General Surgery Residency Program

Grandview Medical Center

Dayton, Ohio

Alison A. Clarey, D.O.

Program Director

Revised 2/98
Revised 10/00
Revised 7/01
Revised 07/04
Revised 08/07



Table of Contents Page
1.  Introduction 3
2. Hospital Requirements 3
3. Hospital/Faculty Responsibilities 4
4.  Program Director Responsibilities 5
5. Resident Requirements 6
6. Resident Selection 6
7.  Duties and Requirements for Surgery Residents 7
8. Chief Resident Duties 9
9.  Training Program — General Surgery Resident Curriculum 10
10. Didactic Reading Assignments 10
11. Resident Certificate 10
12. Out-Patient Clinic 10
13. Autopsies 10
14. Cadaveric Surgery 10
15. Osteopathic Principles and Therapy 11
16. Meeting Attendance 11
17. Out Rotations 11
18. Leave Policy 12
19. Evaluation Process 12
20. Policy on Academic and disciplinary dismissals including appeal 12
Appendix A — Five-year ACOS Curriculum & Four-year CORE curriculum 14
Appendix B — Evaluation Forms 245
Appendix C — Moonlighting Policy 261
Appendix D — Policy on Resident Performance, Remedial Action, 267

Grievance, & Appeals

Appendix E — Abbreviations 278




1. INTRODUCTION

It is the goal of this program to meet the ever present; ever changing needs of Residency Training
program in General Surgery. We wish to implement this program to help meet the demands of
training the modern surgeon. We hope to provide in a progressive manner, continuous training to
satisfy all requirements necessary for eventual certification in General Surgery by the American
Osteopathic Association through the American Osteopathic Board of Surgery. This program will
be under the direction of the Department of General Surgery at Grandview Hospital through the
Residency Program Director at Grandview Hospital.

The Department of General Surgery at Grandview Hospital assumes the obligation to supervise
training of General Surgery Residents.

Residents will be exposed to basic sciences as related to surgical practice, and have required
rotations in various specialty areas relating to the practice of surgery. (This will be defined more
clearly later in this outline). There will be special emphasis on developing technical skills,
diagnostic competency, sound medical and surgical judgment, preoperative and postoperative
care, as well as progressive development and responsibility in the seven competencies:
professionalism, Osteopathic principles and practices, medical knowledge, communication and
interpersonal skills, practices-based learning, systems-based practice, and patient care. Emphasis
will be placed on high ethical and moral standards in the Surgical Resident throughout the
training program.

2. HOSPITAL REQUIREMENTS

Grandview Hospital is accredited by the AOA. It is a designated osteopathic institution and is a
member of the American Osteopathic Hospital Association. Southview Hospital will provide
rotational exposure for our residents.

Grandview Hospital offers services through Departments of Radiology, Nuclear Medicine,
Clinical Laboratory, Pathology, and Non-invasive Vascular Laboratory. Board certified
physicians head all departments.

Grandview Hospital's Medical Library offers carefully selected texts, the latest editions of current
medical journals, and other appropriate publications, in the various branches pertaining to the
residency.

The library is in charge of a full time librarian. A Library Committee of the hospital staff is
responsible for the organization and development of this department.

There is access to computer-assisted illustrations, access to educational video and audiotapes.
Affiliations with Ohio University College of Osteopathic Medicine strengthen this advancement
of surgical education.

Hospital Administration, in cooperation with the Director of Medical education, Post Doctoral
Education Committee, Department Chairman, and Program Director shall provide an atmosphere
for proper training of residents according to guidelines of the AOA.



Association of Grandview Hospital's graduate medical education program with Ohio University
(in the CORE Program) meets the requirements established by the ACOS, that all surgical
residency-training programs participate in academic consortia by July 1, 1996. Grandview
Hospital's Graduate Medical Education Program involvement with an academic consortium with
Ohio University started July 1, 1995.

Grandview Hospital is approved for surgical PGY-1 training by the AOA with rotating services
through Obstetrics/Gynecology, Radiology, Pathology, Anesthesiology, Orthopedics, ENT,
Family Practice, Internal Medicine, General Surgery, Emergency Medicine, Pediatrics, and
various electives.

Annual admissions to the Surgical Department include Gynecology, Breast, Gastrointestinal,
Biliary tract, Urological, Orthopedic, Endocrine, Vascular, Hernial, and Neurologic surgical
exposure.

Outpatient clinics with definite resident assignments are part of Grandview's teaching structure.
The Victor J. Cassano Health Center offers surgical resident clinics in general surgery, bariatric

surgery, and vascular surgery.

Residents shall be provided stipend for postgraduate work and additional training outside the
base of the hospital. Contracts shall be completed according to the guidelines of the AOA.

The Department of General Surgery currently consists of eight General Surgeons. All are Board
Certified.

3. HOSPITAL/FACULTY RESPONSIBILITIES

It is the prerogative of the governing body of the hospital to discontinue training of a resident if
he is considered to be intellectually, educationally, temperamentally, morally, or otherwise
unsuited to participate in a continued Residency Program. The professional staff of Grandview
Hospital collectively assumes responsibility for appropriate training of residents.

Residents receive a copy of the training program and a manual describing duties and
responsibilities of the resident. These are located on the hospital intranet for immediate
availability.

The program director and the faculty ensure that each resident is provided with direct and
progressively responsible patient management that will result in the demonstration of
competence in technical skills and clinical decision-making upon successful completion of the
program.

Residents are supervised and evaluated throughout their training with availability of teaching
staff scheduled within the program. During daytime hours, residents are responsible to attending
physicians for assignment of responsibility.



Faculty provide appropriate resident supervision and instruction in the operating room, at the
bedside, and in ambulatory settings. Once a resident is credentialed in a procedure, less
supervision is provided. Prior to this, direct supervision is foremost for patient safety.

Faculty, along with the Program Director will evaluate the progress each resident. The Program
Director then discusses these evaluations with each resident.

Faculty, the Program Director, and the residents will evaluate, at lease annually, the quality of the
program. The results are expected to direct Department and residency changes to ensure

continual program improvement.

The faculty and Program Director are to be peer evaluated annually with respect to their teaching
abilities, commitment to the program, and scholarly activities.

4. PROGRAM DIRECTOR RESPONSIBILITIES

The Program Director must be a board-certified osteopathic physician licensed to practice in the
state of Ohio. He/She will be an active member of the American College of Osteopathic
Surgeons (ACOS).

The Program Director must be appointed in good standing to the medical staff(s) of
Grandview/Southview hospitals.

The Program Director must be certified by the American Osteopathic Board of Surgery and meet
all requirements of Program Director listed in the AOA Basic Standards for Residency Training
for General Surgery.

The Program Director must be an experienced educator with at least five years of practice
experience. Previous experience as a program director is preferred. An educational background
with faculty appointment through a recognized college of osteopathic medicine and research
experience is considered desirable, but not mandatory. The Program Director will become
adjunct faculty with the OPTI partner (Ohio University College of Osteopathic Medicine).

The Program Director is responsible for the following aspects of the program:

* Ensure the administrative and educational aspects of the program are consistent with the
model AOA curriculum

* Arrange for affiliated training sites and electives to meet program objectives, consistent
with approval of the DME

* Document compliance with the standards, policies, and procedures of the AOA.

e Submit reports as required by the AOA Approval Procedures

* Ensure resident completion and submission of the resident annual reports to the ACOS

* Prepare the required documentation for, and participation in, the AOA site visit process

e Coordinate educational administrative activities of the training program to include
resident schedules and resident assignments for educational activities

* Ensure all components of the training program are evaluated as required

* Encourage residents to apply for ACOS resident membership status



e Attend the ACOS Osteopathic Surgical Educators’ Seminar at least once every three
years

* Register program residents to utilize the ACOS electronic data collection/log system

* Review resident’s in-service examination score results in consultation with the resident

S. RESIDENT REQUIREMENTS

Candidates for residency shall be graduates of an approved Osteopathic college.

Candidates shall also be members of the AOA, and maintain membership throughout their
specialty training. Applicants are required to apply for license to practice Osteopathic Medicine
and Surgery in the State of Ohio.

It shall be understood that appointment for Residency Program is for a period of one year only.
Re-appointments are on an annual basis. Under no circumstances does acceptance for one-year
training imply acceptance for additional training. Re-appointment is based upon progression
within the model curriculum based on evaluations, skills, and discussion at Fall Department of
Surgery Meeting.

Residents shall devote time and efforts to the program and are not permitted to engage or

participate in any outside activities of a professional nature during their period of residency when
such activities interfere with the training program.

6. RESIDENT SELECTION

Application shall be submitted in writing or online to the Director of Medical Education,
Grandview Hospital. Applications shall then be submitted by the Director of Medical Education
to the Program Director and active members of the Department of General Surgery. All
candidates for Residency Training Program must be interviewed in person prior to acceptance in
the program.

Selection will be made by the Program Director and members of the Department of General
Surgery, contingent upon approval of the SEC, Medical Staff, and the Hospital Board. Admission
to the residency program shall not be influenced by race, color, sex, religion, creed, national
origin, age or handicap as defined by laws and regulations.

All applicants, whether accepted or rejected, shall be notified in writing by the Director of
Medical Education.

A personal interview with the resident shall be held by the trainer or his/her designatee within six
months after the training program has begun. Each resident's work will be reviewed and
recommendations made at that time for continuation in the program, probationary status, or with
final recommendation for continuation or termination of the resident at the end of the first year.



7. DUTIES AND REQUIREMENTS FOR SURGICAL RESIDENTS

Duties:

With the approval of the Program Director and the Department of General Surgery, the Chief
Surgical Resident shall designate the hours of duty, including weekend and call schedules.

The resident shall be required to assist or perform on all patients of the attending physician. He
shall assist in boarding patients and formulating surgical schedules. He shall visit all patients of
the attending physician whose rotation he is serving daily. Whenever possible, he shall make
such visits with the surgeon in attendance.

The resident shall perform history and physical examinations of all surgical cases on his service.

The resident shall be responsible for all work and orders of the intern and students on his service.
This includes instruction and training in the principles of sterile technique as applied to surgery,
dressings, use of various catheters, drains, packs, sutures, clips, etc.

The resident shall write complete admission notes on all patients admitted to his service;
progress notes daily, operative notes when assigned for dictation.

The resident shall review daily all x-rays performed on his patients.

The resident shall make surgical rounds with the attending physician and have all information
pertinent to those patients available when making rounds.

The Emergency Room is a major source of training for the surgical resident. Assignment to the
Emergency Room will be made by the Chief Surgical Resident with the approval of the Program
Director and the Department of General Surgery. There will be formal training in trauma care
and proper ER protocols will be learned and followed. The Emergency Room will be covered 24
hours per day, 7 day per week, by a surgical resident.

The resident shall be assigned, at the discretion of the attending surgeon, dictation of operative
reports. The resident shall also be responsible for discharge summaries of all patients assigned to

his service.

Requirements:

Residents shall take part in weekly case presentations. Residents shall attend all conferences held
by the Department of General Surgery. Residents are expected to participate in professional staff
activities. For example, patient care, department meetings, mortality and morbidity meetings,
etc.

The resident is required to maintain and accurately complete records for their educational

activities in the required surgical log form. The logs must be submitted at the end of each
rotation to the program director for review and verification. The logs should document the
fulfillment of the requirements of the program, describing the scope, volume, variety, and



progressive responsibility by the resident. Residents are responsible for completion of annual
reports as required by AOA and ACOS. These shall be submitted within thirty (30) days of
completion of each training year, in adequate time for review by the Evaluation Committee of the
ACOS. The resident is required to keep an accurate record of all reading material, all meetings
attended, autopsies attended, lectures attended, lectures given, and papers written or published.

Each resident is required to complete the annual ACOS General Surgery In-Service Examination.
General Surgery Emphasis intern will not take the examination.

Postgraduate work courses may be attended at the discretion of the Program Director and the
Director of Medical Education. Requests must be submitted in writing for such programs. The
resident should attend the Annual Postgraduate Course in Surgery sponsored by the American
College of Osteopathic Surgeons preferably in the second or third year of training. At least on
one occasion during his program, he should attend the Annual Clinical Assembly of Osteopathic
Surgeons.

The resident shall complete at least one scientific paper or poster per year, and these should be in
accordance with the guidelines of the RESC (Resident Evaluation and Standards Committee).
The subject of the paper must be mutually acceptable and approved by the Program Director
PRIOR TO beginning the paper.

The length of the annual paper shall be at least 1500 words; double spaced, paginated, with
references required for all material derived from the work of others. The annual paper shall be
submitted in duplicate to the ACOS Evaluation Committee within 30 days of completion of each
contract year. The fourth year paper must be suitable for publication in a peer review medical
journal. Preparation of a poster session for the Annual Clinical Assembly of Osteopathic
Specialists may be done in lieu of a paper for one of the first three years of the General Surgery
Residency. The resident may select his topic for this paper subject to approval of the Program
Director.

Residents are expected to abide by all applicable policies and procedures of the sponsoring
institution and the primary training institution, such as, work hours, call, and leave policies,
financial arrangements, including housing, meals, and benefits; resident supervision and

evaluation; specifics of contract renewal; and disciplinary, due process, and appeal policies.

Residents must only engage in program director-approved outside activities which do not
interfere with the resident performance in the training program. The resident is prohibited from
acting as a consultant, engaging in a private specialty practice, or maintaining attending status
during residency.

The resident is expected to behave in a professional manner, consistent with his degree of
education and responsibility. Relationships with other professionals, such as other residents,
interns, externs, nursing staff, and attending staff, is to be above reproach. Constructive criticism,
academic discussions concerning patient care may be expressed at bedside or in front of a group.
Personal dislikes or complaints should be handled privately. Any reprimand must be carried out
in a very professional manner, and privately between the resident and the individual concerned.



Residents are to appear in proper attire at all times. The resident in General Surgery is required to
wear the proper identification badge at all times when not in the Operating Room. Scrub suits are
to be worn only in the Operating Room and not between hospitals.

Residents must be neat and well-groomed at all times subject to the approval of the attending
physician.

Penalties for infraction of the rules may include suspension of a time off, suspension of
weekends off for a specific period of time, and ultimately, termination from the Residency

Training Program if infractions are frequent or severe enough.

8. CHIEF RESIDENT DUTIES

The Chief Surgical Resident is to be appointed by the Department of General Surgery. This
appointment shall be reviewed at six months intervals. He shall serve as representative of the
entire group of General Surgery Residents. If requested, he shall attend the Department meetings
to represent the residents or for discussion of any problems arising in the program.

The Chief Surgical Resident is directly responsible to the Program Director. He/She shall also
communicate with the Director of Medical Education concerning matters related to coordination
of medical education. The Chief Surgical Resident shall be responsible for submitting the "on-
call" schedule on a monthly basis to the Program Director and Director of Medical Education.

He/She shall facilitate the implementation of the educational program for interns and externs.
This includes Book Review Club, Journal Club, Morbidity & Mortality Conference, educational
conferences, gross anatomy sections, guest lectures, and journals.

The Chief Surgical Resident shall assume various other responsibilities under guidelines
established by the Department of General Surgery, including the following:

a. Assignment of interns, not on elective rotation, and externs and Ohio
University CORE students. This includes assignment in surgery on a daily
basis.

b. Surgical Out-patient Clinic as outlined by the
Department of General Surgery.

c. Review of resident logs.

d. Grand Rounds

e. May assign various responsibilities to remaining residents and they shall

be directly responsible to him.

Journal Club shall meet at least monthly. The Chief Surgical Resident makes assignments to the
junior residents and interns on the surgical service. Current surgical journals are reviewed and
summaries of pertinent articles are prepared and presented at a common meeting with time
provided for discussion and interpretation of the articles.

Morbidity and Mortality Conference will meet at least monthly.



9. GENERAL SURGERY RESIDENT TRAINING PROGRAM

The comprehensive General Surgery Residency curriculum was approved by the AOA and
ACOS and is to be followed in general for this training program. Appendix "A" is the document
on the General Surgery curriculum and is included at the end of this manual. In addition, the
residents are offered additional learning opportunities each month such as: Morbidity and
Mortality Meetings, Journal Clubs, the CORE Education program, and OPP workshops.

10. DIDACTIC READING ASSIGNMENTS

Various reading assignments will be provided to the resident throughout his five-year program.
Specific assignments in basic sciences such as Anatomy, Physiology, Pathology, and
Pathophysiology will be made. As the training program progresses, residents will continue to
read on a broad scope of subjects.

11. RESIDENT CERTIFICATE

In addition to the various rotations in specific training areas, residents will also rotate at
Southview Hospital and Family Health Care Center as part of their rotational schedule. This will
provide for exposure to coverage in all area of General Surgery. Upon completion of the five-
year training program, the resident shall receive a certified transcript of this training program
from Grandview Hospital in combination with the postgraduate consortium with Ohio
University.

12. OUTPATIENT CLINIC

Due to changing modes of practice, evaluation of patients by residents prior to surgery has
changed, due to SDS and 1&O surgery. Because of this, outpatient clinic evaluation of patients is
important in training the resident in pre-operative evaluation.

Whenever possible, the General Surgery Resident should attempt to see patients in the attending
surgeon's office to get more pre-operative evaluation and post-operative follow-up. Practice
economics can be addressed at this time, especially when the resident is in the final year.

13. AUTOPSIES

Attendance at autopsies on surgical cases is encouraged.

14. CADAVERIC SURGERY

Arrangements have been made for cadaveric work for the General Surgery Resident. Assignment
is by the Chief Surgery resident. If possible, the first or second year resident should attend an
anatomy course.

10



15. OSTEOPATHIC PRINCIPLES AND THERAPY

Residents are expected to attend monthly OMM workshops at Grandview Medical Center. In
addition, the CORE emphasizes OPP throughout lectures and also conducts dedicated academic
sessions with practical instruction and applications.

The structural physical examination is an important part of the physician's diagnosis and should
be recorded on all surgical patients by the resident.

16. MEETING ATTENDANCE

It is an AOA requirement that the resident attend all staff and departmental and/or divisional
meetings as well as all other committees directly associated with the level of care of the surgical
patient. This would include such meetings as Utilization Review, Tumor Board, Tissue
Committee, Mortality Review, etc. Attendance must be kept for documentation purposes. The
resident is expected to attend all General Surgery RPAC meetings unless on “out” rotation.

17."OUT" ROTATIONS

The purpose of the "out" rotation is to enhance specific areas of the training program. Established
rotations include:

PGY-1: 1 month — Children’s Medical Center
PGY-2: 1 month — Miami Valley Hospital Burn / Plastics
PGY-3: 3 months — Children’s Medical Center

1 month — Grant Hospital Trauma
1 month — Grandview Hospital Urology

PGY-4: 1 month — Grant Hospital Trauma

PGY-5: The resident should be at the base hospital during the entire last year. (There is a
four months elective but this must be completed at base hospital affiliations. A
rotation in Endoscopy and Advanced Laprascopy is encouraged.

The purpose of "out" rotations is to enhance any area (s) of weakness. The policy of the AOA
and ACOS state that, "no surgical program will be approved containing more than a total
aggregate of 12 months away from the base institution during the four year residency training
period".

Outside rotations will be approved by the Program Director after discussion with department
members.

Outside rotations should be to enhance knowledge and skills in areas not sufficiently available at
Grandview/Southview Hospital.

11



18. LEAVE POLICY

No more than twenty days each calendar year for sick leave, vacation, and military leave will be
permitted. If additional maternity leave, sick leave, or other personal or professional leave is
granted, the program must be extended to meet all the time and rotation requirements of the
program. A training year shall consist of a minimum of 48 weeks of documented training.

19. EVALUATION PROCESS

Evaluations of the residents for monthly rotations are to be submitted no later than thirty (30)
days after the completion of the rotation. Likewise, residents must submit their evaluation of the
rotation no later than thirty (30) days after the completion of the rotation. These evaluations are
considered when the Program Director completes quarterly and end of year evaluations of each
resident. Certain matters may be brought before the Department at the discretion of the Program
Director.

Appendix "B" includes sample forms for the evaluation of a resident.

20. ACADEMIC AND DISCIPLINARY WARNINGS AND DISMISSALS

The policy regarding Residency Performance, Remedial Action, Grievance & Appeal along with
the Academic Warning Process is outlined in Appendix C. The purpose of the Academic
Warning process is to recognize issues prior to the need to enforce probation or demand
dismissal.

Academic dismissals result from a failure to attain a proper level of scholarship or non-cognitive
skills, including clinical abilities, interpersonal relations, and/or personal and professional
characteristics. Institutional standards of conduct include such issues as cheating, plagiarism,
falsifying records, stealing, alcohol and/or substance abuse, or any other inappropriate actions or
activities.

In cases of academic dismissal, the hospital and department will inform residents, orally and in
writing, of inadequacies and their effects on academic standing. The resident will be provided a
specified period in which to implement specified actions required to resolve academic
deficiencies. Following this period, if academic deficiencies persist, the resident will be placed
on probation for a period of three (3) to six (6) months. The resident may be dismissed during
this period, if deficiencies remain and are judged to be irremediable. In accordance with
institutional policy, the resident will be provided an opportunity to meet with evaluators to appeal
decisions regarding probation or dismissal. Legal counsel at hearings concerning academic issues
will not be allowed.

In cases of disciplinary infractions that are judged irremediable, the hospital and department will
provide the resident with adequate notice, in writing, of specific ground(s) and the nature of the
evidence on which the disciplinary action is based. The resident will be given an opportunity for
a hearing in which the disciplinary authority will provide a fair opportunity for the resident's
position, explanations and evidence. The department will act as the disciplinary authority.
Residents may be allowed counsel at hearings concerning disciplinary issues. Pending

12



proceedings on such disciplinary action, the hospital, in it's sole discretion, may suspend the
resident, when it is believed that such suspension is in the best interest of the hospital or of
patient care.

13



Appendix "A"
Five-Year ACOS Curriculum

and
Four-Year CORE Curriculum
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OGME-1 ROTATION GUIDELINES -

GENERAL SURGERY, NEUROLOGICAL SURGERY, AND UROLOGICAL

SURGERY (OGME-1R)

The following rotation is required for first-year residents in general, urological, and neurological

surgery:

AN L B W N

J

. Rotations for Y2 day per week, for 46 weeks, in a primary care out-patient clinic or

office.

. Two months of general internal medicine

. One month of ICU

. One month of emergency medicine

. One month of female reproductive medicine

. One month of pediatrics, if available, or other primary care specialty at the

discretion of the training institution

. Four months of general surgery
. Two months of electives to include any of the following areas:

a. Urology

b. Orthopedics

c. Anesthesia

d. ENT

e. General Surgery

f. Vascular Surgery

g. Neurosurgery

h. Cardiovascular Thoracic Surgery
1. Plastic and Reconstructive Surgery
J- Radiology

15
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Osteopathic General Surgery
Model Curriculum for
Residency Training

ACOS ¢ 123 North Henry Street » Alexandria, VA 22314 ephone: (800) 888-1312  web site:
www.facos.org
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PREFACE

Each year, program directors have the responsibility of ensuring that residents receive adequate
scope and volume to complete a surgical residency-training program. However, the most
important part of the task is determining what the residents should learn, how it should be taught,
and how to measure the learning outcomes.

The Residency Evaluation and Standards Committee (RESC) of the American College of
Osteopathic Surgeons (ACOS) embarked on a journey to develop a model curriculum for each
surgical specialty (general surgery, general vascular surgery, plastic and reconstructive surgery,
neurological surgery, urological surgery, cardiothoracic surgery, and surgical critical care). The
model curriculum was designed to enhance the resident learning experiences while emphasizing
the uniqueness of osteopathic surgical training. It incorporates the American Osteopathic
Association (AOA) core competencies with suggested learning activities and evaluation methods.
The curriculum describes expected learning outcomes and performance indicators of the surgical
specialties. The document serves as a reference to not only program directors, but to directors of
medical education, other faculty, and residents as well.

Program directors should, at minimum, train residents to achieve the basic cognitive and
technical performance indicators outlined in the model curriculum. However, training should be
customized for a specific training program to exceed the model curriculum. The model
curriculum document is a /iving document that will be maintained by the RESC to reflect a
current body of knowledge. The format was designed to enable program directors to integrate
OGME-1 outcomes into a seamless training and experiential plan. The RESC will link the model
curriculum to training standards and performance evaluations at all levels, OGME1-5.

The RESC invites your comments regarding the model curriculum document. In addition,
osteopathic surgical residency programs are encouraged to submit curriculum samples that have
been developed using the ACOS model curriculum to the ACOS. To share your comments and
learning experiences, contact:

American College of Osteopathic Surgeons
123 North Henry Street
Alexandria, Virginia 22314-2903
Telephone: (800) 888-1312
Fax: (703) 684-3280
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PART I: THE PROGRAM DIRECTOR’S GUIDE

INTRODUCTION

A NEW EDUCATIONAL PARADIGM -- COMPETENCY-BASED CURRICULUM

The ACOS model curriculum design project began with the idea of a bold new plan for residency
education using a competency approach based on an understanding of the clinical nature of
resident education. The vision of the RESC was a national model curriculum, emphasizing the
strengths of osteopathic principles and the depth of training in principal surgical areas while
honoring the unique capacities for optional surgical subspecialties.

The American Osteopathic Association (AOA) established a Core Competency Task Force
whose report in July 2003 became the foundation of new curriculum design. As a result,
specialty colleges were required to incorporate seven core competencies into postdoctoral
training, inspection, and recertification over the next three years — Osteopathic Principles and
Practice, Medical Knowledge, Patient Care, Interpersonal Communication Skills,
Professionalism, Practice-Based Learning and Improvement, and Systems-Based Practice.

The acceptance of the AOA competencies as the framework for the ACOS surgery curriculum
was the first step in changing to a competency-based educational (CBE) system. This did not
mean simply rewriting the goals and objectives, rather a significant paradigm shift. Moving into
CBE places the ACOS in harmony with a growing and worldwide emphasis on the use of
competencies in the education of health care professionals.

What does it actually mean to become competency-based? From the traditional educational unit
that was time-based and instructor-centered, the unit of progression becomes a demonstration of
specific knowledge and skills and is learner-centered. Most definitions of competencies make
clear the primacy of professional practice. “A competent clinician is one who is able to perform a
clinical skill to a satisfactory standard."2 The AOA accepts the definition proposed by Epstein
and Hundert: "Professional competence is the habitual and judicious use of communication,
knowledge, technical skills, clinical reasoning, emotions, values and reflection in daily practice
for the benefit of the individual and community being served."3 Hence, the competency-approach
places emphasis on the application and integration of knowledge. Basically, the competency-
based approach in residency education asks the question: What do surgeons need to know and be
able to do upon completion of this residency?

2 Sullivan P and McIntosh N. The competency-based approach to training. Retrieved on May 17, 2004 at
http://www.jhpiego.org/pubs/BALI/PRk5RS05.pdf
3 Epstein R and Hundert EM. Defining and Assessing Professional Competence, JAMA, 2002,287; 226-235.
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Each ACOS specialty subcommittee began the design process with a review of the literature in
the field in order to keep an open eye to the future while recording current program curricula,
balancing the real with the ideal.

The conceptual framework of each specialty was identified and organized as principal surgical
areas, associated specialties, clinical sciences and skills as well as OGME-1 electives. Later, the
generalizations, principles, concepts, skills and attitudes were examined to develop specific
learning outcomes and performance indicators. At each step, the subcommittees kept in mind that
the application of knowledge within a profession usually requires the integration of knowledge
from a variety of disciplines. The members of the subcommittee had to justify teaching/learning a
concept or skill based on the professional performance of a surgeon rather than the broad scope
of the field. Learning outcomes are broad statements describing what the resident will be able to
do at the end of training, but they are written in terms often too broad to be readily measured.
Therefore, multiple performance indicators, describing how residents behave who have
accomplished the outcome, elaborated the learning outcomes. In this way, performance
indicators set the agenda for learning and assessment, identifying measurable behaviors. As a
result, the model curriculum documents have the following format:

Clinical Sciences and Skills

Associated Specialties

Principal Surgical Areas

Prerequisites
Learning Outcomes
Performance Indicators
(Phase I, 11, III)

Cognitive & Technical
Learning Experiences
Resources
Resident Assessment

Prerequisites
Learning Outcomes
Performance Indicators
(Phase LII, III)
Cognitive &
Technical
Learning Experiences
Resources
Resident Assessment

Rationale

Prerequisites

Learning Outcomes
Performance Indicators
(Phase I, II, III)

Cognitive & Technical
Learning Experiences
Resources
Resident Assessment

Each performance indicator was labeled as cognitive, the application of knowledge, or fechnical,
the application of surgical skills. Cognitive performance indictors are complex and extend to the

clinical setting not just the didactic setting. Technical performance indicators are primarily
situated in the operating room. The performance indicators became especially important when
they were grouped together to set benchmarks for resident performance. Competency will be
assessed at Phase I, II, and III allowing some flexibility for each residency to correlate the

performance indicators with a specific year of training. With the 2008 incorporation of OGME-1

into the General Surgery Residency curriculum, Phase I will address Learning Outcomes and
Performance Indicators of OGME 1-2.

The general surgery model curriculum framework of learning outcomes and performance

indicators is outlined as follows:

21




The Practice, | Clinical Associated
The System, Sciences and | Specialties
The Profession | Skills Anesthesiology
Interpersonal & | Blood & Hematology
Communication Blood Imaging
Skills Products | Infectious
Incisions, Disease Internal
Professionalism Sutures & | Medicine
Wound Neurology
Practice-based Healing Oncology
Learning & Fluid & Osteopathic
Improvement Electrolytes Manipulative
Laparoscopy Medicine
Systems-based | Nutrition
Practice Pain
Management
Practice Shock
Management Surgical
Infections

Principal Surgical
Areas

Breast

Burns

Critical Care
Endocrine
Gallbladder/BiliaryTree
Gastrointestinal Tract
Head & Neck
Pancreas

Pediatrics

Liver

Spleen

Skin & Soft Tissue
Thoracic

Trauma & Emergency
Vascular

Hernia

OGME-1
Rotations/
Electives

Anesthesiology

CardioVascular

Surgery

ENT

Peds or other

primary care

specialty
Neurosurgery
Female
Reproductive
Surg

Orthopedics
Plastic &

Reconstructive

Surgery

Radiology
Internal

Medicine
Emergency
Medicine

Trauma?

Urology
Vascular Surgery
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Below is a summary of the rationale for the key sections outlined in the model curriculum:
clinical sciences and skills, associated specialties, and principal surgical areas.

Clinical Sciences and Skills

Development of intra-operative technical skills is a well-recognized component of surgical
training. When considering the broad realm of patient care, both within and outside the operating
room, an equally important aspect is development of the surgeon’s ability to understand and
assimilate the clinical sciences and skills.

During training, the osteopathic surgical resident must acquire knowledge and skills in all areas
of clinical science and skills including shock, incisions, sutures & wound healing, surgical
infections, nutrition, blood and blood products, fluids and electrolytes, pain management and
laparoscopy. Integration of the clinical sciences by the surgical resident into all aspects of
practice will enhance his or her ability to appropriately diagnose, organize a management plan,
perform necessary surgical procedures and care for the postoperative surgical patient in the short
and long term.

Surgical residents learn clinical sciences and skills on all clinical rotations and in didactic
settings. Knowledge and skills are assessed informally on a daily basis by faculty and attending
surgeons. Since these clinical sciences and skills are part of a core curriculum related to each and
every principal surgical area, they are grouped together and not repeated in separate surgical
areas.

Associated Specialties

Development of professional collaboration is an important component of surgical training.
When considering the broad realm of patient care, both within and outside the operating room,
the surgeon must understand and be able to use specific concepts and skills related to associated
specialties including hematology, oncology, radiology, neurology, anesthesiology, infectious
diseases, and internal medicine.

Integration of the associated specialties by the surgical resident into all aspects of practice will
enhance his or her ability to appropriately diagnose, organize a management plan, perform
necessary surgical procedures and care for the postoperative surgical patient in the short and long
term. Surgical residents learn associated specialty concepts and skills on all clinical rotations and
in didactic settings. Knowledge and skills are assessed informally and on a daily basis by faculty
and attending surgeons. Since these associated specialties are part of a core curriculum related to
each and every principal surgical area, they are grouped together and not repeated in separate
surgical areas.

Principal Surgical Areas
Residents spend much of their training on teams that are responsible for a variety of types of
general surgery, rather than on rotations that are specific to one of the principal surgical areas.

However, several areas such as trauma and surgical critical care have separate rotations, often at
a partner institution. The principal surgical areas are the heart of the surgical residency training;
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therefore, competence in each area is critical. Each of these areas is evaluated monthly by
attending physicians and staff.

OGME-1 Electives and Optional Surgical Areas

The ACOS now accepts OGME-1 residents directly into a general surgery residency program
where the new resident becomes part of a general surgery team in the principal surgery areas for
four months and focuses on Phase I of the curriculum. The OGME-1 resident will be expected to
spend 1/2 day per week, for 46 weeks, in an out-patient clinic or office. In addition, the
residency program may require one month of ICU, one month of emergency medicine, one
month of OB/GYN, one month of Pediatrics, two months of general internal medicine, and two
months of electives. These elective rotations may also be used in later years at the discretion and
planning of the residency program. The learning outcomes and performance indicators for these
rotations can often be derived from Phase I of that area of the curriculum.

* Anesthesia Plastic and Reconstruction
» Cardiothoracic/Cardiovascular « Radiology

« ENT + Orthopedics

* General Surgery « Urology

» Neurosurgery « Vascular Sursgery

IMPLEMENTATION OF A NEW CURRICULUM

Are you ready for a new national model residency curriculum? Are you prepared to change how
you train residents? What do you need to know to implement change? Hall and Hord (2001),
researchers who study change, have given educators a set of principles that can be used to guide
the process of curriculum renewal:

1. Change is an ongoing process, not a short-term event. Change requires ongoing
support and resources and it takes time. Sometimes new users of an innovation get
discouraged when they don't see immediate results. It is important to have realistic
expectations about the time it will take to see significant progress and to make sure that
other stakeholders in the community understand this as well. According to these
researchers, "Most changes in education take three to five years to be implemented at a
high level. Failure to address key aspects of the change process can either add years to, or
even prevent, successful implementation."

2. Change occurs in individuals first, then in organizations. The best curriculum in the
world will not succeed in your residency unless the people implementing it are ready and
willing to make it a success. However, individual change is difficult if the organization is
not supportive of the change. For example, if the institution doesn't have the resources for
a special rotation, they must find a partnering institution. Therefore, program directors
will need to pay attention to the needs and concerns of individual faculty and attending
physicians, as well as work with the Director of Medical Education to successfully
integrate the new competency approach into the educational program.
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3. People go through change at different rates and in different ways. Everyone cannot

be ready at the same time to implement all components of the new curriculum. Small
subcommittees have been trained for the development work required of the ACOS, but
training will also need to occur at the local level. Some people need more information to
be convinced. Some need more training to feel prepared.

As people implement a new program, their concerns change. For example, when
attending physicians first hear about the competency program, they might not be
concerned because they don't think it will affect them. However, once they understand
that the curriculum deals with learning in the operating room, on the service and the
office as well as in the classroom, they may have concerns about how to fit the program
into their already busy schedules.

Change agents need to adapt to different individuals' changing concerns over time in
order to make effective organizational change. The curriculum consultants for the ACOS
RESC have served as initial change agents for the process. Now, each program director
is a change agent as well. The program director needs to notice when people's concerns
change. For example, once someone begins using competency-based curricula, he or she
may need further assistance, even if that person had been to a national conference or
institutional workshops on competencies prior to implementation. Faculty and attending
physicians need opportunities to get together, share their experiences, and learn from one
another.

Change agents need to take into account the larger system in which a program is
being implemented, since a change in one part of the system could have effects in
another. During implementation of the competency-approach, think about its possible
impact on other individuals and parts of the program or schedule. Change agents will be
most successful if they find multiple ways to integrate the competencies into all parts of
the educational program.

Are you ready to change? From these principles, The Concerns-Based Adoption Model (Hall &
Loucks, 1979) was developed to describe the seven levels of concern that users experience as
they adopt a new program or practice:

Awareness. Users have little concern or involvement with the innovation.
Informational. Users have a general interest in the innovation and would like to know
more.

Personal. Users want to learn about the personal ramifications of the innovation. They
question how the innovation will affect them.

Management. Users learn the processes and tasks of the innovation. They focus on
information and resources.

Consequence. Users focus on the innovation's impact on learners.

Collaboration. Users cooperate with other users in implementing the innovation.
Refocusing. Users consider the benefits of the innovation and think of additional
alternatives that might work even better.

If you understand the stages of concern, you will recognize the expressions of concern voiced by
users of a new program (Figure 1). Program directors can use the following chart to assess their
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own stage of concern, and use it later when providing leadership to or participating in the process

within a local residency program.

Figure 1. Expressions of Concern

STAGES IMAY BE STUCKIFI AM | I’'M READY TO CHANGE AND AM
OF SAYING... FOCUSED ON...
CONCERN
Awareness | Everything is fine, so [ am not | What is it? (reactive)
interested. I am not concerned
about it.
Information | I don’t want to do it. I would like to know more about it. How
does it work?
Personal I can’t do all that! How will using it affect me?
What’s my role in it?
Managemen | [ will try it, but [ am not a How can I master this? How can I fit it all
t believer. Ispend all my time | in? What’s the minimum I must do?
getting materials ready.
Consequenc | I am not concerned that it is Is it worth it? How is my use affecting
es worth it. learners? What’s the maximum potential
of this?
Collaborati | I have my own way of doing How do others do this? How can I relate
on things. what I am doing to what others are doing?
Refocusing | Everything is fine. Is there a better way? (pro-active). How

can I refine it to have more impact? I have
some ideas about something that would
work even better.

Dr. Earl A. Grollman, a writer, lecturer, and rabbi, tells us that above his desk is a statement by

the French novelist Gustave Flaubert:
"The better part of life is spent saying, It's too early, and then it's too late."

Rogers' (1995) Individual Innovativeness Theory suggests that individuals react differently to
change based on a stable trait or predisposition. He has developed a classification scheme of
potential adopters based on their receptivity. Figure 2 is a visual representation of the data.

Innovators - the risk takers willing to take the initiative and time to try something new

Early Adopters - tend to be respected group leaders, the individuals essential to adoption by

whole group.
Early Majority - the careful, safe, deliberate individuals unwilling to risk time or other

resources

Late Majority - those suspect of or resistant to change: hard to move without significant

influence

Laggards - individuals who are consistent or even adamant in resisting change: pressure
needed to force change.
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Figure 2. Individual Innovativeness Theory

Innovators.  Eary Eary Majority LLate Majority Laggards
2.6% Adoplers 4% 4% 1'%
13 R,

Bell shaped curve representing Rogers' (1995) findings on
categories of individual level of innovation with percentages
for each category.

After you have examined your own role in the process of change, you need to connect the
analysis to the institutional readiness for systemic reform. Michael Fullan and other change
specialists agree that the process of systemic reform must emphasize building the capacity of
institutions to renew themselves as much as it emphasizes new accountability and competency-
based performance assessment. The ACOS recognizes that some residency programs may need
to supplement learning experiences leading to competency by offering rotations in affiliated
1nstitutions.

Another central issue facing systemic change efforts is a balance between guidance from the top
and bottom-up innovation. For example, some residencies have been early adopters and
innovators in the integration of AOA competencies at the local level. John W. Gardner describes
this process for both individuals and institutions:
“For those who have accepted the reality of change, the need for endless learning

and trying is a way of living, a way of thinking, a way of being awake and ready. Life

isn't a train ride where you choose your destination, pay your fare and settle back for

a nap. It’s a cycle ride over uncertain terrain, with you in the driver’s seat, constantly

correcting your balance and determining the direction of progress. It's difficult,

sometimes profoundly painful.”

Change is not an easy process, and it involves buy-in from others in the residency program.
Determine who should be involved in the development of your new residency training program
curriculum and share the ACOS model curriculum document with them. Be prepared to
champion change and to promote competency-based education. Change agents recommend
organizing an advisory council or curriculum committee to promote the adoption of a model
curriculum. Key to getting buy-in from all other participants, this council/committee must
encourage and stimulate positive attitude toward the new curriculum and make major decisions
about the implementation process. The council/committee can include the director of medical
education, the program director, and key attending physicians and residents.

To facilitate a discussion with the council/committee, consider the following questions:

« Does everyone understand the purpose of a training program curriculum?
« Does everyone understand competency-based education?
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«  What aspects of the old program will be continued and what aspects will be modified or
eliminated?

«  Who will provide leadership for the new program’s learning subsets?

«  What are the advantages of the new program to both residents and attending physicians?

«  How do we structure a gradual implementation starting at the 2™ year of Osteopathic
Graduate Medical Education (OGME 2) residency training without denying access to new
ideas at the OGME 4-5 training years?

« How does resident evaluation change in keeping with competency-based education?

« How will we gather data and give feedback on the challenges and success of the new
curriculum in our setting?

It is recommended that you identify topics and prepare a series of workshops to give during joint
faculty and resident sessions. The workshops and presentations should be designed to develop
support of the new curriculum. The list of activities in Figure 3 will assist you in facilitating
discussions with the advisory council/committee and identifying topics and activities for your
presentations as you plan and develop the curriculum.

While working with the advisory council/committee you will also have to determine if the
institution has the capacity to fulfill the principal surgical areas. As you plan, consider changes
that are needed in organization, scope/sequence, balance and patterns, as well as volume and
variety of cases. Are adjustments required in the current program to support resident training in
the principal surgical areas? Are outside rotations required? Do new affiliation agreements have
to be prepared and acknowledged by the ACOS? From this discussion with the advisory
council/committee, you will have to develop a program overview that includes a narrative or
graphic description of the service team and rotations by year. This section should summarize the
rotations the resident can expect throughout the training process.

References:
Fullan M. Leading in a culture of change, Hoboken, NJ: Jossey-Bass, 2001.

Gardner JW. Self-Renewal:The individual and the innovative society, New York: W. W. Norton
& Company, 1995.

Hall GE, Hord SM. Implementing change: Patterns, principles, and potholes. Boston, MA: Allyn
and Bacon, 2001.

Hall GE, Loucks S. Teacher concerns as a basis for facilitating staff development. Teachers’
College Record, 1978; 80 (1): 36-53.

Rogers EM. Diffusion of innovations. New York: The Free Press, 1998.
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Activities for Planning and Implementing a New Training Program Curriculum

What

How

Completed

Understand the purpose
of a curriculum and
competency-based

Learn the competency-based educational approach to
training. Read journal articles and newsletter
columns. Have discussions with faculty and

education. residents.
Develop a mission Write a mission statement for your residency during a
statement. joint faculty and resident session.

Plan the instruction and
assessment of AOA
competencies.

Complete the AOA competency grid during several
joint planning sessions of faculty and residents.

Determine institutional
capacity in principal
surgical areas.

Examine the discipline framework and determine if
your institution has the capacity to fulfill the
principal surgical areas. Plan for any changes that are
needed in organization, scope/ sequence, balance,
patterns, as well as volume, and variety of cases.
Write up a program overview including a chart of
rotations.

Plan incorporation of
OGME-1.

Establish elective rotations and team assignments.

Plan all resident learning
experiences.

Organize assignments/rotations and determine if
principal surgical areas are block(s) or longitudinal
experiences throughout the program.

Link prerequisites.

Determine if you want to have pre-assessments
related to prerequisite knowledge, skills, and
attitudes.

Review learning
outcomes and
performance indicators.

Review the learning outcomes and performance
indicators and add additional items to these areas, if
necessary.

Benchmark.

Review performance indicators and set competencies
at specific postgraduate years, if desired.

Plan didactic series.

Plan a series of didactics related to the cognitive
performance indicators. These didactics may include
direct instruction, case presentations, journal club,
morbidity and mortality meetings, workshops, and
conferences outside the program.

Plan workshops and
labs.

Plan skill workshops and labs related to technical
skills.

Develop strategies for
teaching.

Look for ways that teaching can be improved, both
clinical and didactic. Communicate with and train
participating instructors and attending physicians.
Establish the teaching relationship between junior
and senior residents. Improve advising to help
students set and reach their personal learning goals.

Gather learning
resources.

Look for self-directed learning opportunities (books,
models, simulators, software, Internet websites).
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Develop an evaluation
policy and plan.

The evaluation policy and plan includes resident
assessment, faculty evaluation, and program
evaluation.

Develop resident
assessment.

Develop assessment instruments and procedures that
relate to the learning outcomes and performance
indicators. Examine optional tools for assessing the
AOA competencies
www.acgme.org/Outcome/assess/Toolbox.pdf

Disseminate your
curriculum.

Everyone involved in the residency program should
have a copy of the curriculum. Post the curriculum
on the institution/residency website for current and
future residents. Include an "Introduction to the
Curriculum" during orientation of new residents.
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DESIGNING PROGRAM ORGANIZATIONAL PLAN

How does our residency set benchmarks for Performance Indicators in Phases I-1II? Example.

Phase I

Phase II

OGME 1 |

OGME 2

OGME 3

Does the new curriculum require changes in the overall organization of teams and rotations? The
program overview should be a narrative or graphic description of the program (service
team/external rotation) by year. While working with the advisory council/committee you will
also have to determine if the institution has the capacity to fulfill the principal surgical areas.
Plan for any changes that are needed in organization, scope/sequence, balance, patterns, as well
as volume and variety of cases. Are adjustments required in the current program to support
resident training in the principal surgical areas? Are outside rotations required? Do new
affiliation agreements have to be prepared and acknowledged by the ACOS? From this
discussion with the advisory council/committee, you will have to develop a program overview
that includes a narrative or graphic description of the service team and rotations by year. This
section should summarize the rotations the resident can expect throughout the training process.

XXX Hospital General Surgery Residency Program

Rotation OGME-I OGME-II OGME-III | OGME-IV | OGME-V
1 Emergency Red Trauma Peds Red

2 Red Intensive Care (ICU) | Trauma Elective Red

3 Gen Medicine | Blue Thor Red Red

4 Orthopedics Red Red Red Red

5 Pediatrics Red Red Red Admin

6 Blue ICU Blue Red Admin

7 ICU Red Red Blue Admin

8 OB/GYN Blue Red Blue Admin

9 Red Trauma H&N Blue Blue

10 Blue Trauma Blue Red Blue

11 Gen Medicine | Blue Blue Blue Blue

12 Vacation Blue Blue Blue Blue

13 Elective Vacation Vacation Vacation Vacation

Rotation = 4 weeks
Blue = General Surgery, Vascular, GYN and Pediatrics

Red = Plastics/Hand, Urology and Thoracic, ENT and General
Trauma = Trauma and Neurosurgery
Peds = Pediatric Surgery at Columbia-Presbyterian
H&N = Head and Neck at Memorial Sloan-Kettering
Thor = Cardiothoracic at Weill Cornell

Examples of elective rotations:

Atlantic City Medical Center, NJ — General Surgery

Haiti medical/surgical missionary work

Ryder Trauma Center, Jackson Memorial, University of
Miami, FL

R.A. Crowley, Baltimore Shock & Trauma Center, MD
Deborah Heart and Lung Center, NJ — Vascular Surgery
Westchester County Medical Center, NY — Plastics/Burns

XXXX General Surgery Residency Program

OGME 1

OGME 2 OGME 3 OGME 4 OGME 5

General Surgery

4

9

7

10

13

Vascular

1

1

1

Transplant

2

1

Pediatrics

Gastrointestinal

Intensive Care

Elective

Cardiothoracic

Urology

1

Internal Medicine

2

OB/GYN

1
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OGME-1 Planning Guide

Rotations

Corresponding curriculum documents:

Rotations for 1/2 day per week, for 46
weeks, in an out-patient clinic or office.

THE PRACTICE

Two months of general internal medicine

GS Associated Specialty: Internal Medicine

One month of ICU

GS Principal Surgical Area: Critical Care

One month of emergency medicine

GS Principal Surgical Areas: Trauma and
Emergency, Burns

One month of obstetrics and gynecology

One month of pediatrics

GS.Principal Surgical Area: Pediatrics

Four months of general surgery

GS All Clinical Sciences and Skills; GS Principal
Surgical Areas: Spleen, Pancreas, GI, Liver,
Hernia, Head & Neck, Gall Bladder/Biliary,
Endocrine, Breast

Two months of electives to include any of
the following areas:

Urology URO.Principal Surgical areas
Orthopedics

Anesthesia GS.Associated Specialty: Anesthesiology
ENT

General Surgery

GS All Clinical Sciences and Skillls.
GS.Principal.Spleen, Pancreas, GI, Liver, Hernia,
Head & Neck, Gall Bladder/Biliary, Endocrine,
Breast

Vascular Surgery

GS.Principal Surgical Area: Vascular

Neurosurgery

GS Associated Specialty: Neurology. Additional
resource: NEURO documents

Cardiovascular Thoracic Surgery

GS Principal Surgical Area: Thoracic; additional
resource: CardioThoracic curriculum

Plastic and Reconstructive Surgery

GS Principal Surgical Area: Skin & Soft Tissue,
Burns; additional resource: PLASTIC &
Reconstructive Surgery documents

Radiology

GSAssciated Specialty: Imaging

Example of Rotation Focus from UMDNJ
Clinic

Internal Med internal medicine

The Practice, OMM, hernias
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Internal Med II
ICU

EM

OB/GYN
PEDS

Surgery I
Surgery II
Surgery III
Surgery IV
Elective I, II

infectious disease, hematology, blood and blood products
critical care, burns, trauma
incisions, sutures, wound healing, skin and soft tissue
surgical infections, pain management
pediatrics
gastroenterology
breast endocrine, oncology
biliary, pancreas, liver, spleen
laparoscopy, fluids, electrolytes, nutrition
vascular, thoracic, head and neck, imaging, anesthesia, neurology
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DEVELOPING A MISSION STATEMENT
The ACOS recommends that each residency program write its own mission statement. During
the first workshop with the curriculum advisory council/committee, conduct a group exercise to
draft a mission statement of your residency program. Dialogue with attending surgeons and
residents is important to the process. Even relatively new mission statements should be reviewed

and rewritten as part of this process.

A mission is a statement of guiding principles and provides a philosophical overview that directs
all the other components of the curriculum. Because the residency program mission is based on
the underlying values of the teaching program, it tells current and future residents who you are
and what they can expect.

As you go through the process of writing the residency mission, consider your answers to these
prompts:

What is the primary aim of your educational program?

What are your educational values?

What is important to you as a teaching program?

Ask each member of the residency curriculum committee (faculty and residents) to give five
words they would like to see included. Then look for themes and incorporate some of the words
into the mission. You may find some of this language in your Resident Manual in a section
called Purpose or in your program description.

Keep in mind the mission of the American College of Osteopathic Surgeons:
The ACOS is committed to assuring excellence in osteopathic surgical care through education,
advocacy, leadership development, and the fostering of professional and personal relationships.

A sample residency mission extrapolated from the ACOS mission could be as follows:

The XXX General Surgery Residency is committed to assuring excellence in osteopathic surgical
education through training and self-directed learning, patient care and advocacy, and leadership
development. We seek to foster continuing personal growth and professional relationships.
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Samples from ACOS subcommittee members:

The UMDNJ School of Osteopathic Medicine, Department of Surgery is committed to providing
a superior educational environment that trains skilled surgeons who practice patient-centered

care and to organizing a service community that guides physicians as leaders.

St. Barnabas Hospital, Department of Surgery seeks to foster an increasing competence in

surgery matched with a passion for knowledge and teaching.

The UNT-HSC Surgery Residency will provide an educational experience that will create a
surgeon of character who demonstrates excellent judgment, technical expertise, compassion, and

a lifelong commitment to learning, community and profession.
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DEVELOPING AN EVALUATION POLICY AND PLAN

Resident assessment is the keystone of a curriculum, not an addendum. Assessment is not
something done to residents after the curriculum has been implemented. Curriculum and
assessment must be inextricably tied together; we must not teach one thing and assess another.
To bring together curriculum and assessment, the evaluation process must be honored and given
the appropriate time. Program evaluation seeks to ascertain if the results of the curriculum have
been achieved with primary focus on resident performance. The evaluation policy sets the tone
and describes the philosophical framework for current and future assessments. Beyond that, the
evaluation plan is concerned with everything significant that has happened during and as a result
of the program.

Purposes of evaluation include:
1. Resident assessment (formative and summative).

Formative assessment gives the resident feedback and allows faculty to plan with the
resident for optimum teaching and learning experiences; you evaluate the training and not
the resident.

Summative evaluation certifies that the person is worthy of the trust inherent in
promotion as well as recommendation for board approval; you evaluate the resident.

2. Faculty evaluation to ensure excellence in teaching.
3. Program evaluation in order to plan for program restructuring.

Components needed include:

kL=

Evaluation policy

Evaluation plan

Resident evaluation forms and instruments
Faculty evaluation standards and components
Program evaluation standards and components

All Residents are entitled to:

» equal access to quality intellectual work and fair distribution of patient load

» clear, public, and consistently-applied criteria in assessment

« ample time and opportunities to show performance capacity and to create appropriate
assessment documentation

» multiple and varied evidences of achievement for both short-term assessment and
longitudinal growth

» prompt written feedback from assessors

» the freedom, climate and policies to confront personal deficiencies

» opportunity to justify performance deemed inappropriate by an assessor

» an early warning system which initiates remediation for those who are deficient

* summative information on their strengths and weaknesses, and their long-term progress
toward a set of exit-level standards

» evaluation policies that provide incentives for pushing personal boundaries and performing
quality work
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All Faculty are entitled to:

» useful data on resident performance

» use of assessment instruments and procedures that reflect the intellectual values, standards,
and unique strengths of the surgeon

» logistical, collaborative and/or secretarial support services for assessment procedures that
require additional resources

» resident feedback on various forms of teaching: OR, Service, Office, and Classroom

» avenue for faculty to share ideas, observations, kudos, and concerns about residents

» access to staff development opportunities which accompanies the new evaluation process

Both Faculty and Residents are entitled to:

* identification of personal learning styles and appreciation of diversity

» asystem in which each form of assessment is administered/ conducted in a timely fashion so
that data is reported in appropriate ways for informing stakeholders (resident, advisor, head
nurse, medical director, director of residency program, faculty, and chief of department).

» asystem that does not place an unreasonable burden on faculty and resident time.

According to the AOA/ACOS Basic Standards for Residency Training in Surgery and the Surgical
Specialties, Standard V. Evaluation, 5.0-5.3, the program, with the support of the sponsoring
institution, must document and implement an ongoing evaluation process that focuses upon
improving the quality of osteopathic surgical education provided to their residents.

5.0  The program director, with faculty input, must complete written evaluations of resident
performance at least quarterly. This must include evaluations from all affiliated training
sites and elective assignments.

5.0.1 The evaluations should be learner-centered, developmental, improvement-
oriented, and based upon educational objectives for each assignment and
program activity, and reflect the AOA core competencies.

5.0.2 Completed evaluations must be signed by the program director and the
resident as documentation that evaluation and counseling have occurred
quarterly as required.

5.03 Copies of the quarterly evaluations should be filed, made available to the
resident upon request, and submitted to the RESC as necessary or requested.

5.04 Residents requiring remediation or counseling should be evaluated more
frequently.

5.0.5 A final evaluation of each resident’s general and technical abilities, which

attests to their competence at graduation from the program, must be completed
and filed with their permanent record.

5.1 The program director and the faculty should be peer evaluated annually with respect to
their teaching abilities, commitment to the program, and scholarly activities.

5.2 The quality of the program should be evaluated at least annually by the program director,
faculty, and residents, and the results should be used for program improvement.
5.2.1 Recommended methods include: program improvement and outcome results
such as resident in-service examination scores and graduate performance on the
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certifying examination; postgraduate professional performance satisfaction
surveys and records of the professional accomplishments of the program
graduates; the resident attrition rate from the program and the percent of
graduates completing the program on time.

5.3  Annual evaluation of the resident
The program director must submit the Program Director’s Annual Resident Evaluation
Report for Surgery with the resident annual reports.

Evaluation/Assessment Plan on the following page. Each institution should create a similar
evaluation chart.
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Figure 6. Evaluation/Assessment Plan

Instrument Description Completed By | Report(s) go to Schedule
Component
Pre- Interview rating | Recruitment is based on attributes of Interview(s) Program Director At the end of
assessment | form, resume, humanism, maturity, responsibility, each interview
letters of clinical competence, interpersonal skills,
recommendation; | communication skills, and commitment
other documents | to the profession of surgery.
Pre- Self-assessment | Focus is on procedures and knowledge New residents | Orientation Completed prior
assessment | checklist of topics. Coordinator who to orientation.
of skills sends reports to Reports due July
faculty 15.
Assessment | Observation Conducted during the orientation month. | Inpatient Report to July
of physical service director | Residency observation;
exam Development Team | August report
(RDT) notification
of deficiencies
Inpatient Resident Resident reviews the written curriculum, | Teaching Education (Ed.) Within three
rotations evaluation after | sets personal goals, and identifies physician and | Coordinator; send days after the
rotation: possible learning experiences. resident copy to resident and | rotation ends
attending and Attending(s) or chief resident completes | complete faculty advisor for
self end-of-rotation evaluation form. parallel forms | quarterly review
Evaluation | Rotation Evaluation of inpatient rotations Resident; Ed. Coordinator At the end of
of rotation | assessment includes quality of teaching, maintained in a | who directs them each rotation
instrument observations, and opportunity to perform | rotation folder | for sign-off by

procedures. These evaluations are used
by the curriculum committee for revision
of rotations.

for curriculum
review

Program Director
and faculty in
charge of review
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Instrument Description Completed By | Report(s) go to Schedule
Component
Inpatient Informal verbal | Residents receive feedback on both the | In-patient Resident At the time of
service/ feedback quality of presentation and the quality of | service presentation
morning self assessment | thinking process from the faculty on director;
report through service. This process is significant for Attending of
reflection improving their ability to communicate. | the month;
senior
residents
Preceptor Verbal feedback; | Preceptor describes an event or Preceptor Competency Cards | Resident should
feedback documentation interaction between a resident and placed in resident receive multiple
on competency patient/preceptor/ staff member during folder; Ed. Coord. | responses
card the day’s session. Preceptor gives compiles them for | monthly;
written feedback regarding strengths and quarterly review; quarterly review
areas for improvement. resident may keep.
Self- Resident self- Resident completes a self-assessment as | Resident Faculty Advisor Quarterly
assessment | evaluation a companion to faculty assessment for
competencies.
Clinical Resident The nursing staff is a source for Team nurses Ed. Coordinator Quarterly (prior
team evaluation, significant resident evaluation in complete one | who sends to to quarterly
clinical team identifying strengths and weaknesses form together | Program Director review)
regarding issues that are separate from for each and Medical
preceptor assessment: communication resident on a Director (file in
with staff, personal and professional team resident folder)
conduct, planning and organization,
family and community focus, and patient
focus.
Patient Medical Bi-annual videotaping focuses on Behavioral Ed. Coordinator for | Coordinated
interaction | interview skills; | patient/physician interactions. Residents | science faculty | quarterly review with direct
Competency receive immediate feedback. folder observation
evaluation
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Instrument Description Completed By | Report(s) go to Schedule
Component
Intensive Direct A four-step process in which the resident | Faculty Resident for Quarterly
direct observation form | sets objectives for the faculty to conduct | observer discussion in the
observation observations in the patient examining quarterly review
room. Post observation conferences with advisor
allow for the resident to reflect and for
the faculty to give constructive feedback.
The resident also gives feedback to the
faculty on the process.
Teaching Evaluation via Residents rate the usefulness/relevance | Residents Ed. Coordinator Each Tuesday
conferences | email (also of the educational topic, the quality of complete form | directs to key teaching
tracks the teaching strategy, and give other immediately curriculum faculty | session;
attendance) personal comments as appropriate. Self- | after each
directed learning gives the opportunity teaching Annual faculty
for resident to plan makeup work to conference. reviews
accomplish the curriculum outcomes of
the teaching sessions over the three-year
program.
Procedure Access database; | Documentation of each procedure Resident is Reviewed by Reviewed
log linked to performed from OGME-1 through responsible for | faculty advisor and | quarterly
electronic OGME-5. recording kept in permanent
medical record outpatient folder
procedures
Quarterly Quarterly/semi- | Discussion of personal issues, teaching, | Conducted by | Program Director July, October,
review annual and strengths and weaknesses in meeting | faculty advisor January, April
evaluation curriculum objectives. and resident
summary Evaluation/feedback forms from each

rotation and ambulatory settings;
presentation of other artifacts/ anecdotes
as evidence of mastery. Used to develop
a plan of action for the next quarter.
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Instrument Description Completed By | Report(s) go to Schedule

Component
Preceptor Likert-scale To complete the evaluation loop, Residents Program Director Annually at the
and faculty | checklists residents evaluate preceptors and faculty end of the cycle
evaluations in writing by residents.
Permanent | Folder Contains quarterly review materials, Program Chief and Assistant | On-going
folder remedial learning contracts, critiques Director Chief of compilation of

from faculty with resident response, Department; RDT; | documents

faculty and resident summary of the faculty advisors

success of the residency,

research/scholarship, and presentation

for gaining hospital privileges (license,

Drug Enforcement Agency (DEA)

number, Board Certification, procedure

log, letter from director).
External ACOS General Based on deficiencies, problems are All general Program Director Annually in
examination | Surgery In- identified and a plan of action is surgery reviews exam January; reports
— formative | Service designed that may include re-teaching, residents results and consults | come back in

Examination self-teaching, and/or extra time in area with each April
of need. resident;(reviews
for individual and
program concerns)

Internal Portfolio Residents construct a professional All residents Competency Annual
assessment portfolio with required components with their Committee presentation of
- (such as a curriculum vitae and personal | faculty each portfolio
summative statement) and personal choice advisors by resident to

components with accompanying Competency

reflections to demonstrate their Committee in

competency in patient care, medical April/May

knowledge, interpersonal and
communication skills, and practice.
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Instrument Description Completed By | Report(s) go to Schedule
Component
Promotion | Resident Review of each resident and Competency Chief of Annually in
advancement recommendation for promotion to the assessment Department; Vice spring
form (for next level. The faculty may decide to team and President for
appropriate year) | allow extra time to complete the program Medical Education
program. Final promotion leads to director to initiate contract
eligibility to sit for certifying Board
Examination
External Board Final examination to determine OGME-3 Individual resident; | July following
examination | Certification qualification as a board-certified residents summary to graduation
- Examination surgeon. Program Director
summative and Chief of
Department
Annual Questionnaire Department assessment by year of Residents Ed. Coordinator Annually
curriculum educational experiences. compiles reports to
evaluation assure anonymity
and sends to
Director
Exit Interview Discussion of strengths and weaknesses | Program Discussed with End of OGME
interview of the program and suggestions for Director and RDT 5;
improvement. resident if a resident

chooses to leave
without
graduating
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AOA CORE COMPETENCIES

All AOA-approved residency programs are required to adopt and implement the AOA core
competencies. Each AOA specialty college is specifically responsible for the competencies of
Osteopathic Principles and Practices (OPP), Medical Knowledge and Patient Care as related to
their specialty. Consequently, the focus of the core curriculum (principal surgical areas, clinical
sciences and skills, and associated specialties) is on Medical Knowledge and Patient Care.
Furthermore, each principal surgical area has a learning outcome for Osteopathic Manipulative
Medicine (OMM); performance indicators for OMM are explicated in the associated specialties
section.

When developing the ACOS model curriculum, subcommittee members were advised to address
the remaining AOA/ACOS core competencies (Interpersonal and Communication Skills,
Professionalism, Practice-Based Learning and Improvement, and Systems-Based Practice) in the
principal surgical areas. The model curriculum promotes both direct and integrated instruction of
these specific core competencies by including learning outcomes and performance indicators in
the section called The Practice, The System, The Profession (Part II).

Below are the competencies customized and adopted by the ACOS:

Competency: Osteopathic Principles and Practices (OPP)
Residents are expected to understand and apply the osteopathic principles and practices (OPP)
appropriate to the care of patients.
Elements

* Recognize and treat each patient as a whole person integrating body, mind and spirit.

* Use the relationship between structure and function to enhance wellness.

* Evaluate and explain the medical evidence in osteopathic manipulative therapies

(OMT) and promote OMT research.

Competency: Medical Knowledge
Residents are expected to understand and apply knowledge of accepted standards of clinical
medicine in their respective specialty area, remaining current with new developments in
medicine.
Elements
* Understand and apply biomedical, clinical and epidemiological sciences to patient
care.
* Understand and apply the foundations of clinical and behavioral medicine appropriate
to their discipline.

Competency: Patient Care

Residents are expected to treat patients effectively, providing medical care that incorporates
osteopathic philosophy, patient empathy, behavioral perspectives, preventive medicine and health
promotion.
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Elements

* Gather accurate, essential information from all sources, including medical interviews,
physical examinations, medical records, and diagnostic/therapeutic plans and
treatments.

* Diagnose, treat and perform procedures appropriate to the medical specialty.

* Provide health care services consistent with osteopathic philosophy, including
preventative medicine and health promotion that are based on current scientific
evidence.

Competency: Interpersonal and Communication SKkills

Residents are expected to demonstrate interpersonal and communication skills that enable them
to establish and maintain professional relationships with patients, families, and other members of
health care teams.

Elements
* Demonstrate effectiveness in developing appropriate doctor-patient relationships.
* Exhibit effective listening, written and oral communication skills in professional
interactions with patients, families and other health professionals.

Competency: Professionalism
Residents are expected to uphold the Osteopathic Oath in the conduct of their professional
activities that promote advocacy of patient welfare, adherence to ethical principles, collaboration
with health professionals, life-long learning, and sensitivity to a diverse patient population.
Residents should be cognizant of their own physical and mental health in order to effectively care
for patients.
Elements
* Demonstrate respect for patients and families and advocate for the primacy of
patient’s welfare and autonomy.
* Adhere to ethical principles in the practice of medicine.
*  Demonstrate awareness and proper attention to issues of culture, religion, age,
gender, sexual orientation, and mental and physical disabilities.

Competency: Practice-Based Learning and Improvement
Residents are expected to critically evaluate their methods of clinical practice, integrate
evidence-based medicine into patient care, show an understanding of research methods, and
improve patient care practices.
Elements
* Treat patients in a manner consistent with the most up-to-date information on
diagnostic and therapeutic effectiveness.
e Perform self-evaluations of clinical practice patterns and practice-based improvement
activities using a systematic methodology.
e Understand research methods, medical informatics, and the application of technology
as applied to medicine.
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Competency: Systems-Based Practice
Residents are expected to understand health care delivery systems, provide effective and quality
patient care within the system, and practice cost-effective medicine.
Elements
* Understand national and local health care delivery systems and how they impact
patient care and professional practice.
* Advocate for quality health care on behalf of patients and assist them in their
interactions with the complexities of the medical system.
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The AOA competency grid that follows is a resource for developing the teaching/learning
program. You should develop your own grid while working with your institution's Director of
Medical Education, other faculty members, attending surgeons, and resident representatives.

AOA Competency Grid
AOA General Competencies Methods for fostering Methods for assessing
learning of this competency |competence
Summative for all competencies ACOS Annual Resident
Evaluation
Patient Assessment and
Management

Exam (Standardized Patient
& oral)
Sentinel Case Mapping

Osteopathic Principles and Practice - Residents are expected to understand and apply the
osteopathic principles and practices (OPP) appropriate to the care of patients.

Recognize and treat each patient as
a whole person integrating body,
mind and spirit.

Patient care rounds

Patient Survey
Attending feedback

Use the relationship between
structure and function to enhance
wellness.

Patient care rounds, skills lab,
videotapes,
Procedure program

Direct observation by
attending physician

Evaluate and explain the medical
evidence in osteopathic
manipulative therapies (OMT) and
promote OMT research.

Journal Club, Grand rounds,
lectures

Evaluation of a case
presentation with references

Medical Knowledge — Residents are expected to understand and apply knowledge of
accepted standards of clinical medicine in their respective specialty area, remaining current
with new developments in medicine.

Understand and apply biomedical,
clinical and epidemiological

sciences to patient care.

Morbidity/mortality
conference, case conference,
patient care rounds

Feedback on case
presentations to the group
Direct observation and
feedback by attending
physicians

Structured Oral Examination
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Understand and apply the
foundations of clinical and
behavioral medicine appropriate to

their discipline.

Study group in preparation for
in-training examination.
Mock oral examinations

Structured Oral Examination
Direct observation and
feedback by attending
physician in OR

Patient Care — Residents are expected to treat patients effectively, providing medical care
that incorporates osteopathic philosophy, patient empathy, behavioral perspectives,
preventive medicine and health promotion.

Gather accurate, essential
information from all sources,
including medical interviews,
physical examinations, medical
records, and
diagnostic/therapeutic plans and
treatments.

Patient care rounds, case
conference

Chart work, proctoring,
examinations, Direct
observation and feedback by
attending physicians, nurse
reports, patient feedback

Diagnose, treat and perform
procedures appropriate to the
medical specialty.

Models, virtual-reality
training devices, cadaver
parts, and animal labs.
Procedure certification
programs.

Procedure checklist and
signoff; Videotaping to
certify competence of a
procedure; direct observation
by attending physician

Provide health care services
consistent with osteopathic
philosophy, including
preventative medicine and health
promotion that are based on
current scientific evidence.

Grand round discussions,
lectures, case conference,
computer training, library
training, interdepartmental
case conference

Chart work, examinations,
attending physician feedback,
feedback on case
presentations to the group

Interpersonal and Communication Skills — Residents are expected to demonstrate
interpersonal and communication skills that enable them to establish and maintain
professional relationships with patients, families, and other members of health care teams.

Demonstrate effectiveness in
developing appropriate doctor-
patient relationships.

Patient care rounds

Feedback from attending
physicians, nursing staff, and
patient/family

Exhibit effective listening, written
and oral communication skills in
professional interactions with
patients, families and other health
professionals.

Direct instruction and
videotaped review by
behavioral science faculty

Chart & referral letter review
Patient/ family feedback
Standardized patient
feedback

Feedback from health care
professionals
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Professionalism — Residents are expected to uphold the Osteopathic Oath in the conduct of
their professional activities that promote advocacy of patient welfare, adherence to ethical
principles, collaboration with health professionals, life-long learning, and sensitivity to a
diverse patient population. Residents should be cognizant of their own physical and mental
health in order to effectively care for patients.

Demonstrate respect for patients and
families and advocate for the
primacy of patient’s welfare and
autonomy.

Ethics lectures
Patient care rounds

Direct Observation and
feedback on attending rounds
Standardized patient
feedback

Feedback form Nurses and
other health care
professionals

Portfolio Exhibit

Adhere to ethical principles in the
practice of medicine.

Eight-session, case-based
program on resource
allocation, research ethics,
substituted consent,
competition of interest, truth-
telling and communication

Feedback from hospital staff,
nurses and other health
professionals

Chart work

Portfolio Exhibit

Demonstrate awareness and proper
attention to issues of culture,
religion, age, gender, sexual
orientation, and mental and
physical disabilities.

Teaching conferences
Observation on patient care
rounds

Attending physician, nurses,
and patient feedback

Chart review

Portfolio Exhibit

Practice-Based Learning and Improvement — Residents are expected to critically evaluate
their methods of clinical practice, integrate evidence-based medicine into patient care, show
an understanding of research methods, and improve patient care practices.

Treat patients in a manner
consistent with the most up-to-date
information on diagnostic and
therapeutic effectiveness.

Development of scholarly
paper

Journal Club

Preparation for patient care
Journal Watch summary
through email by faculty and
residents

Feedback from attending
physician

Scholarly paper
Evaluations of resident
presentations

Portfolio Exhibit

Perform self-evaluations of clinical
practice patterns and practice-based
improvement activities using a
systematic methodology.

Serve a one-year appointment
on a hospital

Continuous Quality
Improvement (CQI)
committee.

Maintain a logbook of CQI
issues and implications for
practice change.

Resident semi-annual
evaluation

Analysis of logbook
Practice-based improvement
form for each patient
discussed at Morbidity and
Mortality (M & M)
conference.

Portfolio Exhibit
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Understand research methods,
medical informatics, and the
application of technology as
applied to medicine.

Case conference, rounds,
journal club
Computer training

Attending physician feedback
Research paper
Portfolio Exhibit

Systems-Based Practice — Residents are expected to understand health care delivery
systems, provide effective and quality patient care within the system, and practice cost-

effective medicine.

Understand national and local
health care delivery systems and
how they impact patient care and
professional practice.

Teaching conferences

Design and complete a project
with a resident partner for
presentation at surgical grand
rounds, e.g. root-cause
analysis of a systems error
occurring in the management
of one of their patients.

Social services report
Chart Review
Project evaluation
Portfolio Exhibit

Advocate for quality health care on
behalf of patients and assist them
in their interactions with the
complexities of the medical
system.

Teaching Conferences
Journal club
Rounding with social services

Social services report
Chart Review
Portfolio Exhibit

* adapted from Dunnington GL, Williams RG. Addressing the new competencies for residents’
surgical training. Academic Medicine. 2003;78:14-21.
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CURRICULUM WORK PLAN

Although the model curriculum lays out the framework for residency training, residencies can
design their own organization, instruction, resources, and assessments. Training should be
customized for a specific residency program and may exceed the model curriculum. The
following work plan is designed to assist you in writing a residency curriculum based on the
ACOS model curriculum. These elements should become the introduction of the Residency
Curriculum.

1. Draft a preface. Explain how the curriculum was developed and acknowledge who served on
the curriculum advisory council/committee.

PLACE RESIDENCY PREFACE AND CURRICULUM COMMITTEE NAMES IN THIS
BOX.

2. Draft a mission statement. A mission is a statement of guiding principles and provides a
philosophical overview that directs all the other components of the curriculum. Since the
residency program mission is based on the underlying values of the teaching program, it tells
current and future residents who you are and what they can expect.

PLACE RESIDENCY MISSION IN THIS BOX.
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3. Develop a program overview. The program overview should be a narrative or graphic
description of the program (service team/external rotation) by year. While working with the
advisory council/ committee, you will also have to determine how to incorporate the OGME-1
needs/requirements and if the institution has the capacity to fulfill the principal surgical areas.
Plan for any changes that are needed in organization, scope/sequence, balance, patterns, as well
as volume and variety of cases. Are adjustments required in the current plan to support OGME-1
resident training electives? Are adjustments required in the current program to support resident
training in the principal surgical areas? Are outside rotations required? Do new affiliation
agreements have to be prepared and acknowledged by the ACOS? From this discussion with the
advisory council/committee, you will have to develop a program overview that includes a
narrative or graphic description of the service team and rotations by year. This section should
summarize the rotations the resident can expect throughout the training process.

PLACE RESIDENCY OVERVIEW IN THIS BOX.
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4. Prepare a competency grid. The competency grid must include the AOA/ACOS core
competencies, methods for fostering learning of the specific competency, and methods for
assessing the specific competency.

COMPLETE ALL BLANK CELLS IN THE GRID BELOW
FOR YOUR RESIDENCY PROGRAM.

AOA Competency Grid

AOA General Competencies Methods for fostering Methods for assessing
learning of this competency |competence

Summative for all competencies

Osteopathic Principles and Practice - Residents are expected to understand and apply the
osteopathic principles and practices (OPP) appropriate to the care of patients.

Recognize and treat each patient as
a whole person integrating body,
mind and spirit.

Use the relationship between
structure and function to enhance
wellness.

Evaluate and explain the medical
evidence in osteopathic
manipulative therapies (OMT) and
promote OMT research.

Medical Knowledge — Residents are expected to understand and apply knowledge of
accepted standards of clinical medicine in their respective specialty area, remaining current
with new developments in medicine.

Understand and apply biomedical,
clinical and epidemiological

sciences to patient care.
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Understand and apply the
foundations of clinical and
behavioral medicine appropriate to

their discipline.

Patient Care — Residents are expected to treat patients effectively, providing medical care
that incorporates osteopathic philosophy, patient empathy, behavioral perspectives,
preventive medicine and health promotion.

Gather accurate, essential
information from all sources,
including medical interviews,
physical examinations, medical
records, and
diagnostic/therapeutic plans and
treatments.

Diagnose, treat and perform
procedures appropriate to the
medical specialty.

Provide health care services
consistent with osteopathic
philosophy, including
preventative medicine and health
promotion that are based on
current scientific evidence.

Interpersonal and Communication Skills — Residents are expected to demonstrate
interpersonal and communication skills that enable them to establish and maintain
professional relationships with patients, families, and other members of health care teams.

Demonstrate effectiveness in
developing appropriate doctor-
patient relationships.

Exhibit effective listening, written
and oral communication skills in
professional interactions with
patients, families and other health
professionals.
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Professionalism — Residents are expected to uphold the Osteopathic Oath in the conduct of
their professional activities that promote advocacy of patient welfare, adherence to ethical
principles, collaboration with health professionals, life-long learning, and sensitivity to a
diverse patient population. Residents should be cognizant of their own physical and mental
health in order to effectively care for patients.

Demonstrate respect for patients and
families and advocate for the
primacy of patient’s welfare and
autonomy.

Adhere to ethical principles in the
practice of medicine.

Demonstrate awareness and proper
attention to issues of culture,
religion, age, gender, sexual
orientation, and mental and
physical disabilities.

Practice-Based Learning and Improvement — Residents are expected to critically evaluate
their methods of clinical practice, integrate evidence-based medicine into patient care, show
an understanding of research methods, and improve patient care practices.

Treat patients in a manner
consistent with the most up-to-date
information on diagnostic and
therapeutic effectiveness.

Perform self-evaluations of clinical
practice patterns and practice-based
improvement activities using a
systematic methodology.

Understand research methods,
medical informatics, and the
application of technology as
applied to medicine.

Systems-Based Practice — Residents are expected to understand health care delivery
systems, provide effective and quality patient care within the system, and practice cost-
effective medicine.

Understand national and local
health care delivery systems and
how they impact patient care and
professional practice.
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Advocate for quality health care on
behalf of patients and assist them
in their interactions with the
complexities of the medical
system.

5. Adopt prerequisites, learning outcomes, and performance indicators. Identify experiences and
tional surgical areas as needed.

resources. (See Part II.) Develop o

The Practice, | Clinical Associated Principal Surgical
The System, Sciences and | Specialties Areas
The Profession | Skills Breast
Interpersonal & Anesthesiology | Burns
Communication | Blood & Blood | Hematology Critical Care
Skills Products Imaging Endocrine
Incisions/ Infectious Gallbladder/Biliary
Practice-based Sutures / Disease Tree
Learning & Wound Internal Gastrointestinal
Improvement Healing Medicine Tract
Fluids & Neurology Head & Neck
Professionalism Electrolytes | Oncology Pancreas
Laparoscopy Osteopathic Pediatrics
Systems-based | Nutrition Manipulative | Liver
Practice Pain Medicine Spleen
Management Skin & Soft Tissue
Shock Thoracic
Surgical Trauma/ Emergency
Infections Vascular
Hernia

OGME-1
Electives
Anesthesiology
Cardiothoracic
Surgery

ENT
Neurosurgery
OB/GYN
Orthopedics
Plastice &
Reconstructive

Surgery
Radiology
Urology
Vascular Surgery
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GLOSSARY OF EDUCATIONAL TERMS

ACOS model curriculum document: a document that lays out the framework for osteopathic
residency training. It describes the minimum expectations which must be completed by residents
during osteopathic surgical training.

AOA Competency grid: a graphic display of the AOA competencies with their associated
elements. The grid includes a description of teaching and learning activities and assessment
strategies related to each element.

Application and integration of knowledge: The clinical behaviors and skills exhibited by a
resident that demonstrate to an observer that a particular set of performance indicators have been
learned.

Associated specialties: medical specialties that are not surgery, but include concepts and skills
that are important for a surgeon to understand and in some cases be able to do. Professional
collaboration with specialists in these areas is a central part of a surgeon’s job. Associated
specialties described in the general surgery model curriculum include hematology, oncology,
neurology, anesthesiology, infectious diseases, and internal medicine.

Benchmark: A group of performance indicators that suggests when residents should have
attained a particular competency. For residency programs of 4 years, such as general surgery,
performance indicators were benchmarked at three phases: I, Il and III. The three phases
correlate with early, middle and late residency and can be associated with a specific year by
individual residency programs.

Clinical sciences and skills: essential components of patient care for surgeons that include
shock, incisions, sutures & wound healing, surgical infections, nutrition, blood and blood
products, fluids and electrolytes, pain management and laparoscopy.

Competency-based curriculum: an educational program in which the unit of progression for
learners is a demonstration of specific knowledge and skills and is learner-centered.

Conceptual framework: a set of topics that when taken together describe the basis of the
discipline. In general surgery, the conceptual framework was divided into principal surgical
areas, clinical skills and associated specialties.

Core competencies: Broad statements that describe the outcomes of residency training. The
seven areas of core competency approved by the AOA and customized and adopted by the ACOS
are Osteopathic Principles and Practices, Medical Knowledge, Patient Care, Interpersonal and
Communication Skills, Professionalism, Practice-Based Learning and Improvement, and
Systems-Based Practice.

Curriculum: the sum total of a training program: the mission, vision, written description of
training, teaching, learning experiences, learning resources, assessment and evaluation.
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Curriculum committee: A group of interested individuals from the residency program who
meet monthly to develop, review and improve the residency curriculum. This group facilitates
the process of change and adoption of new ideas and methods of teaching and learning.
Members can include the program director, director of medical education, representative faculty
members, the education coordinator and resident(s).

Elements: The AOA core competencies are explicated by a set of two or three broad statements
called “Elements.”

Evaluation plan: a graphic display, such as a table of all the components of evaluation within
the residency program. The plan should include the name of the component, the name of the
instrument, a description of the instrument, who is responsible to completed the instrument, to
whom the reports go, and a schedule.

Evaluation policy: a collection of statements that sets the tone and describes the philosophical
framework for current and future assessments of residents, faculty and the program.

Evaluation strategies: the methods residency programs may use to assess and evaluate resident
performance. A description of specific methods and recommendations for their use can be found
at the ACGME website: http://www.acgme.org/Outcome/assess/Toolbox.pdf

Learning Experiences: a description of individual and group activities in which residents
participate to develop the knowledge and skills that lead to competence.

Learning outcomes: statements describing what the resident will be able to do at the end of
training, but often written in terms too broad to be readily measured. They fall within the seven
areas of the AOA Competencies.

Learning Resources: books, journals, videotapes, internet sites and CD ROMs that residents use
to support their learning.

Mission statement: a statement of guiding principles that provides a philosophical overview that
directs all the other components of the curriculum. It is based on the underlying values of the
teaching program.

Performance indicators: statements that elaborate the learning outcomes. They describe how
residents behave who have accomplished the learning outcome. Performance indicators set the
agenda for learning and assessment, identifying measurable behaviors
Cognitive performance indicators: describe the application of knowledge. These
generally take place outside the operating room.
Technical performance indicators: describe the application of surgical skills. They are
primarily situated in the operating room.

Prerequisites: Learning outcomes that are expected to have been met by the resident before
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beginning a particular surgery residency training program. These could have been met in medical
school or during the rotating internship year for such specialties as general surgery or
neurosurgery, or during a previous residency training experience in the case of such specialties as
cardiothoracic or urologic surgery.

Principal surgical areas: the clinical content at the heart of surgical residency training. The
principal surgical areas for general surgery include breast, gastrointestinal, trauma, vascular and
pediatrics.

Program Overview: a summary of the resident experiences throughout the training program.
The overview tells what period of time a resident can expect to work on a team or in a particular

area of surgery. It can be a graphic display, such as a table, or a narrative.

Rationale: describes why a particular content area of the residency curriculum is important to a
surgeon in practice.
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Surgical Residency Curriculum Work Plan Template
CURRICULUM WORK PLAN

Although the model curriculum lays out the framework for residency training, residencies can
design their own organization, instruction, resources, and assessments. Training should be
customized for a specific residency program and may exceed the model curriculum. The
following work plan is designed to assist you in writing a residency curriculum based on the
ACOS model curriculum. These elements should become the introduction of the Residency
Curriculum.

1. Draft a preface. Explain how the curriculum was developed and acknowledge who served on
the curriculum advisory council/committee.

PLACE RESIDENCY PREFACE AND CURRICULUM COMMITTEE NAMES IN THIS
BOX.

2. Draft a mission statement. A mission is a statement of guiding principles and provides a
philosophical overview that directs all the other components of the curriculum. Since the
residency program mission is based on the underlying values of the teaching program, it tells
current and future residents who you are and what they can expect.

PLACE RESIDENCY MISSION IN THIS BOX.
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3. Develop a program overview. The program overview should be a narrative or graphic
description of the program (service team/external rotation) by year. While working with the
advisory council/ committee, you will also have to determine how to incorporate the OGME-1
needs/requirements and if the institution has the capacity to fulfill the principal surgical areas.
Plan for any changes that are needed in organization, scope/sequence, balance, patterns, as well
as volume and variety of cases. Are adjustments required in the current plan to support OGME-1
resident training electives? Are adjustments required in the current program to support resident
training in the principal surgical areas? Are outside rotations required? Do new affiliation
agreements have to be prepared and acknowledged by the ACOS? From this discussion with the
advisory council/committee, you will have to develop a program overview that includes a
narrative or graphic description of the service team and rotations by year. This section should
summarize the rotations the resident can expect throughout the training process.

PLACE RESIDENCY OVERVIEW IN THIS BOX.
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4. Prepare a competency grid. The competency grid must include the AOA/ACOS core
competencies, methods for fostering learning of the specific competency, and methods for
assessing the specific competency.

COMPLETE ALL BLANK CELLS IN THE GRID BELOW
FOR YOUR RESIDENCY PROGRAM.

AOA Competency Grid

AOA General Competencies Methods for fostering Methods for assessing
learning of this competency |competence

Summative for all competencies

Osteopathic Principles and Practice - Residents are expected to understand and apply the
osteopathic principles and practices (OPP) appropriate to the care of patients.

Recognize and treat each patient as
a whole person integrating body,
mind and spirit.

Use the relationship between
structure and function to enhance
wellness.

Evaluate and explain the medical
evidence in osteopathic
manipulative therapies (OMT) and
promote OMT research.

Medical Knowledge — Residents are expected to understand and apply knowledge of
accepted standards of clinical medicine in their respective specialty area, remaining current
with new developments in medicine.

Understand and apply biomedical,
clinical and epidemiological

sciences to patient care.
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Understand and apply the
foundations of clinical and
behavioral medicine appropriate to

their discipline.

Patient Care — Residents are expected to treat patients effectively, providing medical care
that incorporates osteopathic philosophy, patient empathy, behavioral perspectives,
preventive medicine and health promotion.

Gather accurate, essential
information from all sources,
including medical interviews,
physical examinations, medical
records, and
diagnostic/therapeutic plans and
treatments.

Diagnose, treat and perform
procedures appropriate to the
medical specialty.

Provide health care services
consistent with osteopathic
philosophy, including
preventative medicine and health
promotion that are based on
current scientific evidence.

Interpersonal and Communication Skills — Residents are expected to demonstrate
interpersonal and communication skills that enable them to establish and maintain
professional relationships with patients, families, and other members of health care teams.

Demonstrate effectiveness in
developing appropriate doctor-
patient relationships.

Exhibit effective listening, written
and oral communication skills in
professional interactions with
patients, families and other health
professionals.
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Professionalism — Residents are expected to uphold the Osteopathic Oath in the conduct of
their professional activities that promote advocacy of patient welfare, adherence to ethical
principles, collaboration with health professionals, life-long learning, and sensitivity to a
diverse patient population. Residents should be cognizant of their own physical and mental
health in order to effectively care for patients.

Demonstrate respect for patients and
families and advocate for the
primacy of patient’s welfare and
autonomy.

Adhere to ethical principles in the
practice of medicine.

Demonstrate awareness and proper
attention to issues of culture,
religion, age, gender, sexual
orientation, and mental and
physical disabilities.

Practice-Based Learning and Improvement — Residents are expected to critically evaluate
their methods of clinical practice, integrate evidence-based medicine into patient care, show
an understanding of research methods, and improve patient care practices.

Treat patients in a manner
consistent with the most up-to-date
information on diagnostic and
therapeutic effectiveness.

Perform self-evaluations of clinical
practice patterns and practice-based
improvement activities using a
systematic methodology.

Understand research methods,
medical informatics, and the
application of technology as
applied to medicine.

Systems-Based Practice — Residents are expected to understand health care delivery
systems, provide effective and quality patient care within the system, and practice cost-
effective medicine.

Understand national and local
health care delivery systems and
how they impact patient care and
professional practice.
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Advocate for quality health care on
behalf of patients and assist them
in their interactions with the
complexities of the medical
system.

5. Adopt prerequisites, learning outcomes, and performance indicators. Identify experiences and
tional surgical areas as needed.

resources. (See Part II.) Develop o

The Practice, | Clinical Associated Principal Surgical
The System, Sciences and | Specialties Areas
The Profession | Skills Breast
Interpersonal & Anesthesiology | Burns
Communication | Blood & Blood | Hematology Critical Care
Skills Products Imaging Endocrine
Incisions/ Infectious Gallbladder/Biliary
Practice-based Sutures / Disease Tree
Learning & Wound Internal Gastrointestinal
Improvement Healing Medicine Tract
Fluids & Neurology Head & Neck
Professionalism Electrolytes | Oncology Pancreas
Laparoscopy Osteopathic Pediatrics
Systems-based | Nutrition Manipulative | Liver
Practice Pain Medicine Spleen
Management Skin & Soft Tissue
Shock Thoracic
Surgical Trauma/ Emergency
Infections Vascular
Hernia

OGME-1
Electives
Anesthesiology
Cardiothoracic
Surgery

ENT
Neurosurgery
OB/GYN
Orthopedics
Plastice &
Reconstructive

Surgery
Radiology
Urology
Vascular Surgery
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American College of Osteopathic Surgeons
General Surgery: The Practice, The System, The Profession

< $)
Fagssd

All osteopathic training program directors will be required to implement the
seven AOA core competencies by 2006. While the core competencies of
Osteopathic Principles and Practices, Medical Knowledge, and Patient
Care are well known to surgical training programs, new program structures
and learning experiences may be required for a training program to assure
that the competencies related to Interpersonal and Communication Skills,
Professionalism, Practice-Based Learning, and Systems-Based Practice
are adequately covered by the program. Each of the proposed model
curricula for a surgical specialty integrates all seven AOA core
competencies for residency training. Therefore in an addition to integrating
the core competencies in the key areas of the ACOS model curriculum
document (clinical sciences, associated specialties, and principal surgical
areas), the proposed model curriculum also dedicates one section to these
four competencies under one umbrella document: The Practice,

The System, The Profession. These core competencies are:

* Interpersonal and Communication Skills includes teaching, listening, written and oral
communications, developing appropriate doctor-patient relationships, and collaborating with
health care professionals. As with other topics, residency programs should establish evidence-
based communication skills including extending to areas such as the difficult clinical encounters,
cultural sensitivity, and health behavior change.

* Professionalism links three areas important to both the individual physician and the success of the
practice: ethics, self-directed and life-long learning and sensitivity to diversity.

e Practice-Based Learning and Improvement covers three important areas: informatics, evidence-
based medicine, and systematic practice improvement. Medical information is increasing and
changing at an accelerating rate. New tools and techniques are introduced into surgical practice
every day. Findings from research studies are reported in medical journals and translated into the
popular literature for patients to access. As a result, it is essential for all surgeons to be able to
critically appraise a large volume of new information quickly and efficiently.

Increasingly physicians are being asked to participate in endeavors to improve the quality of

patient care. Using the fundamentals of evidence-based medicine, residents will learn how to use
current evidence and practice guidelines in making decisions about patient care by integrating
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many of the concepts from research, informatics, and scholarship. Adopting research and
evaluation strategies will lead to the improvement and growth of a clinical practice.

* Systems-Based Practice competencies improve the care of individual patients by incorporating
cost-effective medical care, evaluating and where necessary reorganizing system complexities, and
establishing appropriate connections to the larger field of health care.

In addition, this section of the model curriculum includes the more traditional areas of practice
management that may be defined as the body of knowledge and skills necessary to efficiently manage the
multiple elements of the specific practice of a surgeon. The elements of sound management of a practice
include leadership, administration, organization, economics, patient care and quality improvement. Practice
management has become increasingly important in the training of physicians aspiring to any mode of
practice — including self-employment, salaried group practice, administrative and academic. The
increasingly competitive economic environment underscores the importance of this sphere of medicine.

Developing a training program curriculum based upon the proposed ACOS model curriculum, will result
in training programs addressing the core competencies required by the AOA. The proposed ACOS model
curriculum includes learning outcomes, resources, learning experiences, and resident assessment methods.

The Practice, The System,

. Resident Competencies
The Profession

Osteopathic Principles and Practices

Medical Knowledge
Developed by: Patient Care
India Broyles, EdD; Cynthia Interpersonal and Communication Skills
Cartwright, RN, MT, MSEd; Stephen Professionalism
E. Small, D.O. Practice-Based Learning and Improvement

Systems-Based Practice

Prerequisites

Prior to entering a general surgical residency, the resident should:

e Understand the United States (U.S.) medical system

* Compare institutional organizations within the larger system

e Understand basic coding related to diagnoses and procedures

* Consider ethical, social and legal aspects of patient care

*  Protect patient privacy through confidentiality and avoid inappropriate use of personal health
information

e Recognize limits of knowledge and skills

* Use common computer hardware and operating systems (e.g., Windows, Personal Digital Assistant)

* Use word processing, spreadsheet, and presentation software effectively

*  Organize systems of electronic communications

e Access internet resources including: search engines, databases, discussion forums, organizational
information (e.g. ACOS, AOA)

Learning Outcomes

Upon completion of a general surgery residency, the resident will:

» Use interpersonal and communication skills that enable them to establish and maintain professional
relationships with patients, families, and other members of health care teams create and sustain a
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therapeutic and ethically sound relationship with patients

0]
(0]

Develop appropriate physician-patient relationship
Use effective listening, written and oral communication skills in professional interactions with

patients, families and other health professionals.

Uphold the Osteopathic Oath in the conduct of professional activities that promote

advocacy of patient welfare, adherence to ethical principles, collaboration with health
professionals, life-long learning, and sensitivity to a diverse patient population. Residents
should be cognizant of their own physical and mental health in order to effectively care for

patients.
0 Demonstrate respect for patients and families and advocate for the primacy of patient’s welfare
and autonomy
0 Adhere to ethical principles in the practice of medicine
0 Demonstrate awareness and proper attention to issues of culture, religion, age, gender, sexual

orientation, and mental and physical disabilities

« Critically evaluate their methods of clinical practice, integrate evidence-based medicine into
patient care, show an understanding of research methods, and improve patient care
practices

(0]

(0]

0

0

Treat patients in a manner consistent with the most up-to-date information on diagnostic and
therapeutic effectiveness

Perform self-evaluations of clinical practice patterns and practice-based improvement activities using
a systematic methodology

Understand research methods, medical informatics, and the application of technology as applied
to medicine

Facilitate the learning of students and other health care professionals

Understand health care delivery systems, provide effective and quality patient care

within the system, and practice cost-effective medicine

(0]

0

Understand national and local health care delivery systems and how they impact on patient care and
professional practice

Advocate for quality health care on behalf of patients and assist them in their interactions with the
complexities of the medical system

» Understand the principles of practice management and the business aspects associated with the delivery
of health care

0

Organize an office with attention to leadership, staffing, office and personal finances

Interpersonal and Communication Skills: Performance Indicators

Communicate effectively with patients, their families, and other caretakers to ensure quality therapeutic relationships

* Enable patients to ‘tell their own story’ and to be comfortable asking questions
* Effectively addresses patient concerns

» Use appropriate eye contact, body language, and non-verbal communications

*  Assess the health of non-English-speaking and deaf patients

e Address cultural and religious issues and sensitivities in the doctor-patient relationship

* Provide pertinent educational information that promotes patient and family participation in
management of care and allows them to make informed decisions

* Complete patient interview in a timely and professional manner

e Return patient and family calls promptly and effectively

Effectively provide information necessary for patients and families to understand diagnosis and treatment
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* Use language appropriate to the level of comprehension in a culturally sensitive and professional
manner
* Incorporate evidence-based medical information and consensus, when available

Professionalism: Performance Indicators

Professional Qualities and Responsibilities
Place the welfare of patients as the ultimate concern

Appreciate the benefits of peer review and membership in professional associations

Identify challenges to physician/surgeon responsibilities (e.g., harassment, abuse of power, greed, conflicts
of interest), and describe how the welfare of the patient or society should supercede physician's self-interest

Take responsibility for one's own actions, including errors

Understand medico-legal issues related to professional liability insurance, risk management, and what to do
if faced with a potential occurrence of a liability claim

Recognize patterns of interactions with others and cope with differences in people in a constructive way

Interact effectively, professionally, and respectfully with patients and their families, fellow residents, medical students, allied health care personnel,
hospital staff, faculty physicians, and referring physicians

Ethical Principles

Understand the concept of respect for personal autonomy as a basic principle for ethical conduct in the
patient-physician relationship

Use the ethical and legal foundations of the right of patients to refuse medical care even when self harm is
the likely result and the guidelines for assessing and responding to refusal of treatment by patients

Identify the ethical hazard and respond appropriately in situations such as:

* being asked to practice beyond legal limits or personal comfort

« weighing the educational benefit to a student that increases the risk to a patient
« performing procedures upon the newly dead

e accepting of gifts

» collaborating with industry when courted by industry to prescribe their products
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Sensitivity to Diverse Populations

Understand diversity as inclusive of race, ethnicity, handicapping conditions, gender, sexual orientation,
and class

Recognize personal biases and reactions to persons from different minority, ethnic, and socio-cultural
backgrounds and the need to deal with cultural counter transference

Avoid stereotyping, recognizing that there is "within-culture" variability regarding health beliefs and
practices

Be sensitive to differences among cultures in family decision-making processes, including the role of the extended family
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Practice-Based Learning and Improvement: Performance Indicators

Informatics
Commit to self-directed learning principles and practice

Evaluate which source (review articles, practice guidelines, treatment and diagnosis articles) is best for the information being sought

Use cogent search strategies within the Internet and professional databases

Evaluate the validity and relevance of medical information from a variety of sources

Understand uses and capabilities of electronic health records

Evidence-Based Medicine & Critical Appraisal
Apply the principles of evidence-based medicine in clinical practice:

Identify a problem

Formulate a relevant, focused, clinically important question

Find and appraise the evidence

Assess the clinical applicability of any recommendations or conclusions
Implement the decision into patient care

Assess the outcome of the actions

Locate, appraise, and assimilate evidence from clinical guidelines, systematic reviews, and articles related
to patients’ problems:

Apply knowledge of study designs and statistical methods to appraise information about diagnostic tests
and therapeutic interventions:

Explain the principle of clinical uncertainty in clinical judgments

Define basic epidemiologic and bio-statistical concepts and applications

Describe frequently-used study designs

Describe the relationship among incidence, duration, and prevalence of a disease in a population
Describe “risk factor” and identify how risk factor information is determined

Define sensitivity, specificity, and predictive values of a test

Understand the trade-off between sensitivity and specificity of a test upon changing the cut-off values
for normal/abnormal test results

Evaluate how predictive values are affected by disease prevalence

Analyze essential concepts of epidemiology, including pre- and post-test probabilities

Know what is meant by the term “gold standard”

Describe the difference between efficacy and effectiveness

Understand the principles associated with critical appraisal of a clinical trial

Evaluate when /when not to perform population screening for a disease

Analyze sources of systematic error that can affect study conclusions

Describe principles that lead to prudent ordering of diagnostic and screening tests
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Performance Improvement
Set effective personal and professional goals for practice

Identify clinical processes that might be improved using Practice Improvement methodology:

e Identify the individual/group that owns the process and ensure they participate in quality assessment
* Collect and analyze data from a variety of sources

* Pose a relevant question

* Search the literature using both print and internet-based resources

¢ Understand study design and statistical methods in evaluating relevant clinical information

e  Apply the literature to the pertinent clinical issue

¢ Determine the outcome of a given intervention with relevant information

Understand the role of information systems in process improvement with information from the following

sources:

* External organizations — National Committee for Quality Assurance (NCQA), Dartmouth Atlas, Joint
Commission on Accreditation of Healthcare Organizations (JCAHO)

e Patient accounting systems

*  Health plan reports

* Hospital data systems

» External sources (e.g. Peer Review Organizations, County Health Department)

Analyze the issues of quality assurance as related to surgical practice including:

*  Maintenance of the clinical record

* Review and documentation of morbidity and mortality

* Risk management

*  Understand Current Procedural Terminology (CPT) coding including complex procedural coding

e Describe the considerations in Evaluation and Management (E & M) coding, including documentation
requirements

Teaching and Education

Develop an effective curriculum and /or lesson plan appropriate to the learning outcome and the teaching/learning context:

e Write learning outcomes and performance objectives
* Identify effective methods
e Match appropriate assessment tools to learning outcomes

Use a learner-centered approach for clinical teaching in the inpatient or outpatient setting
Conduct an effective and interactive presentation using questions effectively

Identify methods for effective feedback, assessment and evaluation of learners

Systems-Based Practice: Performance Indicators

Collaborate with other members of the health care team to assist patients in dealing effectively with the complex systems and to improve systematic
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processes of care

Understand the reciprocal impact of personal professional practice, health care teams and the health care
organization on community/society

Understand coordination of inpatient and outpatient care
Apply knowledge of systems to reduce errors and improve patient care
Code effectively using national coding standards to remain in compliance and to maximize benefits

Recognize effective management regarding employee benefits, personal financial planning and tax
implications of medical practice

Access and utilize the multidisciplinary resources, providers and systems necessary to provide optimal care

Utilize hospital, community, and practice resources for appropriate and successful patient care

Understand the role and influence of national quality oversight and review organizations for hospitals and health plans (JCAHO, NCQA)

Practice Management: Performance Indicators

Compare varying practice facilities with regard to location, design, cost, equipment, inventories and
supplies, and rented or owned facilities and equipment

Understand the organization of a practice including chain of command, schedules, number and type of
support staff, computerized or not, and supply and inventory management

Participate as an effective member and leader of the clinical team (e.g., communication, compromise,
conflict resolution)

Supervise care delivered by clinical practice team and report decisions to practice leadership
Understand the administrative structures and processes required for managing an office practice
Comprehend general accounting principles as well as personal financial planning for budget and retirement

Understand Health Insurance Portability and Accountability Act (HIPAA) regulations and how they apply
to patient confidentiality and security of personal health information

Understand staff and personnel policies for employee salaries, benefits, motivation, recruitment, retention, discharge, evaluation, accountability, and
job description

Discuss the principles and techniques of risk management and determine the insurance requirements
associated with surgical practice
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Learning Experiences -- Examples: (select or develop locally)
Orientation: Teaching conferences on systems-based practice (SBP) and practice-based learning and
improvement (PBLI) competencies.

Chart Audits: Annual review of the resident’s patients in a specified area of treatment to evaluate
adherence to evidence based standards of care, appropriateness of treatment, and opportunities for
improvement.

Participation in Practice Team Meetings: Attendance at team meetings with a focus on improvement in
systems and processes of care.

Morbidity and Mortality Conference: Attend (X number) yearly

Professional Development Sessions: Residents will be encouraged to attend multi-disciplinary, and/or
multi-departmental Faculty/Professional Development sessions geared towards competency-based
education and evaluation.

Scholarly Project: Each resident will be expected to do a scholarly project of his/her choice on clinical
research, medical education research, a community-based effort or a practice improvement outcome over
the course of the residency (see Trainer’s Manual). Residents will be expected to attend sessions for
review and evaluation of their projects, discussion of study design, techniques and analysis.

* Original Scientific or Clinical Research: Residents may select a quantitative or qualitative approach to
original scientific or clinical research including literature review, case study, new surgical procedure
report.

* Community Project: Residents may select a specific health improvement or disease prevention issue
or need within the community. The resident must identify a population of interest within the
community, summarize the problem and the population, review the current literature, perform a needs
assessment, and design, implement and evaluate an intervention to address the issue or need.

* Medical Education Research: Improvements in medical education have led to more effective training
processes and programs for medical students and residents. Residents who wish to pursue a medical
education research project must identify a process or program need, review the current literature,
perform a needs assessment, and design, implement and evaluate the proposed improvement project.

* Root Cause Analysis: Design and complete a project with a resident partner for presentation at
surgical grand rounds focusing on the root-cause analysis of a systems error occurring in the
management of one of their patients.

Journal Club: a monthly conference focused on learning critical appraisal of the medical literature.
Residents will attend and participate in the monthly journal club discussions related to the review of
clinical research.

Local university-based research/biostatistics courses:

Effective Teaching Workshops: Attend workshop on making effective presentations or on effective
teaching.

Career Planning: Maintain checklist and timetable prior to entering practice for medical licensure, Drug
Enforcement Agency (DEA) certification, hospital privileges, Medicaid/Medicare and third-party provider
numbers, and changes of address.
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Resident Assessment  Examples: (select or develop locally)

A scholarly project on clinical research, medical education research, a community-based effort or a practice
improvement outcome. Residents attend quarterly sessions for review and evaluation of their projects,
discussion of study design, techniques and analysis.

Review a published clinical practice guideline using an evidence-based approach and audits 25 office
charts to compare treatment, screening, or diagnostic testing of patients with the recommendations of the
guideline.

Videotape patient encounter and conduct a post-conference assessment.

Resident Portfolio: (examples of exhibits; not inclusive)

*  Summary of an article presented at Journal Club, with reflections on how the results of this article
might be used to change the resident’s practice.

* A description of a situation in which the resident was involved in the education of a junior resident or
another health professional, including colleague or staff member, including reflection regarding the
approach that was taken to education and its effectiveness with supporting documentation.

e A description of a clinical situation in which information was needed to answer a clinical question.
The document should include a well-formulated question, the source of the answer found, some
appraisal of the quality of the evidence found, and a description of how the information impacted the
care provided.

*  Description of involvement in committee or other work that addresses system level issues, e.g.
Resident Business Meeting, Operations, Curriculum Committee, Competency Committee.

Resources Examples: (select or add locally)

Publications:

Clinical Evidence: the international source of the best available evidence for effective health care.
London, UK: BMJ Publishing Group. (updated semi-annually)

Quality of Health Care (6 part series) NEJM. 1996; September-October.

Users’ Guides to the Medical Literature (Multipart series) JAMA. (available online at
http://www.cche.net/principles/main.asp).

Berwick DM. On Quality. Hoboken, NJ: Jossey-Bass, 1995.

Sackett D. Evidence-Based Medicine:How to Practice and Teach EBM. London: Churchill Livingstone,
2000.

Silverman WA, Sackett DL. Where's the Evidence? Debates in Modern Medicine. Oxford: Oxford
University Press, 1999

Organizational Resources:
Medication errors and subsequent adverse drug events (ADE):
Joint Commission on Accreditation of Health Care Organizations (JACHO)

Institute for Clinical Systems Improvement (ICSI)
Institute for Health Care Delivery Research (IHC)

Institute for Health Care Improvement (IHI)
Institute of Medicine (IOM)
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Occupational Safety and Healthcare Administration (OSHA)

Websites:

An Introduction to Information Mastery. Michigan State University by Mark Ebell. A Web-based course
that introduces the basic concepts of Information Mastery, Evidence-Based Medicine (EBM), and critical
appraisal of the medical literature. http://www.poems.msu.edu/InfoMastery/

"Clinical Microsystems" for process/practice improvement activities, especially links (on the left of the
page) to Assessing, Diagnosing and Treating Workbooks, Clinical Microsystem Assessment Tool, and
Microsystem Action Learning Series. http://www.clinicalmicrosystem.org/

Introduction to Evidence Based Medicine: Critical Appraisal and Informed Medical Practice
http://www.health.library.mcgill.ca/ebm/

Centre for Evidence-Based Medicine (links to resources): http://cebm.jr2.ox.ac.uk/

Users’ Guides to Evidence-Based Practice: http://www.cche.net/principles/content_all.asp

National Guideline Clearinghouse: http://www.guideline.gov/index.asp
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American College of Osteopathic Surgeons
General Surgery: Clinical Sciences and Skills

N

S

Development of intra-operative technical skills is a well-recognized component of surgical training. When
considering the broad realm of patient care, both within and outside the operating room, an equally
important aspect is development of the surgeon’s ability to understand and assimilate the clinical sciences
and skills.

During training, the osteopathic surgical resident must acquire knowledge and skills in all areas of clinical
science including shock, wound healing, surgical infections and burns, nutrition, blood and blood products,
fluids and electrolytes, pain management and laparoscopy. Integration of the clinical sciences by the
surgical resident into all aspects of practice will enhance his or her ability to appropriately diagnose,
organize a management plan, perform necessary surgical procedures and care for the postoperative surgical
patient in the short and long term.

Surgical residents learn clinical sciences and skills on all clinical rotations and in didactic settings.
Knowledge and skills are assessed informally and on a daily basis by faculty and attending surgeons. Since
these clinical sciences are part of a core curriculum related to each and every principal surgical area, they
are grouped together and not repeated in separate surgical areas.
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences: Resident Competencies
Blood and Blood Products Osterathlc Principles and Practices
Medical Knowledge
Patient Care
De\{eloped by.: Interpersonal and Communication Skills
Lori Chapleskie, D.O.; Harold Professionalism
Schreiber, D.O., FACOFP; Lana Practice-Based Learning and Improvement
Nelson, DO, Marc Rosen, D.O. SystemS_Based Practice
Prerequisites

Prior to entering a surgical residency, the resident should:

* Understand blood groups and the principles of transfusion as they relate to anemia and shock

* Recognize the events that occur in hemostasis including vasoconstriction, platelet activity and the intrinsic and
extrinsic pathways of blood coagulation

» Compare the clinical use of blood components including whole blood, red blood cells, platelets, cryoprecipitate
and fresh frozen plasma

» Understand religious implications with regard to blood transfusion and suitable blood alternatives

Learning Outcomes

Upon completion of the general surgery residency, the resident will:

» Understand the function of the cell products responsible for hemostasis

* Monitor coagulation status

» Understand the critical values required to use blood products appropriately

* Understand, identify and use interventions available in the treatment of coagulopathies
* Realize the natural anticoagulation mechanisms

¢ Identify common bleeding disorders

* Recognize the risks of blood product transfusion

* Recognize and treat the common pro-coagulant states commonly found in the post-surgical patient
» Counsel and educate patients and their families about the use of blood products
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Phase I: Performance Indicators

Phase lI: Performance Indicators

Phase lll: Performance
Indicators

Cognitive

Understand and treat accordingly the potential effects of
surgery on the oxygen/hemoglobin dissociation curve with
regard to leftward and rightward shifts and the anatomic
conditions that cause these shifts, such as temperature, pH,
and PCO,

Understand the function of prostacyclin, nitric oxide, platelet
activating factor, von Willebrand’s factor, thromboplastin,
tissue plasminogen activator and plasminogen activator
inhibitor

Understand the mechanisms of antithrombin III, activated
protein C & heparin cofactor II

Select lab tests such as platelet function, protime and
prothrombin time appropriately to monitor coagulation status

Identify coagulation factor deficiencies such as Hemophilia A
(factor VIII), Hemophilia B (factor IX) and von Willibrand’s
disease as well as disorders of platelet function and
fibrinolysis (alpha 2-AP)

Identify and treat coagulopathy using heparin, warfarin,
antiplatelet agents, fibrinolytic agents, DextranTM and
mechanical methods of clot prevention, e.g., anti-embolism
stockings, early ambulation and sequential compression
devices (SCD)

Educate patients on the risk associated with transfusion of
blood products including transmission of Human
Immunodeficiency Virus (HIV), hepatitis, cytomegalovirus

Cognitive

Understand the influences of age, coronary artery
disease, trauma and other conditions such as
pregnancy on transfusion

Recognize and treat post-surgical:

*  Heparin-induced thrombocytopenia

e  Antithrombin III deficiency

* Protein C & S deficiencies

*  Lupus anticoagulant-antiphospholipid syndrome

*  Platelet deficiency or abnormality
* Disseminated intravascular coagulation (DIC)

Recognize and treat common transfusion
reactions, infection transmission, graft-versus-host
reaction, immunosuppression and the definition of
and metabolic changes associated with massive
blood transfusion

Technical

Cognitive

Technical
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(CMYV) as well as transfusion reactions

Effectively communicate the need for immediate, intra-
operative or postoperative use of blood and blood products

Educate patients whose religious beliefs may contraindicate
blood transfusion on available blood substitutes

Understand and appropriately use albumin solutions, artificial
blood and plasma substitutes

Understand the processes of thrombosis and inflammation
and the importance of tumor necrosis factor in these processes

Select acceptable transfusion methods and storage media and
understand time constraints of blood and blood products

Understand laboratory policies regarding blood product
administration

Understand clinical indicators that may override laboratory
policies regarding blood product administration

Technical
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences: Resident Competencies

. Osteopathic Principles and Practices
Fluids and Electrolytes Medieal Knowledge

Patient Care

Developed by: o Interpersonal and Communication Skills

Marc Rosen, D.O.; William Henwood, Professionalism

D.O., FACOS Practice-Based Learning and Improvement
Systems-Based Practice

Prerequisites

Prior to entering surgical residency, the resident will be able to:
¢ Identify the fluid compartments in the body and the chemical components and distribution of fluids and
electrolytes within them
* Understand osmotic terms: mole, molarity, molality, osmolarity, osmolality
» Understand tonicity terms: hypertonicity, hypotonicity, isotonicity
* Understand the body’s central and peripheral regulatory mechanism for volume
* Understand the basic changes that occur in a surgical patient with hemorrhage, persistent vomiting or
diarrhea, intestinal obstruction and dehydration
* Understand the relationship between basal metabolic rate and daily water requirements
¢ Indicate normal daily requirements of fluids and electrolytes for adult and pediatric patients
» Understand the concept of acid-base balance, how this is maintained and the role of the kidneys and
lungs in this process
* Identify the daily sensible and insensible fluid and electrolyte losses in the routine postoperative patient
* Request and interpret laboratory studies and write fluid and electrolyte orders for:
* Imbalances of fluids and/or electrolytes
e Dehydration, fluid excess, and hypo- or hyper-natremia, kalemia, calcemia, magnesia or
phosphatemia
*  Acid-base imbalance
*  Coordination of fluid, electrolyte, acid-base and nutrition problems
» Evaluate daily glucose requirements to prevent ketosis
* Understand the role of the adrenal gland and antidiruetic hormone (ADH) in maintaining serum sodium,
glucose and body water
* Understand renal function and the ability to distinguish between renal and pre-renal azotemia
* Understand the pathophysiology of hypernatremic and hyponatremic dehydration
» Obtain a history and physical exam to assess the state of a patient’s hydration

Learning Outcomes

Upon completion of the general surgical residency, the resident will:

* Understand the daily shifts of fluids and electrolytes in the gastrointestinal tract

e Determine the volume status of a patient

* Determine and correct a body water deficit

* Choose appropriate fluids and routes of administration for different patient issues
* Identify electrolyte imbalances for patients and replete them
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Phase I: Performance Indicators

Phase lI: Performance
Indicators

Phase lll: Performance
Indicators

Cognitive
Know where it exists in the body, how the body regulates it and the daily
requirements of potassium, chloride, phosphorus, calcium and magnesium

Assess the volume status of a patient by history, physical exam, clinical signs, and
laboratory tests

Describe the body’s normal daily losses (urine, sweat, stool, insensible),
gastrointestinal fluid and electrolyte secretion per day (cc/24Hr) and gastrointestinal
fluid absorption per day (cc/24Hr)

Explain the etiology, signs, symptoms, clinical consequences and treatment of hyper-
and hypo-electrolyte disturbances, including:

* Natremia (including the effects of glucose on sodium levels)

» Kalemia (including severe acidosis and the effect of pH on serum potassium level)

* Chloremia

* Phosphatemia

* Calcemia

* Magnesemia

Accurately assess the fluid and electrolyte status of surgical patients

Calculate the total body water deficit, sodium deficit, insensible loss during surgery,
serum osmolality, and a fractional excretion of sodium

Write orders for maintenance fluids, deficit fluids, and postoperative fluids for adult
and pediatric patients

Choose fluids based on an understanding of the electrolyte components, calories,
osmolality, and tonicity

Describe the electrolyte abnormalities be able to replace output from sweat, diarrhea,
pancreatic fistulas, small bowel fistulas, t-tubes, nasogastric tubes, new and old

Cognitive
Administer fluids to correct
abnormalities

Respond to renal failure
with appropriate orders

Know the theory for use
and non-use of dopamine

Technical

Cognitive

Correct fluid and electrolyte
imbalances in critically ill
patients

Closely monitor Swan-Ganz
values and respond
appropriately

Technical

Insert Swan-Ganz
catheters, central venous
catheters and
percutaneous intravenous
catheter (PIC) lines
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ileostomies, and colostomies
Choose appropriate routes of administration: oral, enteral, peripheral or central

Place a tube for fluid and electrolyte administration: nasogastric, gastrostomy, jejunal
Understand how electrolytes relate to each other when replenting
Understand how electrolytes relate to acid base disorders

Technical
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons

General Surgery Residency

Clinical SKkills: Resident Competencies
Osteopathic Principles and Practices
Laparoscopy Medical Knowledge
Patient Care
Developed by: Interpersonal and Communication Skills
Lana G. Nelson, D.O. Professionalism
Practice-Based Learning and Improvement
Systems-Based Practice

Prerequisite
Prior to entering a surgical residency, the resident should:

. Understand the benefits of laparoscopy and its application in general surgery

Learning Outcomes
Upon completion of the general surgery residency, the resident will:

* Select patients and conditions amenable to laparoscopic surgery

* Understand the pathophysiology of pneumoperitoneum

Understand abdominal anatomy as it relates to port placement

Understand basic instrumentation as it applies to laparoscopic surgery

Position patients in the operating room in such a way to maintain musculoskeletal integrity
* Manage patients postoperatively
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Phase I: Performance Indicators

Phase lI: Performance
Indicators

Phase lil:
Performance
Indicators

Cognitive
Identify relative and absolute contraindications to
laparoscopy

Counsel patients when appropriate regarding the
choice of laparoscopic versus traditional surgery

Provide anticipatory guidance for postoperative
patient care

Understand the physiologic effects of
pneumoperitoneum including mechanical effects
of abdominal wall distention, increased intra-
abdominal pressure and carbon dioxide (CO,)
insufflation

Explain the intricacies of performing laparoscopic
surgery on various patient types (e.g., pregnant,
pediatric, elderly and obese patients) with regards
to trocar insertion and physiology of the
pneumoperitoneum

Select appropriate energy sources for
laparoscopic surgery; understand their usage and
complications

Identify potential complications of laparoscopy

Select abdominal access devices with regard to
size, shape, effect on tissue, and method of
placement

Identify instrumentation with regard to safe tissue
handling

Cooperate with the patient, anesthesia personnel
and other participating specialists to position
patient during surgery to maintain
musculoskeletal integrity

Technical
Achieve safe intra-abdominal access

Select the size and location for port
placement appropriate for laparoscopic

Cognitive
Select and competently

use the appropriate tissue
approximation device

Technical

Suture and tie knots
intracorporeally

Perform safe tissue
handling and dissection
during laparoscopic
procedures
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surgery
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences: Resident Competencies

Osteopathic Principles and Practices
Medical Knowledge
Patient Care

Nutrition

Developed by: Interpersonal and Communication Skills
Harold Schreiber, D.O., FACOFP; Professionalism
Lori Chapleskie, D.O. Practice-Based Learning and Improvement

Systems-Based Practice

Prerequisites
Prior to entering surgical residency, the resident should:

Understand the basic biochemistry of metabolism

Identify the components of total body mass

Indicate the basic nutritional requirements of any patient, including calories, protein, carbohydrates, fats,
electrolytes, trace elements and vitamins

Classify and characterize each of the types of malnutrition

Appreciate patient risk factors for malnutrition and stratify perioperative patients according to these factors
Realize how certain disease processes affect metabolism in the perioperative patient

Recognize the essential vitamins, minerals, and trace elements as well as formulations available for
supplementation

Distinguish the routes of enteral and parenteral nutrition as well as the risks, benefits and complications of these
routes

Learning Outcomes
Upon completion of the general surgery residency, the resident will:

Accurately calculate daily protein, non-protein and lipid caloric requirements

Recognize and treat complications of nutritional excesses and deficiencies

Counsel patients to correct imbalances of nutritional requirements

Calculate the Harris-Benedict Equation for Basal Energy Expenditure (BEE) and Respiratory Quotient (RQ) for
females and males in states of minimal, recommended and catabolic states

Recognize nutritional deficiencies, perform appropriate diagnostic testing to prove/disprove these deficiencies
and understand the indications for the various types of nutritional support in the perioperative patient
Display and manage the appropriate use of enteral and parenteral nutrition

Place nasoenteric, gastrostomy (endoscopic and open) and jejunostomy feeding tubes
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Phase I: Performance Indicators

Phase II: Performance Indicators

Phase lll: Performance
Indicators

Cognitive

Understand the process of metabolism in the
conversion of basic nutrients to thermal energy and
heat

Understand the method of indirect calorimetry as a
measure of daily energy expenditure, oxygen
consumption (Vg,) and carbon dioxide production
(Vcoz)

Calculate resting energy expenditure (REE)

Calculate the Harris-Benedict Equation used to predict
basal energy expenditure (BEE)

Take into consideration common correction factors for
BEE such as minimal activity, fever, and mild,
moderate and severe stress

Understand the 12 essential vitamins and
recommendations for daily supplementation in well
and hospitalized patients

Understand folate and thiamine supplementation
dosing for patients with hypermetabolic states

Recognize, diagnose and treat the clinical
manifestations of thiamine deficiency including
beriberi disease, lactic acidosis and Wernicke’s
encephalopathy

Utilize intravenous and oral maintenance dosing

Cognitive

Recognize the recommended daily protein
requirements as well as those for patients with minimal
intake and those in catabolic states

Measure catabolism using twenty-four hour urinary
nitrogen excretion

Recognize and calculate the nitrogen balance equation:
(Nitrogen balance in gm) = (protein intake/6.25) — (UN
+4)

Appreciate conditions of the hospitalized patient that
result in increased nitrogen losses, including diarrhea,
blood loss and mucosal sloughing

Recognize the contribution of carbohydrates with

respect to:

* the average American diet

e impaired utilization with resultant hyperglycemia
in sepsis and stress states

e excess ingestion and the formation of fatty liver,
excess CO, production and detrimental effects on
respiratory function

* highest caloric value and respiratory quotient (RQ)
[RQ = Vo2 / Vo] for each of the basic substrates

Appreciate the contribution of lipids such as linoleic
acid and essential fatty acids, to ingested calories in
hospitalized patients and their status as the preferred
fuel in sepsis

Cognitive

Technical
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guidelines for trace elements such as chromium,
selenium, zinc and copper

Understand the role of the alimentary tract in avoiding
trophism

Understand the interrelationship of disease symptoms,
including anorexia, nausea and vomiting, diarrhea and
fistulae

Appreciate the indications, contraindications, general
and special formulations available for tube feedings
and understand the advantages and disadvantages of
feeding site choices and timing regimens

Coordinate the nutritional needs of patients with a
multidisciplinary team including pharmacists,
dieticians, nurses, the patient and family members and
others as needed

Technical

Understand the procedure and perform competent
insertion of a nasoenteric tube for enteral nutrition;
recognize improper placement

Perform central venous access for parenteral nutrition

Recognize the complications of lipid infusion such as
impaired oxygenation, hyperlipidemia, electrolyte
abnormalities, bowel atrophy and acalculous
cholecystitis

Recognize and treat the clinical manifestations of
essential fatty acid deficiency such as eczema-like rash,
hair loss, neutropenia and thrombocytopenia

Understand the mechanism of ‘re-feeding diarrhea’
after prolonged bowel rest in the hospitalized patient

Identify the role of bacterial translocation in the
development of multi-organ dysfunction syndrome
(MODS)

Understand and care for patients on Total Parenteral

Nutrition (TPN), including:

* indications for TPN

* creating a TPN formulation including daily caloric
requirements, protein needs, dextrose caloric rations
and calculated lipid volume

 types of TPN solutions available (dextrose only,
amino acid only, dextrose-amino acid mixture, fat
emulsion)
electrolyte, trace element and vitamin additives
necessary for complete nutritional support

» complications of TPN administration including
hyperglycemia, hyperphosphatemia, fatty liver and
carbon dioxide retention

Understand the legal and ethical implications of
instituting enteral feedings

Technical
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Insert endoscopic and open gastrostomy and
jejunostomy tubes successfully
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences: Resident Competencies

Pain Management

Osteopathic Principles and Practices
Medical Knowledge

Patient Care

Developed by: ) Interpersonal and Communication Skills
Harold Schreiber, D.O., FACOFP; Lori Professionalism

Chapleskie, D.O.; Lana G. Nelson, Practice-Based Learning and Improvement
D.O.; Marc Rosen, D.O. Systems-Based Practice

Prerequisites

Prior to entering a surgical residency, the resident should:

Understand the anatomy and physiology of the pain response as well as the major theories of pain

Know the location and function of the spinothalamic tract, dorsal root ganglion, spinal cord, peripheral nerves,
nociceptive C fibers, kinins and catecholamines as they relate to pain

Perform a history and clinical evaluation of a patient with the presenting complaint of pain

Appreciate the quality, characteristics, potential etiologies and accompanying symptoms of the major
classifications of pain: visceral, somatic and referred

Understand analgesics and their mechanism of action, side effect profiles and drug interactions

Understand the general policies of the Drug Enforcement Agency (DEA)

Learning Outcomes
Upon completion of the general surgery residency, the resident will:

Appreciate the complexity of pain and the multiple modalities available to treat it

Acknowledge pain and communicate effectively with patients and their families regarding management
plans

Understand and integrate patterns of pain to arrive at a differential diagnosis

Prescribe analgesics appropriately in the perioperative period

Develop a plan for postoperative pain management that provides maximum patient comfort without
compromising prompt recovery

Perform or refer osteopathic manipulative treatment that is patient-appropriate
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Phase I: Performance Indicators Phase II: Phase lIl:
Performance Performance
Indicators Indicators
Cognitive Cognitive Cognitive
Elicit an accurate and appropriate history from a Recognize the impact of
patient with the chief complaint of pain while acute pain as well as
demonstrating empathy and providing reassurance underlying chronic pain
disorders
Determine the history of pain including character,
severity, location, timing and factors which augment | Develop plans for pain
or alleviate pain management, utilizing
an understanding of the
Recognize characteristic pain patterns and their interconnection of the
association with certain pathologic states mind, body and spirit
Perform a physical examination that includes Effectively
observation of general appearance, level of distress, communicate pain
facial expression and body carriage management plans with
patients and their
Observe, palpate and auscultate the affected area families
including a sensory/motor/neurovascular evaluation,
if appropriate Perform osteopathic
manipulation (OM) or
Appropriately use analgesic medications, including refer patients to an OM
non-steroidal anti-inflammatory drugs (NSAIDs), specialist for the
opioids, epidural anesthesia and narcotics treatment of pain
(transdermal, oral, intramuscular and intravenous
routes); understanding their mechanism of action and
side effect profile
Correctly use patient-controlled analgesia (PCA)
including medications used, physician order
examples and potential problems of PCA use
Technical Technical Technical
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences: Resident Competencies
Osteopathic Principles and Practices
Shock Medical Knowledge
Patient Care
Developed by: Interpersonal and Communication Skills
Lana G. Nelson, D.O. Professionalism
Practice-Based Learning and Improvement
Systems-Based Practice

Prerequisites

Prior to entering a surgical residency, the resident should:

. Understand the pathophysiology of shock including effects on oxygen delivery and tissue ischemia
. Recognize shock, based on history and physical exam

. Maintain current certification in advanced cardiac life support (ACLS)

Learning Outcomes

Upon completion of the general surgery residency, the resident will:

* Perform a history and physical exam to identify and classify shock

» Understand principles of resuscitative therapy

Understand principles and application of hemodynamic monitoring

Understand principles of pharmacologic treatment of shock

* Recognize the importance of treatment protocols and goal-directed therapy in the management of a
patient with shock

98




Phase I: Performance Indicators Phase ll: Phase llI: Performance
Performance Indicators
Indicators

Cognitive Cognitive

Understand the etiology of the four types of shock:
hypovolemic, cardiogenic, neurogenic, and septic

Use history and physical exam data to accurately
identify and classify the phases of shock in a patient

Utilize crystalloid and colloid appropriately in the
resuscitative process

Identify appropriate pharmacologic therapy of
shock

Utilize hemodynamic parameters to guide diagnosis
and treatment of shock

Evaluate the effects of vasoactive medications and
identify indications for their use

Identify indications for invasive hemodynamic
monitoring and complications associated with
invasive monitoring

Identify surgically treatable causes of shock

Technical
Perform central venous catheterization

Perform arterial line placement
Perform pulmonary artery catheter placement

Perform intubation

Recognize criteria that
predict recovery or death
in the initial evaluation
of shock

Technical

Perform needle
decompression of a
tension pneumothorax

Perform tube
thoracostomy

Perform
pericardiocentesis
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences: Resident Competencies

. . Osteopathic Principles and Practices
Surgical Infections Medical Knowledge

Patient Care

Developed by: Interpersonal and Communication Skills

Wayne Wolf, D.O.; Marc Rosen, Professionalism

D.O. Practice-Based Learning and Improvement
Systems-Based Practice

Prerequisites

Prior to entering a surgical residency, the resident should:

* Recognize normal flora and organisms that commonly cause infections in the context of a specific
body organ

¢ Describe the body’s natural defense against infection and response to infection

* Understand pharmacology pertaining to anti-microbial therapy

e Understand sterile technique

Learning Outcomes

Upon completion of the general surgery residency, the resident will:

* Diagnose and manage perioperative infectious processes

*  Understand the effects of antimicrobial agents (antibiotics, antiviral, antifungal)

*  Select the appropriate antimicrobial agent for a surgical infection based on evidence, cost and
population

* Initiate preventive measures for infections

e Perform sterile surgical techniques

* Evaluate and treat sepsis

¢ Understand the societal implications and individual outcomes of nosocomial infections
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Phase I: Performance Indicators

Phase lI: Performance Indicators

Phase lll: Performance Indicators

Cognitive
Identify signs and symptoms of wound
infections

Recognize and treat abscesses

Understand image guided modalities used for
percutaneous drainage and their limitations

Prevent and manage nosocomial infections in
the perioperative period, including infections of
the urinary tract, surgical wounds, lungs and
blood as well as line infections

Identify patient factors that increase risk for
infection

Understand surgeon factors that contribute to
increased infection rate

Technical
Perform sterile gloving and gowning

Perform sterile prepping and draping

Collect a sample of a surgical wound for
culture and sensitivity

Cognitive
Understand differences in radiologic tests to aid
diagnosis

Choose appropriate treatment for an infection of
various body organs based on evidence

Identify allergies and side effects of antibiotics

Prescribe antimicrobials in a cost-effective
manner

Understand patterns in antimicrobial sensitivity
and resistance related to characteristics of local

and national populations

Prevent and manage infections associated with
prosthetic valves, grafts and meshes

Conduct the work up of a postoperative fever
Discuss the proper use of drains in preventing
and managing postoperative infections
Technical

Conduct drainage of infection

Perform debridement of wounds

Cognitive
Select appropriate antibiotics for preoperative
prophylaxis in elective procedures and trauma

Identify degrees of contamination in wounds
and manage them appropriately

Select wound closure, drains, and antibiotics
for elective procedures and trauma

Technical
Control contamination of surgical wounds
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources
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American College of Osteopathic Surgeons
General Surgery Residency

Clinical Sciences:
Incisions, Sutures, and
Wound Healing

Developed by:
Lana G. Nelson, D.O.

Resident Competencies
Osteopathic Principles and Practices
Medical Knowledge
Patient Care
Interpersonal and Communication Skills
Professionalism
Practice-Based Learning and Improvement
Systems-Based Practice

Prerequisites

Prior to entering a surgical residency, the resident should:
* Understand the anatomy and physiology of skin and soft tissue structures
* Understand cellular physiology of wound healing

Learning Outcomes

Upon completion of the general surgery residency, the resident will:
. Place and perform surgical incisions and excisions upon the skin in a manner that maximizes
cosmesis, promotes good healing and maintains normal function

wounds

Evaluate and treat patients with wound complications
Identify factors related to wound healing

Understand wound contamination and its relationship to complications and healing

Understand the importance of wound tension as it relates to location, direction, and closure of incisions

Utilize different surgical techniques for incisions as well as closing in routine and complex
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Phase I: Performance Indicators

Phase ll:
Performance
Indicators

Phase lll:
Performance
Indicators

Cognitive
Understand the phases of wound healing

List factors that promote and impair normal wound healing
Describe the mechanisms of scarring and wound healing

Classify surgical wounds based on type of procedure and
amount of contamination

Recognize and manage the following wound complications:
seroma, hematoma, abscess, dehiscence, evisceration, hernia

Manage an open wound
Manage chronic wounds using a multidisciplinary approach

Identify pre- and postoperative treatment of surgical wounds
that will minimize complications or enhance wound healing

Understand osteopathic techniques that can provide
appropriate treatment while minimizing traumatic tension on
healing surgical incisions

Technical

Perform intradermal skin test as a predictor of allergy to
sutures

Perform tissue handling with the appropriate instruments

Close wounds using the appropriate primary method

Choose an incision and method of closure appropriate to
various surgical procedures

Choose appropriate suture materials and needles for wound
closure

Debride a wound

Cognitive

Technical

Cognitive

Technical
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Learning Experiences (list titles specific teaching conferences, procedure workshops, skills labs, etc.)

Resources

Resident Assessment
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American College of Osteopathic Surgeons
General Surgery: Associated Specialties

N

S

Development of professional collaboration is an important component of surgical training. When
considering the broad realm of patient care, both within and outside the operating room, the surgeon must
understand and be able to use specific concepts and skills related to associated specialties including
hematology, oncology, radiology, neurology, anesthesiology, infectious diseases, and internal medicine.

Integration of the associated specialties by the surgical resident into all aspects of practice will enhance his
or her ability to appropriately diagnose, organize a management plan, perform necessary surgical
procedures, and care for the postoperative surgical patient in the short and long term. Surgical residents
learn associated specialty concepts and skills on all clinical rotations and in didactic settings. Knowledge
and skills are assessed informally and on a daily basis by faculty and attending surgeons as well as formally
on the annual American College of Osteopathic Surgeons (ACOS) General Surgery In-Service
Examination. Since these associated specialties are part of a core curriculum related to each and every
principal surgical area, they are grouped together and not repeated in separate surgical areas.
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American College of Osteopathic Surgeons
General Surgery Residency

Associated Specialties: Resident Competencies

Anesthesiology

Osteopathic Principles and Practices
Medical Knowledge

Patient Care

Developed by: ‘ Interpersonal and Communication Skills
Harold Schreiber, D.O.; Lori Professionalism

Chapleskie, D.O.; Lana G. Nelson, Practice-Based Learning and Improvement
D.O.; Marc Rosen, D.O. Systems-Based Practice

Prerequisites

Prior to entering a surgical residency, the resident should:

Understand the different modalities of anesthesia and pain management

Perform a preoperative anesthesia evaluation and physical examination

Appreciate patient risk factors for anesthesia and be able to stratify preoperative patients according to
these factors

Predict how certain disease processes affect anesthetic choices in the preoperative patient

Understand local anesthetic agents and their pharmacology

Interpret electrocardiogram (ECG) information, including recognition of arrhythmias and acute changes

Learning Outcomes

Upon completion of the general surgical residency, the resident will:

Understand the mechanism of action of general and local anesthetic agents and their physiologic effects,
half-life and toxicity levels
Use appropriate regional anesthetic techniques and knowledge of agent indications and
contraindications
Understand considerations for anesthesia in special patient subsets such as the pediatric, geriatric and
gravid populations
Understand the role of the anesthesiologist to achieve, maintain, and reverse levels of anesthesia and
analgesia during surgical procedures while providing sufficient analgesia to minimize postoperative
pain.
Manage the appropriate use of hemodynamic monitoring in the critical care setting
Manage patients in the recovery room during the immediate postoperative period
Respect the consequences of anesthetic agents on the perioperative patient as well as anticipate the
effect of anesthetic agents on coexistent medical conditions
Perform or refer osteopathic manipulative treatment (OMT) in the pre- and postoperative period to
facilitate early return to normal function and prevention of postoperative complications
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Phase I: Performance Indicators Phase II: Phase III:
Performance Performance
Indicators Indicators

Cognitive Cognitive Cognitive

Elicit a history including identification of patient, attending Identify common

surgeon and procedure to be performed; recognizing pertinent problems with

medical and surgical history, known allergies, current anesthesia that occur

medications, social history, personal and family history of in the postoperative

anesthetic complications period and provide
preemptive

Perform a physical exam including elements that affect the use of | management

anesthesia including examination of body habitus, facial strategies for their

structure, dentition, pharyngeal area and neck as well as prevention

auscultation of cardiovascular and pulmonary systems Technical
Understand

Evaluate relevant lab values and interpret pertinent medical
consultations

Recognize the risks associated with anesthesia in the following
medical conditions: cardiovascular disease, hypertension,
coronary artery disease, congestive heart failure, pulmonary
disease, renal disease, liver disease and obesity

Understand and assign an American Society of Anesthesiologists
(ASA) classification

Provide patient guidance regarding the different types of
anesthetics pertinent to his/her procedure

Acknowledge and counsel patients who have fear of
anesthesiology

Consider mind/body techniques, such as hypnotherapy, that serve
as adjuvant therapies

Technical
Insert appropriate peripheral intravenous access

Perform local anesthetic injections for procedures: laceration
repair, excisions of superficial soft tissue masses and wound
debridement

principles and
strategies for
effective
postoperative pain
management

Technical

Insert central venous
pressure catheters in
internal jugular,
subclavian and
femoral positions

Perform local
anesthetic injections
for procedures such
as inguinal hernia
repair and emergent
loop colostomy

Insert an arterial line
in the radial, ulnar,
brachial and femoral
positions

Perform specific
regional anesthesia
techniques including
digital, extremity and
nerve blocks