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The Objectives



• To review the status of surgical 
skills in graduating ob/gyn
residents

• To describe qualities and 
responsibilities of the surgical 
coach

• To review the evolution of surgical 
coaching and training



The Status of Surgical Skills in 
Graduating Ob/Gyn Residents



The Canary in the Coal Mine
Preparedness of Obstetrics and Gynecology 
Residents for Fellowship Training
Saketh R Guntupalli, David W Doo, Michael Guy, Jeanelle Sheeder, 
Kenan Omurtag, Laxmi Kondapalli, Fidel Valea, Lorie Harper, Tyler M Muffly

Obstet Gynecol, 2015

Preparedness of Ob/Gyn Residents for Fellowship 
Training in Gynecologic Oncology
David W Doo, Matthew Powell, Akiva Novetsky, Jeanelle Sheeder, 
Saketh R Guntupalli 

Gyn Oncol Reports, 2015



Survey Design and Results
• Design

• Surveyed over 130 faculty gyn oncologists from AMC with fellowship programs

• Results regarding incoming gyn onc fellows
• 49% could not independently to TH
• 59% could not independently do 30 mins of major case
• 40% could not control bleeding
• 40% could not recognize anatomy or tissue planes
• 58% tissue planes

• Conclusion
• Ob/Gyn residencies are ineffective in preparing fellows for advanced training in gyn oncology

Gyn Oncol Reports, 2015



What Are Potential Factors Contributing 
to These Findings?



Work Hour Restrictions
• ACGME mandated 80 hr

restrictions in 2003
• Systemic review of RDH restrictions 

in surgery demonstrated:
• No consistent improvements in resident 

well-being
• No consistent improvement in patient 

outcomes
• Decreased surgical exposure
• Lower performance on certification 

examinations

• Articles in Ob/Gyn show mixed 
results

Libby Zion
3/5/1984

Ahmed et al. Annals of Surg, 2014



Decrease in Hysterectomy Rates

• Nearly 7.5 million patients who had TH between 1998 and 2010 identified in the Nationwide Inpatient Sample
• 36% fewer TH in 2010 compared to 2002
• Decline mostly in benign indications – More non-TH therapeutic options?

Fig. 1.
Number of hysterectomies performed stratified by year of the procedure.
Wright. Trends in Use of Inpatient Hysterectomy. Obstet Gynecol 2013.
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Fig. 2.
A. Hysterectomies (%) performed via each surgical route by year of procedure. B.
Procedures (n) performed each year stratified by indication for surgery.
Wright. Trends in Use of Inpatient Hysterectomy. Obstet Gynecol 2013.

Wright et al. Page 10

Obstet Gynecol. Author manuscript; available in PMC 2014 February 04.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Wright et al. Obstet Gynecol, 2013



Increase in Laparoscopic Hysterectomy

• Utilized ACS NSQIP data
• Reviewed approximately 225k 

women who underwent 
hysterectomy for benign 
indications from 2007 to 2017
• TLH rates increased 200%
• TVH and TAH rates decreased by 

58% and 42%, respectively

Tyan et al. JMIGS, 2022



TLH Has Become the Preferred TH Procedure

• Utilized ACS NSQIP data
• Reviewed over 161k women who 

underwent MIS TH from 2008-2018
• TLH rates increased from 12% to 68%
• VH rates dropped from 51% to 13%

Luchrist et al. AJOG, 2021



The Rise of the Robot
• Review of 5175 hysterectomies 

done between 2010-17 at 2 
institutions for benign and cancer 
indications

• 38% increase in robotic TH
• 20%/8%/9% decrease in 

abdominal/vaginal/laparoscopic TH

4 Minimally Invasive Surgery

Table 2: Percent of hysterectomies by route-both hospitals.

Type of Hysterectomy 2010 (n) 2011 (n) 2012 (n) 2013 (n) 2014 (n) % Change 2010-2014
Abdominal 45.2 (468) 30.5 (327) 25.6 (270) 24.1 (241) 25.0 (253) -20.2 (∗)
Vaginala 29.3 (303) 23.9 (256) 21.3 (224) 24.0 (240) 20.4 (207) -8.8 (∗)
Laparoscopicb 14.1 (146) 12 (115) 7.7 (81) 7.6 (76) 4.7 (47) -9.4 (∗)
Robotic 11.5 (119) 34.9 (374) 45.5 (479) 44.2 (442) 49.9 (506) +38.4 (∗)
All Minimally Inkasikec 25.6 (265) 46.9 (489) 53.1 (560) 51.9 (518) 54.6 (554) +29.1 (∗)
Percentages are rounded up to the nearest tenth place; a includes laparoscopic-assisted vaginal hysterectomy; b includes total laparoscopic hysterectomy and
laparoscopic supracervical hysterectomy both via traditional laparoscopy; c combined robotic and laparoscopic cases; ∗statistical signi/cance, p < 0.05.
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Figure 1: (a) Percent of hysterectomies by route-community hospital. (b) Percent of hysterectomies by route-teaching hospital. (c) Percent of
hysterectomies by route-both hospitals.

Papalekas et al. MIS, 2018



Do Residents Get Enough Surgical Experience? 

• Duration of training
• Ob/Gyn – 18-24 mos
• General Surgery – 60 mos

• ACGME data
• Reviewed case logs from nearly 19k 

residents over 2002-3 and 2017-18
• Median no. of cases

• VH 31 to 20 (35% decrease)
• TLH 20 to 43 (115% increase)
• TAH 85 to 37 (56% decrease)

vaginal hysterectomies increased significantly, by 0.58
cases per year (P5.04).

DISCUSSION
This study demonstrates that the total number of
hysterectomies logged by obstetrics and gynecology
residency graduates has decreased significantly from
2008 to the present. This results from a decrease in

abdominal and vaginal hysterectomies, despite an
increase in the number of laparoscopic hysterectomies
performed. This study shows a continuation of the
results of a similar analysis of prior ACGME data by
Washburn et al,6 who demonstrated a decrease in
number of abdominal hysterectomies and an associ-
ated increase in laparoscopic hysterectomies from
2002–2012. Interestingly, there was no significant
change in the mean number of total hysterectomies
performed by residents during the time period re-
viewed by Washburn. The current data demonstrate
that this trend is now significantly different. Although
this trend is significant, the absolute decrease in total
number of hysterectomies (seven per resident from
2008 to present) is relatively small. This raises ques-
tions about what the appropriate number of hysterec-
tomies per graduating resident should be, especially in
light of the OBGYN Review and Recognition Com-
mittee’s recent increase in the minimum number
of minimally invasive hysterectomies from 50 to 70.
The category of “teaching assistant” was added in
2009 to allow residents to take advantage of cases in
which a senior resident, under faculty supervision,
acts as a surgical teacher to junior residents. Because
these data were not previously collected and are now
included, this indicates an overall decrease in the
absolute number of hysterectomies being performed.
Because a single hysterectomy can be logged by two
residents, it is likely that these data overestimate the
total number of hysterectomies currently being
performed in residency programs. The significant

Table 1. Median Number of Hysterectomies Reported by Graduating Residents in the Accreditation
Council for Graduate Medical Education Case Log Database

Year No. of Programs No. of Residents Total TAH TLH TVH

2002–2003 246 1,127 — 85 (69–102) — 31 (24–39)
2003–2004 247 1,090 — 80 (65–98) — 29 (22–37)
2004–2005 248 1,117 — 78 (65–96) — 29 (22–37)
2005–2006 245 1,119 — 75 (62–91) — 29 (22–37)
2006–2007 246 1,120 — 76 (63–93) — 29 (22–37)
2007–2008 247 1,173 — 74 (60–88) — 29 (23–37)
2008–2009 243 1,171 112 (97–132) 69 (59–83) 20 (13–28) 19 (14–24)
2009–2010 244 1,187 112 (97–130) 64 (54–79) 23 (16–32) 18 (14–24)
2010–2011 242 1,183 114 (100–132) 62 (51–74) 30 (22–40) 18 (15–22)
2011–2012 242 1,221 112 (99–128) 56 (47–66) 35 (26–46) 18 (15–23)
2012–2013 241 1,220 — 50 (42–59) 37 (28–49) 17 (15–21)
2013–2014 239 1,213 114 (100–132) 46 (40–55) 40 (30–50) 23 (19–28)
2014–2015 239 1,234 113 (100–128) 45 (40–52) 39 (30–52) 22 (18–28)
2015–2016 241 1,259 110 (96–125) 42 (38–49) 40 (30–52) 22 (18–27)
2016–2017 242 1,271 107 (94–123) 39 (36–45) 41 (31–53) 21 (17–26)
2017–2018 241 1,277 105 (92–121) 37 (34–43) 43 (32–56) 20 (17–25)

TAH, abdominal hysterectomy; TLH, laparoscopic hysterectomy; TVH, vaginal hysterectomy; —, missing values within the database.
Data are n or median (interquartile range).

Fig. 1. Median numbers of hysterectomies logged as
surgeon per graduating resident in the Accreditation
Council for Graduate Medical Education case log database
(2002–2017, data missing for total number of hysterecto-
mies for 2012).
Gressel. Hysterectomy Data from the ACGME. Obstet Gynecol
2020.

© 2020 by the American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.
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What is Contributing to Diminished Surgical 
Skills in Graduating Ob/Gyn Residents?
• Likely a combination of things

• Work hour restrictions
• Decrease in hysterectomy rates (particularly for benign 

indications)
• Transition to more laparoscopic and robotic procedures 
• Less vaginal cases
• Fewer abdominal procedures and those now generally for more 

complex cases
• Shorter gynecology surgical training compared to other surgical 

specialties (18-20 mos. vs 60 mos. In other surgical specialties)

The 10,000 hours rule



Potential Solutions For These Perceived 
Surgical Skill Deficiencies
• Increase simulation 
• Lengthen residency
• Resident tracking with 

aptitude selection
• Post residency mentorship 

for specific procedures
• Fellowship training

Wright et al. J Gynecol Surg, 2022.
https://www.contemporaryobgyn.net/view/s
urgical-training-obgyn-residency-adequate

Surgical Volume and Proficiency in Practice

The number of hysterectomies performed annually in the
United States, the second most common surgery performed
on women after cesarean section, has been declining with a
39% drop from 2000 to 2014.10 Concurrently there is an
increase in the number of routes used for gynecologic sur-
gery as well as an increase in treatment options for common
benign conditions.11

Although surgical volume alone cannot predict patient
outcomes, multiple studies in benign gynecologic surgery
show that patients of low-volume surgeons exhibit increased
complications in all routes of hysterectomy: these include
transfusion, higher blood loss, intraoperative injury, length of
stay, intensive care admission, and postoperative complica-
tions.12–14 High-volume surgeons performing gynecologic
procedures have fewer complications, decreased costs, and
increased use of minimally invasive routes of access.15–20

Notably, gynecologic specialists have a rate of any major
intraoperative complication that is three times higher than
that of subspecialists.16 An important challenge to ac-
knowledge is that most OB/GYN specialist practices do not
have sufficient annual volume of benign gynecologic pro-
cedures to maintain proficiency. Learning curves for lapa-
roscopic and robotic hysterectomy have been reported to be
as high as 75 and 91 cases, respectively.21–23 The current
issues in residency training are fully reflected in the prob-
lems with current OB/GYN practice.

Current Solutions

We propose several solutions to our current inadequate
training in benign gynecologic surgery.

Residency tracking

We have described four different models for resident
tracking in OB/GYN (Fig. 1).24 In particular, Model III
follows the Early Specialization Program developed by the
American Board of Surgery (ABS), the American Board of
Thoracic Surgery, and the Residency Review Committee
(RRC) to allow for dual certification in general surgery and

the respective subspecialty after 6 to 7 years of training in an
integrated model.25 After 10 years of experience with the
model, 90% of program directors reported their graduates
were ready for independent practice, and first-time pass
rates on the board examinations were higher than those of
traditional residency graduates.26

A similar program in OB/GYN would include 3 years of
core training followed by either entering fellowship or a
comprehensive specialist or rural track in year 4. The benefit
of this model would allow for a shortened training period
with appropriate division of needed subspecialists. The
American College of Surgeons and the ABS continue to
work with the RRC on expanding tracking due to the success
of tracking programs. Since 85% of surgical trainees pursue
subspecialty training, goals of tracking include improving
core surgical training and including setting competency re-
quirements before advancement to senior residency special-
ization.27 This could be easily replicated in OB/GYN.

Fellowship in minimally invasive gynecologic surgery

FMIGS was established in 2001, initially to provide pre-
ceptorship training for operative endoscopy, given the lim-
ited expertise in these procedures. Over time, FMIGS was
viewed as addressing inadequate residency training in be-
nign gynecologic surgery in general, with minimally inva-
sive surgery representing the preferred route for most
operations.28 Since joining the National Residency Match
Program in 2014, FMIGS has consistently been one of the
most competitive OB/GYN fellowships. The expansion of
the FMIGS may represent the best way forward for OB/
GYN trainees who want to focus on complex benign uterine
and adnexal surgery.

Discussions of changing the FMIGS name are underway,
as training involves much more than simply instruction in
endoscopic techniques—‘‘minimally invasive’’ is now the
standard of care for most benign gynecologic procedures.
Graduates are now expected to have mastery of management
of benign uterine and adnexal disorders, including pelvic
pain, abnormal bleeding, uterine fibroids, endometriosis, and
reproductive surgery. Patients with these conditions can no

FIG. 1. Suggested models for residency tracking. Model 1 is the current standard OB/GYN residency curriculum, whereas
Model 3 most closely follows the Early Specialization Program. OB/GYN, obstetrics and gynecology.
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Qualities and Responsibilities 
of the Surgical Coach



How a Surgical Coach Differs from a Teacher and Mentor



• Understand your game
• Be eager to learn and adapt
• Share knowledge
• Motivate team
• Know the trainee
• Communication
• Listen
• Be disciplined
• Lead by example

Qualities of a Great Coach



What is Your Commitment to Trainees

• Increase your fund of knowledge
• Increase your technical skill sets
• Optimize your judgement on how to 

apply knowledge and skills
• Improve your education and research 

skills
• Help you grow as a human being and 

professional

Obstetrics and Gynecology 2023-2024 Residents 

4th 
Year 

 

     
Sky Dainty, MD 

835-0566 
Tessa Delaney, MD 

835-0556 
Veronica Fox, MD 

835-0558 
Betsy Gammon, MD 

835-0561 
Sarah Hmaidan, DO 

835-0551 
 Amita Kulshreshtha, 

MD, MPH 
835-0563 

3rd  
Year 

 

 

 

   
Taryn Boucher, MD 

835-0562 
Soumya Gogia, MD, MPH 

835-0559 
Edwin “Win” Holt, MD 

835-0553 
Samhita  

Nelamangala, MD 
835-0560 

Niharika “Rika” 
Ravichandran, MD 

835-0554 

Erin Vrana, MD 
835-0552 

2nd   
Year       

Tita Gonzalez Pena, 
 MD, MPH 
835-0550 

Mary “Bolu” Idowu, MD 
831-6135 

Camille Masters, MD 
835-0565 

Peyton McElhone, MD 
835-0573 

Megan Nocita, MD 
835-0555 

Lindsey Weber, MD 
835-0568 

1st 
Year 

 

  

 
 

  

 Elisabeth Adkins,  
MD, MBA 
835-0571 

Gabby Armstrong, MD 
835-0567 

Emilee Gibson, MD 
835-0564 

Sam Hinkes, MD, MPH 
835-0572 

Patience Timi, MD 
835-0557 

Morgan Touchton, MD 
835-0570 



What to Expect of Trainees Before They Get to 
the OR
• Learn the diseases
• Know what to do, both surgical and 

non-surgical (aka, good doctors)
• Know why we do what we do (aka, 

great doctors)



What to Expect of Trainees Before They Get to 
the OR
• Know co-morbidities and perioperative 

risks
• Antibiotic prophylaxis
• DVT/PTE prophylaxis
• Principles of ERAS
• Surgical positioning
• Surgical goals



What to Expect of Trainees 
Once They Get to the OR
• Abdominal wall anatomy
• Abdominal/pelvic anatomy

• Major organs
• Pelvic spaces
• Vascular anatomy
• Course of the ureter
• Neurologic anatomy



The Blocking and Tackling of Surgery

• Knowing instruments
• Using both hands
• Traction - countertraction
• Clamping tissue
• Cutting tissues
• Suturing and tying knots



Simulation! Simulation! Simulation!

• Instrument labs
• Anatomy pro-dissection labs
• Porcine labs
• Hysteroscopy model
• EMIGS
• Robotic training



ACOG Surgical Curriculum in Ob/Gyn

• Created by CREOG Surgical Skills Task Force
• Modules created for standardized surgical 

skills training of Ob/Gyn residents
• Modules consists of:

• Objective, description and assessment
• Description of simulation
• Description of the surgical procedure
• Evaluation quiz and forms

https://www.acog.org/education-and-events/creog/curriculum-
resources/surgical-curriculum

https://www.acog.org/education-and-events/creog/curriculum-resources/surgical-curriculum


Levels of Gynecologic Care Framework

Breitkopf et al. Obstet Gynecol, 2023. 

Levels of Gynecologic Care Clinician Types Case Examples
Outpatient Clinicians trained to do office-

based procedures
LEEP               Hysteroscopy
Biopsies MVA
ASA 1 patients

Level I (basic) ASC trained gynecologists TLH CKC
ASA < II

Level  II (specialty care) Inpatient trained gynecologists TAH BSO
ASA II - III

Level III (subspecialty care) Focused/subspecialty gynecologists
Medical consultants

Stage 4 endometriosis
Ovarian cancer debulking
ASA > II

Level IV (regional centers) Interdisciplinary teams Exenteration PAS
ASA > II



How Can You Use Framework 
To Improve Coaching? 
• Levels Outpatient-II

• Help learner master the skills

• Levels III-IV
• Help learner better understand surgical principles that 

can be applied to lower levels



Evolution of Surgical Coaching



Evolution of Surgical Coaching and Training



An Adaptive Surgical Expert Approach to 
Coaching and Training

• Develop greater movement economy, 
consistency and automaticity 
• Become effective and efficient problem 

solvers
• Years in practice and volume not always 

associated with expert level skill
• Requires deliberate simulation and 

distributed case practice of both surgical 
skills and cognitive drills with effective 
feedback Schaverien. J Surg Edu, 2010.



Video Based Surgical Coaching and Training

• The Halstedian model of “See one, do 
one, teach one” is not a sustainable 
model 
• New options

• New virtual reality training technology 
• Video based assessment of real time 

cases (McQueen et al. J Surg Educ, 2019)
• Several challenges – Technology, cost, 

time constraints

https://www.youtube.com/watch?v=ue2m75G7Ci4&pp=ygUddmlkZW8gY
mFzZWQgc3VyZ2ljYWwgdHJhaW5pbmc%3D

https://www.youtube.com/watch?v=ue2m75G7Ci4&pp=ygUddmlkZW8gYmFzZWQgc3VyZ2ljYWwgdHJhaW5pbmc%3D


Coaching and Training of Nontechnical Skills 
for Surgeons (NOTSS)



Assessing NOTSS-US Across Surgical Training 
Levels
• Prospective cohort study of 32 

surgical residents from 3 
programs rated by 9 faculty 
• Provided score for 4 domains
• Mean total scores increased 

from intern to junior resident to 
senior resident (p<0.001)

by using an online format for training faculty surgeons across sites to
assess residents’ non-technical skills, this study demonstrated a
feasible path for scaling up non-technical skill education for surgical
residents nationwide.

Several limitations should be considered while interpreting this
analysis. First, because the raters were also the attending surgeon
scrubbed into the case, the ratings were not blinded and could be at
risk of bias attributable to raters knowing the training level of the
resident they assessed. However, raters were not notified of the
specific research aim of characterizing non-technical skills data at
various stages of surgical residency, which lessens the bias for
faculty surgeons to intentionally rate residents more harshly or
leniently based on their known PGY. Furthermore, the paradigm of
an attending surgeon assessing a surgical resident while operating
together is ubiquitous among US residency programs, so this
methodologic design is also a practical application. Although the
operations selected by faculty raters did not adhere strictly to a
priori suggestions by the study team, the specific operationmay not
be influential for non-technical skill assessments, as a sensitivity
analysis that included procedure type did not affect NOTSS-US
point values across residents’ training levels. Also, the study sam-
ple size was smaller than the intended recruitment target of 15
residents per institution. Similarly, this study encountered chal-
lenges recruiting enough faculty surgeons for rigorous risk
adjustment and sufficient observations of interns, despite
improving the feasibility of implementing non-technical skill
assessment via online training and submission of ratings. Although

the influence of raters’ gender on NOTSS-US ratings has been
recognized,15 this study had too few ratings from female raters to
assess this factor. To address lower-than-expected enrollment, we
used a non-hierarchical, crossed random effects model that
controlled for unmeasurable factors that could affect residents’
NOTSS-US ratings. This type of model also offset the lower precision
of NOTSS-US ratings related to variable resident/rater pairs across
multiple institutions. Despite widened CIs for point estimates, clear
differences were detected in NOTSS-US ratings between senior
residents, junior residents, and interns.

These findings are foundational data for supporting non-
technical skill development for surgical residency programs
across the United States. Improvements in the accuracy of non-
technical skill ratings might be achieved with blinded raters who
conduct video-based assessments of residents’ operations. Using
neutral, third-party raters would further reduce rater bias. Future
research should seek to identify sources of variation in non-
technical skill ratings that were not captured in this study. Future
assessments of residents’ non-technical skill development will also
require robust recruitment efforts to ensure equitable participation
from each study site in addition to prioritizing representation from
multiple institutions.

Looking ahead to practical applications of this work, these
NOTSS-US ratings may serve as performance milestones at various
stages of residency training. After being evaluated in larger pop-
ulations with standardized methods, PGY-level NOTSS-US ratings
might serve as competency standards for advancing to the next

Fig 2. Variation in individual NOTSS-US category ratings by residents’ training level.

Table III
Sources of variation in NOTSS-US ratings

Outcome SSE (full) SSE (resident
excluded)

Partial R2

(resident)
SSE (rater
excluded)

Partial R2

(rater)
SSE (case
excluded)

Partial R2

(case)

Total NOTSS-US e152.07 e175.42 13.3% e160.88 5.5% e155.86 2.4%
Situation awareness e62.32 e76.24 18.3% e66.98 7.0% e64.78 3.8%
Decision-making e73.52 e85.76 14.3% e78.12 5.9% e75.35 2.4%
Communication and teamwork e74.31 e89.32 16.8% e82.08 9.5% e75.73 1.9%
Leadership e52.84 e65.54 19.4% e63.72 17.1% e56.42 6.4%

SSE, error sum of squares (derived from the mixed effects linear regression model).

J.C. Pradarelli et al. / Surgery 170 (2021) 713e718 717

Pradarelli et al. Surgery, 2021.



Competency
• Competency is a set of demonstrable 

characteristics and skills that enable, 
and improve the efficiency of, 
performance of a job. 
• Competencies are not skills, although 

they are similar. Skills are learned, 
while competencies are inherent 
qualities an individual possesses.



Competency Based Assessment Framework

• Developed after realization that 
competency is not directly 
correlated with years of training 
or number of cases  
• Evolution of Competency Based 

Medical Education 
• ACGME Outcomes Project 2002
• Milestones Project 2013
• Entrustable professional activities 

(EPAs) 2023



EPAs
• Provide a means of assessing 

a resident’s progress 
towards autonomy and full 
entrustment in relevant 
clinical workflow contexts 
that reflect competence
• Incorporates competencies 

and milestones but within a 
clinical context

have been popularized to date. Last, and perhaps most important,
EPAsprovideamechanism to alignwhatweassessdirectlywithwhat
we do, serving as a basis for the work of the profession.

EPAs and resident autonomy

EPAs serve as an integrative construct that place the competencies
and milestones in the context of clinical care, providing a way to
capture the holistic assessment that happens automatically when-
ever faculty interactwith trainees.Within the context of an operation
or other patient care episode, the attending physician must consider
multiple variables when determining the level of responsibility and
autonomy that will be granted to the trainee, including17:

1. Attributes of the trainee (tired, confident, level of training)
2. Attributes of the supervisor (lenient or strict)
3. Context (time of day, facilities available)
4. Nature of the activity (rare versus common, complex versus

straightforward).

In his work, Dr. ten Cate also defined 5 levels of supervision that
may be employed with each EPA. While these are not identical to
other measures of progressive responsibility, such as the ACGME
milestones, they can be aligned with them and can serve as mea-
sures of progressive autonomy in surgical training. They include17:

1. Observation onlydno execution by the trainee, evenwith direct
supervision

2. Direct supervisiondin-person, proactive supervision
3. Indirect supervisiondon-request, quickly available reactive

supervision

4. Unsupervised practicedsupervision at a distance or post hoc
5. Supervises othersdsupervision provided by the trainee to more

junior colleagues.

While EPA micro-assessments using the above scale and col-
lecting minimal other information, such as date, problem
complexity, and free text comments, are very useful at assessing
EPA performance directly, few data have been published about the
number of micro-assessments needed to make a valid, summative
entrustment decision.20 One helpful analogy for summative
entrustment for an EPA is like granting a new driver’s license; from
that moment on, the learner is being trusted to act unsupervised.
This trust involves accepting the risk of driving in heavy traffic or
working in a busy clinic. As not all situations can be foreseen or
observed, competence is thus open-ended, just as one cannot
specify in advance the range or presentations of trauma to which a
learner may be exposed.

Just as with assignment of milestone levels, which are made
biannually by clinical competency committees within each resi-
dency training program, both a greater number of assessments and
a variety of the types of assessments enhance the validity of the
conclusions reached. This same principle is true for EPAs, thus EPA
micro-assessments form only 1 part of the assessment portfolio
that may be used to determine resident performance and auton-
omy. Work from Sandhu et al around entrustment has synthesized
and established validity evidence for the OpTrust tool, an instru-
ment scored by a third-party observer that rates entrustment
behavior by faculty members and entrustability behavior by resi-
dents within an operative encounter. This instrument has been
found to have high inter-rater reliability and correlation between
scores for faculty and trainees.21 Follow-up studies from this group
have identified that congruence in regulatory focus between faculty

Figure. Relationship of EPAs with competency domains, individual competencies and milestones.
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Assessing Competency with OPPE/FPPE

• Established in 2007 and 2008, 
respectively
• Drives desired behaviors and 

excellence in clinical care
• Focus on compliance, quality and 

safety
• Important element of self and 

group regulation



Take Home Points
• Gynecologic surgery has evolved (and so must we)
• Faculty (and others) need to learn how to be a better surgical coach

• Be on top of your game
• Set expectations prior to, during and after surgery
• Be clear on procedures we want residents to master
• Take opportunity on advanced cases to teach surgical principles

• Prepare for the future of surgical education (coaching)
• Video based simulation
• Quantitative assessment of NOTSS
• Entrustable Professional Activities 



Your Job as a Surgical Coach

“The surgical coach’s job is to get potential out of their trainee that 
the trainee doesn’t think they have”




