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Abstract 

Medical students wanting to be surgeons have a long road of training that only grows with 

advancing technology and an expanding range of diseases. Faced with duty hour restrictions, 

today’s residents are experiencing a shift from the traditional training paradigm—instead of 

learning all basic skills in the operating room (OR), some are being developed with simulation 

training outside the OR. In order to create a curriculum with an effective blend between 

operating duties and simulation, it’s important that there’s an understanding of the effect of 

resident involvement in the OR. Then, a more accurate simulation/education curriculum can be 

created that will maximize quality and efficiency of training and begin to reduce adverse effects 

of intraoperative resident involvement (complications, time, and cost). In an effort to determine 

these effects at the Mayo Clinic, 324 laparoscopic cholecystectomy (gallbladder removal) cases 

from 2010-2013 were retrospectively reviewed. All cases were performed by one general 

surgeon with or without a post-graduate year three surgery resident. There were 174 cases with 

resident involvement and 150 without. Overall, OR time was significantly greater with a resident 

(88 ± 30 min versus 57 ± 22 min by surgeon only (t(311)=10.33, p<0.0001); however, there were 

no differences in complications (χ2=0.026; p=0.436). Excluding high-risk patients, there were 

117 cases with resident involvement and 89 without. Again, operative duration was longer with a 

resident (88 ± 23 min versus 54 ± 22 min surgeon only (t(192)=8.97, p<0.0001); but, no 

differences in complications were seen (χ2=0.102, p=0.370). While a longer operative duration 

with resident involvement translates into larger costs, no statistically significant difference in 

complications is quite encouraging. Educators can now modify their simulation/education 

curriculum to include more laparoscopic fundamentals—potentially reducing the amount of time 

spent in the OR  learning the basics of laparoscopy—as well as adding sessions that include 

common GS procedures (like LC and laparoscopic appendectomy). The addition of laparoscopic 

stations in assessments would also be beneficial to ensure residents are meeting competency 

standards before they can operate. The ultimate goal of these modifications is to create surgeons 

who are both efficient and effective in the OR: reducing operative duration without risking 

patient safety.  
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“Probably in the not far distant future we will crawl out of our old methods of education, as a 

snake sheds its skin, and reorganize a new plan.” – Dr. Charlie Mayo 
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Chapter 1: Introduction 

Medical students training to be surgeons have a long road to achieve their goals. With 

advancing technology, the ever-expanding range of diseases, and the implementation of duty 

hour restrictions, surgical residents are forced to learn a tremendous amount of information in an 

extremely limited amount of time.1 Currently, more emphasis is being placed on the efficiency of 

the surgical training process. To avoid spending valuable operating room (OR) time teaching and 

learning basic technical skills, the development of new and novel approaches to training and 

surgical education has become increasingly important; 2-4 the shift from the majority of resident 

learning occurring in the OR to simulation labs, laparoscopic task trainers, and cadaver/pig labs 

is becoming a monumental movement throughout surgery training programs across the country. 

1,5-14  

Historically, surgical residents worked seemingly every day, all day; millennial trainees 

might call it the “walked up hill both ways to school” mantra. Duty hour restrictions, 

implemented in 2003 by the Accreditation Council for Graduate Medical Education (ACGME) 

and refined in 2011, forever changed general surgery (GS) residency.15 Created to provide a safer 

working environment and improve patient care,16 the ACGME restricted GS trainees to an 80-

hour work week among other limitations, such as one day in seven free of patient duties and a 

required rest period.15 While intuitively duty hour restrictions may seem beneficial for everyone 

involved—surgical residents aren’t working long hours, and are therefore more rested and 

consequently patient care must be better—the literature suggests no improvement in patient 

experience or patient care/safety.17-19 In addition to a lack of difference for the patient, the 

amount of time GS residents have to get hands-on experience in the OR has declined. 20,21  
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Because residents get less experience in the OR, other modalities of education have 

become more prominent—most notably, simulation. The International Meeting on Simulation in 

Healthcare by the Society for Simulation in Healthcare and other simulation societies and 

conferences have been popping up across the country with the growth of institutional simulation 

centers and the widespread acceptance of simulation. Importantly, simulation has been shown to 

be positively correlated to patient-related outcomes;22-24 in other words, simulation works and is 

an effective way to help trainees get more experience outside of the OR.  

Ideally, a national standardized, surgical simulation curriculum would be a gold-standard, 

and efforts are under way to begin to develop such education.1 In this curricula, residents would 

be allowed to participate in surgical procedures in the OR only after they meet pre-set criteria in 

the laboratory (simulation setting).1 In addition, resident advancement would be due to 

competence, rather than time served.1 Surgeons and educators at Mayo Clinic Rochester have 

created several low-cost, low-fidelity bench models, as well as both formal simulation 

curriculum and biannual objective simulation assessments for all surgical trainees.5-7,10,11,25-27 

However, Mayo Clinic seems to be unique; at the present time, few institutions nationwide have 

developed any sort of simulation curriculum for surgical residents. 

Some research has debated resident involvement in the OR suggesting residents may 

influence both quality and efficiency by morbidity, mortality, and/or operating time.28-30  

However, medical literature is lacking in the area of quantifying the time spent training residents 

for specific procedures and the associated cost.31,32 Because of this, it has been hard to justify the 

amount of time that should go into all educational aspects of surgical residency training, 

especially in simulation and the OR. Once there’s a better understanding of the effect of resident 

training on OR performance, surgical educators can more accurately create a 
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simulation/education curriculum that will maximize quality and efficiency and begin to reduce 

adverse effects (complications, time, and cost).  

 The adoption of laparoscopy in the general surgery profession has forever changed the 

training process; it has added difficulty and expanded the need for a specific skill set, all which 

must be learned during the brief course of surgical residency.33Laparosopic cholecystectomy, the 

surgical removal of the gallbladder via laparoscopy—a minimally invasive procedure—is one of 

the most common laparoscopic procedures performed by general surgeons34;and therefore, a 

procedure that every trainee graduating from residency should be able to perform independently.   

 The purpose of this study was to retrospectively review charts of patients who have 

undergone laparoscopic cholecystectomy by one surgeon at Mayo Clinic Health Systems in La 

Crosse, Wisconsin, and analyze the effects of intraoperative resident involvement. The results of 

this study will help to inform program directors and educators on the specific outcomes of 

resident involvement, which they can use to improve their curriculum implementation.    
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Chapter 2: Review of Literature 

This review of literature addresses the following topics: General surgical (GS) profession 

as a whole; medical model for resident education which will include the history of resident 

training, resident training in the 21st century, and GS resident training at Mayo Clinic; changing 

roles of GS residents with the introduction of laparoscopy; and the difference in outcomes with 

residents involved, specifically the complications, including morbidity and mortality, operating 

time, and cost. 

General Surgery Profession 

The surgical profession plays a vital role in the medical community. Surgeons “have 

made magnificent contributions in education, clinical care, and science.”35 Successful surgeons 

often possess specific qualities, such as humility, good judgment, curiosity, courage, skill, 

intelligence, etc.36 However, it takes an immense amount of time and practice to become a 

general surgeon. It requires at least five years of GS residency training plus an added one year or 

more for the roughly 70% of trainees who go on to pursue a surgical fellowship.37 On top of this, 

GS trainees may step out of residency for a year or more for research in an effort to “beef up” 

their curricula vitae and increase their chances in getting into a competitive fellowship. 

Additionally, with the need for continuing medical education courses, recertification, and the 

continuous inventions of new instrumentation and discoveries of new diseases and treatments, it 

could be argued that a surgeon’s training never truly ends.38   

 General surgeons are specialized in nine primary components of surgery, including: (1) 

Alimentary tract,  (2) Abdomen and its contents, (3) Breast, skin, and soft tissue, (4) Head and 

neck, (5) Vascular system, (6) Endocrine system, (7) Surgical oncology, (8) Comprehensive 
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management of trauma, and (9) Complete care of critically ill patients with underlying surgical 

conditions.39  

Medical Model for Resident Education 

History of resident training. William Halsted, at John Hopkins, originally conceived the 

structure of the medical model in regards to surgical residency in 1889.40 His idea, then, was to 

“have a system that, through apprenticeship, would allow a new graduate from medical school to 

acquire the knowledge and skills necessary to manage safely the patients who required surgical 

treatment.”41  

Halsted’s model was aimed at “…producing one outstanding individual, making 

‘professors of surgery’”.40 Only eight residents were admitted the first year at John’s Hopkins; 

four of these were one-year positions, three were not guaranteed staff surgeon positions, while 

one became a house surgeon.40 The core principles of this triangular model was that the trainee, 

with skilled surgeon supervision, would get repetitive and intense patient opportunities, increase 

their knowledge of the science of surgical diseases, develop skills in patient management and 

technical abilities, and be responsible and independent with an increase in the complexity of 

patients and cases.1  

At the height of the Halstedian training era, many national surgery organizations were 

created, including the American College of Surgeons (ACS), American Medical Association 

(AMA), and American Board of Surgery (ABS).1 Since their births, ACS, AMA, and ABS have 

all been instrumental in graduate medical education (GME).   

 Edward Churchill, of Massachusetts General Hospital, criticized two parts of Halsted’s 

model: (1) He felt the model did not result in properly trained surgeons and (2) the model was 

dependent on one individual.40 And he wasn’t the only one; objections by other surgeons were 
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common—they wanted a defined, shorter duration of training and had a strong disdain for his 

pyramidal structure.42 Churchill proposed a new model with a “rectangular structure”.40 In this 

new model, only six residents were admitted; four obtained four years of training and the 

remaining two were kept for six years.40 This new structure was not dependent on one 

outstanding individual, but rather a “group of masters”.40 This was established as an 

accreditation mandate by the 1960’s; and while Churchill’s “rectangular structure” remained the 

core model of surgical residency training in the United States until the 21st century, it still had its 

flaws. It assumed that all trainees in the same class had the same intelligence, skill, and 

competence.42 

 Resident training in the 21st century. In the late 20th century, the “rectangular” model 

became stressed by technological advancements, especially the introduction and widespread use 

of laparoscopy and other forms of minimally invasive surgery.1,14,40,43,44 In addition, specialties 

were being created to treat single diseases as the medical community was becoming more 

disease-oriented.14,40,43,44 In 1982, the Accreditation Council for Graduate Medical Education 

(ACGME) was established.1 The ACGME has introduced very important changes since its 

founding. The ACGME defined six core competencies that residents were mandated to achieve 

and master during their training, including medical knowledge, patient care, interpersonal and 

communication skills, professionalism, practice-based learning and improvement, and systems-

based practice.1,42 The focus of training started to shift to the objective evaluation of outcomes, 

which still holds true today.1,45 Additionally, the ACGME mandated the organization of surgery 

training; for example, GS trainees must rotate through a variety of specialties including 

transplant, gynecology, and vascular surgery.42  



12 

 

 

With all of these significant changes in GS education, a national standardized curriculum 

was needed.1 The Surgical Council on Resident Education (SCORE) was developed to be 

responsible for monitoring and improving resident education and training in surgery.1  

Perhaps the biggest and still most talked about change in GS training came in 2003 (and 

further modified in 2011) when the ACGME regulated resident work hours.1,14,40,43 Up until this 

point, surgical trainees were able to work as long and as frequently as needed with no 

requirements for time off. These new regulations caused a severe restructuring of surgery 

training programs.1 With the continuation of advancing technology and the expanding range of 

diseases, surgical residents began to be forced into learning a tremendous amount of information 

in a limited amount of time.1,37,42,46 The duty-hour restrictions caused a need for improvement in 

the efficiency of the surgical training process; because of this mandated decrease in time at the 

hospital and clinic, seeing patients, and operating, the opportunity for residents to learn must 

come from elsewhere. Time in the OR would be much better served learning and practicing 

higher-level, complex tasks rather than acquiring basic skills.1,14 Other modalities of training 

needed to be created or used to aid residents in learning fundamentals, so they would be better 

prepared to gain the most out of OR experiences.  

The ACGME requirements for surgery programs state that all should include some 

simulation or skills labs, although rigorous simulation education curriculums and assessments are 

still rare. 1,14,47 While still in its infancy, there is a push towards simulation labs, cadaver labs, 

laparoscopic task trainers, and low-cost bench models in surgery education. 1,5-14 Simulation 

provides a safe and controlled environment in which residents can make mistakes while 

acquiring both knowledge and skills without harming patients.23,43,48,49 Of note, simulation has 

proven its effectiveness; the transfer of skills and knowledge from the simulation lab to the OR 
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and clinic has been shown to positively affect patient outcomes.22-24,50 A systematic review from 

2013 focusing only on training in health professionals in laparoscopic surgery, authors identified 

219 studies enrolling over 7,000 trainees.50 Results showed that trainee laparoscopic skills time 

was faster when utilizing simulation versus no intervention or non-simulation instruction.50 

Another systematic review and meta-analysis of simulation and patient-related outcomes from 

2015 analyzed 33 studies with over 1,200 participants (physicians, residents, medical students, 

dentists, nurses); seven of these reported a correlation with time between simulation and OR 

performance, which resulted in a medium pooled correlation.23 While no specific studies have 

looked at simulated LC and correlation with OR performance, researchers at Mayo Clinic have 

found that a simulation based curriculum for totally extraperitoneal inguinal hernia repair 

(general surgery procedure) resulted in a 14 minute decrease in operative time.9 

To keep all residency programs up-to-date with training, national efforts are under way to 

develop a standardized curriculum in which residents can only participate in surgical procedures 

in the OR after they meet pre-set competency standards in the lab.1,51,52 

 General surgery resident training at Mayo Clinic.  Mayo Clinic in Rochester has 8-10 

positions open each year for their accredited, categorical GS residency;53 included in these 10 are 

three integrated tracks (thoracic surgery, community/rural surgery, and vascular surgery). In 

addition to the categorical residents, the program hires 10-15 preliminary GS residents. While a 

categorical resident is given a five-year training commitment, preliminary residents are only 

offered a one-year position.  

 Mayo Clinic GS residents rotate on different services and specialties throughout each 

level of training, having at least three months of general surgery each training year. During their 
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third year of training, they spend six weeks at a rural hospital (Mayo Clinic Health Systems-La 

Crosse, WI) or children’s hospital (Children’s St. Paul Pediatric Hospital, St. Paul MN).  

 Every resident in each training level is required to participate in bi-annual objective 

structured clinical examination (OSCE) style simulation assessment events.5-7,10,11,25-27 Residents 

are also mandated to go through a simulation curriculum, held once a week, for their entire first 

year of training. This training consists of a weekly GS topic. Residents rotate through a variety of 

stations, where they work one-on-one with a bench model, operate on a simulated patient 

performing abbreviated portions of surgical procedures, and engage in interactive didactic-based 

teaching sessions.5-7,10,11,25-27 Two of these sessions focus on basic laparoscopic skills and 

procedures; residents perform fundamental tasks (like laparoscopic cutting and tying knots), as 

well as laparoscopic cholecystectomy and appendectomy. However, due to logistical difficulties 

(short time allotted, lack of instructors), trainees are not required to test out of any of these 

laparoscopic skills. Moreover, no studies have been done linking the very brief (six hour 

maximum) simulation training sessions with operative performance, leaving Mayo educators to 

only speculate on session effectiveness. 

  Changes in roles of general surgery residents with new surgical procedures.  When 

the first surgeries were performed, surgeons could only operate during hours when there was 

sufficient daylight to see in their operating rooms. Before the days of real sterilization, visitors 

from other institutions were allowed in the ORs, which had mirrors above the table to provide a 

good view to those watching from the sidelines. Surgeons, trainees, and spectators were able to 

look into large incisions to get a good visualization of anatomy and disease.54   



15 

 

 

 Fast forward to the increase of technological advancements in the late 20th century to 

early 21st century, residents are required to learn new skills to master less-invasive surgery; 

especially for GS residents, laparoscopy has become an integral part of training. 

 Laparoscopy.  The broad and rapid embracement of laparoscopy brought the challenge 

of integrating new procedures safely and efficiently into surgical resident training.55 Laparoscopy 

(often called minimally invasive surgery or MIS) offers unique challenges; surgeons need to 

learn how to operate with a limited view of the field, reduced motion and maneuvering of the 

tools, lack of haptic feedback, loss of depth perception, not to mention misaligned eye-hand-

target axis, degraded image quality, and magnified hand tremor.12,56 On top of these, ergonomic 

challenges stemming from the close proximity of instruments can’t be forgotten.57 MIS requires 

more experience, and with the current paradigm of surgical training, that requires more time 

observing, assisting/performing while under supervision, and much more practice via 

simulation.58  

A simulation program was developed to aid in the practice of laparoscopy, called the 

McGill Inanimate System for Training and Evaluation of Laparoscopic Skills, MISTELS.59 The 

simulator was a laparoscopic trainer box in which residents/surgeons were able to complete a 

number of tasks ranging from basic to advanced laparoscopic skills.59-61 To begin, each resident 

or surgeon reviewed a video tutorial of each task to be completed; after the video, the tasks were 

attempted.59 Performance was scored for precision and speed by an instructor. The tasks 

completed were: peg transfer, circle cut, clip application, placement of ligating loop, mesh 

placement over a defect, intracorporeal and extracorporeal knot tying.59,60 These tasks are linked 

to MIS procedures like hernia repair (mesh placement), vascular surgery (ligating loop), 

cholecystectomy (clip application); additionally, they are generalizable for many laparoscopic 
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procedures (i.e. ability to move an object from hand to hand like peg transfer, ability to tie a knot 

in the cavity, etc.).  

Training on the validated MISTELS simulator has been correlated with an increase in 

objective laparoscopic skills scores (Global Operative Assessment of Laparoscopic Skills) in the 

OR when assessed by the attending surgeon.61,62 Simulator training also was found to be 

associated with improvements in bimanual dexterity, tissue handling, and depth 

perception.60,61,63,64 Additionally, when a fundamentals of laparoscopic surgery proficiency-based 

curriculum was implemented, trainees scored significantly higher on both a simulator, as well as 

in the OR while performing a laparoscopic cholecystectomy.60         

MISTELS became a component of the Fundamentals of Laparoscopic Surgery (FLS) 

program that was developed by the Society of American Gastrointestinal Endoscopic Surgeons 

(SAGES) and the ACS.60,65 Surgeons must be FLS certified to perform laparoscopic surgeries.64  

Difference in Outcomes with Surgical Residents Involved 

Understanding the consequences of resident involvement in the OR is crucial in order to 

determine and justify the amount of time that should go into all educational aspects of surgical 

residency training—both in the OR and simulation labs, didactics, etc.—as well as to create an 

effective curriculum to reduce the consequences for complications, operating time, and cost.    

Complications.  Complications patients experience are expressed as morbidity and 

mortality. The American College of Surgeons National Surgical Quality Improvement Program 

(ACS-NSQIP) defines morbidity as the presence of at least one of the following complications 

within 30 days of an operation: superficial surgical site infection, deep surgical site infection, 

organ space surgical site infection, wound dehiscence, neurologic event (stroke or 

cerebrovascular accident, coma lasting more than 24 hours, or peripheral neurologic deficit), 
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cardiac arrest, myocardial infarction, bleeding requiring transfusion, deep vein thrombosis, 

pulmonary embolism, pneumonia, unplanned intubation, ventilator dependence more than 48 

hours, urinary tract infection, progressive or acute renal insufficiency, and sepsis or septic 

shock.66 Mortality is defined as the death of the patient.  

Raval et al. included 607,683 cases (234 hospitals) from 2006-2009 with resident 

intraoperative involvement.66 Residents were associated with slightly increased morbidity 

(10.89% without resident and 11.50% with) and slightly decreased mortality (11.89% without 

resident and 10.99%) with in both general and vascular surgery cases. Similarly, Tseng et al. 

studied seven common general surgery procedures from 2005-2007, and Hwang et al. studied 

2,293 patients from 2003-2006; the findings in both studies were analogous with Raval’s 

analysis.67,68 Tseng et al. found a 2% increase in morbidity and 0.02% decrease in mortality with 

resident involvement; Hwang et al. found no significant difference in morbidity (3.78% versus 

5.07%) with resident involvement, but a lower mortality (1% versus 2.87%).67,68 The morbidity 

may be slightly increased due to intraoperative technical complications that are more common 

with resident involvement, unmeasured case-mix differences, and/or increased vigilance toward 

identifying and recording postoperative complications by residents.66 The slight decrease in 

mortality could potentially be due to a better postoperative care for patients when a resident is 

involved.68 

Davis et al. argued that there was no difference in morbidity, mortality, and operative 

time between residents of different levels.69 Advani et al. completed a study from 2005-2008 on 

resident involvement in laparoscopic appendectomies and found that complication rates were 

similar between residents of postgraduate years one through five, consistent with the findings of 

Davis.70 Kazaure et al. studied cases involving residents with and without a scrubbed attending 
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surgeon present in the OR.71 It was found that the occasions in which residents were operating 

with minimal presence of a scrubbed attending surgeon were not associated with an increased 

risk of complications.71  

In a more recent review of nearly 70,000 basic laparoscopic procedures (appendectomy 

and cholecystectomy), resident involvement was not significantly associated with mortality or 

morbidity.72   

 Operating time.  The difference in operating time is an important factor to analyze when 

comparing resident involvement with no resident involvement. Time is money; the longer the 

operation takes, the higher its cost.  

 Davis et al. (2013) found that in nearly 80,000 cases, operative times with residents were 

roughly 20-47% longer; the biggest difference (47.7%) was for laparoscopic cholecystectomy 

procedures.69 In addition, resident involvement in laparoscopic cholecystectomy has been 

associated with an increase of operating time of up to 49% of that with an attending surgeon 

alone.73  

 Surgical times for laparoscopic appendectomy, another basic procedure, with resident 

involvement were found to be 38-64 minutes, while the attending surgeons’ times were 27-46 

minutes.70 When seven cases of nonemergency operations, including laparoscopic 

cholecystectomy, were studied from 2005-2007 the mean operating time for cases with surgical 

resident involvement were significantly longer (24 minutes, on average) than those without.68 

It’s agreeable in medical literature that resident participation creates additional time in the 

OR (although the amount differs based off of the institution being studied), but it’s also 

important to note the difference, or lack thereof, in OR times for residents of different training 

levels. Wang et al. (2001) collected data from laparoscopic cholecystectomies completed under 
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the supervision of one attending surgeon, junior residents, and senior residents; there were no 

significant differences in operating times among the residents of different seniorities.74 Papandria 

et al. (2012) and Davis et al. (2013) concluded their study similarly; there was no significant 

difference between the junior and senior residents’ operating times.69,75 Other studies suggest 

with increasing seniority of training, operative time increases.69,76 It could be speculated that as 

residents progress through their training, they become increasingly more involved in the 

procedures or are being exposed to more difficult or challenging cases.     

 Cost.  Other than OR time, very few researchers have tried to quantify the cost to the 

hospital of resident involvement. In many studies, the cost of resident involvement is noted as 

lacking data; resulting in only speculative ideas about how expensive residents are to a 

hospital.77 The cost of one minute of operating time is somewhat nebulous and often confidential 

information.  

Bridges and Diamond led one of the few studies that quantified financial cost associated 

with resident involvement. They found that the non-supply cost per graduating resident was 

nearly $50,000 for operative training in the hospital alone.32 After extrapolation to include all 

1,014 GS residents in 1997, the annual cost of OR training for GS residents was $53 million.32 

Most of the hospital costs, approximately 60% of the total,78 are acquired while the patient is in 

the OR.73 

Some specialty surgery training programs have reported anywhere from $275 to over 

$2100 per case as an additional cost of teaching a resident while in the OR.79,80 In a more recent 

analysis completed in 2016 at a teaching hospital in South Carolina, an extra minute spent in the 

OR cost the hospital $9.57, leading to an extra $500,000 in costs per year due to resident 
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involvement.29 Minimizing the amount of teaching/training that happens in the OR would be 

extremely beneficial, financially for teaching hospitals.  

Summary 

 The structure of the surgical residency has drastically changed since the Halstedian era; 

the adoption of laparoscopy along with advancement of operative technology, diseases, and 

surgical training requirements have revolutionized surgical care and created a need for better, 

more efficient education. With this added difficulty and need for a specific skill set, residents 

need to become confident, capable surgeons in a shorter amount of time now more than ever. 33 

However, there’s no real consensus on exactly what the effects of intraoperative resident 

involvement are, much less how to combat these issues using simulation or other forms of 

education outside of the OR. By looking at resident involvement during laparoscopic 

cholecystectomy, one of the most common laparoscopic procedures performed by general 

surgeons 34—and therefore one that every graduating trainee should be able to independently 

perform—there will be a better understanding of the effect of resident training on OR 

performance. Surgical educators can then more accurately create a simulation/education 

curriculum that could maximize quality and efficiency and begin to reduce adverse effects 

(complications, time, and cost).  
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 Chapter 3: Study Design 

Methods 

Resident involvement in the OR may influence both quality and efficiency by morbidity, 

mortality, and/or operating time.  However, there have not been many attempts at defining the 

precise amount of time associated with training a particular level resident on a particular 

procedure.31  

 Laparoscopic cholecystectomy (LC), the removal of the gallbladder, could be viewed as 

an ideal procedure to analyze for the effect of resident involvement because (1) it’s one of the 

most common, routine procedures performed by general surgeons, 34,81 and (2) the teaching 

model at Mayo Clinic-La Crosse creates an environment in which the resident performs the 

operation as the operating surgeon, while the attending physician (educator) acts as an assistant. 

This means that the outcomes of the surgery relative to time and complications will be directly 

correlated to the surgical abilities of the resident rather than attending physician. This study was 

accepted by the Institutional Review Board at Mayo Clinic.  

Purpose 

The purpose of this study was to determine whether or not resident involvement in the 

OR affected the outcomes of laparoscopic cholecystectomies. Specifically, the outcomes for this 

study are operating time and complications during and after surgery. By analyzing the effect of 

resident involvement, the GS program director and other surgery educators at Mayo Clinic can 

optimize their surgical simulation/education curriculum to create a more efficient and effective 

model of training. 

Hypotheses 

 The following research hypotheses were tested in this investigation: 



22 

 

 

1. There will be an increase in operating time when residents are involved in LC 

procedures which translates into an increase in cost for both the patient and the 

hospital.  

2. There will be more complications when residents are involved in LC procedures. 

Limitations of the Study 

1. The amount of resident involvement in each procedure is subject to change on a case-

by-case basis and was not quantified or recorded.  

2. Because this study is specific to one laparoscopic procedure, the results may not be 

applicable to other, more involved, procedures.  

3. Because this study is specific to one institution’s training program, the results may 

not be applicable to other institutions or training programs.  

Assumptions 

When residents are involved, they act as the operating surgeon under supervision of the attending 

surgeon (who acts as an assistant). This assumption is based on interviews with the attending 

surgeon, who has completed all the cases in this study, and his residents. 

Subjects 

 All patients that have undergone a LC performed by Dr. Michael Roskos (MCR) at Mayo 

Clinic Health Systems (MCHS) in La Crosse, WI, from January 1, 2010 to December 31, 2013 

were included in this investigation. MCR has been a general surgeon at MCHS-La Crosse 

(formerly Franciscan Skemp Healthcare) since July 1999; he began training residents in January 

2009. The residents involved are postgraduate year three (PGY-3) completing their GS 

residencies through the Mayo Clinic School of Graduate Medical Education based out of 

Rochester, MN; they have had some experience with laparoscopy prior to their rotations with the 
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GS department at the La Crosse campus. Laparoscopic experience for the residents includes two 

simulation sessions and two to three years of rotations on general and specialty services. Specific 

operative experience is variable between residents based on things such as services rotated on 

and at which time of the year (usually schedules are more full towards the end of the calendar 

year), attending physicians (some have preference and ability for teaching, while others do not), 

support staff (other more junior/senior residents or medical students on the same service), and 

patients (some very unique cases, others very routine).   

Instruments 

 Chart review for data collection was completed using the Electronic Medical Record 

(EMR) and Power Chart for MCHS.  A coding research analyst at MCHS-La Crosse provided a 

list of the patients included in this study.   

Procedures 

 The charts of all of the LC patients between January 1, 2010 and December 31, 2013 

were reviewed. The following information was recorded: patient gender, patient age, patient 

BMI, patient comorbidities, pre- and post-operative diagnosis, conversion to open procedure, 

whether there was a resident involved, operation time (incision to closure), complications during 

and after surgery (up to 30 days post operation), if patient returned to the OR for a subsequent 

procedure due to complication(s) from LC, length of stay of patient, use of cholangiogram during 

operation, gallstone and bile spillage, and whether the procedure was elective or emergent. The 

American College of Surgeons National Surgical Quality Improvement Program (ACS NSQIP) 

sets guidelines for the recording of patient comorbidities. For the purpose of this study, patients 

with comorbidities of diabetes or other immunocompromise diseases, those with a preoperative 

diagnosis of acute cholecystitis or choledocholithiasis, and those taken to the OR emergently 
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were considered high-risk. Patients 70 years of age or older were also considered high-risk. 

Patients that did not fall in the high-risk category were considered low-risk.  

Cases were categorized as “with resident” (the resident was scrubbed in and acted as 

operating surgeon while attending surgeon acted as an assistant) or “without resident” (the 

attending surgeon was the operating surgeon, no resident involvement). Patient demographics, 

such as gender, age, BMI, and risk (high or low) were compared between the groups. This was 

important to ensure that residents are involved in LC procedures with a variety of patient types. 

Next, the operating time was compared between the two groups. Then, the patient outcomes 

were considered by looking at the complications during and after surgery (up to 30 days post-

operation), the length of stay of the patient, and if the patient returned to the OR due to 

complications from the LC procedure. Patient outcomes with and without resident involvement 

were compared.  

An open cholecystectomy requires more time and increases the risk for complications and 

infections; thus, it cannot be compared with laparoscopic cholecystectomy or the results would 

be skewed. Any laparoscopic cholecystectomies converted to open were excluded. 

Data Analysis 

 Two-sample t-tests were used to analyze the difference in time between the residents and 

attending surgeons (denoted as “without resident”). Chi-square was used to analyze the 

difference in gender and complications between the two groups. A p-value of <0.05 was 

considered statistically significant. 
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Chapter 4: Results and Discussions 

Results 

 The total number of laparoscopic cholecystectomies reviewed was 324; 174 with resident 

involvement and 150 without. Patient demographics such as age, BMI, and gender did not differ 

statistically between the two groups (χ2<4.316, p>0.34 for all). The duration of the operation was 

found to be 88 minutes on average with resident involvement and 57 minutes without 

(t(311)=10.33, p<0.0001;). There were 10 complications when residents were involved and eight 

complications when the attending was operating alone (χ2=0.026; p=0.436).  

 Using previously mentioned criteria, 118 patients were considered high-risk, leaving 206 

categorized as low-risk. Of these 206, 117 LCs were performed with resident involvement, 89 

without. Patient demographics such as age, BMI, and gender did not differ statistically between 

the two groups (χ2<2.082, p>0.149 for all). Operation time was found to be, on average, 88 

minutes with resident involvement and 54 without (t(192)=8.97, p<0.0001). Complications were 

low; there were five complications when residents were operating and only three when the 

attending was performing the operation (χ2=0.102, p=0.370).  

Discussion 

 The results of this study show that resident involvement in laparoscopic 

cholecystectomies at Mayo Clinic Health System in La Crosse, WI, is associated with 

significantly longer OR time and no statistically significant difference between the numbers of 

complications.  

When looking at cases with resident involvement between the overall patient data and the 

low-risk cohort, there is not much variability in operation duration; cases without resident 

involvement follow the same pattern. LCs performed with resident involvement were found to be 



26 

 

 

88 minutes on average when only low-risk patients were considered and when both low- and 

high-risk patients were included. Similarly, when the attending physician was operating alone, he 

averaged operation duration of 54 minutes (low-risk cohort) and 57 minutes (all patients). This 

leads to the conclusion that time in the OR for an LC isn’t influenced by patient risk.  

 Residents in the present study spent 31 minutes longer in the OR performing LC than the 

attending physician alone; equating to a 54% increase in operation duration.   While this 

difference may seem intuitive—an experienced surgeon with more than 10 years in practice 

doing LCs is going to be able to progress more quickly through the procedure than a young 

trainee in his/her third year of residency—it has never been studied for this institution’s training 

program. Many studies in the medical literature have found similar results regarding the effect of 

resident involvement on operating time. Davis suggested a 47.7% increase in OR time with 

residents,69 Traverso was as high as 49%,73 and Tseng suggested a 47% increase.68  

A more clear-cut impact of the 54% longer resident OR time is that it increases cost. In 

particular, Mayo Clinic’s costs (similar to other institutions) are based on physician fees, OR 

time, supplies, and incidentals. Because Mayo’s cost per minute of OR time is confidential, the 

exact cost for the extra on average 31 minutes due to residents cannot be calculated. However, 

using a 2016 average cost from a South Carolina hospital29—at $9.57/minute—it would cost 

Mayo Clinic an extra $297 per LC. This number is similar to reported costs ($275-$286) from 

other institutions.79,80 However, it’s hard to say whether this cost is consequential or not, as 

institutional budgets for the OR and training are unpublished.  

 Overall complications in this study were minimal and not statistically significant. When 

residents were involved, complications included a ventral hernia, UTI, allergic reaction, 

pneumonia, septic shock, two patients with a mild umbilical wound infection, two patients with a 
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seroma, and one patient that died due to cardiac arrest. With no resident involvement, 

complications included an upper GI bleed, sepsis, urinary tract infection, bile leak, pancreatitis, 

mild wound infection, and two patients with pneumonia. It could be argued that some of these 

complications are not a direct result from skills of the operating surgeon. For example, one 

patient had an allergy to oral Colace—a drug used to relieve constipation. However, this still gets 

recorded in the chart as a complication of surgery. In addition, half of the patients with 

complications (five) in the “with resident” group were considered high risk, and thus, the 

complications were more likely due to patient comorbidities than the actual LC. Five of the 

patients with complications in the “without resident” group were also considered high risk. 

Similar to findings by Kazaure et al., this study showed no statistical difference in 

complications.71 While Raval, Tseng, and Hwang reported an increased morbidity with resident 

involvement in LC and other laparoscopic procedures, they had much larger, older data sets from 

multiple institutions.66-68  The current study uses a single-institution in a community setting, 

which results in one surgeon drawing from one population. Additionally, the data set was smaller 

(and may not have been big enough to tease out any differences) and newer (potential for 

different operating procedural method and/or equipment) which could be the reason for the 

differences.     

 While residents training in the OR leads to a greater cost for the hospital, one could argue 

that resident involvement is actually quite beneficial for both patients and the hospital. Academic 

teaching hospitals are often  large centers for medical research while caring for patients with rare 

diseases and the most difficult cases.82 Practicing academic surgeons even argue that by having 

challenging, inquisitive residents around, it forces them to keep their knowledge up-to-date with 

current literature and research to be able to offer answers and insight.82  Additionally, the extra 



28 

 

 

time (and therefore, cost) the attending surgeon spends teaching residents in the OR may very 

likely be balanced with the time saved from residents completing much of the pre- and 

postoperative patient care tasks.31   

 While the effects of resident involvement in the OR for LC at Mayo Clinic are now more 

clear, the battle for medical educators is ongoing. This study identified a gap in the training 

program—significantly longer operative times with resident surgeons—and now the clinic could 

consider creating better, more effective, education efforts. The era of “see one, do one, teach 

one” in the OR doesn’t fit in the new paradigm of training; surgery trainees need to be more 

prepared before they can operate so that the time difference can tighten (or completely closed).  

Although no studies have specifically looked at simulation training of LC and its effect 

on resident involvement in the OR (at any institution), a previously mentioned study has found a 

strong positive effect with inguinal hernia repair at Mayo Clinic using Mayo Clinic residents.9 

Specifically, a 14-minute decrease in operative time by participating in a specific simulation 

curriculum. A comparable curriculum could be crafted for both general laparoscopic skills, as 

well as LC basics, to expand on the current six hour per year education. This author suspects   

similar result would be seen, which could significantly decrease the 54% documented longer OR 

time for GS residents that currently exists for LC procedures. Additionally, as it seems 

simulation is important and useful, testing residents repetitively during and after simulation 

sessions, as well as before they enter an OR, could ensure competency will laparoscopic skills 

and knowledge. By decreasing the OR time with resident involvement for LC, there would be a 

reduction in cost, an opportunity for the resident to gain additional experiences in a different 

OR/clinic with the “extra” time, and the resident could spend valuable operating time learning 

higher-level concepts and complexities instead of basic laparoscopic fundamentals. 
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Conclusions 

  Based on the results of this study, the following conclusions can be made: 

 (1) Residents spend on average 54% more time performing LCs than their attending physician 

counterpart resulting in a higher cost for the hospital; (2) There are no more complications when 

residents are involved in LC procedures compared to that of the attending physician.  

Recommendations 

 Based on the results and conclusions of this study the following recommendations for 

future study are made: 

1. Change the current simulation/education curriculum to include more laparoscopic 

fundamentals. This could reduce the amount of time spent in the OR on learning and 

practicing the basics of laparoscopy (figuring out how to perceive depth, move 

instruments in such a confined space with lack of haptic feedback, etc.). The addition of 

such laparoscopic stations in the assessments could also be beneficial to ensure residents 

are up to set competency standards. 

2. Add basic GS procedures, such as LC and laparoscopic appendectomy, in curriculum to 

reflect the core operations that graduating residents will likely complete on a daily basis. 

  



30 

 

 

References 

1. Polavarapu HV, Kulaylat AN, Sun S, Hamed OH. 100 years of surgical education: the 

past, present, and future. Bull Am Coll Surg. 2013;98(7):22-27. 

2. Okuda Y, Bryson EO, DeMaria S, Jr., et al. The utility of simulation in medical 

education: what is the evidence? Mt Sinai J Med. 2009;76(4):330-343. 

3. Gallagher AG, Ritter EM, Champion H, et al. Virtual reality simulation for the operating 

room: proficiency-based training as a paradigm shift in surgical skills training. Ann Surg. 

2005;241(2):364-372. 

4. Gaba DM. The future vision of simulation in healthcare. Simul Healthc. 2007;2(2):126-

135. 

5. Rowse PG, Ruparel RK, Abdelsattar JM, AlJamal YN, Dy BM, Farley DR. TEP and 

Lichtenstein anatomy: does simulation accelerate acquisition among interns? Hernia. 

2015. 

6. Rowse PG, Ruparel RK, AlJamal YN, Abdelsattar JM, Farley DR. Video Skills Curricula 

and Simulation: A Synergistic Way to Teach 2-Layered, Hand-Sewn Small Bowel 

Anastomosis. J Surg Educ. 2015;72(5):1057-1063. 

7. AlJamal YN, Ali SM, Ruparel RK, Brahmbhatt RD, Yadav S, Farley DR. The rationale 

for combining an online audiovisual curriculum with simulation to better educate general 

surgery trainees. Surgery. 2014;156(3):723-728. 

8. Zendejas B, Hernandez-Irizarry R, Farley DR. Does simulation training improve 

outcomes in laparoscopic procedures? Adv Surg. 2012;46:61-71. 

9. Zendejas B, Cook DA, Bingener J, et al. Simulation-based mastery learning improves 

patient outcomes in laparoscopic inguinal hernia repair: a randomized controlled trial. 

Ann Surg. 2011;254(3):502-509; discussion 509-511. 

10. Buckarma EH, Gas BL, Pandian TK, et al. Catch me if you can...early simulation efforts 

affect fundamental surgical skill assessment scores. Am J Surg. 2016;211(3):583-588. 

11. Abdelsattar JM, Pandian TK, Finnesgard EJ, et al. Do You See What I See? How We Use 

Video as an Adjunct to General Surgery Resident Education. J Surg Educ. 

2015;72(6):e145-150. 

12. Dawidek MT, Roach VA, Ott MC, Wilson TD. Changing the Learning Curve in Novice 

Laparoscopists: Incorporating Direct Visualization into the Simulation Training Program. 

J Surg Educ. 2016. 

13. Mokadam NA, Fann JI, Hicks GL, et al. Experience With the Cardiac Surgery Simulation 

Curriculum: Results of the Resident and Faculty Survey. Ann Thorac Surg. 2016. 

14. Sachdeva AK, Bell RH, Jr., Britt LD, Tarpley JL, Blair PG, Tarpley MJ. National efforts 

to reform residency education in surgery. Acad Med. 2007;82(12):1200-1210. 

15. Philibert I, Nasca T, Brigham T, Shapiro J. Duty-hour limits and patient care and resident 

outcomes: can high-quality studies offer insight into complex relationships? Annu Rev 

Med. 2013;64:467-483. 

16. Kohlbrenner A, Dirks R, Davis J, Wolfe M, Maser C. Of duty hour violations and shift 

work: changing the educational paradigm. Am J Surg. 2015. 

17. Rajaram R, Saadat L, Chung J, et al. Impact of the 2011 ACGME resident duty hour 

reform on hospital patient experience and processes-of-care. BMJ Qual Saf. 2015. 



31 

 

 

18. Rajaram R, Chung JW, Cohen ME, et al. Association of the 2011 ACGME Resident Duty 

Hour Reform with Postoperative Patient Outcomes in Surgical Specialties. J Am Coll 

Surg. 2015;221(3):748-757. 

19. Scally CP, Ryan AM, Thumma JR, Gauger PG, Dimick JB. Early impact of the 2011 

ACGME duty hour regulations on surgical outcomes. Surgery. 2015;158(6):1453-1461. 

20. Antiel RM, Reed DA, Van Arendonk KJ, et al. Effects of duty hour restrictions on core 

competencies, education, quality of life, and burnout among general surgery interns. 

JAMA Surg. 2013;148(5):448-455. 

21. Sadaba JR, Urso S. Does the introduction of duty-hour restriction in the United States 

negatively affect the operative volume of surgical trainees? Interact Cardiovasc Thorac 

Surg. 2011;13(3):316-319. 

22. Cook DA. How much evidence does it take? A cumulative meta-analysis of outcomes of 

simulation-based education. Med Educ. 2014;48(8):750-760. 

23. Brydges R, Hatala R, Zendejas B, Erwin PJ, Cook DA. Linking simulation-based 

educational assessments and patient-related outcomes: a systematic review and meta-

analysis. Acad Med. 2015;90(2):246-256. 

24. Zendejas B, Brydges R, Wang AT, Cook DA. Patient outcomes in simulation-based 

medical education: a systematic review. J Gen Intern Med. 2013;28(8):1078-1089. 

25. Gas BL, Buckarma EH, Mohan M, Pandian TK, Farley DR. Objective Assessment of 

General Surgery Residents Followed by Remediation. J Surg Educ. 2016. 

26. Aho JM, Thiels CA, AlJamal YN, et al. Every surgical resident should know how to 

perform a cricothyrotomy: an inexpensive cricothyrotomy task trainer for teaching and 

assessing surgical trainees. J Surg Educ. 2015;72(4):658-661. 

27. Helder MR, Rowse PG, Ruparel RK, et al. Basic Cardiac Surgery Skills on Sale for 

$22.50: An Aortic Anastomosis Simulation Curriculum. Ann Thorac Surg. 

2016;101(1):316-322; discussion 322. 

28. von Strauss Und Torney M, Dell-Kuster S, Mechera R, Rosenthal R, Langer I. The cost 

of surgical training: analysis of operative time for laparoscopic cholecystectomy. Surg 

Endosc. 2012;26(9):2579-2586. 

29. Allen RW, Pruitt M, Taaffe KM. Effect of Resident Involvement on Operative Time and 

Operating Room Staffing Costs. J Surg Educ. 2016;73(6):979-985. 

30. D'Souza N, Hashimoto DA, Gurusamy K, Aggarwal R. Comparative Outcomes of 

Resident vs Attending Performed Surgery: A Systematic Review and Meta-Analysis. J 

Surg Educ. 2016;73(3):391-399. 

31. Babineau TJ, Becker J, Gibbons G, et al. The "cost" of operative training for surgical 

residents. Arch Surg. 2004;139(4):366-369; discussion 369-370. 

32. Bridges M, Diamond DL. The financial impact of teaching surgical residents in the 

operating room. Am J Surg. 1999;177(1):28-32. 

33. Richards MK, McAteer JP, Drake FT, Goldin AB, Khandelwal S, Gow KW. A national 

review of the frequency of minimally invasive surgery among general surgery residents: 

assessment of ACGME case logs during 2 decades of general surgery resident training. 

JAMA Surg. 2015;150(2):169-172. 

34. Jayaraman S, Davies W, Schlachta CM. Getting started with robotics in general surgery 

with cholecystectomy: the Canadian experience. Can J Surg. 2009;52(5):374-378. 



32 

 

 

35. Debas HT. Surgery: a noble profession in a changing world. Ann Surg. 2002;236(3):263-

269. 

36. Morton JH. Surgical reminiscences: the qualities of a successful surgeon. Arch Surg. 

2000;135(12):1477. 

37. Brennan MF, Debas HT. Surgical education in the United States: portents for change. 

Ann Surg. 2004;240(4):565-572. 

38. Luchtefeld M, Kerwel TG. Continuing medical education, maintenance of certification, 

and physician reentry. Clin Colon Rectal Surg. 2012;25(3):171-176. 

39. Timmerman LG. General Surgery. American College of Surgeons Division of 

Education2011. 

40. Pellegrini CA. Surgical education in the United States: navigating the white waters. Ann 

Surg. 2006;244(3):335-342. 

41. Pellegrini CA, Warshaw AL, Debas HT. Residency training in surgery in the 21st 

century: a new paradigm. Surgery. 2004;136(5):953-965. 

42. Dudrick SJ. [Evolution of surgical education through the 20th Century into the 21st 

Century.]. Cir Cir. 2011;79(1):14-32. 

43. Sachdeva AK. The changing paradigm of residency education in surgery: a perspective 

from the American College of Surgeons. Am Surg. 2007;73(2):120-129. 

44. Debas HT, Bass BL, Brennan MF, et al. American Surgical Association Blue Ribbon 

Committee Report on Surgical Education: 2004. Ann Surg. 2005;241(1):1-8. 

45. Fayanju OM, Aggarwal R, Baucom RB, Ferrone CR, Massaro D, Terhune KP. Surgical 

Education and Health Care Reform: Defining the Role and Value of Trainees in an 

Evolving Medical Landscape. Ann Surg. 2016. 

46. Rattner DW, Apelgren KN, Eubanks WS. The need for training opportunities in 

advanced laparoscopic surgery. Surg Endosc. 2001;15(10):1066-1070. 

47. Ghaderi I, Fitzgibbons S, Watanabe Y, Lachapelle A, Paige J. Surgical skills curricula in 

American College of Surgeons Accredited Education Institutes: an international survey. 

Am J Surg. 2016. 

48. Cook DA, Beckman TJ. High-value, cost-conscious medical education. JAMA Pediatr. 

2015;169(2):109-111. 

49. Nasca TJ, Philibert I, Brigham T, Flynn TC. The next GME accreditation system--

rationale and benefits. N Engl J Med. 2012;366(11):1051-1056. 

50. Zendejas B, Brydges R, Hamstra SJ, Cook DA. State of the evidence on simulation-based 

training for laparoscopic surgery: a systematic review. Ann Surg. 2013;257(4):586-593. 

51. Davidson EH, Barker JC, Egro FM, Krajewski A, Janis JE, Nguyen VT. A National 

Curriculum of Fundamental Skills for Plastic Surgery Residency: Report of the Inaugural 

ACAPS Boot Camp. Ann Plast Surg. 2017;78(2):121-126. 

52. Weller J, Civil I, Torrie J, et al. Can team training make surgery safer? Lessons for 

national implementation of a simulation-based programme. N Z Med J. 

2016;129(1443):9-17. 

53. Surgery, General (Categorical) Residency (Minnesota). Mayo Clinic2012. 

54. Mayo Clinic Staff. History of Surgery at Mayo Clinic.  

http://www.mayoclinic.org/departments-centers/surgery/overview/history. Accessed 27 

Jan, 2017. 



33 

 

 

55. Deziel DJ, Mikkikan KW, Staren ED, Doolas A, Economou SG. The impact of 

laparoscopic cholecystectomy on the operative experience of surgical residents. Journal 

of Surgical Endoscopy. 1993;7:17-21. 

56. Tonutti M, Elson DS, Yang GZ, Darzi AW, Sodergren MH. The role of technology in 

minimally invasive surgery: state of the art, recent developments and future directions. 

Postgrad Med J. 2016. 

57. Balaji S, Singh P, Sodergren MH, et al. A Randomized Controlled Study to Evaluate the 

Impact of Instrument and Laparoscope Length on Performance and Learning Curve in 

Single-Incision Laparoscopic Surgery. Surg Innov. 2015;22(6):621-628. 

58. Subramonian K, DeSylva S, Bishai P, Thompson P, Muir G. Acquiring surgical skills: a 

comparative study of open versus laparoscopic surgery. Eur Urol. 2004;45(3):346-351; 

author reply 351. 

59. Derossis AM, Fried GM, Abrahamowicz M, Sigman HH, Barkun JS, Meakins JL. 

Development of a model for training and evaluation of laparoscopic skills. Am J Surg. 

1998;175(6):482-487. 

60. Sroka G, Feldman LS, Vassiliou MC, Kaneva PA, Fayez R, Fried GM. Fundamentals of 

laparoscopic surgery simulator training to proficiency improves laparoscopic 

performance in the operating room-a randomized controlled trial. Am J Surg. 

2010;199(1):115-120. 

61. Beyer L, Troyer JD, Mancini J, Bladou F, Berdah SV, Karsenty G. Impact of laparoscopy 

simulator training on the technical skills of future surgeons in the operating room: a 

prospective study. Am J Surg. 2011;202(3):265-272. 

62. Fried GM, Feldman LS, Vassiliou MC, et al. Proving the value of simulation in 

laparoscopic surgery. Ann Surg. 2004;240(3):518-525; discussion 525-518. 

63. Scott DJ, Bergen PC, Rege RV, et al. Laparoscopic training on bench models: better and 

more cost effective than operating room experience? J Am Coll Surg. 2000;191(3):272-

283. 

64. Hur HC, Arden D, Dodge LE, Zheng B, Ricciotti HA. Fundamentals of laparoscopic 

surgery: a surgical skills assessment tool in gynecology. Jsls. 2011;15(1):21-26. 

65. Peters JH, Fried GM, Swanstrom LL, et al. Development and validation of a 

comprehensive program of education and assessment of the basic fundamentals of 

laparoscopic surgery. Surgery. 2004;135(1):21-27. 

66. Raval MV, Wang X, Cohen ME, et al. The influence of resident involvement on surgical 

outcomes. J Am Coll Surg. 2011;212(5):889-898. 

67. Hwang CS, Pagano CR, Wichterman KA, Dunnington GL, Alfrey EJ. Resident versus no 

resident: a single institutional study on operative complications, mortality, and cost. 

Surgery. 2008;144(2):339-344. 

68. Tseng WH, Jin L, Canter RJ, et al. Surgical resident involvement is safe for common 

elective general surgery procedures. J Am Coll Surg. 2011;213(1):19-26; discussion 26-

18. 

69. Davis SS, Jr., Husain FA, Lin E, Nandipati KC, Perez S, Sweeney JF. Resident 

participation in index laparoscopic general surgical cases: impact of the learning 

environment on surgical outcomes. J Am Coll Surg. 2013;216(1):96-104. 

 



34 

 

 

70. Advani V, Ahad S, Gonczy C, Markwell S, Hassan I. Does resident involvement effect 

surgical times and complication rates during laparoscopic appendectomy for 

uncomplicated appendicitis? An analysis of 16,849 cases from the ACS-NSQIP. Am J 

Surg. 2012;203(3):347-351; discussion 351-342. 

71. Kazaure HS, Roman SA, Sosa JA. The resident as surgeon: an analysis of ACS-NSQIP. J 

Surg Res. 2012;178(1):126-132. 

72. Jolley J, Lomelin D, Simorov A, Tadaki C, Oleynikov D. Resident involvement in 

laparoscopic procedures does not worsen clinical outcomes but may increase operative 

times and length of hospital stay. Surg Endosc. 2016;30(9):3783-3791. 

73. Traverso LW, Koo KP, Hargrave K, et al. Standardizing laparoscopic procedure time and 

determining the effect of patient age/gender and presence or absence of surgical residents 

during operation. A prospective multicenter trial. Surg Endosc. 1997;11(3):226-229. 

74. Wang WN, Melkonian MG, Marshall R, Haluck RS. Postgraduate year does not 

influence operating time in laparoscopic cholecystectomy. J Surg Res. 2001;101(1):1-3. 

75. Papandria D, Rhee D, Ortega G, et al. Assessing trainee impact on operative time for 

common general surgical procedures in ACS-NSQIP. J Surg Educ. 2012;69(2):149-155. 

76. Ross SW, Oommen B, Kim M, et al. A little slower, but just as good: postgraduate year 

resident versus attending outcomes in laparoscopic ventral hernia repair. Surg Endosc. 

2014;28(11):3092-3100. 

77. Hwang CS, Wichterman KA, Alfrey EJ. The cost of resident education. J Surg Res. 

2010;163(1):18-23. 

78. Traverso LW, Hargrave K. A Prospective Cost Analysis of Laparoscopic 

Cholecystectomy. The American Journal of Surgery. 1995;169:503-506. 

79. Sasor SE, Flores RL, Wooden WA, Tholpady S. The cost of intraoperative plastic 

surgery education. J Surg Educ. 2013;70(5):655-659. 

80. Pollei TR, Barrs DM, Hinni ML, Bansberg SF, Walter LC. Operative time and cost of 

resident surgical experience: effect of instituting an otolaryngology residency program. 

Otolaryngol Head Neck Surg. 2013;148(6):912-918. 

81. Klingensmith ME, Lewis FR. General surgery residency training issues. Adv Surg. 

2013;47:251-270. 

82. Webster H. Is Surgery Safer at a Teaching Hospital? U.S. News. October 27, 2014, 2014. 

 


	St. Cloud State University
	theRepository at St. Cloud State
	8-2017

	The Effect of Resident Training in the Operating Room
	Becca L. Gas
	Recommended Citation


	tmp.1501694970.pdf.YdVvg

