopic skills assessment in the operating room. Ann Surg. 2007;245(6):992-999

doi:10.1097/01.51a.0000262780.17950.e5

2. Bonrath EM, Dedy NJ, Gordon LE, Grantcharov TP. Comprehensive surgical coaching enhances surgical skill in the operating room: a randomized controlled trial. Ann Surg. 2015;262(2):205-

212. doi:10.1097/SLA.0000000000001214

3. Bowles PF, Harries M, Young P, Das P, Saunders N, Fleming JC. A validation study on the use of intra-operative video recording as an objective assessment tool for core ENT surgery. Clin

Otolaryngol. 2014;39(2):102-107. doi:10.1111/c0a.12240

4. Gambadauro P, Magos A. Surgical videos for accident analysis, performance improvement, and complication prevention: time for a surgical black box?. Surg Innov. 2012;19(1):76-80.

doi:10.1177/1553350611415424

5. Glarner CE, Hu YY, Chen CH, et al. Quantifying technical skills during open operations using video-based motion analysis. Surgery. 2014;156(3):729-734. doi:10.1016/j.surg.2014.04.054
6. Grantcharov TP, Schulze S, Kristiansen VB. The impact of objective assessment and constructive feedback on improvement of laparoscopic performance in the operating room. Surg Endosc.

2007;21(12):2240-2243. doi:10.1007/s00464-007-9356-z

7. HuYY, Peyre SE, Arriaga AF, et al. Postgame analysis: using video-based coaching for continuous professional development. J Am Coll Surg. 2012,214(1):115-124. doi:10.1016/j.

jamcollsurg.2011.10.009

8. Soucisse ML, Boulva K, Sideris L, Drolet P, Morin M, Dubé P. Video coaching as an efficient coaching method for surgical residents - a randomized controlled trial. J Surg Educ.

2017;74(2):365-371. doi:10.1016/].jsurg.2016.09.002

9. Vassiliou MC, Feldman LS, Andrew CG, et al. A global assessment tool for evaluation of intraoperative laparoscopic skills. Am J Surg. 2005;190(1):107-113. doi:10.1016/j.amjsurg.2005.04.004
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TITLE:

The Development of a Coordinated Residency Education
Curriculum for a Geographically Dispersed Surgery

Residency Program

Introduction/Background:

All residency programs must function under one sponsoring
institution (SI), as mandated by the Accreditation Council
for Graduate Medical Education (ACGME). It is common for
residents to perform rotations away from the SI, making it
difficult to maintain a cohesive academic curriculum due to
distance and varied clinical responsibilities.

The Louisiana State University surgery residency is divided
between three geographically distinct cities across southern
Louisiana. As no unified curriculum exists, the residents

are left to study what they think is most pertinent for their
assigned rotation.

We sought to create a sustainable, uniform academic
curriculum, using videoconferencing technology such that a

weekly didactic conference could be attended by all residents.

We hypothesize that such a video-based curriculum would
be positively received by both residents and faculty.

Methods:

A weekly 1-hour academic curriculum was developed
using the SCORE curriculum as the framework. An
assigned resident is responsible for didactic content,
with a faculty supervisor. The lectures take place using
Zoom videoconferencing technology.

An identical survey was sent to all of the residents and
participating faculty at the midpoint of the academic year.
The survey consisted of five open-ended questions regarding
thoughts and suggestions about the academic curriculum.

REFERENCES:

Results:

Several themes emerged from the surveys. Both

faculty and residents liked the flexibility that the
videoconferencing provides. The residents found the
curriculum helpful and felt that faculty involvement was
one of the more useful components. The faculty liked the
curriculum but felt that more resident involvement and
participation is necessary.

Discussion:

It is feasible to initiate a well-received videoconferencing
academic curriculum for geographically dispersed
training programes.

Limitations:

This is a single institution study, evaluating only a single
academic year.

Conclusion:

Teleconference technology allows residents to have a
standardized, uniform educational conference regardless
of geographic limitations. A videoconference curriculum is
positively received by both faculty and residents.

1. Zhuming A, Dech F, Silverstein J, Rasmussen M. Tele-Immersive medical educational environment. Stud Health Technol Inform. 2002;85:24-30
2. Dobkin E, Fassler S, Horowitz S, Kirton O, Civetta J. The impact of re-engineering a multi-institutional residency program on resident perceptions of the individual institutions. Curr Surg.

2002;59(2):223-227. doi:10.1016/50149-7944(01)00640-7

3. Marttos AC Jr, Fernandes Juca Moscardi M, Fiorelli RKA, et al. Use of telemedicine in surgical education: a seven-year experience. Am Surg. 2018;84(8):1252-1260.
4. O'Regan K, Marsden P, Sayers G, et al. Videoconferencing of a national program for residents on evidence-based practice: early performance evaluation. J Am Coll Radiol. 2010,;7(2):138-145.

doi:10.1016/j.jacr.2009.09.003

5. Yang PR, Meals RA. How to establish an interactive eConference and eJournal club. J Hand Surg Am. 2014;39(1):129-133. doi:10.1016/j.jhsa.2013.10.004
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TITLE:

Into the Void - or How to Run a Virtual Surgery Clerkship

Introduction/Background:

The COVID-19 pandemic brought unprecedented
challenges to surgical educators, and rapidly immersed
surgical clerkships into an unfamiliar environment that
was inconducive to traditional models. As schools were
faced with the decision to either postpone clerkships
entirely or forge ahead into the virtual environment, many
clerkship directors (CDs) boldly led students into the void

and created novel distance learning activities that enabled

students to achieve clerkship requirements undaunted.
Considering no universal guide exists to instruct CDs in
this effort, the aim of this work is to disseminate practical
knowledge to create a virtual surgical clerkship (VSC).

Methods:

Module-based educational learning videos were created
to inform clerkship directors on all requisite aspects of
completing an entirely VSC experience.

Results:
Not applicable

Discussion:

The creation of an entirely VSC was an unexpected and

Limitations:

Several limitations beset an undertaking of this nature;
most notably, the entirety of the VSC was created
iteratively in a prospective fashion without the opportunity
for testing and validation of methods prior to deployment.
As a result, activities were created and executed in real
time. Additionally, as mentioned previously, there was no
luxury of precedent to provide a suggested structure or
approach. Therefore, reliance on retrofitting traditional
clerkship activities into the virtual environment in hopes of
efficiency was likely favored over truly novel methods that
could achieve commensurate results.

Conclusion:

Video-based education modules are provided to allow the
creation of a Virtual Surgery Clerkship.

profoundly challenging event in surgical education, forcing
traditionally “hands-on" learning to be in a virtual “hands-
off” environment. Despite this, several existing educational
methods were harnessed to allow students to complete the
clerkship while in their own physical spaces. Though it is
hopeful that the necessity to remove students entirely from
physical learning spaces will not come again, the uncertainty
of the COVID-19 pandemic cements the necessity for
modules such as these.

REFERENCES:
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2020;34(3 Suppl):1603-1611. d0i:10.21873/invivo.11950

2. Calhoun KE, Yale LA, Whipple ME, Allen SM, Wood DE, Tatum RP. The impact of COVID-19 on medical student surgical education: implementing extreme pandemic response measures in
a widely distributed surgical clerkship experience. Am J Surg. 2020,220(1):44-47. doi:10.1016/j.amjsurg.2020.04.024

3. Prigoff J, Hunter M, Nowygrod R. Medical student assessment in the time of COVID-19. [published online ahead of print, 2020 Jul 30]. J Surg Educ. 2020;51931-7204(20)30274-9.
doi:10.1016/j.jsurg.2020.07.040

AMERICAN COLLEGE OF SURGEONS | CASEL | 2019 ABSTRACT BOOKLET



CASEL 2019 PARTICIPANT:

Associate Program Director, General Surgery
Geisinger Medical Center

AMERICAN COLLEGE OF SURGEONS | DIVISION OF EDUCATION

Certificate in

Applied Surgical Education

Leading transformational ®) change at your institution

TITLE:

Pain Education in Graduate Medical Education:
A Multidisciplinary Needs Assessment

Introduction/Background:

Education in pain management is essential for all
physicians. However, data suggest insufficient attention
to pain education at multiple levels of physician training.
The purpose of this study is to evaluate graduate medical
learners’ knowledge and attitudes, confidence, and
perspectives regarding pain education.

Methods:

This is a survey-based study of graduate medical
education (GML) across 36 training programs in an
academic integrated health system. Descriptive and
quantitative statistics were used to analyze responses.

Results:

A total of 133/495 learners participated (26.9 percent);
39.1 percent reported that their program provided a

pain management curriculum. Most trainees rated pain
education as "important” (50 percent) or “very important”
(27.3 percent), yet only 37.6 percent thought their current
education was adequate for their professional work.

Only 18 percent of respondents passed the Knowledge
and Attitudes Survey Regarding Pain. Only 15.8 percent
reported feeling “confident” and <1% “very confident” in
Knowledge and Attitudes Survey Regarding Pain (KASRP)
performance. Of the “confident” respondents, only 1/3
passed KASRP. The only factor associated with passing
KASRP was a pain management curriculum provided

by the training program (p=.03). Among learners who
reported their program provided a pain management
curriculum, 61.9 percent passed. Trainees who passed had

significantly higher mean confidence scores in specific pain

management abilities (t(114) = -2.85, p =.005). There

REFERENCE:

was no significant difference in confidence on KASRP
performance based on passing KASRP.

Discussion:

While medical education exists along a continuum, our
results demonstrate the need to improve pain education
specifically at the graduate medical education level.
Additionally, learner competence in pain management may
need to be assessed independent of learner confidence.

Limitations:

The KASRP has not been validated in GML. The study
population was limited to a single health system and may
not be generalizable.

Conclusion:

Pain education in graduate medical education is
inadequate. Existing curricula should be expanded and
modified for best practice, to meet learner needs and
improve patient outcomes.

1. Ferrell B, McCaffrey M. Knowledge and Attitudes Survey Regarding Pain. City of Hope Pain and Palliative Care Resource Center. Updated 2014. Accessed November 4, 2020.

https.//prc.coh.org/Knowldege%20%20&%20Attitude%20Survey%207-14%20(1).pdf
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TITLE:

Faculty Moderation for Surgical Conferences and

Change in the COVID Era

Introduction/Background:

Resident educational conferences routinely have faculty
content experts. However, the level of involvement with the
development of resident presentation and the comfort the
faculty has with asking appropriate questions is variable,

leading to inconsistent educational quality of the conference.

Furthermore, our residency is the largest in the country,
making training each faculty member to effectively perform
mock oral questions difficult.

Methods:

We recruited six surgical faculty members to function as
the conference facilitators. They reviewed the presentation
several days before the conference to ensure it followed the
required structure. They attended the resident conference,
making sure it stayed on target, and performed the mock
oral question to start each conference if the faculty content
expert was uncomfortable performing it. Residents were
surveyed at the end of each conference on efficacy based
on a 5-point Likert scale.

Results:

Eight lectures were conducted on general surgical topics
with mock orals beginning each conference. Junior and
senior residents all found most conferences to be level-
appropriate for them. Most found the oral board sessions
very helpful. The responses to the conference format varied
by topic and resident level. The most common request

was for the conference to be longer, with more time for
questions. Survey responses dropped after initial starting of
surveys, but increased towards the end.
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Limitations:

COVID changed the way the conference was conducted
midway through the study. Survey fatigue started to
impact the number of responses.

Conclusion:

Residents enjoyed mock oral questions during the
conference and found them useful. While subject to

survey fatigue, adjusting the format of resident mock orals
throughout the year may lead to more resident participation.
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TITLE:

Surgical Advocacy Curriculum - Step 1 - Critical Needs

Introduction/Background:

As public health issues and surgical problems become
increasingly intertwined, advocacy is a growing part of the
role of a concerned activist surgeon. But many surgeons are
not well-prepared for this endeavor as there is no advocacy
component to surgical training.

Methods:

Surgical advocacy experts were identified from the
American College of Surgeons and other surgical

advocacy groups. Interviews were collected via email and
anonymously gathered. Common themes were identified
using a qualitative analysis method and the NVivo software.

Results:

There were almost unanimous concerns that there are

a lot of myths and misconceptions about advocacy. The
strongest need mentioned was to better understand the
structure of the government at all levels, how it works, and
how to be effective working through the structure. There
also was a need to recognize the role a surgeon has and
how their voice is respected. An understanding of advocacy
was the third most-cited topic, and strategies for being
effective and successful at advocacy was also considered
highly important.

REFERENCES:

Discussion:

Surgeons do not engage in advocacy due to common myths
and misconceptions about advocacy. Additionally, they have
knowledge gaps due to this topic being outside the usual
part of medical school and residency curricula. By identifying
the areas considered most important by experts, we can
design a needs assessment for residents and surgeons and
then build a curriculum around these areas.

Limitations:

At this point, only half of the experts have been
interviewed so we may be missing some fundamental
concerns or areas of need.

Conclusion:

There are many myths and misconceptions about surgical
advocacy. Furthermore, there is a lack of knowledge

about how to get involved in this critical endeavor. A
surgical advocacy curriculum for surgery residents and
practicing surgeons would address these gaps and increase
participation in this critical area.

1. Cook DA. Twelve tips for evaluating educational programs. Med Teach. 2010;32(4):296-301. doi: 10.3109/01421590903480121. PMID: 20353325
2. Miller GE. The assessment of clinical skills/competence/performance. Acad Med. 1990;65(9 Suppl):S63-S67. doi:10.1097/00001888-199009000-00045
3. Moore DE Jr, Green JS, Gallis HA. Achieving desired results and improved outcomes: integrating planning and assessment throughout learning activities. J Contin Educ Health Prof.

2009;29(1):1-15. doi:10.1002/chp.20001

4. Yarbrough DB, Shula LM, Hopson RK, Caruthers FA. The Program Evaluation Standards: A Guide for Evaluators and Evaluation Users. 3rd. ed. Corwin Press; 2010. Summary can be found at:

http.//www.jcsee.org/program-evaluation-standards-statements

5. Artino AR Jr, La Rochelle JS, Dezee KJ, Gehlbach H. Developing questionnaires for educational research: AMEE Guide No. 87. Med Teach. 2014,36(6):463-474. doi:10.3109/014215

9X.2014.889814

6. Betterevaluation.org. Equal access participatory monitoring and evaluation toolkit: Module 5. Accessed November 4, 2020. https.//www.betterevaluation.org/sites/default/files/EA_PM%26E_

toolkit_module_5_QDA_for_publication.pdf

7. Verdinelli S, Scagnoli NI. Data Display in Qualitative Research. International Journal of Qualitative Methods. 2013;359-381. doi:10.1177/160940691301200117
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TITLE:

The Shalane Flanagan Surgery Club - Increasing Female
Faculty Scholarly Activity and Learner Engagement in Research

Introduction/Background:

The Department of Surgery at Wake Forest School of
Medicine has 37 surgeon faculty members, ten of whom
are female. Of female faculty members, seven are at

the assistant professor rank and three at the associate
professor rank. There are no female surgeon professors in
our department. Wake Forest School of Medicine currently
has promotion guidelines that heavily rely on publication
numbers as a measure of scholarly activity. Recent
publications about COVID-19 indicate that the research
productivity of female surgeons has suffered during this
challenging time. We are in the process of developing and
implementing a faculty development program for female
surgeons with a goal of increasing overall scholarly activity
for these faculty as well as learners in the department.

Methods:

An informal needs assessment was performed to
determine the scope of the project. The program developed
based on this assessment will feature an accountability
group with monthly educational sessions to tackle
research-related topics with internal/outside speakers (as
well as some specific topics that are more relevant during
the COVID era). The group members will set specific goals
and provide accountability on a regular basis, modeling
our team environment on the supportive environment
described in articles about Shalane Flanagan and the

U.S. women's marathon team. The success of the team
demonstrates how competitive individuals functioning at

a high level can support each other for overall improved
performance. Didactic sessions will alternate monthly
with accountability sessions.

REFERENCES:

Results:

No results to analyze at present. Analysis will be
quantitative (pre/post evaluations of each session,
attendance, and publications prior to/during/after the
year of the program, promotion metrics) and qualitative
(analysis of participant goal-setting exercise).

Discussion:

Pending based on results obtained.

Limitations:
This is a single-center study based only on the needs of
female surgical faculty at a single institution.

Conclusion:

Pending based on results obtained.

1. Crouse L. How the 'Shalane Flanagan effect’ works. The New York Times. Nov. 11, 2017. Accessed November 4, 2020. https.//www.nytimes.com/2017/11/11/opinion/sunday,/shalane-flanagan-

marathon-running.html

2. Kibbe MR. Consequences of the COVID-19 pandemic on manuscript submissions by women. JAMA Surg. 2020;155(9):803-804. doi:10.1001/jamasurg.2020.3917
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TITLE:

UCSF Surgical Curriculum Improvement Project

Introduction/Background:

The focus of this project was to improve the weekly didactic
curriculum for surgical residents in the University of
California San Francisco (UCSF) General Surgery Program.
The focus of this project was the postgraduate year 1 (PGY1)
curriculum, although the other curricular tracks (PGY2/3,
PGY4/5) were also affected by these efforts.

Methods:

We began with an assessment of our current curriculum,

the needs of our learners, and identification of gaps. We
assembled a team of stakeholders, including program
leadership, a small group of dedicated faculty, our
departmental educator, education chief residents, and our
curriculum administrator in the surgical education office. We
identified areas for improvement, and implemented changes
to the curriculum. Assessment of these changes was made
based on surveys of the residents, as well as other metrics.

Results:

When compared to the PGY1 curriculum during academic
year (AY) 18-19, 20 out of 40 scheduled curriculum slots
were either filled or modified in the subsequent AY19-20,
with additional changes in AY20-21. American Board of
Surgery In-Training Examination (ABSITE) scores from
January 2020 were significantly improved compared to
2019. Participation and organization of resident-led quality
improvement projects improved significantly. Residents
responding that they were “extremely satisfied” with

the curriculum rose from 54 to 73 percent. Attendance
improved from 73 percent in AY18-19 to 94 percent in
AY19-20. Accreditation Council for Graduate Medical
Education (ACGME) survey questions regarding balance
between education and other clinical demands improved
from 55 to 83 percent; while faculty and staff interested in

REFERENCES:
1. Kirkpatrick DL. Evaluating Training Programs: The Four Levels. Berrett Koehler; 1994.

education rose from 75 to 83 percent. Quality of teaching
received was 97 percent.

Discussion:

A team-based approach to curriculum development and
assessment has led to significant improvements in the
overall efficacy of the didactic curriculum. One major
aspect of this project was reorganizing the administration
and execution of the curriculum, as there was a lack of
coordination and overall goals, leading to lost sessions,
cancellations, and poor attendance. Engagement of program
leadership and rotation leaders improved the protected time
for residents to attend didactics. Involvement of multiple
stakeholders (residents, educators, faculty) helped identify
learners’ needs, so that the curriculum could be designed

to meet these needs. Engaged faculty members and subject
experts were essential to success.

Limitations:

The efficacy of many aspects of the curriculum have been
difficult to measure. To frame in the Kirkpatrick model: 1)
Reaction—although limited by survey response rate, overall
this has been positive; 2) Learning: as measured by ABSITE,
there has been improved performance, but other metrics

of learning have been somewhat lacking; 3) Behavior—
implementation of quality improvement (QI) project and
preparation for research years have been two measurable
behaviors that have been affected by changes in the
curriculum; 4) Results—this has been difficult to ascertain as
it speaks to improvements in the clinical skills of the residents,
which is affected by multiple factors outside the curriculum.

Conclusion:

Improvement of the curriculum requires engagement of
multiple stakeholders, regular monitoring, engagement of
faculty and learners, and regular assessment.

2. Thomas PA, Kern, DE, Hughes MT, Chen BY, eds. Curriculum Development for Medical Education: A Six-Step Approach. 3rd ed. Johns Hopkins University Press; 2016.
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TITLE:

Advanced Clinical Skills Course for M2 Students with
|dentified Clinical Skills/Clinical Reasoning/
Medical Knowledge Deficiencies

Introduction/Background:

Students that struggle with clinical skills can be identified
early in their medical education. They continue to struggle
throughout their clinical years of medical school and into
residency, resulting in extra hours and effort by clinical
faculty. Knowing this, we decided to preemptively take a
group of students and offer a special course designed to
augment their clinical skills prior to the start of their clinical
years. In our institution, students take up to four 1-week
electives during their M1 and M2 years during weeks
between courses. These 1-week electives are often clinical
electives in specialties that they are interested in, but also
may be medical education electives.

Methods:

M2 students were identified by their clinical skills and basic
science instructors as needing some assistance with medical
knowledge, communication, physical examination, and/or
clinical reasoning skills. Many of them had failed objective
structured clinical examination, (OSCEs) during their M1 or
early M2 years. Some had difficulty in their basic science
courses. Most had had difficulty with both clinical skills/
reasoning and medical knowledge. They were offered an
elective in advanced clinical skills during their M2 year.
Twelve students were identified. Five agreed to take the
course, and an additional student requested the elective,
resulting in a total of six students.

The course encompassed one clinical week. The opening
session focused on clinical reasoning, including identifying
a differential diagnosis, pertinent questions to ask while
taking the history, relevant physical examination findings,
and basic workup for common presenting complaints. The
basic science faculty also led a session focused on clinical
correlation to basic science tenants. Each student was
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assigned one half day of outpatient experience and one half
day of inpatient experience.

The students also had three sessions with standardized
patients with OSCEs . During the first session, the students
were paired. They discussed the case planning worksheet
together prior to entering the room. One student took the
history and performed the physical examination. The other
student observed. At the end of the interaction, the student
that observed the interaction gave an oral presentation of
the encounter. The student that performed the history and
physical examination wrote the Supplemental Offer and
Acceptance Program (SOAP) note. For the three other cases
of the day, they took turns observing and performing the
history and physical exam. During the second session, each
student completed the case planning worksheet and the
OSCE independently. The student wrote an SOAP note and
gave a patient presentation for two standardized patients.
The final examination was one OSCE at the end of the week.
The students were not given the case planning worksheet
but were encouraged to use what they had learned
throughout the week to assist them with their patient
encounter. The students wrote a final SOAP note after this
OSCE. There was a brief focus group and all students were
encouraged to participate in a standard interview.

Results:

At the end of the course the students were asked if they found
it valuable, and overwhelmingly the responses were positive.
The OSCEs are in the process of being graded to determine
whether students improved clinically throughout the course.
Postcourse surveys and course evaluations were also obtained
and are being evaluated for statistical significance. As they
progress through their clinical years, the students may also
be compared to their peers that did not take the course, or



CONTINUED:

Advanced Clinical Skills Course for M2 Students with Identified Clinical Skills/

Clinical Reasoning/Medical Knowledge Deficiencies

compared to students who would have been identified in a
similar manner in previous cohorts (failed OSCEs).

Discussion:

One of the specific problems identified for all medical
students includes the reliance on the “OPPQRST" history
and communication skills during their OSCEs. Several faculty
members have noticed that instead of taking a few moments
to compose themselves and consider a differential diagnosis
for the patient prior to entering the exam room, the students
read the chief complaint and immediately rush into the room
to introduce themselves. During the planning of this elective
this problem was discussed, and the decision was made

to create a case planning worksheet for the students. This
included space for a differential diagnosis, relevant history
questions, and pertinent physical exam maneuvers. Five
minutes was built into the timing of the OSCE for completion
of this worksheet prior to entering the room with the patient.
This forced the students to take that time to identify the
differential diagnosis prior to speaking with the patient and
relying on their basic history-taking questions.

The students were able to get some inpatient and outpatient
experience during this rotation. They were specifically
placed with preceptors that have a specific interest in
teaching or on the academic services at both hospitals. They
were encouraged to perform histories and physicals and
given specific feedback. They were also given opportunities
to present these patients and given immediate feedback to
assist with this new skill.

During their repeat OSCEs, the students were assisted
with differential diagnosis and history-taking by using the
case planning worksheet and working in pairs. The multiple
OSCEs assisted them with repetition of skills and gave
them an opportunity for focused practice and feedback. As
the week progressed, they seemed more comfortable with
communication skills, focused history-taking and physical
examinations. Their notes improved and they were able to
give a broader differential diagnosis. Their management
plans were obviously not as specific or appropriate as

REFERENCES:

—LISA MILLER, MD, FACS

someone with a higher level of training, but they were
challenged to think about these.

Limitations:

Several students that were recommended to take this
course refused to take it. This may have been due to
multiple factors. Some may have had other electives or
vacation time already planned. In discussion with the
clinical skills instructors, several of the students that were
recommended to take the course did not feel that their
clinical skills were behind their peers. Therefore, they did
not see the need or the benefit in taking the elective.

Unfortunately, soon after this elective, one of the students
ultimately was dismissed. Other students have continued
to struggle from ongoing academic challenges and
communication issues. One or more of them may also
ultimately be dismissed from medical school.

Another limitation of this project is difficulty obtaining
statistics to prove benefit. We did create algorithms to
score the OSCEs, which give some objective scoring to
part of the activities in the course. The students also took
surveys before and after the course that can be compared.
Unfortunately, these are all very subjective and may not
prove beneficial to this course.

Conclusion:

Students who struggle with clinical skills can be identified
early in their medical school career. This course in advanced
clinical skills was a pilot program to identify ways in which
to assist these students. A week-long course that enabled
them to focus on skills such as history taking, physical
examination, clinical reasoning, note writing, and patient
presentations was well-received. Plans to provide this course
as an option for other similar students were in place prior
to the pandemic. Unfortunately, because of lack of clinical
space, the course will not be offered again at this time. In
the future, some of the pieces of this course (case planning
worksheet, multiple OSCEs) will most likely be used as part
of the transitions to the M3 year for the entire class.

1. Pitre C. Diagnostic reasoning assessment toolkit: guided reflection and standardized cases for at-risk final-year medical students. MedEdPORTAL. 2016;12:10428. doi:10.15766/mep_2374-826510428

2. Chou CL, Chang A, Hauer KE. Remediation workshop for medical students in patient-doctor interaction skills. Med Educ. 2008;42(5):537. doi:10.1111/j.1365-2923.2008.03055.x

3. Moon SH, Myung SJ, Yoon HB, Park JB, Kim JW, Park WB. Deliberate practice as an effective remediation strategy for underperforming medical students focused on clinical skills: a
prospective longitudinal study. J Korean Med Sci. 2019;34(11):e84. doi:10.3346/jkms.2019.34.e84
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TITLE:

Creating the “Section of Education:”
Community and Support for Faculty Educators

Introduction/Background:

The focused development of faculty with an interest in
surgical education is critical to ensure their preparedness
for future leadership roles, such as program or clerkship
director, and to enhance the science of education through
research and innovation. Resources for faculty development
in education are scarce. Therefore, we sought to develop
and implement the concept of a “Section of Education” in
one academic department of surgery to support the career
development of faculty educators.

Methods:

The Section of Education—a community of practice for
faculty development in surgical education—was developed
in partnership with key stakeholders. The core values of
the Section include community, support, and outcomes.
All department of surgery faculty with an interest in
career development in surgical education were invited to
participate in an onboarding process. Monthly “Education
Works in Progress” meetings were established to grow the
sense of community amongst members of the Section.

Results:

Three faculty members from three different surgical

Faculty members and their division chiefs have expressed
satisfaction with the process of joining and subsequent
support provided by the Section.

Discussion:

The concept of a Section of Education to support the career
development of faculty interested in surgical education

is feasible, and has been well-received by both faculty
educators and their division chiefs. Long-term outcomes for
faculty who have joined the Section should be studied to
evaluate the success of the program.

Limitations:

The outcomes of a career development program are difficult
to ascertain in the short term and will need to be evaluated
over the next five years.

Conclusion:

A Section of Education can provide a community of practice
for career educators, and financial and human resources
support for career development. This model must also hold
faculty accountable for the good stewardship of resources
through attention to outcomes relevant to the career goals
of each faculty member.

divisions have completed the onboarding process to join the
Section. Three additional faculty members have expressed a
commitment to join. Attendance at the monthly Education

Works in Progress meeting has increased over the past year.
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TITLE:

Future Surgical Leaders (FSL)

Introduction/Background:

Surgical residency curriculum consists largely of patient
care and surgical skills. However, we identified residents
that continue to have difficulties with interpersonal
communication and professionalism. Our goal is to

create a leadership curriculum for residents and fellows
that will provide tools to collaborate across disciplines,
navigate difficult situations with conflict management and
communication skills, enhance teaching skills, expand
cultural competency, and promote inclusion.

Methods:

Stakeholders across disciplines were established.

A validated and published list of leadership domains

and competencies from the Medical University of South
Carolina master of health administration program was
used to create a needs assessment survey asking the
importance of each competency for residency training and
the appropriate PGY level for its delivery. The survey was
delivered to 240 people with a 360-degree perspective.

Results:

The respondents were grouped into three weighted
supergroups: Attendings and Recent Graduates (44 of 74,
59 percent response), Residents and Fellows (42 of 72, 59
percent response), and Multi-Disciplinary (44 of 95, 46
percent response) including advanced practice providers,
students, administrative staff, and nurses. The importance
of each competency was compared among groups and
overall importance was defined as >75 percent “important”

REFERENCES:

and “very important” responses. With competencies
selected, a heat map for PGY delivery was created.

A curriculum for each PGY was created with competencies
and subtopics. Resident stakeholders for each PGY

and program assisted with educational design. The
program was introduced by grand rounds with feedback
solicited. Speakers were identified by stakeholders and
others. Speaker education with experiential learning

was conducted. Pre-program assessments including the
Maslach Burnout inventory survey were delivered. The first
FSL sessions are scheduled for next week.

Discussion:

Respondents agreed that leadership domains are
important to teach residents and fellows with some
variance in competencies and appropriate PGY delivery
between groups.

Limitations:

Single institution, low number of survey respondents

Conclusion:

From the needs assessment survey and involvement of
key stakeholders, a leadership curriculum was created.
Implementation and evaluation are in process.

1. Colvin J, French J, Siperstein A, Capizzani TR, Krishnamurthy VD. Addressing professionalism, social, and communication competencies in surgical residency via integrated humanities
workshops: a pilot curriculum. J Surg Educ. 2018;75(3):589-593. doi:10.1016/j.jsurg.2017.09.035.
2. Roberts L, Cornell C, Bostrom M, et al. Communication skills training for surgical residents: learning to relate to the needs of older adults. J Surg Educ. 2018,;75(5):1180-1187. doi: 10.1016/].

jsurg.2018.02.005. Epub 2018 Mar 31. PMID: 29609892

3. Yule S, Parker SH, Wilkinson J, et al. Coaching non-technical skills improves surgical residents’ performance in a simulated operating room. J Surg Educ. 2015;72(6):1124-1130. doi: 10.1016/].

jsurg.2015.06.012. PMID: 26610355
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