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Goals and Objectives 
• Attrition: The scope of the problem 

 
• Background and introduction: Grit 

• What is it? 
• Why is it important? 

 
• Study design and preliminary results 

 
• Potential intervention strategies 

 
• An invitation to participate 



Resident attrition 

Halsted 
1904 

 
 
 
 
 

Churchill 
1940’s 

• Most programs converted into a rectangular model in 
the 1980s. 
 

• RRC formally eliminates pyramidal programs in 1996. 
 

Bell et al., Surg Clin North Am. 2007 

Presenter
Presentation Notes
The failure of trainees to successfully navigate the rigors of surgical training was once commonplace.  In fact, the ‘pyramidal’ model of surgical training introduced in 1904 by William Halsted necessitated the failure of some individuals entering training at Johns Hopkins Hospital1,18. Importantly, however, this model also provided a pool of excess trainees for which failure could be tolerated with minimal consequences to the institution of training.  With the advent of a ‘rectangular’ model, first popularized by Edward Churchill of the Massachusetts General Hospital in the 1940s, both the requisite failure and the allowances made for that failure were decreased.  Most programs converted to a rectangular model by the 1980s and the RRC formally eliminated pyramidal training prorgrams in 19962.The conversion to the rectangular model presents effected programs with several challenges with regards to attrition:First, and perhaps of minor import, is the financial cost of finding and replacing a lost resident.  More importantly, perhaps, is the realization and loss of an ‘opportunity cost’ associated with having provided training to an individual who will not practice general surgery.  Not only does this loss impact the individual institution, but it also carries implications for the allocation of funds for graduate medical education and for the future of the general surgical workforce.  Also, finding replacement residents of sufficient quality can also prove difficult6.  A questionnaire to program directors in the 2001-2002 academic year revealed that nearly three-quarters of replacement residents are recruited from outside the institution in need, and that one-quarter are “inferior” to their resident peers19.  Lastly, there are likely non-financial costs (such as educational continuity and psychosocial matters) of resident attrition and resident replacement incurred by the institution and the residency corps that can be difficult to quantify.So, understanding the major problems attrition can cause, lets briefly review the scope of the problem in general surgical training.



Resident attrition 

Dodson et al., Curr Surg 2005 
Naylor et al., Arch Surg 2008 

22% 17% 
23% 26% 

Aufses et al., Am J Surg 1998 
Kwakwa et al., J Am Coll Surg 1999 

Presenter
Presentation Notes
This is a graph depicting …The results of four surveys of resident attrition are shown in red stars.Historical rates of attrition approaching one-quarter of all residents entering training have remained steady over the past 20 years.Notably, institution of the 80-hour workweek has no effect on overall rates of attrition (in fact, one study documented increased rates of attrition following institution of the new rules).A survey of program directors limited to the 2000-2001 academic year demonstrated that over half of all surgical programs are impacted in any given year with one-third of programs losing more than one resident, to a maximum of five residents, in a single year75% of residents leaving are in the PGY1 or 2 yearAttrition from general surgery programs are remarkably higher than attrition from surgical subspecialitesThree strategies have emerged to ameliorate the effects of attrition on surgical education: eliminating those at high-risk from the applicant pool prior to the match, improving resident retention, and streamlining resident replacement with qualified individuals.  While all three approaches are possible in certain circumstances, maximizing resident retention is likely the most generalizable strategy.  There are two clear facets to this strategy: identification of those residents at risk (perhaps through the identification of the root cause), and the creation of an environment to foster success.  Our study attempts to contribute both of these.  We aim to evaluate a potential root cause for resident attrition by characterizing the relationship between resident grit and program dropout. Additionally, we aim to develop a logical, directed approach for the creation of an individually tailored and supportive environment for those residents found to be at risk 



Identified risk factors 
• Repeatedly demonstrated 

• Post-graduate year: PGY1 and 2 at higher risk 
• ABSITE performance: but with varying cutoff 

 
 

• Evidence inconsistent 
• Medical student grades, AOA status, USMLE score 
• Lack of history of high-performance achievements 
• Age 
• Gender 
• Programs “not in the south” 

 
 
 

Presenter
Presentation Notes
Research efforts have focused primarily on the identification of risk factors for attrition. While one risk factor has become well established (earlier post-graduate year is associated with an increased risk of attrition), by and large, identified risk factors are limited by a lack of generalizability to other surgical residency programs. This is exemplified by the association between ABSITE performance and attrition, where the cutoff for attrition appears to vary by institution.  Further highlighting this is conflicting data regarding the applicability of academic performance or accolades, non-academic accomplishments, age, gender, and even location of residency to the southern United States.  Many studies now seem to point to the same conclusion: “Non-academic factors are more important 



What can we learned from recent 
surveys? 

• High program-to-program variability 
 

• Many risk factors are non-modifiable 
 

• Effective support strategies are unknown 
 

• Most commonly cited reason for leaving: “lifestyle” 
 

• Residents will report that they have considered leaving their 
training program if asked 
 

• A common conclusion: Non-academic factors are likely most 
important 
 
 
 

Sullivan et al., J Am Coll Surg. 2012 
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Presentation Notes
It is helpful, therefore, to look outside the realm of surgical education to seek a formal strategy in an attempt to quantify non-academic factors of success. The fields of psychology and educational philosophy, in particular, advocate for an expanded view of traits and characteristics beyond the traditional definition of intelligence as indicators of ultimate success So, in essence we need to redefine what is necessary for achievement in surgical residency.



Redefining what is necessary for 
achievement 

 

“One of the most significant contrasts 
among the factors residing within the 

individual is that between capacity and 
industry” 

 
 

Clark Hull (1928)  
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Presentation Notes
Clark Hull (1928): One of the most significant contrasts among the factors residing within the individual is that between capacity and industry.”Even before Clark Hull’s time, William James, arguably the father of American psychology, describing this concept in his 1907: The energies of men by saying “There are talents, and then there are things that unlock our talents.”We have done a fair job of identifying talent (in so far as intelligence is concerned), however, the reliable description and accompanying measures to describe those things that unlock our talents lags far behind 



301 Geniuses 

 

Motivation 
Determination 
Persistence 

 
 
 

Catherine Cox  
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Presentation Notes
Catherine Cox (Stanford): Qualities of 300 geniuses, abstracted from biographies  Those that had the greatest impact on the world had a few traits in common … including: “Tendency not to abandon tasks from mere changeability” (not seeking something fresh because of novelty, not “looking for a change”) and “Tendency not to abandon tasks in the face of obstacles” (perseverance, tenacity, doggedness)These are, of course, not a surprise.  These are traits that have been emphasized, for many of us, starting in childhood.  We recognize these traits in our successful colleagues.  Despite this, work to quantify and model this aspect of an individual’s personality is lacking (especially when you compare it to the body of literature produced in the effort to quantify what we think of as standard intelligence … i.e. everything from Stanford-Benet IQ testing, to SAT testing, to the ABSITE and licensing exams.)



Perseverance and passion for 
long-term goals 

Presenter
Presentation Notes
In 2007, Angela Duckworth and colleagues first modeled a trait they named Grit.  Grit was designed to measure perseverance and passion for long-term goals and incorporated the concepts of determination, persistence, and the ability to maintain long-term focus despite potential setbacks.While the applicability to surgical training may be obvious, permit me for a minute to do a little work to convince you.First, grit has been found to be a predictor of GPA amongst Ivy league undergraduates, superior in fact to standard IQ measures.Second, highlighted by recent pieces in the New York Times, grit was found to be highly predictive of academic success in adolescent, even so far as to be predictive of final round attainment at the National Spelling BeeMost importantly, grit has been found to be a superior predictor of success in high stress, high achievement fields …. Such as the environment found at West Point.



United States Military Academy 

Duckworth and Quinn. J Pers Assess. 2009 

Presenter
Presentation Notes
Further, in studies conducted over a two-year period at the United States Military Academy, low grit was an accurate predictor of attrition in cadets.  Grit, in fact, was a superior predictor than both measures of standard intelligence (such as test scores and IQ) and in-house standards16,17 



Short grit scale 
1. New ideas and projects sometimes distract me from 

previous ones. 
2. Setbacks don’t discourage me. 
3. I have been obsessed with a certain idea or project for 

a short time but later lost interest. 
4. I am a hard worker. 
5. I often set a goal but later choose to pursue a different 

one. 
6. I have difficulty maintaining my focus on projects that 

take more than a few months to complete. 
7. I finish whatever I begin. 
8. I am diligent. 
 

Presenter
Presentation Notes
So, how do we measure grit?  The short grit scale is an eight question self-assessment tool.Responses are captured on a five-point Likert scale, ranging from “Very much like me” to “Not like me at all”The eight questions, in their entirety, are:



Study design 
Prospective, multi-center, blinded survey administration 

 

Grit  
(8 questions) 

Counterfactual 

Risk factor 
screening and 
demographics 

Follow-up: 
July 2013 

Screen for attrition 



Grit 

Counterfactual 

1. Vividly imagine and describe an 
alternative career path 
 

2. Is this path: worse, better, about the 
same, or “actually I couldn’t really vividly 
imagine another possibility.” 

Risk factor 
screening and 
demographics 

1. Are you satisfied with your experience?  
2. Do you feel you are a good fit?  
3. Is your family or significant other satisfied?  
4. Have you considered leaving training?  
5. What types of support are most valuable? 
6. What are your plans following residency? 
7. Are you satisfied with your anticipated 

lifestyle as a surgeon? 
8. Describe your residency program? 
9. Current post-graduate year? 
10. Gender? 
11. ABSITE score? 
12. Plans on research during residency? 



Can we stratify residents? 

the higher  
the score the 
greater the  

grit 

N = 180 residents at 11 institutions 

Presenter
Presentation Notes
Given that surgical residents are, typically, highly-motivated individuals that have chosen to undertake a stressful path to professional success, the ability of the grit score to detect differences within this population was in doubt.  Specifically of concern was the willful acceptance of a training program of extreme duration (spanning between five and ten years) that would seem to indicate increased grit in the study population 



Residents compared to the 
general population 

Duckworth (unpublished data) 

Presenter
Presentation Notes
Surgical residents, as a collective group, have higher median grit, and reduced standard deviation as compared to the general population.However, this pattern is similar to that seen in the cadets at West Point.



Does grit correlate with PGY? 
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Post-graduate year 

Presenter
Presentation Notes
Grit has been shown to be stable over time in serial classes at West Point.Similarly, we hypothesized that Grit would not vary by post-graduate year.Here is a bar graph depicting …



Satisfied with experience in 
residency? 
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Presenter
Presentation Notes
For the remainder of our analysis, we stratified surgical residents into those with “above median” or “below median” grit.Here we show percentage of residents expressing dissatisfaction regarding their “overall experience in residency.”



Residency “fit” 
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Presenter
Presentation Notes
Mimicking dissatisfaction, our inquiry into how residents “fit into” their particular program also varies with grit.  With twice the number of residents feeling that they fit in poorly in the group scoring below median levels of grit when compared to those scoring above median levels of grit.



Consider leaving residency? 
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Presenter
Presentation Notes
Following the example of data published prior, we asked directly about each resident considering leaving their training program.The first takeaway here is that thoughts of leaving residency are commonplace amongst residents.  In fact, given the nature of the other questions in this survey, a rate of 30% likely represents and underreporting. That being said, over forty percent of residents with below median grit report considering leaving surgical training.  This is greater than twice the rate of residents with above median grit and has already reached statistical significance despite only half of institutions in the study reporting.



Family and lifestyle? 

Presenter
Presentation Notes
Family and anticipated future lifestyle as a practicing surgeon also varied with grit.-Interestingly a greater proportion of residents with higher grit reported family dissatisfaction than lower grit.  Individuals with higher grit, however, more often reported being optimistic about their future lifestyle.



Other potential risk factors: 
ABSITE 

Presenter
Presentation Notes
Finally, we looked at two other potential risk factors for grit.The first was perceived absite perfomance.  We offered four choices to this question.  In green are those individuals who report scoring above average on the exam.  In blue are those who are about average, in red are those who are below average, and black are those individuals who were not sure.Cohorts here are grouped by quartile along the x axis, with percentage of each cohort reporting a given answer along the y axis.The interesting finding in these data include that there appears to be a relatively high number of residents who have low grit, but nonetheless perform above average on the ABSITE.  This finding has been repeated in other settings, such as Ivy league undergrads and west point, where for a certain percentage of individuals their intelligence and grit are inversely related.  This is affectionately, and colloquially known as, the smart slacker group … whose success is mostly in spite of, rather than due to, their levels of grit.



Other potential risk factors: 
Gender 
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An opportunity through increased 
program support 



Conclusions 
• Attrition rate has held steady over the past 20 years, 

despite reported improvement in resident quality of life. 
 

• Grit, defined as passion and perseverance for long-term 
goals, is predictive of retention in non-medical fields. 

 
• In a diverse population of surgical residents, low grit is 

associated with decreased satisfaction, poor “fit” in 
residency, and increased thoughts of dropping out. 
 

• Utilizing the grit survey, we can identify residents at risk 
for attrition and direct limited support resources to those 
residents that most need them. 



An Invitation: 

We welcome additional program participation in this 
study! 

 
For more information, please contact: 

 
Richard Burkhart 

richard.burkhart@jeffersonhospital.org 
 

Donna Guinto 
donna.guinto@jefferson.edu 
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La Crosse is located along the majestic Mississippi 
River and nestled alongside beautiful bluffs and rolling 
hills in West Central Wisconsin. La Crosse, Wisconsin, 
midway between Chicago and Minneapolis/St. Paul, 
has a surprising number of cultural, recreational and 
economic opportunities for a metropolitan area with 
a population of 100,000. 

Gundersen Health Systems  
La Crosse, Wisconsin 



Gundersen Medical Foundation 

• Western Campus for University of Wisconsin 
• Primary site for Wisconsin Academy for Rural 

Medicine (WARM program) 
• Multiple applications for 4th year clerkships 

from across the country 



 

Gundersen Health System 
General Surgery Department 

General Surgery Clerkship – MS 4 
 
“We welcome 4th year medical students to participate in 
general surgery clerkships. During the experience, the 
medical students will function as an integral part of the 
surgical team under the direction and supervision of the 
surgery residents and faculty. ” 
 
Prior to 2013….. 
 experience was good but not particularly organized 
 no objective measures to evaluate the student 
 



Purpose of Developing a Curriculum 

• Provide Teaching 
Faculty the 
opportunity to 
become familiar with 
the medical student’s 
capabilities  

• Provide a meaningful 
experience for the 
MS4 students 
 

• Provide objective 
criteria to assist in 
evaluation 
 



Clerkship Requests 
 

 
• 2010-2011     5 MS4 students 
• 2011-2012      8 MS4 students 
• 2012-2013      6 MS4 students 
• 2013-2014     13 MS4 students  

 
 

 
 



 
Clerkship requests 

2013 
 
• University of Minnesota 
• University of Nebraska 
• University of North Dakota 
• University of South Dakota 
• University of Washington 
• University of Wisconsin 
 
 

• Albany Medical College 
• Creighton University 
• Des Moines University 
• Kansas City University 
• Mayo Medical School 
• Medical College of Wisconsin 
• University of Kansas 

 
 Requests are granted on a first come basis 



 

Curriculum Development 
 

We developed the expectations of the clerkship 
and shared with attendings and senior residents. 
 
The expectations for the clerkship were e-mailed 
to the student upon acceptance of their clerkship 
request.  They also received  a copy on the first day 
of their rotation.  





Team Assignment:   
 
• Assign a faculty mentor 
• Assign to one of four surgery teams  
• Clinic and operating room  assignments will be 

directed by the senior resident on service 
  
 



Clinical Expectations: 
 
• Participate in the preoperative and postoperative 

evaluation of patients in office and emergency room 
settings  

• Gain experience with invasive and non-invasive 
diagnostic testing such as laboratory evaluation, 
abdominal, pelvic and thoracic CT scans, MRI, PET 
scans, ultrasounds and invasive angiography 

  



 
 

Clinical Experience: 
 

• Assist the surgical team    
• Assist with post-operative management  
• Write daily progress notes  
• Gain experience with a wide variety of general 

surgical, vascular and traumatic disease states 
 



Call Requirements 
 

• One night per week - 5 pm – 7am (Home Call) 
 

• Two weekend days - 7 am to 7 am 
 



 

Required Conference  Attendance: 
 

• Surgery Residency Core Conferences  
• Morbidity and Mortality 
• Skills lab  
• Journal Club 



 

Documentation Requirements:  
 

• Notes to be completed: 
 3 History and Physicals 
 3 Progress Notes 
 2 Discharge Summaries 
 
• Feedback provided by faculty mentor 
 
 



Presentation Requirements 

•  Anatomic Dissection:  
– Assist an ongoing dissection and presentation 

being undertaken by the PGY I-III residents 
 

•   Case presentation: 
– Include literature review  
– Present at Resident conference with Faculty 

Mentor in attendance   



Evaluations/Feedback: 
 

•Faculty and senior surgery residents  
evaluate the medical student 
 
•Sit down discussion at the conclusion of the 
rotation with faculty mentor and Program 
Director 
 



Outcome 

• An 11 question survey was developed 
and sent to 12 students  

• Response rate of 75% - 8 students 
completed the survey 













• Coordination of resident anatomic dissections 
with presence of medical students was 
challenging 













• “It made me not want to go into surgery” 
 

• “Yes, it reaffirmed my decision.” 
 
• “Absolutely. This rotation reinforced my decision 

for pursuing surgery by allowing me to experience a 
full month of day to day activities and work duties 
that the residents undergo.” 



 
• “Yes, I enjoyed my clerkship and am pursuing a career as 

a general surgeon.” 
 
• “The rotation gave me a great view of what it would be 

like as a surgical intern.” 
 
• “Yes” 
 
• “Yes, yes, yes, and more yes! What a fabulous place!” 
 
• “Yes. Thanks to my month at Gundersen I am pursuing a 

career in Gen Surg.” 
 



• “It would be nice if 4th year visiting students could 
be given preference for taking call with their mentor 
or with Dr. Jarman and other physicians who might 
impact the rank order. The 3rd years were able to 
sign up for their choice of call much earlier than the 
4th years, and it's hard for visiting students to know 
who the other students are right away.” 
 



• “Making the faculty mentors more aware of the 
course objectives and their responsibilities would be 
potentially beneficial. It is hard as a student to tell a 
faculty mentor you need to correct this for me or 
observe me doing this, it makes it feel as though you 
as the student are making extra work for faculty 
that are already over worked.” 

• “No” 
• “None at this time, I feel the rotation was very well 

set up.” 



• “No- it was a great experience!” 
• “I think that having a more clear position of note 

writing on daily rounds would be helpful. Otherwise, it 
was the measurement by which I have assessed all 
other rotations.” 

• “Assign students to mentors who are interested. I met 
with my mentor once, the very last day, and it was not 
very beneficial.” 



CONCLUSIONS 

Overall from the response of the survey, the 
majority of students felt the curriculum was 
worthwhile. 
 
Issues we need to address: 
• Faculty participation 
• Structured call schedule for students 
• Anatomic dissections 
• Medical Student selection 



Next Steps 

• Designing a curriculum – how would you do it 
in your institution? 



Surgical Boot Camp 
Effectiveness:  A 
Resident Survey 
M. Weis MD, G. Philip MD, A Baskara MD, M Burda, G. Zelenock MD, 
 M. Nazzal MD 
Division of Surgical Education, Department of Surgery, University of 
Toledo Medical Center 
 



Disclosures 
• none 



The Intern Experience 
• The first year of residency can be difficult for new residents 

due to multiple stressors 
• New hospital system 
• New colleagues 
• New material 
• New computer system 
• They’re the physicians now 



The Intern Experience 
• Interns are often the first responders for: 

• Nursing and general floor calls 
• Patient phone calls 
• ER and Floor consults 
• Patients and Families 

 
• How do we as a residency program help with transition and 

improve anxiety? 



The Boot Camp Concept 
• Emerging in the literature and amongst residency programs 
• Give incoming residents a time to learn the basics of clinical 

care before they begin on July 1 
• Intensive training in: 

• Charting 
• Procedures 
• Common scenarios 
• Common Radiological findings 
• Introduction to Surgical Simulation 



Boot Camp Experiences in the 
Literature 
• Fernandez et. al. in 2012 from Baystate Medical Center in 

Massachusetts  
• 4 years of data 
• 9 week boot camp period 
• Mandatory weekly sessions including extensive surgical 

simulation sessions 
• Study looked at scores on post boot camp assessments, ABSITE 

scores, technical and skill assessments 
• Correlations  were noted between ABSITE scores and final boot 

camp assessments as well as between boot camp technical skills 
assessments and skills assessments given later 

• Residents noted increased confidence 
 



Boot Camp Experiences in the 
Literature 
• Okusanya et. al. in 2012 at the University of Pennsylvania 

School of Medicine 
• 5 week boot camp for 4th year medical students going into 

surgical residencies 
• Students were surveyed before, after, and 6 months following the 

boot camp 
• Results compared against control group of individuals who did 

not attend the program 
 



Boot Camp Experiences in the 
Literature 
• Okusanya et. al. in 2012 continued 

• Participants noted increased confidence post course and at 6 
months with certain procedures and clinical scenarios 

• Compared to control group, participants of the boot camp 
reported increased confidence with regards to procedure such as 
cricothyroidotomy and chest tube insertion 

• Participants and control group showed no difference in 
confidence with regards to clinical scenarios 

 



University of Toledo Boot 
Camp Experience 
• Mandatory for 14 new incoming residents 

• Three 4th year residents 
• One 2nd year resident 
• Ten 1st year residents (interns) 

• 3 day curriculum (July 1st-3rd) lasting  8 hours a day 
• Both current chief residents and attending physicians including 

the PD acted as moderators for the various sessions 
• Curriculum developed by the Department of Surgery Division 

of Surgical Education, Department of Radiology, and the 
University of Toledo Interprofessional Immersive Simulation 
Center 



Boot Camp Curriculum 
• Hospital Portal System 
• Dealing with the Problem Resident 
• Procedural simulation 

• Central line insertion 
• Chest tube insertion 
• Bronchoscopy 
• Thoracocentesis 
• Airway Management/Intubation 



Boot Camp Curriculum 
• Common Radiology with Radiology Attending and Radiology 

Resident 
• Suturing 
• Surgical Instruments and needles 
• Clinical Scenarios 
• Trauma Simulation 

 



Evaluation 
• Participating residents were asked to evaluate the program 

both immediately after its completion and 4 months 
afterward 

• Evaluation consisted of grading the various facets of the 
program on a standard 1 to 5 scale with 1 being the worst and 
5 being the best 

• Also asked to evaluated the simulation portions of the camp 
• Asked to assess the program’s effect on anxiety prior to 

starting work on the floors 
 



Evaluation Continued 
• Finally, asked if they would recommend the boot camp to 

other residents 
• In addition, residents who did not participate in the boot 

camp were asked their opinions on 
• Any noticeable impact on the incoming residents that the boot 

camp my have had (again on a 5 point scale) 
• If they would recommend the boot camp  

 



Results: Immediate Post-
Course 
• Highest rated aspects of course (Percentage with a score of 5) 

• Timing of camp (64%) 
• Duration (79%) 
• Interaction with staff (93%) 
• Radiology Review  (79%) 
• Introduction to EMR Portal (71%) 

• Procedures with highest rating (score of 5) 
• Ultrasound guided line (64%) 
• Central Line Insertion (64%) 
• Suturing (64%) 
• Airway (50%) 

 



Results: Immediate Post-
Course 
• 10 of the 14 residents stated the boot camp reduced their 

anxiety (71%) 
• 1 resident stated that it actually increased his or her anxiety 
• 12 of the 14 residents stated that they would recommend the 

boot camp (86%) 



Results at 4 months 
• Highest Rated Aspects 

• Timing (50%) 
• Radiology Sessions (42.9%) 

• Highest Rated Procedures 
• Ultrasound guided lines (28.6%) 
• Suturing (28.6%) 

• Again 12 of the 14 residents recommended the boot camp 
 

 
 



Results at 4 months: Notable 
Changes 
• Airway/intubation was ranked as neutral (score of 3) by 57.1% 

of the residents, only 21.4% gave it a score of 5 
• Duration and Timing both only had 21.4% give a score of 5, 

however greater than 50% of the residents gave it a score of 4 
or higher 

• The confidence numbers changed 
• 9 residents stated that the boot camp improved their confidence 
• 5 residents had seen no change in their confidence 



Results at 4 months 
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Non-Participant Data 
• 15 residents surveyed 
• When asked about the various aspects of the boot camp and 

its effects on the residents who went, virtually no aspect of 
the camp received a score of 5 (Portal entry received a score 
of 5 from 1 resident) 

• Based on the responses, the highest rated aspect was suturing 
with a mean score of 3 

• The remaining aspects considered all had a mean score 
between 2 and 3 

• 10 of the 15 residents would still recommend the boot camp 
with only 3 not recommending it 



Non-Participant Data 
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Conclusions 
• First and foremost, residents in our program generally agree 

that some kind of boot camp is helpful and recommend it 
whether they attended it or not 

• Those who attended the boot camp and those who didn’t, 
while not always agreeing, found some aspects of the 
program beneficial 
• Those who went found it helpful generally across the board 
• Those who did not go still saw a benefit and recommended it 

• The boot camp program raises confidence to some degree 
among those who attend 
 
 



Limitations 
• This was the first year for a boot camp at our program 

• Curriculum is undergoing refinement 
• First time moderating the sessions for both the attending 

physicians and residents 
• Results based on opinion 

• Labile 
• Varies among residents 
• Subject to bias and preconceived notions 

 



What’s Next? 
• Continue collecting data regarding resident experiences 

regarding boot camp 
• Refine curriculum to maximize increases in confidence, clinical 

preparedness, and clinical skills 
• Improve as teachers 
• Compare our experiences against those of other programs 
• Critically Reassess after each evaluation 

 



Thank You 
• Thank you to the following individuals 

• Mary Burda 
• Munier Nazzal MD 
• Weikai Qu MD 

 
 



Claire Travis, MA, MBA, Education Manager 
Mark Nehler, MD Program Director 
University of Colorado Surgical Residency Program 
Kristen Dudley, Residency Coordinator 
University of Virginia 



 Focus on best applicants and contact them at 
end of the recruitment cycle in early January 

 No interview days, just phone interviews 
 Provide information about the program  
 Our approach is to look for applicants that did 

not match in the competitive specialties 
(ENT, Ortho, Urology, etc.)  

 Also try to balance specialties to provide 
appropriate curriculum on annual schedule 



 Recruit for the match but be prepared to recruit 
for majority of positions in SOAP 

 During SOAP and during recruitment season, 
share preliminary placement data for our 
program as well as other core strengths of our 
program 

 Also identify key residents and faculty to reach 
out to the individuals we are particularly 
interested in (or give them contact information 
to reach out from their end) 



 Prelim applicant files often less complete 
than categorical files; get them cleaned up in 
process of onboarding the interns 

 Identify issues early and communicate to PD 
 Reach out to them before they start to 

provide info about location, program, verify 
salary for housing etc. since communication 
is limited during SOAP process  

 



 Immediate meeting with PD to identify why 
they did not match in their chosen specialty 
and strategies for job search for current year 

 Discuss necessary rotations in their specialty 
in order to obtain good recommendations 
early in the year in chosen specialty 
(coordinator needs to implement) 

 Provide network of alumni and local 
institutional PD’s to speak with about their 
field 



 Remind them of importance of hard work and 
doing a good job both on clinical activities 
and on their ABSITE exam if seeking Surgery 
residency 

 Let them know that their career success 
depends on consistency and seriousness 
about success 

 Additionally let them know that interviewing 
should be handled as a responsible member 
of the clinical team 



 Senior Program Director is a key mentor for 
all of the preliminaries in the program 

 If they are aiming for a particular subspecialty 
they may additionally want to meet with 
and/or rotate through that specialty 

 Mentoring structure: individual faculty 
mentor to meet with each resident over and 
above the senior Program Director every 6 
mos. (more often if they encounter difficulty) 

 



 “Bumps”- use them creatively to shape the 
preliminary resident’s future 

 It may be that someone avoiding the OR should 
not be going into Surgery, for example 

 It may be that a person who gravitates toward 
Pedi Surg may want to go into Pediatrics 

 The prelim resident may be unrealistic in their 
first choice of specialty and may need 
counseling toward a realistic plan 
 



 Reminders of timelines are helpful 
 Set up a job distribution email list 
 Share info that comes in from various sources 
 Be flexible and willing to help with change of 

schedule in order to help them get interviews 
 Expect professionalism with respect to 

interviewing but also be flexible so they can 
get out there and get a job 



 Work with other programs with regard to 
couples match issues or special applicant 
requirements 

 Use specialty PD’s as a resource and set up 
meetings with them (Anesthesiology, Radiology, 
Emergency Medicine etc) for the prelims who 
are seeking that specialty  

 As a backup plan have prelims meet with 
research PI’s seeking research residents in the 
specialties such as ENT, Ortho for a foot in the 
door 



 “If you know somebody good…” you have the 
power to share the names of those seeking 
positions with other people you speak with 
day to day 

 You can set a positive tone about your 
residents when talking about them to others 

 The PD and faculty give written references 
but you have the opportunity to present their 
strengths. 



 You can triage and get calls through to your 
PD that need immediate answering for 
someone to be placed 

 Remind them of the positives of their “plan 
B” field. There are many great fields in 
medicine outside of General Surgery where 
they can fit in well and have a great job and 
lifestyle. 



 Be realistic in helping them set goals 
 Challenge them to improve and to make 

themselves marketable in the current year in 
new ways if need be 

 Help them accept the opportunities that are 
given them 



 Set up the annual schedule to reflect their 
requirements. This requires sacrifice and 
flexibility on the part of the PD, the 
coordinator and there may be uncovered 
rotations on the schedule. 

 In recruitment, draw from variety of 
specialties so you can be reasonable on 
schedule 

 Remind each resident of their strengths as 
well as their weaknesses to build confidence 



 Each year filled categoricals (8-> 9 in 2013) 
 2010: 12 P matched 4, scrambled 7 NDPs, 1 

Ophthalmology prelim 
 2011: 12 P matched 1, scrambled 9 NDPs and 

2 designated prelims (1 Derm, 1 Ortho PM&R) 
 2012: 17 P matched 1, SOAPed 15 surg 

prelims, 1  Radiology prelim 
 2013: 17 P matched 2, SOAPed 13 surg 

prelims, 2 Radiology prelims  





 Journal of Surgical Education Dec 2012  
 Article summarizes 8 academic years of 

preliminary placement data (89% into 
categorical positions) 

 12 positions 2010-11: 9 into residency, 1 
research, 1 transferred, 1 DP (Ophthalmology) 

 12 positions 2011-12: 7 into residency, 1 private 
practice, 1 research, 1 reapplying through 
match, 2 DP’s (Derm, Ortho PM&R)  

 17  positions 2012-13: 9 into residency, 3 
research,  1 grad school bioengineering,3 
reapplying through match, 1 DP (Radiology) 
 



 Get the summative evaluations done 
promptly and send them without being asked 
to respective programs. 

 Do them for every exiting resident whether 
they have found a job by June 15th or June 30th 
or not. 

 Have them ready to go and complete so 
someone can be “the one hired” to fill a last-
minute opening since everything is quickly 
documented 



 Get letters done and out promptly the 
quickest way (electronic, fax) 

 Coordinator can remind PD of the batch that 
needs to be done and give him each file so 
they can chip away at letters until they are  
done 

 Coordinator can assist in drafting new letters 
from previous letters written, saving PD time 

 Triage the calls immediately for quick 
response by PD (this demonstrates support) 
 
 



 Turnaround time is critical 
 How you verify (“tone on the phone”) is also critical 

and the coordinator can set a positive tone 
 Standardize, format and PDF older files (archiving 

project).  Coordinators sharing their ideas with us 
have helped us get this project underway. 

 Determine exceptional circumstances and have 
standard PD letters ready to go. 

 What you have done in onboarding and exiting 
process will streamline verifications tremendously 
(do it once, do it right.) 

 



 Determine best strategy for your program 
(PD, Executive Committee) 

 Follow it systematically 
 Improve and change it if not effective in any 

aspect 
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Administrative Manager, Department of 

Surgery 
 
 





I have no financial disclosures. 



Objectives 

• Explain why change was needed in the UT 
Chattanooga Surgery Residency Program 

• Explain what changes were made. 
• Explain how we know those changes worked. 
• Explain how we monitor our changes. 





How we got here 

“What about the wife and babies, if you have them? 
Leave them! Heavy are your responsibilities to 
[them], they are outweighed by the 
responsibilities to yourself, to the profession, and 
to the public.” 

      Sir William Osler 

http://yahooeysblog.files.wordpress.com/2011/03/william_osler_1881.jpg


NO WHINING IN SURGERY 



How we got here 

• March 4, 1984 - Death of Libby Zion 
• 1989 – NY adopted Bell Commission’s 

recommendations that residents could not 
work more than 80 hrs/wk or more than a 24 
hr shift and attending physician must be in the 
hospital 

• July 2003 – ACGME imposed resident duty 
hour restrictions 
 



• “It is not the strongest of the species that 
survives, nor the most intelligent; it is the one 
that is the most adaptable to change.” 

      
      Charles Darwin 



Anonymous Survey 

• 2005: Duty hrs/wk 90 (77) 
• 2006: Duty hrs/wk 85 (76) 
• 2008: Noncompliance 67% 
• 2009: Noncompliance 22.6% (2.1%) 

– Prompted accelerated site visit 

• 2010: Noncompliance 0% (2.3%) 
– But….survey results didn’t match New Innovations 







Analyzing the Problem 



Analyzing the Problem 

• Administrative Chief makes the schedule 
• Work hours entered into New Innovations 

 
• 80hr work week AVERAGED over 4 weeks 
• Max call 1:3 AVERAGED over 4 weeks 
• 1 day off per 7 AVERAGED over 4 weeks 
• Max shift 30 hours (24 + 6) 
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Analyzing the Problem 

• 80hr work week AVERAGED over 4 weeks 
• Max call 1:3 AVERAGED over 4 weeks 

– ROLLING 28 day cycles 

 
• 1 day off per 7 AVERAGED over 4 weeks 

– VACATION recalculates total number days 

 
 



 

Analyzing the Problem 

• 80hr work week AVERAGED over 4 weeks 
• Max call 1:3 AVERAGED over 4 weeks 

– ROLLING 28 day cycle 



Fixing the Problem 

• Administrative Chief applies rules strictly 
• Every resident responsible for making sure no 

more than 9 calls in any continuous 28 day period 
• Residents only enter vacation for the 5 work days 

(no weekends) 
• No resident arrives before 0530 
• Post-call residents leave hospital after conference 

or rounds and must be out of hospital by 1130 
• Non-surgical rotators never work the first day of 

the rotation 
 



Monitoring the Problem 

• All residents must enter work hours before 
Monday morning 0700 
 

• Previous week’s report reviewed by PD and 
any duty hour occurrences have to be 
explained in meeting with PD 
 
 



Monitoring the Problem 

• 2009: Noncompliance 22.6% (2.1%) 
• 2010: Noncompliance 0% (2.3%) 

– Implemented changes 

• 2011: Noncompliance 3.7% (4.8%) 



Changing the Culture 

• “It is not the strongest of the species that 
survives, nor the most intelligent; it is the one 
that is the most adaptable to change.” 

   
      Charles Darwin 



Changing the Culture 

• July 2011 
– PGY-1 limited to 16 hr shifts 
– PGY-2 and above limited to 24 hrs + 4 hrs  

• Strategic naps recommended after 16 hrs  

– PGY-2 and above should have 14 hrs free of duty 
after 24 consecutive hrs 

– Max 6 consecutive nights of night-float 
 

 



Changing the Culture 

• 2009: Noncompliance 22.6% (2.1%) 
• 2010: Noncompliance 0% (2.3%) 

– Implemented changes 

• 2011: Noncompliance 3.7% (4.8%) 
– New restrictions added 

• 2012: Noncompliance 0% (4.8%) 
• 2013: Noncompliance 0% (4.7%) 
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