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Overview 

• The SCORE Portal is an innovative, nonprofit 
initiative to provide residents and residency 
programs with high-quality educational materials 
and a structured program for self-learning in all 
areas of general surgery. 

• SCORE was formed in 2006 by the principal 
organizations involved in U.S. surgical education: 
ABS, ACS, ASA, APDS, ASE, RRC of the ACGME and 
SAGES  

• SCORE exists for, and is driven by, surgical 
residency programs 













Growing 

• The SCORE Portal is a suite of sites and tools 
addressing content, authoring, subscription 
and user management, transactions, issues 
(bugs), and reports. 

• Constantly adding new content 
• Introducing our own 2-year curriculum: This 

Week in SCORE (TWIS) 
• Linking modules to assessment questions 



Growing 

• Building comprehensive authoring tools for 
modules, multiple-choice questions, and 
images. 

• Developing more of our own content instead 
of relying on outside vendors 

• Adding new competency content: 
Professionalism and Ethics, Communication 

• New content: Flexible Endoscopy Curriculum 
• Improving transaction processes  

 



The Growth of SCORE 

• 2014:  325 total programs 
– 263 ACGME approved programs   
– >98% renewal rate 
– 325 total programs 

• DO, international, vascular CT integrated and OMFS 

– 9748 resident users 
– 2919 faculty users 

• 2008: 33 programs, 620 residents 
 



Changing 

• Move from “content aggregator” to curriculum 
developer and provider 

• Better Search algorithm and results 
• Direct links from modules to multiple choice 

questions (MCQs) 
• Increased emphasis on all ACGME competencies 

as part of the overall curriculum 
• Fellowship content: Pediatric Surgery, SSO 
• Integrated Vascular Surgery curriculum 
• Radiology curriculum 

 
 
 



More Changes 

• Module content review and revision 
• New subscription types: fellows and 

individuals 
• “Out of Phase” program subscriptions allowed 
• Improved transactions and subscriptions 

screens and user interfaces 
 
 

 



Subscriptions 

• Past: 
– $125/resident per year for last academic year 

• For current year: 
– Program license fee of $500 per program 
– New per resident fee ($145/resident) 
– Includes one PD, one RC and 10 faculty/admin 

users 
– Additional resident/trainee users at $145 
– Additional faculty/graduates/fellows at $295 



Interpreting 
• Journal articles about SCORE: 

– Just published in JAMA Surgery, a new study examines the potential for use of the 
SCORE Portal in low- and medium-income countries in educating a country's surgical 
workforce: 
“A Pilot Comparison of Standardized Online Surgical Curricula for Use in Low- and 
Middle-Income Countries” 

– A recent issue of The Bulletin of the American College of Surgeons discusses the 
development and future of SCORE and the SCORE Portal: 
“SCORE Provides Residents with Web-based Curriculum for Developing Key 
Competencies” 

– Study about SCORE usage and QE performance in Journal of the American College of 
Surgeons:  

– Subscription to the Surgical Council on Resident Education Web Portal and Qualifying 
Examination Performance” 

• Considerable feedback from residents about quality of MCQs 
• Functional requests from programs 
• Administrative and business procedures and frustrations 

 

 
 



Responding 
• Introduction of authoring tool will eliminate long 

turnaround times on module and MCQ fixes 
• New curricular tools (TWIS) to provide first centralized 

curriculum for general surgery residents 
• New subscription packages for individuals and subspecialty 

groups 
• Narrowing the content and identifying key concepts for 

residents 
• Providing best resources for ABSITE, QE, milestone exams 
• Improved progress tracking and reporting 
• Tailoring user experience for customer base 

 
 
 
 



Responding to You (ARCS) 

• Improved access to reports and tracking 
• Improved subscription and payment features 
• Better response rate to inquiries 
• Clearer service offerings 

– Roster entry/PGY increment 
– Profile updates and changes 
– Program information changes 
– Subscription assistance: invoices, payment options 
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Contact Info 
• SCORE Content:  

– www.surgicalcore.org 
• SCORE Admin: 

–  https://store.surgicalcore.org/Sitemaster/admin_login.aspx 
• SCORE support: 

– info@surgicalcore.org 
– (877) 835-3142 

• SCORE subscriptions: 
– subscriptions@surgicalcore.org 
– (215) 568-4000, option 4 then 1 

• Mark Hickey 
– mhickey@surgicalcore.org 
– (253) 678-5151 
 



SCORE Oversight 
• Mark A. Malangoni, M.D., FACS 

President 
Associate Executive Director 
American Board of Surgery  

• Mary E. Klingensmith, M.D., FACS 
Vice President 
Chair, SCORE Council 
Mary Culver Distinguished Professor of Surgery 
Vice Chair for Education 
Washington University in Saint Louis  

• Mark J. Hickey 
Chief Operating Officer  

• Kerry B. Barrett 
Content Management Specialist  

• Christine D. Shiffer 
       Communications Manager 



SCORE Oversight 

• Need new candidates for Resident Advisory 
Group 
– Diverse group 

• size/type/location of program 
• PGY level 

– IT or education background/interest extremely helpful 
– Two year term, with option for two year renewal 
–  Nominations due May 15 for July 1 appointment 

• klingensmithm@wustl.edu 
• Send name and email address for nominee 



M. Nazzal MD, M. Weis MD, G. Philip MD, V. Vasenina, A 
Baskara MD, M. Burda, D. Heidt MD, G. Zelenock MD 

 
Division of Surgical Education, Department of Surgery, 

Univeristy of Toledo 



Introduction 
 Choosing a career path in medicine one of the 

most important choices a student will make. 
 

 Decision encompasses multiple factors 
 Family interests 
 Medical interests 
 Lifestyle concerns 
 Previous experiences 
 Influence of professors, residents, ancillary staff 



Introduction 
 According to ACGME data, there were 1140 1st 

year general surgery residents in the 2010-2011 
year 
 Number is down from 1342 in 2007-2008 year 

and 1358 in 2004-2005 year  
 

 A decline in the number of surgical residents 
 

 



Previous Studies 
 Scott et. al. in 2011 published a study of Canadian 

medical students and factors influencing choice in 
of a career in surgery 
 

 Surveyed 15 entering classes at 16 Canadian 
medical schools between 2002-2004 
 

 Asked students about attitudes toward career 
choice, medical practice and socio-demographics 



Previous Studies Continued 
 Scott et al study continued 

 1542 students eligible 
 360 students chose a surgical specialty 

(OB/Gyn included) 
 When originally surveyed 162 of the 360 named 

a surgical specialty as their preferred career, 
and 288 listed a surgical specialty in their top 3 
choices 

 Those choosing surgery were also found to be 
younger, more likely to be single, more likely to 
have a friend in surgery, come from families with 
higher education, and less likely to have 
volunteered with the cognitively disabled 
 
 
 



Previous Studies Continued 
 Scott et al continued 

 In all, eight variables determined to influence a 
choice toward a career in surgery 
○ Surgery as a top career choice 
○ Relative or friend with a career in surgery 
○ Volunteering with sports teams 
○ Interest in a narrower scope of practice 
○ Interest in urgent care 
○ Emphasis of medical over social patient issues 
○ Younger age 
○ Unconcerned with post graduate training length 

 

Scott, et al, Med Teach .2011 



Factors negatively affecting  
choice of Surgery: 
 Australian interns: what factors deterred 

them from a career in surgery 
 41 interns engaged in telephone interviews 

 30 of these said they specifically they would 
never choose surgery as a specialty 

 Lifestyle was the number one reason followed 
by culture/work environment, nature of surgical 
work, and nature of surgical training 

 There were no differences between males and 
females with regards to reasoning 

Eogers et al, Aust health review, 2012  



UTMC Study 

 Our study wanted to answer this 
question of what drives residents to pick 
a surgical career 



UTMC Study: 

First group 

 
• First arm evaluated  factors 

driving students apply to a  
residency 

Second 
group 

 
• Second arm evaluated current surgical 

residents from multiple residency 
programs  to study factors contributing 
to their choice of specialty along with 
their satisfaction regarding their current 
residency experience 
 



Student Arm Demographics 
 61 participants 
 All applying for general surgery 

residency 
 72% male 28% female 
 80% between the ages of 25-28 
 43% had a physician as a family 

member 
 61% trained in what can be classified as 

an urban facility 
 



Student Arm Continued 
 Students were asked about the impact of various factors of 

their training and life had on their decision to pursue 
surgery using a numeric 1-5 scale with 5 being most 
influential 

 These factors included: 
 Family influence 
 Attending interactions 
 Basic science years 
 3rd and 4th year rotations 
 Resident interactions 
 Lifestyle 
 Medical (specialty) Interest 

 Students also asked their opinions about other specialties 
again on a 1-5 scale with 5 being best. 



Student Arm Results 

 Areas found the most important were 
  Attending physician interaction,  
 medical interest  
 3rd year rotations (mean scores above 4) 

 61% of respondents gave medical 
interest a score of 5 (highest influence) 

 Lifestyle and family influence were of the 
least importance 



Student Arm: Results 
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Student Arm Results Continued 

 With regards to opinions of specialties, 
surgical specialties ranked highest as 
expected. 
 

 Vascular surgery, trauma, surgical 
oncology, CT surgery, and colorectal 
surgery all had the highest mean scores. 
 

 Dermatology, family medicine, and 
pathology held the lowest opinions among 
those surveyed 



Student Arm: Specialty Opinion 
(Surgical) 
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Student Arm: Specialty Opinion 
(Non-Surgical) 
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Student Arm Conclusions 
 Attending interaction and the student’s interest 

and experiences are the most important 
deciding factors. 
 

 Lifestyle bears the least importance when 
deciding on surgery. 

 
 Surgical applicants (not surprisingly) gravitate 

toward surgical specialties with regards to their 
interest and opinion 



Resident Arm Demographics 

 103 participants from multiple surgical 
programs 

 59 (57%) male and 44 (43%) female 
 Majority between the ages of 29 and 33 
 Divided almost evenly between urban 

(46%) and suburban (46%) training 
centers 
 
 
 



Resident Demographics: Post 
Graduate Year 
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Resident Arm Continued 
 Residents asked to rate factors that 

influenced their decisions for residency on 
a 1 through 5 scale (Same as those listed 
in the student study) 

 Residents also asked about 
 Other specialties considered 
 Fellowship aspirations 
 Point in time they decided on being a surgeon 
 Satisfaction with various aspects of surgical 

residency 
 



Resident Arm Results 
 42 respondents cited MS 3 year as the 

time they decided to be a surgeon with the 
remaining respondents citing times in their 
education mostly before this 

 3rd and 4th year medical school rotations, 
medical interest, and attending interaction 
were all listed as the most important 
deciding factors 

 62% of respondents gave 3rd year rotations 
the highest score of 5 

 Family influence, lifestyle, and basic 
science were the least important factors 
 



Resident Arm Results 
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Resident Study Results 
 Training aspect of residency had highest satisfaction 

score while the effect on family had the lowest 
 Overall Satisfaction with residency had a mean score 

of 3.85  
 67% of residents were considering fellowship with 

clinical interest being the most frequently cited 
reason and inadequate clinical experience being the 
least common reason 

 90% of the residents chose a general surgery 
residency as their first choice 

 60 of the 99 residents considered other specialties 
besides general surgery 



Resident Arm Results 



Resident Arm: Numbers 
Considering Sub-specialty 
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Resident Arm: Gender 
differences 
 Data was generally similar between the 

two genders 
 Basic science had a slightly greater 

impact among females 
 Males placed MS3 rotations as the most 

important factor while females placed 
medical interest 
 
 



Gender Differences: Decision 
Factors Males 
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Gender Differences: Decision 
Factors Females 
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Gender Differences: Training 
Program 

0 

0.5 

1 

1.5 

2 

2.5 

3 

3.5 

4 

4.5 

5 

training 
quality 

financial family medical 
interests 

overall 
0 

0.5 

1 

1.5 

2 

2.5 

3 

3.5 

4 

4.5 

5 

training 
quality 

financial family medical 
interests 

overall 

Males Females 



Resident Arm Conclusions 
 Clinical rotations, medical interest, and 

attending interaction all rank as most 
important factors in choosing surgery 

 The majority of residents are considering 
fellowship based on clinical interest 

 Surgical residency satisfies a resident’s 
medical interest, however there is noted 
impact on family aspect of life 

 Most residents are satisfied with their 
choice of surgery as a specialty 

 



Resident Arm Conclusions 

 When looking at gender differences 
 The influence of medical interest, attending 

interaction, and medical school rotations 
bear the most significant weight for both 
sexes 

 Satisfaction with regards to various aspects 
of residency training is almost the same 
between sexes with each aspect 
○ Medical aspect is most satisfying 
○ Family effects are least satisfying 
 
 



Summary 
 Medical interest, attending interaction, and rotations 

during the clinical years of medical school are the 
primary drivers for medical students to choose a career 
in surgery 
 

 Residents, once in a training program for surgery find 
that their medical training is satisfying yet are somewhat 
dissatisfied with the effects on their families 
 

 There are virtually no differences between males and 
females with regards to influential decision factors and 
satisfaction with residency training. 
 



Summary 

 Knowledge of the factors affecting 
choice of specialty in medicine will help 
attract students and residents to surgery 
and different  subspecialties in surgery 



RESIDENCY 
  What is Was, Is, and  

Should Could Be 

Kyla Terhune, MD 
Vanderbilt University 



2013 Frandson Award for Lit in Continuing Ed 
2013 Gold Medal in Education II 
2012 Finalist, Book of the Year in Education 
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Disclosures 

• None financial 
 

• Ideas are my own 
• Don’t speak for Vanderbilt 
• Certainly don’t speak for ABS, ACGME, APDS, 

etc. 



A lot I would like to talk about: 

• Cadaver Lab 
• Mentoring Program 
• Moonlighting 
• Information Technology (M&M) 
• ABS/RRC requirements 
• Next Accreditation System and evaluation 
• Clinical Competence Committees 
• Work Hours, Vacation Schedules 



Objectives 
• Residency:  What it Was 

– Timeline 
– History of Regulation 

• Residency:  What it Is 
– Recent Graduates 
– Where we are now 
– Fellowships 

• Residency:  What it Could Be 
– What are our strengths 
– What is changing around us 
– How can we strategically anticipate and plan 



Initial Thoughts:  No Disclosures 
• None of these ideas are my own 

– H.W. Scott, 1961 
– Edward Churchill, 1939  
– Stain, 2010 

• Implementation  
• Goal after graduation:  test the system 

– 3 years ago:  preservation 
– Now:   

• Accept where we are, local and national 
• change and anticipate 

– Can we make a better model that reflects changes? 
• “Yes, but” to “Yes, if” 

 



Where I am TODAY 

• GENERAL SURGERY TRAINING IS BROKEN. 
– Trainees feel (are?) inadequate 
– Fellowships are generally deemed necessary 
– We (Vanderbilt) are still ahead of the game right now 

 

• New Questions: 
– What can we learn from fellowships? 
– How can we incorporate that learning into residency? 
– What can we preserve unique to Vanderbilt? 
– How can we do this decently and in order? 

 



JAMA Surg, 2014– Snyder, Terhune, Williams 

Increased Knowledge Base 
Work-Hour Restrictions 
Larger Patient Volumes 
Fractionated and Specialized  Fields 
Increased Litigation 

How to Respond? 



WHAT RESIDENCY WAS… 
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Presenter
Presentation Notes
1751:  Pennsylvania Hospital (Thomas Bond and Benjamin Franklin):  care for the sick, poor and insane; amphitheater with natural light– midday operations1765: John Morgan and William Shippen were studying in Scotland, discussed need for a med school in the Colonies.  Morgan independently presented a plan; idea was to train all the way until practice1787:  College of Physicians in Philadelphia

http://www.curatorofshit.com/wp-content/uploads/2013/08/Curator_Phila_Gross_Penna.jpg
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Presenter
Presentation Notes
1800-1850:  Proprietary institutions opening, paid, got apprenticeship and certificate
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Presenter
Presentation Notes
Hasted started first residency when JH Hospital opened in 1889.  Internship (length determined by Halsted), six years as an assistant resident, two years as a house surgeon.Frederick J. Brockway started in May 1889 and then quit in October 1890 to teach anatomy.Halsted was trained as house physician and then in Europe under tutelage of many1982 Vascular Certification-- established1990 MIS Fellowship2006– primary vascular certificationCCGTS:  Conference Committee on Graduate Training in Surgery--  later became the RRC1910:  Flexner report (12 of 168 schools closed or merged), another 28 affected1914-1918:  World War I1914:  AMA Council approves which hospitals can education interns1928:  AMA publishes  “Essentials of Approved Residencies and Fellowships”1937:  ACS formed1939:  ACS was first specialty society to publish list of hospitals approved to educate in surgery1939-1945:  World War II1951:  CCGTS  (Conference Committee on Graduate Training in Surgery)1972:  AMA formed Coordinating Council on Graduate Education and then the LCGME (Liaison Committee for Graduate Medical Education)ACGME:  Accreditation Council for Graduate Medical Education



INTERN 

ASSISTANT 
(6 years) 

HOUSE SURGEON 
(2 years) The Training of the Surgeon, 

Halsted, 1904 



“I know from applications which have been 
made to me this year that men of the 
desired quality would gladly serve 10 years 
on the surgical staff in order to obtain the 
experience which the house surgeonship 
and the training leading to it affords.” 
 
 
 
 
 
 

“It will be objected that this is too long an 
apprenticeship, that the young surgeon will 
be stale, his enthusiasm gone before he has 
completed his arduous term of service.” 

Halsted, 1904 



1951:   
224 4-yr programs 
258 3-yr programs 
 
1958: 
329 4-yr programs 
198 3-yr programs 
 
20% IMGs, 8% unfilled 
 

1961:   
704 programs 
5,837 positions 
29% IMGs 
(Scott, 1961) 
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Presenter
Presentation Notes
Hasted started first residency when JH Hospital opened in 1889.  Internship (length determined by Halsted), six years as an assistant resident, two years as a house surgeon.Frederick J. Brockway started in May 1889 and then quit in October 1890 to teach anatomy.Halsted was trained as house physician and then in Europe under tutelage of many1982 Vascular Certification-- established1990 MIS Fellowship2006– primary vascular certificationCCGTS:  Conference Committee on Graduate Training in Surgery--  later became the RRC1910:  Flexner report (12 of 168 schools closed or merged), another 28 affected1914-1918:  World War I1914:  AMA Council approves which hospitals can education interns1928:  AMA publishes  “Essentials of Approved Residencies and Fellowships”1937:  ACS formed1939:  ACS was first specialty society to publish list of hospitals approved to educate in surgery1939-1945:  World War II1951:  CCGTS  (Conference Committee on Graduate Training in Surgery)1972:  AMA formed Coordinating Council on Graduate Education and then the LCGME (Liaison Committee for Graduate Medical Education)



Halsted and others fostered the development 
of special fields of surgery.  After becoming 
competent surgeons, certain of his residents 
were encouraged to concentrate on special 
areas of interest.  This resulted in the 
contributions to the surgical specialties by 
individuals… 
(urology, otolaryngology, orthopedics, plastic 
surgery, neurosurgery) 
 
 
 
H. William Scott, Jr, MD, 1961. 



ACS Recognized Surgical Specialties 
• Cardiothoracic Surgery 
• Colon and Rectal Surgery 
• General Surgery 
• Gynecology and Obstetrics 
• Gynecologic Oncology 
• Neurological Surgery 
• Ophthalmic Surgery 
• OMFS 
• Orthopedic Surgery 
• Otorhinolaryngology 
• Pediatric Surgery 
• Plastic and Maxillofacial Surgery 
• Urology 
• Vascular Surgery 
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Integrated Vascular Surgery Positions 

Taken from presentation by Murray L. Shames,  found at www.vascularweb.org 



Fellowships 

• 67% of residents in 1993:  Fellowship 
• 77% of residents in 2005:  Fellowship 
     Borman et al., JACS 2008 

 
• 80% planned to pursue fellowship (2012) 
• 38%:  “no” or “unsure” as to whether 

prepared 
– 53.3% PGY 1 
– 23% PGY 5 

Coleman, et al., JACS2013 



Demographics 

• Survey of all PDs: (30% response rate) 
• IAMCs (42%) versus UAMCs 
• Over ¼ of graduates into GS 

– 52% of IAMCs 
– 37% of UAMCs 

• Region: ¼ into GS 
– 78% Western, 60% Midwestern, 40% Southern, 

24% Northeastern 
 

Adra, et al. JSE 2012 

Presenter
Presentation Notes
Seventy-four program directors completed the survey;42% represented IAMCs. IAMCs reported more graduateschoosing general surgery. Over one-quarter of graduates pursuedgeneral surgery from 52% of IAMC vs 37% of UAMCprograms (p  0.243). Career choices varied significantly byregion: over one-quarter of graduates pursue general surgeryfrom 78% of Western, 60% of Midwestern, 40% of Southern,and 24% of Northeastern programs (p0.018). On multivariateanalysis, IAMC programs were independently associatedwith more graduates choosing general surgery (p  0.017),after adjustment for other program characteristics. Seventy-fivepercent of UAMC programs reported over three-fourths ofgraduates receive first choice fellowship, compared with only52% of IAMC programs (p  0.067). Fellowships were comparableamong IAMC and UAMC programs, most commonlyMIS/Bariatric (16%), Critical Care/Trauma (16%), and Vascular



ACGME Accredited Fellowships 

Number ACGME Match Board 

Vascular 106 YES NRMP ABS 
SVS 

Vascular 
Integrated 

46 YES NRMP 

Critical Care 109 YES NRMP ABS 

Oncology 21 YES* NRMP ABS* 
SSO 

CRS 55 YES* NRMP ABS, FC*, 
ASCRS 

Pediatric 43 YES NRMP ABS 

Plastics 70 YES NRMP ABPS 

Thoracic 65 YES* NRMP 
FC 

ABS* (joint) 
ABTS 
FC? 

Integrated  
Thoracic 

21 YES NRMP ABS 
ABTS 



Number ACGME Match Board 

MIS/ 
Other 

85 NO FC Fellowship 
Council 

Abdominal 
Transplant 
Surgery 

76 NO NRMP ASTS 

HPB 21 NO FC Fellowship 
Council 

Breast 41 NO SSO? SSO 

Endocrine 23 NO AAES AAES 

Bariatric/ 
Metabolic 

30 NO FC Fellowship 
Council 

Trauma 41* NO * 

Acute Care 26 NO * AAST 

CV 

Non-ACGME Accredited Fellowships 

Presenter
Presentation Notes
AAES:  American Association of Endocrine Surgeons



Fellowship Effect on Residency 

• No effect 
– Lap cases with MIS (Hallowell et al., Am J Surg, 2013) 
– Endo enhanced, CRS neutral, MIS/Vascular declined, (Hanks et 

al., Ann Surg 2011) 
• Negative effect 

– Decline in vascular cases (Joels, et al., JACS2009) 
– Discontinuance of fellowship significantly increases resident 

experience (Linn, et al., Surgery 2011) 
– Decline in Pediatric Surgery (Snyder, et al., JSE 2012) 

• Review:  unclear, 1 positive, 9 negative, 13 mixed 
or neutral (Plerhoples et al., Ann Surg 2012) 

• All measuring operative cases 



INTEGRATED PROGRAMS 



Vascular Fellowship 

5 + 2 
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Presenter
Presentation Notes
There are four distinct training options currently. This can be very confusing, and this information changes frequently, so the interested student or resident needs to stay in touch with vascular surgery program directors. Fortunately, there is a lot of information available on the internet, and the websites listed in the references should be checked frequently. Changes in programs are ongoing. There are currently 95 accredited programs in vascular surgery, with 121 available residency positions.3 In the past four years, 23 of these programs became integrated (0 + 5), and more are added every year.3,4 Several other types of residencies were approved during this transition. These include 4 + 2 and 3 + 3 programs.3,4 Most institutions decided not to pursue these types of programs, and these combinations of requirements are difficult for the general surgery program and the vascular surgery program to maintain. ACGME accreditation is required for trainees’ eventual eligibility for board certification. Application for residency positions are made through the National Resident Matching Program.55 + 2Most practicing vascular surgeons were trained in a 5 + 2 program, and this is the current mainstay of entry into the profession. General surgery residency (requiring 5 clinical years) is acquired before a two year vascular surgery residency is completed. Most candidates apply for the vascular surgery training during their fourth clinical year in general surgery, allowing them to enter vascular surgery residency immediately upon completion of general surgery residency. Trainees are then eligible for board certification in both general and vascular surgery.0 + 5Many programs are shifting to a 0 + 5 paradigm with the advent of the vascular surgery primary certificate. This means that vascular programs are recruiting medical students directly, with no general surgery requirement. A five-year program is then completed, and the candidate is eligible for primary certification in vascular surgery. They are not eligible for general surgery certification.4 + 2Four years of general surgery training are followed by two years of vascular surgery training at the same institution. This pathway allows candidates eligibility for both general and vascular board certification.3 + 3Three years of general surgery are followed by three years of vascular surgery training at the same institution. Completion of this training confers board eligibility in vascular surgery only. Currently no programs are accredited by the ACGME to offer this pathway.



 
Reality of General Surgery Training  
There aren’t any more general surgeons.  
70 - 80% of graduates seeking advanced fellowship.  
 Unrealistic expectation  
 Too many areas of specialty  
 Too many advanced fellowships  
 Too many new tools  
 
Goal of current training is core principles “Surgery in 
General”.  
Plastic Surgery successful transition to integrated training. 

Taken from presentation by Murray L. Shames,  found at www.vascularweb.org 



Taken from presentation by Murray L. Shames,  found at www.vascularweb.org 



Thoracic Residency 

5 + 3 

4 + 3 

I-6 

www.abts.org 
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Vascular + Thoracic! 

www.abts.org 



WHERE WE ARE 



2002:  300 operations, 40 clinical areas (RRC) 

121  A-level procedures 

Bell, et al., Ann Surg 2009 



Bell, et al., Ann Surg 2009 
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GENERAL SURGERY AS A 
SPECIALTY? 



• Transition to Practice Fellowship Program  
• General Surgery 

– 80% pursue fellowship– train where “crying need” 
– 20-25% of chief residents say they are inadequately 

prepared 
– Lack of mentorship, limited exposure to open procedures 

• “to help fill perceived gaps in training” 
– Enhanced autonomous experience 
– Increase competence and confidence 
– Gain exposure to practice management 
– Experience mentoring with practicing surgeons 
– Participate in tailored experiential learning 



• Alpert Medical School (Brown), Providence, RI 
• Eastern Virginia Medical School, Norfolk 
• Gundersen Lutheran Health System, LaCrosse, WI 
• Mercer University/MCG, Macon 
• Ohio State University, Columbus 
• University of Louisville 
• University of Tennessee, Chattanooga 



Minimum National 
Ave (SD) 

Vanderbilt Natl % 

S/ST/Breast 25 106 68 

H&N 24 24 115 70 

Alim 72 325 254 

AB 65 155 278 

Liver 4 9 51 >99 

Panc 3 11 24 >99 

Vanderbilt Experience 



Minimum National 
Ave (SD) 

Vanderbilt Natl % 

Vasc 44 116 114 

Endo 8 35 67 >99 

Trauma-Op 10 29 37 80 

Thoracic 15 40 38 50 

Pediatric 20 31 37 75 

Plastics 5 24 51 95 

Endoscopy 85 131 138 

Chief Cases 150 244 227 40 

Total Cases 750 980 1030 70 

Bottom heavy?  Average in areas with fellowships 

Vanderbilt Experience 



Subjective:  Where are we? 

• Wanted to gather our own subjective data 
• Idea:  trainee lacks experience and perspective 
• Obtain info from those in practice 

 
• Asked those out in practice 
• Less than 1 residency worth of practice   
• (1-7 yrs) 
• Remembered the surgery residency 
• Also remembered the transition 

 
 



“Methods” 

• Redcap Survey 
• Emailed once on Tuesday 
• Sent out personal email on Friday 
• Response from 28 as of Monday morning 
• Plus some really nice emails and catching up 

– Priceless qualitative information 



Fellowship:  22 
No Fellowship:  6 



Practice N 
Academic–  
General Surgery 

1 

Academic–  
Specialty 

9 

Academic-  
Specialty + GS 

7 

Academic-Affiliated– 
Specialty 

3 

Private–  
General Surgery 

4 

Private-  
Specialty 

3 

Military 1 



Fellowship N Fellowship N 
Surgical Oncology 2 Breast 2 
Pediatric Surgery 1 Adult CT 1 
Vascular and 
Endovascular 

1 Pediatric CT 1 

Colorectal 1 Plastics 1 
Pediatric Surgery 5 Endocrine 1 
Critical Care 3 Thoracic 1 
MIS/MIS Bariatrics 2 Abdominal Organ 

Transplant 
1 

Acute Care Surgery 1 Trauma 1 



















If Early Specialization had been available to you at 
Vanderbilt in either general surgery or your specialty, 
would you have been interested?   
(Same length of training) 



If Early Specialization had been available to you at Vanderbilt 
and it had shortened  your training, would you have been 
interested?   
(Example 6 year or 6.5 years) 



Comments:  Autonomy 

• EGS and VA general surgery helpful for 
autonomy 

• Keep EGS and VA as independent as possible 
• More proctored independent operating 
• Need more experience of taking juniors 

through cases 
 



Comments:  Types of Cases 

• More basic general surgery procedures:  “It is 
the very hard gallbladder that will keep you up 
for a week.” 

• Basic cases such as breast and hernias need to 
have more senior level involvement 

• “learned more about inguinal anatomy in my 
first few years of practice” 

• For most of us, hernias are more important 
than Whipples 
 
 



Comments:  Clinic 
• VA was closest to clinic experience (5) 
• Steepest learning curve in practice:  management of 

subacute outpatient issues, surveillance, efficient 
communication:  “I am still learning.” 

• Need to cover: how patients get to clinic, correspondence 
with referring docs, insurance authorization, breaking bad 
news 

• Clinic was not enforced enough when we were in 
residency– it’s where you learn who to take to the OR 

• Did not grasp importance of communication 
• Clinic is the “real deal” of management and care 
• Clinic emphasized too much (2) 

 
 
 
 



Comments:  Business 
• Had to learn documentation, billing, etc. as an attending 
• 18– no understanding 
• Hard to teach residents– most lack interest and may just 

need to get during first years 
• “If capable office staff and senior partners, you can pick it 

up as you go.  If you go out on your own, you will lose a lot 
of money.” 

• Hard to teach residents when they are not actually doing it 
• Senior residents need instruction 
• Trauma service (2) 
• “I was well prepared but I sought extra training” 

 
 
 
 



Fellowship Not enough! Early 
Specialization 
 

Early 
Specialization 
(shorten) 

Pediatric Thoracic No Yes 

Pediatric Thoracic No No 

Breast Plastics Yes Yes 

Pediatric Plastics  
(non breast) 

No No 

Plastics Plastics Yes Yes 



Our Challenges 

• Preserving our Strengths 
– Operative (addition of fellowships will chip) 
– Faculty Teaching 

• Anticipating Changes 
– Institution:  will want specialty care 
– Faculty:  want to train specialty residents 
– Residents:  want the best, most efficient training 

(80% will pursue fellowships) 



Snyder et al., JSE2012 



Snyder et al., JSE2012 



WHERE IT SHOULD COULD BE 



ABS           vs.        ACGME 
• Five years progressive (60 mos) 
• ACGME 
• Max 3 residency 
• Categorical R3 
• 48 weeks full-time 

– Averaged 3:2 
– Medical: 2 additional weeks 
– Six Year option (5 over 6) 
– Family, visa, medical, maternity, external 

commitments, volunteerism, education 

• 42 months in content 
• <12 months to one specialty other than 

GS  (2012) 
• 12 months as chief (no fellow) 
• CHIEF:  general or thoracic, 4 months to 

one area 
• 750/150 (50)/25 

• Documented clinical curriculum 
• 60 months 
• 54/60 in surgery 
• 42/54 in essential content areas 
• Required:  burn, transplant 
• No > 6 mos to research/non-surg 

– (anesth, IM, peds, path) 

• Endoscopy considered surg 
• Chief year (usually final yr) 

– 6 mos can be in R4 year though! 
– Approval in advance by RRC 
– Chief cases designated in 12 mos 
– Primary site 

• Thoracic and transplant can be chief if a 
Appropriate cases and care 

• 75% assignments have ½ day/week 

Alimentary 
Abdomen 
Breast/Skin/Soft Tissue 
Endocrine 
Solid Organ Transplant 
Pediatric Surgery 
Surgical Critical Care 
Surgical Oncology 
Trauma/Burns 
Emergency Surgery 
Vascular Surgery 

Alimentary tract 
Breast/Skin/Soft 
Tissue 
Endocrine 
Head and Neck 
Pediatric Surgery 
Surgical Critical Care 
Surgical Oncology 
Trauma/Burn 
Vascular System 
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• Transition to Practice Fellowship Program  
• General Surgery 
• “to help fill perceived gaps in training” 

– Enhanced autonomous experience 
– Increase competence and confidence 
– Gain exposure to practice management 
– Experience mentoring with practicing surgeons 
– Participate in tailored experiential learning 



IS THIS ALL NEW? 



“A frozen 5 year curriculum… Is 
unthinkable as it allows no latitude 
for the development of individual 
interests and proficiencies” 
 
 
 
Edward Churchill, MGH, 1940 
(Source:  Stain et al, Ann Surg 2010) 
 



Blalock’s concerns in 1949 

• Presidential Address to the Southern  
– Inadequate compensation for residents 
– Marked increase in the cost of hospital care 

• Fewer teaching beds 

– Faculty obligation to seek private fees 
• Decreased emphasis on student and resident education 



H. William Scott:  Before His Time 

• 1 year internship (all specialty service) 
• 2 year basic surgical residency: 

– Half general surgery 
– Half other specialties 

• BOARD EXAM 
• Specialty training programs (Including General 

Surgery) 

Scott, Surgery, 1961 



H. William Scott, Jr., 1961– Address to the Society of University Surgeons 



2004:  ASA Blue Ribbon Committee 
Report on Surgical Education 

• Structure of Surgical Training 
– Common grounding in basic principles 
– Acceptance of reality that most will confine their 

scope of practice 
– New teaching technologies and verification 
– Basic surgical core curriculum followed by general 

surgery or a surgical subspecialty 
– Continue postgraduate fellowships 
– “It is understood that there will be manifold logistic 

challenges to implementation, including acceptance 
by the various stakeholders.” 

Presenter
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• We need our professional organizations and 
societies to work together, as the vascular 
community has done, to best define this 
surgical milieu and to develop fresh training 
models that reflect this new reality… 

Bass, Seminars in Vascular Surgery 2006 



Stain et al., 2010 

• Created a hypothetical model to determine 
effect of 6 months of early specialization (ESP) 
on programs 

• The specialization of residents actually 
improved general surgery training for those 
pursuing general surgery training… 

• 126 cases in GS now available for GS 

PUNCHLINE:  Early Specialization actually helps 
General Surgery trainees too!! 



Moalem and Schwartz, JSE 2012 



Potential Benefits 
• Improved relationships between faculty and trainees. 
• Improved case distribution (Bell reference) 
• Improved resident intraoperative experience 
• Improved resident assessment 
• Allowing for introduction of innovative elements to the curriculum 

(Business of Medicine) 
• Reduce number of residents who pursue fellowship 
• Overcome the detrimental effect of fellows on residency training 
• Increased resident satisfaction, decreased burnout 
• Improved attraction of surgery as a career choice 
• Increase throughput of fully trained surgeons into the workforce 

Moalem and Schwartz, JSE 2012 



2 years (Common Trunk ) 
 6 Mon.: clinics, ICU, surgical floor, elective 

   4  Fac 
 We  

hsp 
iter 

ezif 
bild 

isch 
ung re   e     

     Jah 

Voluntary exam 

Prüfung durch 
Landesärzte- 
kammer 

Prbbardbbb
bbbüfungbo
ard exam 

Board exam 

4 year “fellowship” 4444444 4 years specialty training 

Surgical training in Germany 

Walter Schratt 2013 
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Flexibility in Surgical Training (FIST) 
• Washington University Saint Louis 
• Oregon Health Sciences University 
• Massachusetts General Hospital 
• Brigham and Women’s Hospital 
• Northwestern 
• Cornell 
• Oklahoma 
• University of Southern California 
• Johns Hopkins  
• Emory University 



FIST Objectives 
• (1) in a multi-institutional consortium of programs, 

study the outcome for the trainees in these new tracks 
by periodic assessments of a number of outcome 
measures. By using pooled data from several 
institutions expect to gain better understanding of the 
“flexibility rule” impact;  

• (2) share data from this pilot with the RRC, ACGME and 
ABS to help formulate ‘best practices’ in applying the 
flexibility rule to continuously improve the training 
product. 

• (3) train residents in these tracks using a standardized 
curriculum 



Description of Innovations 

• Additional months of training in interest 
• Focused time sooner than traditional training 

allows 
• More customized training experience 
• Finish with additional training 

– Higher comfort 
– More prepared 

• SINGLE training program 



ESP thoracic: 7 years (using previously  approved 
structure) 
 
ESP vascular: 6 years (using previously  approved 
structure) 
 
FIST advanced GI (includes MIS, bariatric), breast, HPB, 
endocrine, surgical critical care: 6 years 
 
FIST colorectal: 6 years (approved by ABCRS at 
September 2012 meeting; see attached letter.) 
 
FIST pediatric surgery, transplantation, and surgical 
oncology: 7 years  
 
FIST surgical critical care and acute care surgery: 7 years  



PHASE I:  SELECTIVE SCHEDULE 



• Transition to Practice Fellowship Program  
• General Surgery 
• “to help fill perceived gaps in training” 

– Enhanced autonomous experience 
– Increase competence and confidence 
– Gain exposure to practice management 
– Experience mentoring with practicing surgeons 
– Participate in tailored experiential learning 



2013-14 Changes 

• Lengthening rotations 
– Autonomy, confidence (repetition), mentoring 

 
• Allowing tailored rotations 

– “tailored experiential learning” 
– Mini- early specialization 

 
– GOAL:  Repetition and Variation 



GI Lap 
(BoM) 

GI Lap CRS OES HPB VA GS VA 
Vasc 

EGS 

6.5 weeks each 
1 week vacation 
1 wk attg vacation 

4 weeks 



CRS-A CRS-B EGS VA GS OES-A OES-B VA 
Vasc 

GI Lap 

Increased Rotations to 2 months 
All with GS, 4 with 4 mos 
All with CRS, 4 with 4 mos 
All with OES, 4 with 4 mos 
 
4-6 mos advanced laparoscopic 



GI Lap VA GS CRS A  EGS CRS B OES Black 

VA Vasc CRS B OES Gold VA GS CRS A GI Lap 

EGS GI Lap CRS B OES Black VA GS VA Vasc 

OES Black CRS A GI Lap VA Vasc OES Gold EGS 

CRS A OES Black EGS OES Gold VA Vasc VA GS 

CRS B VA Vasc VA GS CRS A GI Lap OES Gold 

VA GS OES Gold OES Black GI Lap EGS CRS B 

OES Gold EGS VA Vasc CRS B OES Black CRS A 

GS 

CRS 

Trauma/ 
GS 

Plastics 

Vasc 

CRS 

PED 

OES 

Vasc 

EGS 

GI Lap 

EGS 

Vasc 

VA GS 
GI Lap 

VA GS 



• Will need to individualize each year 



PHASE II: EARLY SPECIALIZATION 



• Transition to Practice Fellowship Program  
• General Surgery 
• “to help fill perceived gaps in training” 

– Enhanced autonomous experience 
– Increase competence and confidence 
– Gain exposure to practice management 
– Experience mentoring with practicing surgeons 
– Participate in tailored experiential learning 



Designation Field by R4 

• Principle Interest 
• Complimentary 

 
• Chief Level Rotations: 

– GI Lap, CRS, Onc Endo, VA General Surgery, EGS,  VA Vasc 
 

• Primary and Secondary 
• Example: 

– Primary:  Hepatobiliary 
– Secondary:  Onc Endo, Vascular, VA GS, EGS 



GS CRS Trauma
/EGS 

Plastics Vasc CRS Ped 
Surg OES 

1⁰ GI Lap CRS-A EGS OES-
Black 

Vasc CRS-B VA GS OES-
Gold 

2⁰ 
 

EGS GI Lap OES-
Black 

EGS OES-
Gold 

CRS Vasc VA GS 

2⁰ 
 

VA GS OES-
Black 

CRS-A Vasc CRS-B GI Lap OES-
Gold 

CRS 
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TRAUMA GI Lap EGS Thoracic Kenya/ 
Jeopardy 
 

St. 
Thomas 

HPB Trauma 

EGS VA GS GI Lap 

Phase Two:  Early Specialization without Connection to Fellowship 
General Surgery Interest 



OES-Black GI Lap CRS 

Phase Two:  Early Specialization without Connection to Fellowship 
Colorectal Surgery 

TRAUMA GI Lap EGS Thoracic Kenya/ 
Jeopardy 
 

St. 
Thomas 

HPB Trauma 



HPB OES- Black EGS 

Phase Two:  Early Specialization without Connection to Fellowship 
TRAUMA/EGS 

TRAUMA GI Lap EGS Thoracic Kenya 
 

St. 
Thomas 

HPB Trauma 



HPB EGS OES-Black EGS 

Phase Two:  Early Specialization without Connection to Fellowship 
TRAUMA/EGS 

TRAUMA GI Lap EGS Thoracic Kenya 
 

St. 
Thomas 

HPB Trauma 



CRS EGS ELECTIVE EGS 

Phase Two:  Early Specialization without Connection to Fellowship 
TRAUMA/EGS 

TRAUMA GI Lap EGS Thoracic Kenya 
 

St. 
Thomas 

HPB Trauma 



Challenges 
• Service vs. Education 
• No Lock-step 
• Keeping one “chief” on each service at all times 

(secondary and primary) 
• Could work the R4 and R5 interchangeably 
• Need to individualize 
• R4 year may depend on R5 interests 
• Change year to year 
• Intentions change  

– 78% of PGY-1 residents change by PGY-5 
– (Vick and Borman, JSE, 2008) 

 



PHASE III:   
INTEGRATED FELLOWSHIP 



Phase 3:  Integrated Fellowship 

• Shorten training by 6 mos to a year 
• Dependent on Fellowship Board 
• Precedents in Thoracic and Vascular 

4 + 3 

4 + 2 



Vasc OES- Black HPB 

Phase Two:  Early Specialization WITH Connection to Fellowship 
Example:  Hepatobiliary? 

TRAUMA GI Lap EGS Thoracic Kenya 
 

St. 
Thomas 

CRS Trauma 

Fellowship continues…. 



EGS GI-Lap CRS 

Phase Two:  Early Specialization WITH Connection to Fellowship 
Example:  Colorectal? 

TRAUMA GI Lap EGS Thoracic Kenya 
 

St. 
Thomas 

HPB Trauma 

Fellowship continues…. 



Conclusions 

• General Surgery has changed and continues to 
change 

• Current training model is threatened 
• Challenge is to examine our strengths and 

weaknesses 
– Build on the former 
– Address the latter 

• Stay abreast and ahead of paradigm changes 
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The successful functioning of the plan 
was, and still is, dependent on the 
selection of good house officers, the 
delegation of proper authority to them, 
and their interest in teaching one another. 

Alfred Blalock 
1950 
The Problems in the Training of a Surgeon 





Holding Them Accountable:  
Encouraging Professional Habits Without Hand-holding 

Michael J Benge, MHA 
Michelle M Olson, MD, MACM 

General Surgery Residency Program 
Carle Foundation Hospital, Urbana, IL 



ACGME Milestones 



Making it Work… 

• What is important? 
• How can we track it? 
• Where is the data we 

have? 
• How often to track? 
• What are the 

consequences? 
– Equal? Graded? 

 

 



Administrative Tasks 

• Duty Hours 
– Logging Accuracy 
– Violations 

• Clinic Time 
– Accurate recording 
– 1 per week 

• Case Logs 
• Evaluation Completion 

 
 

• Medical Records 
• Research Progress/QI 
• Administrative Tracking 

– Vacation Scheduling 
– Presentations 

• OPA 
• CAMEOS 
• Bedside Procedures 
• Conduct Log 



Dashboard Reporting 

• Multiple data points visible on one snapshot 
• Streamlined Information 
• Historical trends become obvious 

 
 

• Dashboards are on E*Value/New Innovations 
• Dashboards are EVERYWHERE! 
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an easy to read, often single page, real-time user interface, showing a graphical presentation of the current status (snapshot) and historical trends of an organization’s key performance indicators to enable instantaneous and informed decisions to be made at a glance."



Developing a Dashboard 



Administrative Tasks 

• Duty Hours 
– Logging Accuracy 
– Violations 

• Clinic Time 
– Accurate recording 
– 1 per week 

• Case Logs 
• Evaluation Completion 

 
 

• Medical Records 
• Research Progress/QI 
• Administrative Tracking 

– Vacation Scheduling 
– Presentations 

• OPA 
• CAMEOS 
• Bedside Procedures 
• Conduct Log 



Our Dashboard 



Action Timeline 

Data due 
by 

Residents 

Data 
Reviewed 
by PD/PC 

Compliance 
Email Sent 

Data 
Rechecked 

by PC 

Warning 
Sent to 

Resident 
for Non-

compliance 

Action 
Taken 



Formation of good habits 
now  

 
 
 

Keep out of trouble later 

 



• Getting Buy In 
– Residents 
– Faculty 
– Program Coordinator 
– Program Director 

 



HOW DO YOU HOLD RESIDENTS 
ACCOUNTABLE? 

Be 
Accountable 

Presenter
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Holding the Residents Accountable 

• Be Realistic 
• Follow through now saves time later 
• Be prepared to suit up! 
• Having the tough talk 



The Good, The Bad, The Ugly… 



WHEN YOU DON’T HOLD PEOPLE 
ACCOUNTABLE YOU ROB THEM OF 
THEIR CHANCE TO IMPROVE. 

 
 



The Good, The Bad, The Ugly… 



Clinical Competency Committee (C3) 

• Large amount of data needed 
• Monthly Dashboard has data 
• Streamlined 
• Already familiar to faculty 



ACGME Milestones 



 



Communicating Professional Competence:  
Resumes, Interpersonal Exchanges, and Public 

Presentations 
 

Nothing to disclose 



Communicating Professional 
Competence:  

Resumes, Interpersonal Exchanges, 
and Public Presentations 

 
ARCS 2014 

Chicago SEW 
Margaret Tarpley 

John Tarpley 
Vanderbilt University 



Goals & Objectives 
 

• Understand the basics as well as the 
importance of a resume 

• Understand the basics of public interactions 
from the telephone to the podium 
 
 



Resumés 

True story--- A month ago on the 4th of 
March………………. 



Resume Content 
https://medschool.vanderbilt.edu/faculty/suggested-format-curriculum-vitae  

• Name 
• Contact information 
• Education 
• Licensure and Certification 
• Academic appointments 
• Employment (Chronological order) 
• Professional organizations and any leadership roles 
• Professional activities 
• Research activities 
• Publications (List earliest to latest) 
• Presentations (List earliest to latest) 

 

 

https://medschool.vanderbilt.edu/faculty/suggested-format-curriculum-vitae


Additional Items  
 

• Teaching activities 
• List of persons you have mentored 
• Community service activities 



Discussion about Resumés 



From the Telephone to the 
Podium….Interpersonal Communication  



Telephone 

• Identify yourself 
• Always repeat the call-back number twice 
• Be careful about sharing private information 

about residents, faculty, or patients 



Email, Texts, Tweets 

• Remember that email is not private and texts 
can be forwarded 

• Remember to remove the message string if 
sharing with a 3rd or 4th party 

• Choose words carefully—always reread—once 
“Send” is hit, recalling is difficult and often 
impossible 



Team Work 

• Praise in public, offer constructive criticism in 
private 

• Email is not the best way to offer criticism—
too much chance break confidence 

 



Internationals  

The U.S. is a foreign culture to internationals and 
they sometimes need coaching and mentoring 
 
 



Public Presentations 

• Speaking in Public 
• PowerPoint or Prezi 



Speaking 
 



•Know your audience           * 
•Be prepared 
•Be understandable 
•Hold their attention 

 Nashville is the Athens of the South 
*http://www.accd.edu/sac/english/bailey/demosthe.htm 

Demosthenes’ Principles 



Using PowerPoint 
--I don’t know Prezi yet 
Subtitle: “I know you can’t read this, 

but….” 



• Slide master 
• Choose san serif font such as Arial 
• Use 20 pt or larger font 
• Avoid all capital letters and italics   
• Don’t overcrowd a slide 
• Avoid graphics that are unreadable  
• Watch out for gradation and  

       uneven backgrounds 
• Use the spelling check 
• Remember copyright and patient privacy issues 
• Always practice the presentation by projection 

Suggestions for Effective Projections 



Font Tips  
Font is the term for style for type face.  A type 

font is either serif or sans serif. 
 

Serif means stroke or line in German and refers 
to the little “foot” at the edge of letters. 
 

Sans serif (without a stroke) is better for 
projection, in general. 

All of this print is 32 point regular (not bold). 



Watch out for gradation and 
uneven backgrounds 

 

And red on blue 

Or blue on red 

Color blind persons (mostly men) have 
problems with these 

And red on green 



Give credit where due. When you 
“liberate” graphics or quote data, 
give their source. 

* http://www.accd.edu/sac/english/bailey/ 
demosthe.htm   

*   Be Prepared--Copyright Issues  

Demosthenes—Father 
(Parent) of Public Speaking 



Patient Information Issues 
• Strip identifiers from text and X-rays 
• Never allow identified patient information on 

your residency web site—check it regularly 
• Be careful when speaking that dates, places,  

and diagnoses don’t reveal too much 
• As you speak, avoid using names or identifiers 

(28 year old Chicago Cubs cheerleader) 



 

Patient’s Name Readable in 
a Recent Presentation on 
Both Films Under the 
Masks—Password Protected 
on the Web 



Use Spell Checker 
ABC 



All Graphics should be readable 

Don’t say, “I know you can’t read this, but 
this an important graph on  Total Surgical 

Monthly Case Volume for July 2001 through 
July 2008 
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Increase (Decrease) % from Prior Year:
FY00 - 8.0%
FY01 - 5.6%
FY02 - 4.6%
FY03 - 3.8%
FY04 - 6.3%
FY05 - 13.7%
FY06 - 10.3%
FY07 - 4.1%
FY08 - (.7)%



Discussion 



American Board of Surgery 
Update  

Association of Residency Coordinators in Surgery 
Chicago – April 9, 2014 

Barbara Jalbert-Gerkens 



The American Board of Surgery − www.absurgery.org 

 Topics 

 Upcoming Requirements  
 Online Reporting of Results 
 Roster vs. ABSITE 
 ABSITE 
 QE/CE 
 Prior ABS Approval 



The American Board of Surgery − www.absurgery.org 

 Upcoming Requirements 
 25 teaching assistant (TA) cases by 

completion of residency 
 Effective: individuals completing residency 

in the 2014-2015 academic year 

 250 operations by end of PGY 2 
 Effective: individuals starting residency in 

July 2014 
 RRC-Surgery will track using their case log 

system 
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 FEC 
 Flexible Endoscopy Curriculum can be 

found www.absurgery.org > General 
Surgery > Training Requirements 

 Effective: applicants completing residency in 
the 2017-2018 academic year      your current 
PGY 1 residents 

 Successful completion of Fundamentals of 
Endoscopic Surgery (FES) required to apply 
for the QE 

 
 

http://www.absurgery.org/
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Online  
Reporting of  
Exam Results 
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Password changed annually 
Store login for safe-keeping! 

 In Training Programs section: 
Trainee Rosters 
In-Training Examination  

Order status, payment, results 

 Do not use My Records/My Account – for 
individual applicants only 

Program ABS Login 
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 On ABS website: Training Programs > 
2014 In-Training Exams: 
On website for only a limited time 
Save the reports to your records 

 New: Individual PDFs for each resident 
Forward/email report to each resident 
Encourage your residents to save report to 

their files – ABS does not keep copies! 

ABSITE Results 
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Program login cannot access: 
Individual QE & CE results for former 

residents 
Accessed only by resident’s personal login 
Performance reports emailed twice 

annually to PD and PC (not on website)  
5-year Summary Report – July/August 
Annual Report – after the QE 

 

QE and CE Results 
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Roster  
vs.  
ABSITE 
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Roster 
Not a list of who is taking the ABSITE 

 A record of residents in your program for a 
given academic year 

 Verification of the year completed annually 
Did each resident satisfactorily complete year? 
 Is resident continuing onto next level? 
 Is resident going into research or fellowship? 
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 Used for QE notifications for chief residents 

 Transitioning to a resident tracking tool 
Flexible Endoscopy Curriculum 
Resident Assessments 
TA and PGY 2 cases 
Other milestones as they come into play 

 Accuracy in reporting of resident data – a 
must 

Roster Uses 



The American Board of Surgery − www.absurgery.org 

 Evaluation tool to assess residents’ progress  
 Program director’s discretion on who takes 

the exam 
Faculty; individuals not affiliated with a program, 

visiting residents, etc. 
None of whom are listed on the rosters 

 New Examinee Profile: solely provides ABS 
the examinee data not the roster 
Examinees must take care when completing 

profile 
 

ABSITE 
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2014 ABSITE 
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 Each year, all residents are: New Examinee 
Some confusion regarding “Returning Examinee” 

 If resident needs to log back into the exam for 
whatever reason, he/she will now be considered a 
Returning Examinee 

 Host program: responsible for order/payment 
No prior knowledge of the rotating residents and 

where they are taking the exam 
Look at number of exams ordered vs. administered 

ABSITE - 2014 
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 A single examination aligned with the 
SCORE ® Curriculum Outline 

2014 results: cannot be directly compared to 
scores from prior years given revised exam 
structure 

 2015 exam window – Friday, January 30 to 
Tuesday, February 3 

 

ABSITE 
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 While online exam has helped substantially, 
aware that:  
ABSITE questions are in circulation 
 Instances when proctors leave room 
Smart phones and other electronic devices are 

being used  

 Possible further action against programs where 
security breaches occur 
Results withheld for entire program pending 

investigation 
 

 ABSITE – Exam Irregularities 
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 Responses for each examinee are compared 
to responses of all other examinees 

 Similar answer patterns (p < 1/million) 
New vs. used questions 

Response time 
Performance 

Other response anomalies 
 Item visits  
Easy questions: wrong; hard questions: right 

 

 ABSITE – Data Forensics 
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Qualifying Exam (QE) 
& 

Certifying Exam (CE) 
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 Limit for initial certification: no more than 7yrs  
 Begins immediately upon completion of 

training, not when application is approved 
 4 opportunities in 4 years to pass QE 
 3 opportunities in 3 years to pass CE 
Year limit is absolute  
 If successful on QE in less than 4 years, unused 

opportunities cannot be applied toward CE 
 

Admissibility to QE & CE 
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 Delay in applying or not taking exam in a 
given year = lost opportunity 

 For CE: possession of a full/unrestricted 
medical license is an absolute requirement 
Begin application process for full/unrestricted 

medical license prior to completion of residency 
 Underestimate time needed to obtain license 

 CE exams may fill prior to obtaining a 
full/unrestricted license = lost opportunity 
 

Implications 
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 Must be signed by program director.  
 GME section: list of all rotations/leave time 
 Include copy of ACGME Op Report 
150 chief cases, 750 case in 5 years and 25 

surgical critical care patient management cases 
 Transplant cases or rotations 
Defined Categories: NOT an ABS requirement 

 Flexible Rotations 
 Include letter of pre-approval 

 

 

QE Application – key points 
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 ACLS, ATLS® & FLS certification 
Certification does not need be active/current 
ATLS® History Report – not acceptable 

 Resident Assessments 
Completion of 2 operative and 2 clinical 

assessments 
 Increase to 6 operative/clinical beginning with  

2015-2016 academic year 

Assessments forms are not submitted to ABS 
 

 

 …key points continued 
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 Is any time away from clinical, such as: 
Vacation 
Meetings, conferences, presentations 
 Interviews 
Early departure for fellowship 

Must plan for end of year – talk with your chiefs 
at beginning of the year 

Contract end date is irrelevant. What last day of 
clinical?  

None of the above counts towards the 48  
weeks of full time clinical training 

 

 

 Non-clinical time 
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 48 wks of full-time clinical activity each year 
To provide programs with some flexibility, 48 

weeks may be averaged: 

First three years must total: 144 weeks 
 Last two years must total: 96 weeks 
Residents with a medical leave: additional 2 

weeks off during the first three years and during 
the last two years (142weeks/94weeks) 

 Training Time 
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 Complete: when all hard copy materials are 
received - regardless of online submission   
To meet initial deadline: application must be 

received at the ABS by end of day May 1; not 
postmarked by 

Meeting deadline refers to when application is 
received in the office not when application is 
processed 

Applications received: May 2 – June 1: late fee 
of $200 will be charged (total fee: $600) 

 
 

Application Deadline 
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 Processed in date order 
 May take 3-4 weeks to process due to volume 
 Cannot confirm receipt of application materials 
Use carrier with a tracking option 
Check Status of Application for updates 

 Incomplete application  
Application is held; not approved until all 

materials are received 
 

 

Processing of Applications 
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 Complete each step of process sooner 
rather than later  
Prompt response to ABS correspondence 
Submission of application 
Registration and payment of exam fee 
Scheduling exam center with Pearson 

 Monitor status & update personal info 24/7  
 Applicant’s responsibility to be familiar with 

ABS requirements 
 
 

 Applicant’s Best Course of Action 
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CE – Certifying Oral Exam 

When possible, Fast Track option will be 
offered – applies to only the first CE after 
the QE (early Fall) 

 All QE candidates will be emailed usually 
in July; must confirm interest; and 

Must have full and unrestricted medical 
license  
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 Once license is verified; may register 

 Taking CE is contingent upon passing QE; if 
unsuccessful, CE cancelled & fee refunded 

 Assignments for remaining exams are made 
once QE results are available 
Registered only with possession of full and 

unrestricted medical license & payment of fee 
Exam may fill before obtaining license and/or 

paying the exam fee 
 

 

CE continued…. 
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Licensure 
 License:  current, full and unrestricted 
 Temporary, limited or educational licenses 

are NOT acceptable, even if pursuing 
advanced training or fellowship 

 For CE: absolute requirement, regardless 
of how soon after completion of residency 
the oral exam is taken 

 Encourage residents to apply now! 
 License is not required for QE 
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Special Circumstances 
Requiring  
Prior ABS Approval 
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Credit for Foreign Training 
 International Rotations 
Completion of PGY 3 – Promotion  
Extended Medical Leave 
Six Year Option 
 Flexible Rotations 

Special Circumstances 



The American Board of Surgery − www.absurgery.org 

 Requests must be a formal letter from the 
program director (not email) 
Will not accept requests from residents  
Additional information: www.absurgery.org 

>Training Programs > News and Resources 

 Failure to obtain prior ABS approval may 
result in a refusal to admit individual to the 
certification process 

 Approval must be included with application 
 

 

 Prior ABS Approval 

http://www.absurgery.org/
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 Written request after 6-month period of 
observation by general surgery PD 

 1 year of credit is awarded by the executive 
director 

 More than 1 year: must go to Credentials 
Committee which meets in January & June 

 

Credit for Foreign Training 
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 For international rotations to be 
credited towards ABS requirements: 
Justify reasons for why credit should be 

granted 
Training must be completed under direct 

supervision of an ABS certified surgeon 
 

 International Rotations 
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 Three years at PGY 1 and 2 levels does not 
replace completion of PGY 3 year 

 Cannot complete three years at PGY 1 & 2 
levels and be promoted to PGY 4 

 Caution should be used when promoting 
residents to advanced levels without prior 
ABS approval 

 
 
 

Completion of PGY 3 
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 A resident’s personal medical condition; not 
leave time to care for others 

 46 weeks in one of the first three years and 
46 weeks in one of the last two years 

 If medical leave exceeds limit, need a plan 
for making up the time 
Extending residency beyond June 
Using less vacation time in future years 
Six year option may be appropriate alternative 

 
 

 Medical/Maternity Leave  
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Complete 5 clinical years over 6 
academic years regardless of reason 
At program’s discretion 
Training must be completed in a single 

program 
May take up to 12 months off 
 

 

 Leave – Six-Year Option 
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Programs may: 
Customize up to 12 months of training in 

the last three years of training with no 
more than 6 months in one year 
Allows residents to focus on specialty 

area before formal fellowship 
Specialty-specific guidelines available on 

our website 
 
 

 Flexible Rotations 
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Anything out of 
the norm! 

Other Circumstances 
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Questions? 
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