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EXECUTIVE DIRECTOR'S UPDATE

A Century of Camaraderic
for Urological Surgeons
at the ACS

Patricia L. Turner, MD, MBA, FACS

executivedirector@facs.org

HAND-PAINTED paperweights,
blown glass, carved boxes: objets
d’art, many of them gestures

of gratitude from patients,

filled the office of urologist
Atmaram Sitaram Gawande,
MD, FACS (1934-2011), at
O’Bleness Memorial Hospital

in Athens, Ohio. His office was
described by his son, surgeon-
author Atul Gawande, MD,
MPH, FACS, in his 2002 book,
Complications: A Surgeon’s Notes
on an Imperfect Science. The
younger Dr. Gawande discussed
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his father’s successful career in
urology in an essay on surgical
advancements, describing his
efforts to learn new techniques
“on his own, fifty miles from his
nearest colleague.”

In the same book, Dr. Gawande,
a general surgeon at Brigham
and Women’s Hospital in
Boston, Massachusetts, and
assistant administrator of the
US Agency for International
Development in Washington,
DC, described a partial solution
to professional isolation: an
annual conference that he, his
father, and other surgeons attend
to learn surgical techniques,
communicate with colleagues,
and recharge from work.

“Doctors belong to an insular
world,” he wrote. “The isolation
of practice takes you away
from anyone who really knows
what it is like to cut a cancer
from a patient or lose her to a
pneumonia afterward or answer
the family’s accusing questions
or fight with insurers to get paid.
Once a year, however, there is a
place full of people who do know.
They are everywhere you look...
our own nation of doctors”

The conference to which he
referred was the ACS’s own
Clinical Congress, one of the
largest gatherings of surgeons
in the world. Clinical Congress
and the ACS have always been a
resource and place of welcome
for surgeons of all specialties
and disciplines. This meeting is
one of the many ways the ACS
helps empower all surgeons and
enhance our ability to practice
evidence-based medicine.

This inclusive engagement began
long ago. For example, at the
1922 Clinical Congress, Andrew
Fullerton, CB, CMG, MB, BCh,
MD, MCh, FRCSI, FACS (1868-
1934), became the first urological
surgeon to receive an Honorary
Fellowship in the College.

Dr. Fullerton was a graduate
of Queen’s College Belfast (MB,
BCh, MD) and Queen’s University
Belfast (MCh) in Northern
Ireland. His expertise in urology
came via his WWI service with
the Royal Army Medical Corps,
through which he learned to treat
gunshot wounds to the kidney;,
ureter, and bladder. He enjoyed
exchanging knowledge with the
surgeons from many nations



Dr. Christopher Chapple

he met during the war, and he
later hosted many world-class
surgeons, including the Mayo
brothers and Harvey Cushing,
MD, FACS, in Belfast. He often
adopted their ideas for surgical
advancement, and he soon earned
his own international reputation
for innovation. Through the then-
novel act of concentrating on
urologic issues, he helped establish
and expand the nascent field, an
effort that resonates today.

We continue to celebrate
those who advance urological
surgery. At last year’s Clinical
Congress, the ACS granted
Honorary Fellowship to urologist
Christopher Chapple, BSc,
MBBS, MD, PhD, FRCS(Urol),
FEBU, FCSHK(Hon), and at this
year’s Clinical Congress, we will
similarly honor Emmanuel A.
Ameh, MBBS, FACS, FWACS,

a pediatric urologist from Nigeria.
Dr. Chapple is a reconstructive
urologist in the Royal Hallamshire
Hospital in Sheffield, England,
who has treated patients referred
nationally and internationally

and researches the effects of
neurological disease on the
urinary system.

Our engagement with our
urologic colleagues extends far
beyond Honorary Fellowships.
Each year, Clinical Congress
offers several sessions devoted
to urological surgery, as well as
multidisciplinary sessions with
vascular surgery, trauma surgery,

Dr. Emmanuel Ameh

obstetrics and gynecology, and
other specialties. The annual
flagship meeting begins with

the Martin Memorial Lecture,
which is named for ACS founder
Franklin Martin, MD, FACS,
and sponsored by the American
Urological Association (AUA).

Our connection with the AUA
is strong and multifaceted as
well. The ACS offers a jointly
sponsored annual ACS/AUA
Health Policy Scholarship for the
Executive Leadership Program in
Health Policy and Management at
Brandeis University in Waltham,
Massachusetts, which is also
open to surgeons in breast,
cardiothoracic, colon and rectal,
gastrointestinal and endoscopic,
neurological, otolaryngology-
head and neck, pediatric, plastic,
trauma, urogynecologic, and
vascular specialties.

This past September, experts
from the ACS helped promote
Prostate Cancer Awareness Month.
Additionally, opportunities for
leadership exist on our Board of
Governors and Advisory Council.

The current Chair of the ACS
Board of Regents is a urologist.
Anthony Atala, MD, FACS,
is the George Link Jr. Professor
and director of the Wake Forest
Institute for Regenerative Medicine
and W. H. Boyce Professor and
Chair of Urology at the Wake
Forest University School of
Medicine in Winston-Salem,
North Carolina. He is renowned for

Dr. Anthony Atala

completing foundational research
in regenerative medicine, including
implanting the first laboratory-
engineered organ as a permanent
replacement (a bladder) in 1999.
He continues to innovate in
regenerative medicine and urology
and was the winner of the 2022
ACS Jacobson Innovation Award.

Dr. Atala has said that, in
his view, ACS membership is
valuable to urologists in the same
way that hosting international
surgeons was meaningful for
Dr. Fullerton a century ago or
attending Clinical Congress
is helpful to all surgeons now.

It permits surgeons to connect
with colleagues across disciplines
about the clinical and nonclinical
issues we have in common.

Dr. Atala’s view captures a key
aspect of the ACS. All surgeons,
from Athens, Ohio, to Belfast,
Northern Ireland, and beyond,
are welcome to engage with the
American College of Surgeons—
the House of Surgery. We aspire
to offer an essential network in
which all surgeons, including
those in urology and every other
specialty, can support each
other across our profession—
to become, to borrow a phrase,
our own nation of doctors.

Dr. Patricia Turner is the
Executive Director & CEO
of the American College of
Surgeons. Contact her at

executivedirector@facs.org.
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ACS Provides Guidance
for Senior Surgeons Facing
an Age-Old Question

Tony Peregrin

When is it time for the
senior surgeon to put

down the scalpel?



WHILE THERE ISN'T A DEFINITIVE ANSWER to this
question, the reality is that surgeons—just like
everyone else—are susceptible to age-related decline
in physical and cognitive skills. In fact, studies
suggest notable variability in diminishing abilities
between individual senior surgeons, with research
supporting the assertion that decades of experience
may compensate for moderate cognitive decline.

A considerable portion of the surgical workforce
has grown considerably more gray within the last
decade. More than 40% of US physicians will be 65
years or older within the next 10 years, according
to the Federation of State Medical Boards Census
of Actively Licensed Physicians in the US.1-?
Unfortunately, there is a paucity of information
on how to best assess a surgeon’s competency
throughout his or her career while also maintaining
patient safety and preserving physician dignity.

In an effort to address this gap, the ACS Board of
Governors (BoG) Physician Competency and Health
Workgroup published an article in the Journal of the
American College of Surgeons (JACS), “Sustaining the
Lifelong Competency of Surgeons: A Multimodality
Empowerment Personal and Institutional
Strategy, which provides a literature review of
recent studies examining the “neurocognitive
function and the clinical competency of surgeons

and recommendations for the implementation of
‘whole of career’ strategies to ensure the sustained
competency of the surgical workforce

The JACS article informed some of the key
guidelines featured in the newly released ACS
Statement, “Sustaining the Lifelong Competency
of Surgeons,” which is an updated version of “The
Aging Surgeon” statement from 2015.

“The 2015 statement was a very conservative dip
in the water,” said Todd K. Rosengart, MD, FACS,
lead author of the JACS article and professor and
DeBakey-Bard Chair of the Michael E. DeBakey
Department of Surgery at Baylor College of Medicine
in Houston, Texas. “It really advocated only for
voluntary testing, and the results did not necessarily
need to be shared. It was sort of a gentle introduction
to the subject*

The JACS authors outlined guiding principles that
helped drive the development of the new article
and the ACS Statement, including the support of
“comprehensive, multimodality clinical competency
assessments, including neurocognitive testing and
the early implementation of long-term transition
planning for surgeons within a culture of safety,
collaboration, and equity.

The 2024 ACS Statement supports a
“comprehensive, lifelong assessment program
inclusive of all physicians” in order to “create
a culture of safety, equity, and transparency in
monitoring potential declines that could affect
surgeon competency.’

“The other big change in developing the updated
ACS Statement was the focus on lifelong or career-
long competency, which is a very different approach
to this subject both by the College, and really to my
knowledge, almost every other institution looking
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—Dr. Adam Kopelan

at the issue of surgeon competence,” explained
Dr. Rosengart. “This really is a significant step
forward from the 2015 statement”

Being a physician is often at the core of a surgeon’s
identity, and developing pathways that foster the
maintenance of cognitive skills in an inclusive
and nonjudgemental framework is essential to the
maintenance of such competency.

“We need to empower our surgeons to be involved
in their own assessments of competency throughout
the entirety of their careers as opposed to focusing
on the trigger of age,” said Adam M. Kopelan, MD,
FACS, coauthor of the JACS article and Chair of
the ACS BoG Physician Competency and Health
Workgroup. “By doing so, we can help destigmatize
the concerns of aging on performance,” said
Dr. Kopelan, who also is chair of Surgery at Newark
Beth Israel Medical Center and chief of general
surgical services at RW]Barnabas Health Northern
Region, both located in New Jersey.

Current Data on Assessing Surgeon
Performance

The College does not support a mandatory retirement
age, according to the ACS Statement, because “the
onset and rate of age-related decline in clinical
performance varies among individuals and suggests
that “objective assessment of fitness should supplant
consideration of a mandatory retirement age.”

The JACS authors noted that while there isn’t a
mandatory retirement age for US physicians, many
other countries impose a mandatory retirement age
(India: age 65; China and Russia: age 60 for males,
55 for females; Pakistan, Spain, British Columbia,
and Australia: age 70).

The justification for whether or not an international
governing body dictates a retirement age for its
physicians may be a point for further debate, but one
fact is consistently clear—studies show age-related
cognitive decline can occur after the age of 60, which
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can affect the clinical competency of surgeons.!

According to the JACS article, Korinek et al. and
Turnbull et al. observed “significantly to severely
impaired cognitive function in 16% and 23% of
physicians referred for competency testing in their
respective studies” The article also cited a study
by Boom-Saad et al. that found “senior surgeons
(aged 61-75 years) were significantly outperformed
overall on the Cambridge Neuropsychological Test
Automated Battery by midcareer practicing surgeons
(aged 45-60 years), who in turn were outperformed
by medical students (aged 20-35 years).”

A review of 62 studies also cited in the JACS
article outlined a correlation between increased
age with “decreasing medical knowledge,
lower adherence to evidence-based standards
of care, and worse patient outcomes.”

Notably, data contradicting the association of
surgeon age with patient outcomes also were
highlighted in the article. “Together, these findings
suggest that surgeon experience may, at least in some
cases, have a ‘protective’ effect against declining
psychomotor and cognitive performance,” said
Dr. Kopelan.

For example, Wallis and colleagues examined a
retrospective cohort analysis of 1.1 million patients
in Ontario, Canada, undergoing 25 common elective
and emergent surgical procedures and found that
surgeon advancing age was associated with 5%
relative decreased odds of a composite of death,
readmission, and complications with every 10 years
of surgeon experience and a 7% reduction with
surgeons over age 65.

Tsugawa and colleagues showed modestly lower
mortality in 900,000 Medicare beneficiaries
performed by surgeons older than 60 years of age
compared to those performed by younger surgeons.
And Clark and colleagues found that survival in a
population of 950 lung transplant patients in the
UK had a higher 30-day posttransplant survival rate



sustained at 5 years posttransplant for those patients
whose surgeons were older than 48 years.

“Some of these studies show that older surgeons can
perform better in terms of outcomes because they've
learned through years of experience about how to
avoid trouble, how to navigate complex cases or the
like,” explained Dr. Rosengart.

Tools for Identifying Declining Capacity

A survey administered to 995 surgeons at ACS
Clinical Congress meetings from 2001 to 2006
examined subjective changes in cognitive abilities,
caseload, engagement with new technology, and
retirement-related decisions. Of those surveyed, only
32% (55 years and older) reported self-perceived
alterations in memory recall and name recognition,
which according to the JACS article, is “inconsistent
with corresponding objective, age-associated
measures of such changes”57

The 2024 ACS Statement corroborates the survey
findings and suggests that “surgeons may not, on
their own, recognize deterioration of their physical
and cognitive function and clinical skills with age”

“A significant number of physicians surveyed
at the ACS annual meetings were not aware of
their own cognitive decline, nor were many peers
comfortable, understandably, calling them out and
saying, ‘T'm concerned about my colleague,” said
Dr. Rosengart. “In the current culture, there’s more
than a bit of discomfort in discussing the issue of
a surgeon’s competency. The ability to create a
framework where we normalize taking care of
ourselves and each other in a nonpejorative
way is very important.”

Potential warning signs of age-related
decline may include forgetfulness,
unusual tardiness, evidence of poor
clinical judgment, major changes
in referral patterns, unexplained
absences, confusion, change

in personality, disruptiveness, drastic change in
appearance, and unusually late and incoherent
documentation.

“A very important part of both the ACS Statement and
the JACS article is that they both address the question
of: “Who is going to lead this effort? Is it going to be the
American College of Surgeons, the American Board
of Surgery, or other state or national entities? If not
us, though, if we abdicate this responsibility, is it
going to be the federal government mandating what
we do?” posited Dr. Rosengart, who encouraged
surgeons to take the leadership role in developing
competency assessments and associated policy.

The ACS recommends the implementation of a
“comprehensive, whole-of-career testing strategy for




all surgeons
and surgical
trainees regardless
of age and experience
level” It is suggested that this
approach be performed routinely as
part of the Ongoing Professional Practice
Evaluation (OPPE) that is required of all
hospitals subject to third-party credentialing. The
ACS Statement and the JACS article also support the
use of neurocognitive assessments tools, which could
be considered a potential component of OPPE.

“Importantly, maintaining this responsibility at the
local, institutional level with guidance from national
entities such as state medical boards, the American
College of Surgeons, or the American Board of
Surgery could create universal recommendations that
could be integrated into local assessments of relevant
capabilities,” observed Dr. Rosengart.

The authors of the JACS article highlighted specific
neurocognitive tests that are available for widespread
use, such as the MicroCog test, a computerized
neuropsychiatric screening tool that assesses
attention and mental control, memory, reasoning,
calculation, spatial processing, and reaction time.
Other tests described in the article and the ACS
Statement include the St. Louis University Mental
Status Examination, Montreal Cognitive Assessment,
Cambridge Neuropsychological Test Automated
Battery, and the Halstead-Reitan Neuropsychological
Test Battery.

“Measuring surgeon competency is a
multidimensional assessment of the physical and
intellectual ability to assess and treat patients who
have a variety of diseases,” explained Dr. Kopelan.
“There are no singular measures (with exceptions)
that we are aware of that can render a surgeon
‘competent’ or ‘incompetent. Additionally,
competence of a surgeon may vary among a variety
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of diseases. Developing a set of tools to trigger when
a more formal assessment of competency must

be made will be challenging especially given the
variability of measurements and the subjective biases
of these evaluations”

However, when a surgeon or hospital system
decides to measure surgical performance and
potential declining capacity, one factor is consistent
across all practice settings—one size does not fit all.
Notably, evidence of decline on any of these tests
can also signal an opportunity for individualized
training, which in at least some cases, has been
shown to reverse or at least slow neurocognitive
declines and potentially extend a surgeon’s service
as an active operator.

“What we’re proposing is not that a cognitive test
would be the one and only standard, the be-all and
end-all of approving competency, Dr. Rosengart
said. “These assessments would be part of a mosaic
of cognitive testing, including clinical performance,
peer review, and so on, that would be potentially
different at each institution. And what we're going to
do, hopefully, is create guidelines and a framework
for institutions to decide for themselves what that
competency testing and approval should look like”

A primary goal of the Physician Competency
and Health Workgroup is to support the College in
educating the surgical community about the issues
faced by some senior surgeons. “We’re not attempting
to take on the role of monitoring the community, but
rather, we want to provide support, encourage, and
help each other,” said Dr. Rosengart. “We're certainly
not seeking to single out older surgeons. We are simply
asking “Why wouldn’t you want to focus on a surgeon’s
competency throughout their entire career?”

Career-Long Transition Planning
Senior surgeons may be hesitant to think about
the next phase of their careers, particularly if they
are considering a transition to nonsurgical roles.



—Dr. Todd Rosengart

Surgeons sometimes experience a perceived obligation
to maintain clinical activity due to their dedication

to patient care and/or perceptions that the next
generation does not share their level of commitment
or capability, according to the JACS article.

It is advisable to pair careerlong competency
assessments with long-term transition planning so
that surgeons are prepared should testing and other
factors indicate a transition away from standard
clinical practice.

“Up until now, surgeons have not had that awareness
of, yes, this will come to an end, and you need to be
prepared,” Dr. Rosengart said. “What we envision
both in the statement and article is early career
considerations of “What am I going to do when I can't,
or decide not to, go to the operating room?””

Individually tailored transition strategies should
provide flexibility for surgeons looking to move away
from the clinical workforce or retire altogether. For
example, a transition plan could include a first step of
moving from the primary surgeon role to privileges
as a first-assistant or consultant role.

“A senior surgeon can continue to contribute
in many diverse ways,” said Dr. Rosengart.

“An individual could serve as a wonderful first
assistant to a more junior surgeon who could benefit
from that surgeon’s skills and experience. Another
surgeon, however, might decide they are ready to
leave the operating room with the goal of helping
the hospital institution in other ways. Think about
all of the needs we have for talented and experienced
physicians to support our institutions in quality
improvement, research, education—or through
mentoring or coaching, or community outreach”

For some surgeons, it might be hard to imagine
a day when they will be ready to take off their
scrubs and contribute to patient care in different but
meaningful ways.

“I think too often surgeons think “The day I leave
the operating room is the day my life as I know it has

ended,” said Dr. Rosengart. “That's something that
can be frightening; we want to change that next
chapter into something that physicians and surgeons
will welcome as a new opportunity” €

Tony Peregrin is the Managing Editor of Special
Projects in the ACS Division of Integrated
Communications in Chicago, IL.
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FEATURE

Blue Ribbon Commiittee Il
Advises Sweeping Changes
in Surgical Education

M. Sophia Newman, MPH




The second Blue Ribbon Committee on Surgical
Education (BRC II) announced its recommendations for
optimizing the future of surgical education at the recent
American Surgical Association (ASA) Annual Meeting

in Washington, DC.

THE INAUGURAL BLUE RIBBON COMMITTEE
on Surgical Education (BRC I) published a
groundbreaking report on surgical education! in the
Annals of Surgery in early 2005. That committee,
led by the ASA in partnership with the ACS,
American Board of Surgery (ABS), and Resident
Review Committee-Surgery (RRC-S), assembled in
response to projected shortages in surgeons. It held
discussions from June 2002 to mid-2004. The group
ultimately made 40 recommendations for changes at
every level of surgical education.

Twenty years on, much has changed, from
national demographics to the rise of artificial
intelligence. Facing a new era, the BRC II—after

again assembling surgeons from across the field of
surgery as well as the ASA, ACS, ABS, RRC-S, and
other organizations—is taking the opportunity to
ask: How can surgery as a profession best educate the
next generation of surgeons?

Why Now?

Steven C. Stain, MD, FACS, who is now the
immediate past president of the ASA and a member
of the ACS Board of Regents, said the impetus for
the BRC II arose at a lecture by Richard K. Reznick,
MD, FRCSC, FACS, a colorectal surgeon and past
president of the Royal College of Physicians and
Surgeons of Canada (RCPSC) at an ABS-sponsored

Members of the
BRCII Steering
Committee and
Subcommittee
Chairs met at ACS
Headquarters in
November 2023.




summit on competency-based education. Dr. Stain
spoke in rebuttal to a public presentation by

Dr. Reznick on entrustable professional activities
(EPAs) and competency-based education, which
the RCPSC has championed in Canadian surgical
training. Dr. Stain advised caution in implementing
these new approaches in the US.

In response, John D. Mellinger, MD, FACS, vice
president of the ABS, requested that Dr. Stain initiate
a second BRC to examine advancements in surgical
education more closely. Dr. Stain agreed—on the
condition that E. Christopher Ellison, MD, FACS,
who was then ACS President, become involved:

“He will be the one who will make sure we get it done.”

Dr. Ellison embraced the idea, feeling motivated
to address growing work demands, new technology,
concerns about insufficient operative readiness in
new practicing surgeons, and myriad other issues.
“There have been dramatic changes in how we take
care of patients. It’s become more and more complex
to be a surgeon,” he said.

A Careful Process

The BRC IT used a careful process to generate its
new set of reccommendations. After gathering 67
surgeon members representing general surgery
and its related specialties, the group created nine
subcommittees. One included all members of
the BRC I (which included neither Dr. Stain nor
Dr. Ellison). The other eight subcommittees were
tasked with discussing one aspect of surgical
education as originally outlined by the BRC I
and generating current recommendations for its
optimization. The proposals of the entire group
were then compiled and sorted, and the list was
subjected to a Delphi analysis.

The Delphi method, first developed in the 1950s,
is based on a series of rounds in which a panel of
experts shares perspectives on a topic, receives an
aggregated summary of the full group’s views after
each round, and is given the chance to revise answers
in light of these insights. After a few rounds, views
often converge; when a predesignated stopping point
is reached, the group finalizes a decision.

In the case of the BRC II, three rounds of
discussion were held, and each ended with a vote.
Only the recommendations with more than 80%
approval (in other words, a “yes” from at least 54
members) were considered acceptable to include in
the final report. In the first round, which generated
23 recommendations, members also voted on the
impact and feasibility of all items on a 5-point Likert
scale. Unapproved items were submitted to two more

16 / BULLETIN / MAY 2024

rounds of discussion and voting. Each resulted in
four more recommendations.

Given the broad scope of surgical training and
logistical considerations, the BRC II found it
infeasible to include all surgical disciplines as part
of this project. Recognizing that the committee was
focused on general surgical specialties and contained
few surgical residents, the BRC II also sought to
share the report with surgeons in all disciplines.

Dr. Ellison explained, “We had a separate meeting
with representatives of all the surgical specialties
for a 2-hour review of the recommendations. The
purpose of this was to share our findings, as many
of the recommendations may be applicable to their
training programs, and get their feedback”

Ellison said they gleaned meaningful insights from
the session, including that a high level of interest
from the surgical specialties and a need for further
engagement exist.

In addition, he noted, “We had a focus group with
16 residents as a separate meeting and provided them
with the recommendations, and they actually did the
Delphi assessment at a separate time from the panel,”
generating recommendations that differed slightly
from the main BRC II and that, per Dr. Ellison,
will be the topic of a manuscript submitted for
publication.

What Does the New Report State?

Through these processes, the committee reduced
an initial 50 recommendations to 31. They are far-
reaching by design, ranging from diversity to finance.

To enhance medical student education in
surgery, the BRC II recommended providing
better support programmatically and financially,
to the faculty and residents engaged in teaching
medical students. The group also suggested
convening multiple organizations to optimize the
residency selection process, so that it evaluates
leadership, decision-making, ethical, and
technical skills via standardized assessments.

To enhance work-life integration and wellness, the
BRC II suggested a mixed qualitative and quantitative
approach: on the one hand, advising the creation
of best practice recommendations for a surgical
“culture of belonging,” and on the other, suggesting a
multidisciplinary group of national organizations be
convened to assess how to equitably and sustainably
improve resident wages, particularly by considering
the return on investment for surgical training.

Other subcommittees also focused on finance. The
faculty development portion of the recommendations
noted a need to examine the economic value
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Recommendations from the New Report

Surgical Medical Workforce

Meet the demographic needs of the population
served, as well as the sustainability needs of the
surgical workforce

Medical Student Education

« Enhance medical school education by
programmatically and financially supporting
surgical faculty and trainees who work with
medical students interested in surgery

« Develop an optimized, holistic residency
selection process that evaluates leadership,
decision-making, ethics, and technical
skills, using standardized competency-
based assessments

« Create a nurturing atmosphere for
professional development, including role
models from diverse backgrounds

Work-Life Integration, Resilience,

and Wellness

« Create best practice recommendations for
a culture of belonging in surgical trainees

« Convene a multidisciplinary national group
for equitable, value-based, sustainable
improvement in resident wages

+ Develop a national framework defining
workplace safety for surgical trainees
and create a just pathway for reporting
workplace mistreatment

Faculty Development and

Educational Support

« Create a national curriculum for faculty
training, including the use of entrustable
professional activities

« Establish a multidisciplinary surgical
task force to develop a faculty teaching
performance assessment tool

« Define the economic value of a surgical
trainee (i.e., resident, fellow) for the purposes
of negotiating hospital payment for their work

]
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Residency Education in Surgery

« Promulgate national guidelines supporting
a comprehensive approach to competency-
based education reforms

« Implement ongoing review and revision
of SCORE

« Establish a national research consortium
to critically review the effectiveness of
competency-based reforms, focusing
on implementation and correlation of
educational with patient outcomes

Goals, Structure, and Financing of

Surgical Training

« Update financing of surgical training to
address caps on surgical residencies

« Convene a summit of stakeholders, including
insurance companies, hospitals, and the
Association of American Medical Colleges, to
discuss how to pay for residency education

Research Training

Develop a national model to better aid
surgeons who wish to become surgeon-
scientists

Educational Technology and
Assessment

Establish a Multidisciplinary Surgical
Educational Council to:

» Oversee and convene subcommittees to
monitor and facilitate implementation of
BRC II recommendations

« Maintain an up-to-date toolbox of new
recommended educational technologies

« Develop consensus and road maps on best
practices for technology implementation
and prospective assessment

Note: This list is not comprehensive to the forthcoming
report or verbatim to any single source.
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“The College is the largest surgical organization in
the world, and it has the reach and scope to bring

these groups together.”

Dr. Chris Ellison

of surgical trainees to negotiate hospital payment
for their work, as well as ways to pay surgeons for
their efforts educating medical students and surgical
trainees. The financing section proposed efforts to
address caps on surgical residencies and determine
how to best pay for resident education.

Elsewhere, resident education recommendations
include expanding mentorship during residents’
transition from training into independent
practice, while further faculty development
suggestions describe a need for a national
curriculum for faculty training and an assessment
tool for faculty teaching performance.

The recommendations also address the original
impetus behind the BRC II: EPAs and competency-
based education. The BRC II proposes both,
including EPAs to be included in the proposed
national faculty training curriculum and
promulgating national guidelines for comprehensive,
competency-based reforms, as well as a national
research consortium that will critically review the
effectiveness of such reforms.

Finally, the BRC II report contains meaningful
suggestions for “people who really want to become
surgeon-scientists,” Dr. Stain noted.

“Typically, you do 2 years of research in the middle
of your residency, then do your fellowship—and
by that time, it’s 5 years later and your research is
probably not up to date enough to get you funded,” he
explained. “We're suggesting a paradigm where people
can do a continuum of their research and fellowship in
the same span.”

Although this raises questions on resources and
funding, he acknowledged, “It’s the way it’s been more
successful in getting a funded research scientist, so
there are some tracks that we recommended for that”

Recommendations of the BRC I

In total, the BRC II represents a step forward

from the BRC I. The BRC I report! addressed

issues ranging from medical student education in
surgery to continuous professional development. Its
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40 recommendations were sweeping—“no less than
a new surgical education system,” the article stated,
continuing, “This will require major redesign

of surgery residency training and allocation of
sufficient resources to achieve the desired outcomes”

In specific, the BRC I proposed expanding the
workforce and recruiting more surgeons to address
a then-pending surgical workforce shortage. Read
more on workforce shortage in the April issue of
the ACS Bulletin. In part, to create a workforce
pipeline, the group recommended increased focus
on educating medical students, including “surgical
education centers” which emphasize teaching
expertise and education science.

In addition, the BRC I suggested creating and
implementing a national curriculum for residents;
devising a modular, competency-based course
in the fundamentals of surgery; and shifting all
noneducational activities to the nonphysician
workforce. It also suggested the integration
of educational technologies, such as surgical
simulation, as soon as resources become available.

The report featured a proposal for a structure
of surgical training that included an optional
research period or advanced degree in the
middle of residency, reflexive training in basic
research methodologies for all residents,
and the creation of a surgeon-scientist
training pathway—a recommendation the
BRC II has now significantly updated.

Finally, the report included recommendations
to change the structure and functions of academic
surgical departments to improve teaching—even
though to do so, the report acknowledged, would
require the same problem the BRC II aims to
confront: that surgical departments “develop a
mechanism to enable faculty to devote more time in
the nonrevenue-generating educational activities.”

These suggestions included several other items
familiar from the BRC II, such as asking all
surgical chairs and division chiefs to demonstrate
fundamental knowledge of education, providing the



training necessary for existing surgeons to develop
skills in teaching, evaluation, and education
research, and standardizing methods of evaluation
for residents.

Impact of the BRC 1

In the 19 years since the BRC I report was published,
many of those efforts have taken place. Some are
reflected in ACS offerings, including courses such as
Surgeons as Educators and Successfully Navigating
the First Year of Surgical Residency, which is aimed
at medical students and PGY-1 residents. The College
also has a program, Clinical Scholars in Residence,
that grants surgical trainees in mid-residency 2 years
of research experience, matching the BRC I's outline
of surgeon-scientist development.

“Simulation centers came out of the first BRC,;”
Dr. Stain added, which aligned with a comment
from Dr. Ellison that the ACS has helped
surgeons embrace surgical simulation techniques
via its annual Surgical Simulation Summit and
other resources.

Success of the BRC I report went well beyond the
College. While both Drs. Ellison and Stain readily
admit that not all the recommendations have come
to fruition, they describe the outcome similarly.
“The things that were under control of surgeons,”
Dr. Ellison said, as opposed to items requiring
federal regulation or C-suite participation, “actually
got done”

A prime example lies in the establishment of
a national curriculum for training in general
surgery and related surgical specialties. After the
BRC I published its report, a second group, the
Surgical Council on Resident Education (SCORE),
convened in 2006.> Many of the organizations
represented in the BRC I were part of this new
nonprofit consortium. Together, they devised
a curriculum meant for general surgeons and
those in related specialties, that focused on
patient care, medical knowledge, professionalism,
interpersonal and communication skills, practice-

based learning, and systems-based practice.*
SCORE has since been adopted nationally, and
its offerings have extended to curricula for vascular
surgery, pediatric surgery, surgical critical care,
and surgical oncology. It also has been aligned with
board certification examinations, such as the ABS
In-Training Examination and the General Surgery
Qualifying Exam. In 2019, SCORE merged with the
ABS, the key administrator of board certification in
surgery.” In its new recommendations, the BRC II
advised the ongoing review and update of SCORE to
ensure its lasting relevance.

What Comes Next

While the current process in many ways is an
extension of the BRC I, it is in some ways more
robust. The BRC I was completed in mid-2004;

its report was published in the Annals of Surgery in
early 2005.! The BRC II also aims for publication
of its recommendations in the Annals of Surgery,
having already submitted a draft. Unlike the BRC,
however, each subcommittee in BRC II and its
surgical resident and fellow focus group have written
their own papers. As with the full report, these are
intended for publication in the near future.

In addition, the BRC I, its surgeon members, and
the organizations they represent will undoubtedly
pursue many of the aims that have been laid
out. One of the key recommendations was for
the establishment of a multidisciplinary surgical
education committee to facilitate and monitor
implementation of the recommendations. Unlike the
BRC I, the new recommendations list organizations
that could join multiorganizational task forces on
specific issues. Others omit organizational names
but call for new processes, systems, and best practice
recommendations, implying a need for collaboration
across groups. In time, Dr. Ellison said, those will
surely come.

The ACS will no doubt be important to this
process, Dr. Ellison added: “The College is the
largest surgical organization in the world, and it has
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the reach and scope to bring these groups together.
The ACS is the House of Surgery, and surgical
education and training are vitally important to the
continued success of our profession in providing the
healthcare needs of our country and beyond. The
ACS has been at the table and very involved. I think
they will play an important role in convening the
groups to move this effort forward?”

Adding to a Rich History

Of course, the history of concerns about surgical
education and training go much farther back

than the BRC I. Indeed, the question of how
surgeons should be educated and trained has been
central to the ACS since before its founding. In

1913, Franklin H. Martin, MD, FACS, a surgeon-
gynecologist, and others founded the ACS in part in
response to a lack of postgraduate surgical education,
building on surgeons’ strong collective drive to
improve their training and outcomes.

The ACS entered a world in which the surgical
residency was nascent. The legendary surgeon
William S. Halsted, MD, FACS(Hon), was the
first to establish a surgical residency>—one with
surprisingly durable central concepts. In a speech at
Yale University in 1904, Dr. Halsted said, “We need
a system, and we shall surely have it, which will
produce not only surgeons but surgeons of the
highest type,” an outcome possible only through
reforms “providing the requisite opportunities for the
prolonged and thorough training of those preparing
for the higher careers in medicine and surgery.”s

It was in, in essence, what both BRCs have
attempted to continue more than a century later
with the 2,848 graduate surgical education programs
now in existence,” from the overall vision to the
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assurance that, in large part, “we shall surely have”
the proposed changes made real in many respects.
In the same speech, Dr. Halsted articulated
the qualities a surgeon should attain through
education and training: “to be an impressive
teacher of surgery, to attract important cases in
large numbers, to exert an influence far and wide as
a surgeon, to know his subject thoroughlys
Through the residency system that Dr. Halsted
himself devised, many surgeons have attained
exactly those attributes—and with the BRC II now
advancing the same core ideas in our own time,
many more will, too.

M. Sophia Newman is the Medical Writer and
Speechwriter in the ACS Division of Integrated
Communications in Chicago, IL.
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Maximize Your

Online Member
Experience

Update your member profile
to unlock features in the new
Surgeon's Dashboard that will help
provide you with a customized,

members-only experience.

THESE FEATURES INCLUDE:

* Access to your frequently visited
ACS webpages

* Ability to pay your membership dues
* Purchase and donation history
* Links to your ACS representatives

* Curated feature stories (coming in 2024)
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Jim McCartney

Although it may once have been common for a surgeon to
discourage other surgical team members from asking questions,
reporting errors, and speaking up, there is growing evidence that
this type of hierarchical behavior not only exacerbates an already
high-stress environment, but also negatively impacts team
function, morale, and patient outcomes.’

SIMPLY PUT, AN ENVIRONMENT IN WHICH TEAM
members hesitate to speak up or act because they
fear criticism or other repercussions from team
members higher up in the hierarchy is not conducive
to practicing good medicine.

In contrast, a “psychologically safe” work
environment is one in which employees share
the belief that interpersonal risk-taking is safe.?

In the OR, surgical team members feel empowered
and enabled to admit errors, ask questions, voice
concerns, be creative, and suggest new ideas or raise
concerns without fear of humiliation, criticism, or
retaliation.?

According to research, a psychologically safe
workplace with a culture of trust and open
communication among healthcare teams that are
providing high-quality patient care is imperative for
the high-stress and high-demand space of the OR.*

When surgical team members have “radical candor,”

mistakes will be avoided, and team members will

feel more engaged in and energized about their OR
roles, said Amy C. Edmondson, PhD, professor of
leadership and management at Harvard Business
School in Cambridge, Massachusetts, who also is a
psychological safety expert.

When psychological safety is combined with
discipline, shared accountability, and high
expectations, it can lead to better outcomes, better
problem-solving, a better learning environment,
increased adaptability, and better psychological
health for all members of the surgical team.

In an environment of psychological safety,

“it’s okay to take risks, express your ideas and/

or concerns, ask questions, admit mistakes, all
without fear of negative consequences,” said Harry T.
Papaconstantinou, MD, FACS, a colorectal surgeon
and the Glen E. and Rita K. Roney Professor and
Chair of the Department of Surgery at Baylor Scott &
White Healthcare in Dallas, Texas. “It’s the ability to
speak up and not be judged”
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What Psychological Safety Is Not

Psychological safety does not describe a work
environment that is comfortable, soft, or permissive.
This concept isn’t about being nice, and it doesn’t
mean an OR team should be led to believe their
needs should be met at all times, or that they should
be in charge, Dr. Edmondson said.

In a surgical context, psychological safety means
absolutely no hesitation if a team member has even
the remotest suspicion that the surgeon is about
to do something wrong, she said, adding that a
psychologically safe environment promotes candor,
and candor requires strength, courage, and honesty.

Although such an environment may occasionally
divert or distract the team from the task at hand, it is
a risk worth taking, Dr. Edmondson said. “While it
may be distracting to have someone say something
irrelevant or not helpful at the moment, compare that
to what might happen if the team member noted a
significant error was about to be made but was afraid
to speak up”

In a psychologically safe OR, the surgeon is still in
charge. Team members who constantly interrupt an
operation with inaccurate, irrelevant, or unhelpful
comments should later be taken aside and given
feedback to help make them more effective—but in a
way that does not discourage them from speaking up
in the future, she explained.

How Psychological Safety Affects
Surgical Settings

Psychological safety has been shown to improve
performance in a variety of areas, including aviation
and healthcare.

“Everybody’s prone to error, but better teams are
better able to catch and correct each other’s errors,”
Dr. Edmondson said.

Research supports that psychological safety
benefits patient safety by improving the delivery of
clinical care.® For example, in intensive care units,
psychological safety is associated with better health
outcomes, lower morbidity, and lower mortality,
according to Dr. Edmondson. That’s largely due to the
fact that staff, such as respiratory therapists or nurses,
feel able to speak up about what they see and what
they know.

In a study of the impact of psychological
safety in radiation oncology, researchers found
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that psychological safety was associated with
more reported near misses because healthcare
workers were more willing to point them

out. Near-miss reporting is important to
quality improvement efforts because it can
uncover underlying causes of potential patient
harm that could lead to adverse events.

“We think big failures come out of the blue, but
they’re actually on top of a pile of often underreported
near misses,” Dr. Edmondson said. “The more we hear
about what’s really going on, the higher the reliability
of our processes and the better we are able to prevent
the big, bad ones”

At this point, however, data related to the influence
of psychological safety on surgical outcomes are
limited. That said, Dr. Papaconstantinou maintained
that there is intuitive logic to the idea that if everyone
in the OR feels empowered to point out a potential
error, the result would be fewer errors because they
would have been prevented or corrected. In addition,
pointing out a potential error creates the opportunity
for the surgical team to learn how to avoid that same
error in the future.

Improved Team Performance

A psychologically safe OR is an environment safe

for learning, with mutual professional respect, open
communication, and suspended judgment.* The
result often is that clinicians are more engaged and
better able to learn and creatively solve problems. OR
teams demonstrating higher levels of psychological
safety also are better able to successfully implement
new technologies.”

“Work is more engaging and meaningful if you
believe you matter and if you believe your voice is
expected and welcome,” Dr. Edmondson said.

Psychological safety supports three other conditions
that help make work significant and attractive:

« Purpose and meaning
« Culture and community
« Growth and development

Dr. Edmondson described how it’s difficult for
people to feel purpose and find meaning in their jobs
if their input is not welcome. Likewise, it’s tough to feel
part of a community in which you are not encouraged
to participate. Finally, opportunities to gain experience
and develop new skills require an environment



conducive to learning from and engaging with others
in the OR.

“If you are in the OR and not in a state of learning,
then you're not doing your job as well as you should
be,” Dr. Edmondson said.

Improved Mental Health

When a patient does poorly after an operation,
especially due to a mistake, surgeons have a
heightened sense of responsibility that can lead
to emotional turmoil, anxiety, sadness, guilt, and
shame. It may even lead to burnout.

By helping to create an environment of psychological
safety in the OR, surgeons not only can help avoid
errors, but they also share responsibility with others
by allowing team members to have a more important
role in the process.

“A psychologically safe environment takes some
of the burden off of the surgeon’s shoulders,”

Dr. Edmondson said.

Creating a Psychologically Safe OR

Because surgeons are considered captains of the OR,
team members are highly attuned to their leader’s
actions, which can shape their own perceptions of
appropriate behavior.4

“Leaders always have an outsized impact on the
culture,” Dr. Edmondson said. “Whether it’s a surgeon,
team leader, or CEO, the proximal leader will always
have a bigger effect on perceptions of what’s expected
or appropriate than others”

To help create a psychologically safe OR, surgeons
can stress the uncertainty and interdependence
of work, model fallibility, and solicit peers and
subordinates for suggestions and feedback, and
embrace those who do speak up.6

Self-awareness also is critical for surgeons. They
need to know how they are perceived because they
need to model the desired behavior.

“You have to tell them it is okay to raise questions,
and then you have to respond in a way that encourages
that,” Dr. Papaconstantinou said. “People listen to
intent first, then content. Therefore, the way a surgeon
responds to team members in the OR creates the work
environment that determines if it is possible for team
members to ask questions or raise issues.”

In addition, it is important for surgeons to
realize that they cannot control others; they only
can control themselv