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Chapter

Surgical Education in the 
21st Century
Anthony P. Allsbrook and Roderick M. Quiros

Abstract

Surgical education has evolved drastically since the 19th century. Previously 
education of surgical residents was limited to on job clinical training following the 
“see one, do one, teach one” model with knowledge gleaned from textbooks and 
journals. Presently a growing emphasis has been placed on both patient safety and 
resident well-being leading to a development of novel training paradigms. The 
textbook, while remaining a core source of knowledge, is now only one of many 
resources available to residents. Many residencies have their libraries online, mak-
ing learning possible almost anywhere, even without physical books in hand. Most 
programs now incorporate education days where a structured curriculum allows for 
standardized education; this makes it less likely that residents miss out on manda-
tory concepts. The 2020 Covid-19 pandemic has led to further evolution of this 
model, making the classroom virtual yet interactive. Technology has allowed for 
residents to train on surgical simulators, so that laparoscopic and robotic skills may 
be practiced before application on a live patient. Altogether residents are afforded 
multiple ways to learn due to greater availability of time, structured educational 
modules, and technology.

Keywords: Surgical education, residency, training, curriculum, simulation

1. Introduction

Surgical education has evolved drastically over the centuries. Before the 19th 
century, the main model of surgical training and education was centered around 
apprenticeship, when instruction was garnered through direct observation from a 
mentor. There were no formalized standards on age or length of training; however, 
typical training would begin at the age of 12–13 and would last 5–7 years [1–3]. It 
was not until the end of the 19th century that Dr. William Halstead made the shift 
to a standardized training model.

In the late 1800s, Dr. Halstead pioneered a new era for surgical education in the 
United States. Using principles from the German philosophy of surgical education, 
he set forth to create a formalized, structured surgical curriculum. Incorporating 
Sir William Osler’s bedside teaching and integration of basic science into surgical 
education, he developed a training model [1, 4]. Halstead’s concept of surgical 
training was based on the following: First, the trainee must have repetitive oppor-
tunities to take care of surgical patients under the supervision of an experienced 
surgical teacher. Second, the trainee must understand the scientific basis of surgical 
disease. Lastly, the trainee obtains graded enhanced responsibility in patient care 
until independence [1]. The maxim, “see one, do one, teach one” was developed, 
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allowing surgeons to pass down operative techniques from one generation to the 
next. Using this principle, one was able to accept increasing responsibility in the 
operating room and eventually progress to surgical independence [1, 3].

Surgical training in the 21st century has been affected by challenges not iden-
tified in previous eras. In 1999, a paper published by the Institute of Medicine 
reported that preventable medical errors kill between 44,000–98,000 patients 
per year [3]. In 2003, the Accreditation Council for Graduate Medical Education 
(ACGME) instituted an 80-hour work week to prevent unfavorable outcomes 
secondary to resident fatigue. This focus on restricting the amount of work hours 
has been seen not only in the United States, but throughout the world. For example, 
the new European working time directive restricted work hours to 48 hours per 
week [5]. Globally, this has caused surgical residency programs to reform past cur-
riculums to fulfill this new training requirement [3]. Programs began incorporating 
part of their training outside of the operating room to accommodate these new 
restrictions. Curricula were now refocused to prioritize quality over quantity of 
education. There has now been a spotlight on the well-being of trainees as a crucial 
element to the benefit of their own health as well as that to their patients [6].

Simulation-based training in surgical education has rapidly developed during 
the 21st century. While some aspects of training occur outside of the operat-
ing room and trainees are working less clinical hours, surgical residents are still 
expected to reach the same technical proficiency as their predecessors [1, 3]. With 
patient safety in mind, the development of simulation has become a cornerstone of 
today’s surgical training. Simulation training provides an opportunity to develop 
both open and minimally invasive surgical techniques on artificial platforms before 
utilizing them on a live patient [3].

Lastly the 2020 COVID-19 pandemic has not only impacted millions of lives 
on a personal level but has also significantly affected medical education. Surgical 
training has been uniquely impacted both operatively and nonoperatively. Residents 
had to quickly adapt to a ‘new normal’ as many elective surgeries were canceled, 
resident lectures and conferences were moved to online platforms, and rotations 
were canceled or shortened to redistribute the workforce [7, 8]. This pandemic has 
demonstrated that surgical education needs to adapt to train tomorrow’s surgeons.

2. Surgical requirements and education during the 21st century

Prior models of surgical education emphasized an acquisition of technical and 
practical knowledge as paramount, even at potential personal cost to the trainee. 
Surgical education has taken on a more holistic approach with a focus on develop-
ing a well-rounded physician both inside and outside the operating room. The 
American Board of Surgery (ABS) reports that the purpose of graduate surgical 
education is, “to acquire a broad understanding of human biology as it relates to 
surgical disorders, and the technical knowledge and skills appropriate to be applied 
by a surgical specialist” [9]. In some regards surgical education is still influenced by 
the previous Halsteadian model in which the resident gradually assumes increased 
levels of responsibility until the final stage of training when he or she handles 
complete patient management [3]. However, education today is equally focused on 
resident well-being and education. In the United States, now work a maximum of 
80 hours per week, with allotted time set aside for protected, uninterrupted educa-
tion time. Didactics, journal clubs, and weekly conferences are also incorporated 
into current residency training programs.

Previous eras were not guided by standards in terms of length of training or 
what information/skills needed to be taught [1]. The ABS has since developed a set 
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of standards and minimum requirements for individual trainees and their residency 
programs. As of 2021, in the United States, training requirements include:

1. A minimum of 60 months in a progressive residency program with at least 
48 weeks of full-time clinical activity each year. At least 54 of these months 
must be dedicated to clinical surgical experience.

2. No more than 6 months of nonclinical or nonsurgical disciplines during 
years 1–3

3. Completion of Fundamentals of Laparoscopic Surgery (FLS)

4. Completion of the ABS Endoscopy Curriculum and the Fundamentals of 
Endoscopic Surgery (FES)-residents are required to perform 50 colonoscopies 
and 35 upper endoscopies.

5. The entire chief resident experience is in content areas of general surgery [9].

In addition to training, minimum requirements for the operative experience 
have been set forth by the ABS. This includes a minimum of 850 operative pro-
cedures over 5 years with at least 200 occurring during the chief resident year. 
Residents are also required to perform 25 teaching assistant cases in which a senior 
resident guide another through an operative procedure. Lastly, 40 surgical critical 
care cases are required prior to graduation [9].

Didactics and lectures make up an important component of surgical training. 
In the early 2000’s there was push among resident education leaders to develop a 
standardized national curriculum. In response the Surgical Counsel on Resident 
Education (SCORE) was developed in 2004 with the mission to improve resident 
education in general surgery. SCORE developed a curriculum which lists the topics 
that should be covered in a five-year general surgery residency training program. 
The curriculum was developed in agreement with the six core competencies defined 
by the ACGME. The competencies expected from a graduating resident include: 
patient care, medical knowledge, professionalism, interpersonal and communica-
tion skills, practice-based learning, and systems-based practice [10, 11].

In addition to the curriculum, SCORE developed an online “Portal” to provide 
residents and residency training programs with educational materials and a struc-
tured learning schedule. Today, most surgical programs in the United States utilize 
this resource for resident education. The Portal provides over 800 topics, a topic 
of the week program, over 13 surgical textbooks, 2,000+ multiple choice ques-
tions, and 200+ narrated operative videos. The portal provides a weekly structured 
program which repeats over two-year cycle. This program specifically dives into 
the SCORE curriculum, providing a methodical way for residents and programs to 
learn material expected of a practicing general surgeon [11].

3. Simulation-based training

Simulation training has quickly become a standard among surgical residents 
in the 21st century. The first roots of simulation training were set by the aviation 
industry in the early 1900s. With many accidents attributed to novice aviators and 
a high demand for pilots secondary to World War I, there was a push to develop 
better, cheaper, and safer approaches to training. The first wildly used flight simu-
lator was created by Edwin Link in 1928 [12]. The medical community was slower 
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to utilize simulation and the first examples were not seen until the late 1950s where 
the Laerdal Company developed Resusi-Anne. This was a full-sized mannequin 
helped trainees practice a variety of clinical scenarios including management of 
obstructed airways and administration of chest compressions [12]. The field of 
anesthesia was one of the earliest adopters of simulation in the medical commu-
nity; in the 1960s anesthesiologists utilized simulators that were able to replicate 
some basic human physiology and respond to medications [12]. From the basic 
models to teach CPR to sophisticated virtual reality simulators that can replicate 
the most complex human physiology, simulation training is now at the forefront of 
medical education.

Surgical training today has moved away from the traditional apprenticeship 
model where skills are developed solely in the operating room. In an era where 
minimizing healthcare expenditure is at the forefront; operating room time is too 
valuable for the development of basic surgical skills [13]. In a 2018 article published 
in JAMA, every minute in the operating room costs between $36 to $37 dollars 
[14]. Bridges et al. found that increased operative times related to resident train-
ing cost approximately $53 million dollars per year [15]. Surgical simulation has 
provided opportunities for residents to develop competence with surgical skills, 
increase deftness, and become more comfortable using a variety of instruments [1]. 
Montbrun et al. argues the ethical basis for incorporating stimulation into surgical 
education. He states that it ensures that at least some practice has taken place prior 
to operating on a patient [13]. Lastly, simulators help combat the work hour restric-
tion as simulators are always available to be used during a resident’s free time. There 
are a variety of different simulators that residents use today.

Bench top models are an example of one of the oldest and most effective tools in 
surgical simulation. These models use synthetic or animal tissue to replicate a vari-
ety of surgical procedures. Different specialties have developed unique bench top 
models to replicate real life procedures. Montbrun et al. describe benchtop models 
in surgical education as inexpensive, allowing familiarity to equipment along with 
unlimited practice opportunities, which translates well to operative skills on live 
patients [13].

Skill acquisition is the goal of bench top models and has been supported by a 
variety of studies. Lauscher et al. performed a randomized control trial comparing 
the Berlin Operation Trainer (BOPT), a benchtop model, to conventional training 
methods. Results demonstrated significant improvements in speed and perfor-
mance score among the BOPT group [16]. Anastakis et al. demonstrated improved 
performance among surgical interns in multiple open surgical procedures like 
fascial closure and bowel anastomosis [17]. Multiple studies have also demonstrated 
that the skills obtained from bench top models can be translated to improved 
performance on a live patient [13]. For example, Palter et al. demonstrated that 
learning abdominal fascial closure on a benchtop model correlated to improved 
operating room performance among surgical novices [18]. Furthermore, Datta et 
al. demonstrated that assessment of skills on a benchtop model correlates well to 
performance on a live patient. The authors argue that use of benchtop work can also 
be used in the assessment of surgical skills [19].

Laparoscopic surgery advanced quickly in all surgical specialties since the first 
laparoscopic cholecystectomy was performed in 1988 by J. Barry McKernan and 
William Sayer [20]. Because of the early learning curve, there was a push to intro-
duce simulation into laparoscopic surgery [10]. Compared to open surgery, laparos-
copy forced the surgeon to work in a two-dimensional space with minimal tactile 
feedback. The ABS noticed the effectiveness of simulation in assessing laparoscopic 
skills and developed the Fundamentals of Laparoscopic Surgery (FLS) and intro-
duced it into their graduation curriculum in 2008 [9, 13].
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There are a variety of laparoscopic trainers used today by surgical residents, but 
the most well-known is the McGill Inanimate System for Training and Evaluation 
of Laparoscopic Skills (MISTELS) [13]. The MISTELS trainer is used to evaluate 
precision and speed during FLS. This low fidelity system is a simple box trainer 
that uses a variety of laparoscopic instruments and a laparoscope [13]. This system 
evaluates basic laparoscopic skills including peg transfer, intra- and extracorporeal 
knot tying, pattern cutting, and ligating loop placement [13, 21]. The benefit of 
the MISTELS system has been demonstrated in multiple studies. McCluney et 
al. performed a prospective study which demonstrated that FLS simulator scores 
independently predicted intraoperative laparoscopic performance [22]. Sroka et al. 
established in a randomized control trial, residents who underwent FLS training 
with MISTELS had significant improvement in elective laparoscopic cholecystec-
tomies [23]. In addition to the low fidelity trainers such as MISTELS, some surgical 
programs incorporate virtual reality laparoscopic trainers into surgical education. 
These virtual reality simulators include full procedure models in which a variety of 
different surgical procedures can be performed [13].

Robotic surgery has quickly developed a niche among the surgical community. 
Sheetz et al. demonstrated that robotic surgery accounted for 15.1% of all surgeries 
in 2018, up from 1.8% in 2012 [24]. The rapid implementation of robotic surgery has 
led to specific robotic curriculums among training programs. Just as with laparo-
scopic surgery, robotics offers the opportunity for the trainee to become proficient 
prior to use in the operating room. Current robotic curriculums follow a stepwise 
progression for trainees, starting with observation, then providing bedside assis-
tance, then performing with supervision, and lastly practicing independently [24].

Robotic surgical curriculums first start with patient side training. During this 
phase, the trainee is not personally at the console performing the operation but 
aiding the surgeon at bedside. Besides the obvious benefit of observing and learning 
the steps to the operative procedure, the trainee also develops a variety of necessary 
skills, including patient positioning, robot docking, and port placement. While assist-
ing at bedside the resident learns how to help the procedure run more efficiently [25].

The second phase of the robotic curriculum includes console training. The con-
sole is a distinct area where the surgeon gets a 3D image of the patient’s anatomy and 
where the surgeon performs the operation. The robot converts the operator’s hand 
and finger motion into simultaneous movement of the surgical instruments [26]. 
Console training begins with online computer modules which include basic infor-
mation on the robot, the parts of the system, and trouble shooting. After obtain-
ing this certification, training begins on the console [25]. Similar to laparoscopic 
training, there are variety of different tools with which the resident can become 
proficient prior to operating on patients. Current techniques used for console com-
petency include virtual reality simulators along with dry and wet lab training [25].

Just as with laparoscopic surgery, virtual reality simulators are essential 
for robotic procedures. This often serves as the first step in developing basic 
to advanced robotic skills. There are variety of robotic simulators in use today 
which have been shown to be effective in the development of robotic skills. These 
simulators all enhance the trainee’s skill set through task which incorporate needle 
control, suturing, clutching, energy use, and dissection. Dry skills lab is another 
area utilized in robotic surgical training. This is a cost-effective method in which 
the surgical trainee sits at the actual daVinci robot. Here utilizing the console, 
the trainee will use the actual robotic instruments on material mimicking human 
tissue. This allows development of advanced robotic skills in real time with no 
patient risk. The last form of console training is wet skills lab training. This 
method allows one to perform full surgical procedures utilizing the robot on both 
live animal as well as human cadaveric models [25].
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4. Resident education during COVID

The 2020 COVID-19 pandemic has had an impact on all aspects of general 
surgery training. Residency conferences and didactics moved to online platforms, 
rotations were canceled to reduce viral exposure, and non-urgent elective cases 
were delayed or rescheduled [7, 8, 27]. A concern for skills decay with the decrease 
in opportunities for procedural training emerged as a result.

There has been a significant reduction in surgical case volumes among all surgical 
specialties throughout the COVID 19 pandemic. For example, Aziz et al. found a 
significant reduction in operative case volume among 1,102 general surgery trainees 
in the United States [8]. Reduction in case volume has caused concern among both 
residents and directors as minimum case requirements are increasingly difficult to 
obtain. Rosen et al. demonstrated these results among the urological community as 
60% of urology program directors were concerned that residents would not reach 
required operative volumes secondary to the COVID pandemic [28]. Similarly, there 
has been a shift to nonoperative management among previously emergent presen-
tations like appendicitis [27]. The pandemic has shed light on an evident shift in 
surgical management that has been occurring over the past 50 years. Even before the 
emergence of COVID-19, the introduction of new data and technologies for certain 
disease processes, that were managed with complex surgical procedures in the past, 
has led to treatment with less invasive methods. For example, in surgical oncology 
the advent of the sentinel lymph node biopsy has drastically decreased the amount 
of completion lymph node dissections for melanoma and breast cancer [29, 30]. The 
advent of endovascular surgical techniques in vascular and cardiothoracic surgery 
has decreased trainee’s exposure to a variety of open surgical cases. Smith et al. 
demonstrated a significant decrease in the amount of open abdominal aortic aneu-
rysm repairs. Over a five-year study period from 2010 to 2014 trainees demonstrated 
a 38% decrease in open repairs, with one half of trainees in 2014 having exposure to 
less than five open repairs [31].

The obvious concern among surgical residents is inadequate operative skills 
secondary to decreased case volumes. Simulation training is now as important as 
ever to develop surgical skills among trainees. Doulias et al. argues that to prevent 
deterioration of operative skills, programs need to expand simulation training [32]. 
To improve surgical skills, online video conferencing platforms are now used to 
provide real time feedback from experts to surgical trainees undergoing laparo-
scopic and robotic training.

Despite many negative impacts from COVID on training Hope et al. argues for 
some positive implications. The authors argue that the adaptation of online learn-
ing has allowed greater access to educational material. Electronic-learning has now 
become a staple within surgical education [27]. Focus has shifted from in person 
lectures to a variety on online tools like podcasts, social media, YouTube videos, 
virtual peer reviewed libraries, and video conferencing platforms. Video confer-
ence platforms like Microsoft Teams and Zoom have provided an outlet for remote 
didactics, conferences, and virtual rounding [32]. Future studies will investigate the 
effectiveness of these new learning modalities on surgical education, but they will 
likely continue to have an impact in the post COVID era.

5. Conclusion

Surgical education over the last 50 years has proven to be a constantly evolving 
process. No longer is the Hasteadian “see one, do one, teach one” the sole maxim in 
training. With a growing emphasis on both patient safety and resident well-being, 
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there has been a development of novel training paradigms. Greater emphasis 
has been placed on surgical simulation as a means for increasing operative skills. 
Training today also places an emphasis on didactics, conferences, and research as 
protected time is set aside for during the 80-hour work week for residents to develop 
their skills outside of the operating room. The lasting effects of the COVID-19 
pandemic on surgical education are unknown, but the use of simulation and online 
training will likely continue to increase throughout the remainder of the 21st century 
to ensure stable and consistent training.
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of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original work is properly cited. 



8

Medical Education for the 21st Century

[1] Polvarapu V, Harsha MD; Kulayat N. 
Afif, MD, MSC; Sun, Susie MD; Hamed, 
Osama MD. 100 years of surgical 
education: The past, present, and future. 
Bulletin of the American College of 
Surgeons. 2013. Available from: https://
bulletin.facs.org/2013/07/100-years-of- 
surgical-education/

[2] Dobson J, Walker RM. Barbers and 
Barber-Surgeons of London: A History of 
the Barbers’ and Barber-Surgeons 
Companies. Oxford: Blackwell Scientific 
Publications for the Worshipful 
Company of Barbers;1979:171.

[3] Khan MR, Begum S. Apprenticeship 
to simulation - The metamorphosis of 
surgical training. J Pak Med Assoc. 2021 
Jan;71(Suppl 1)(1):S72-S76. PMID: 
33582727.

[4] Grillo HC. To impart this art: The 
development of graduate surgical 
education in the United States. Surgery. 
1999;125(1):1-14.

[5] Drossard S. Structured surgical 
residency training in Germany: an 
overview of existing training programs 
in 10 surgical subspecialties. Innov Surg 
Sci. 2019;4(1):15-24. Published 2019 
May 10. doi:10.1515/iss-2018-0033

[6] Quiros RM, Black E. “Wellness in 
Residency: A Paradigm Shift.” [online] 
IntechOpen, DOI:10.5772/intechopen. 
82343. Available from:https://www.
intechopen.com/online-first/wellness- 
in-residency-a-pardigm-shift.

[7] Imai TA, Soukiasian HJ, Truong A, 
Chau V, Amersi F. The lasting footprint 
of COVID-19 on surgical education: A 
resident and attending perspective on 
the global pandemic. Am J Surg. 2020 
Dec 30:S0002-9610(20)30824-2. doi: 
10.1016/j.amjsurg.2020.12.046.

[8] Aziz H., James T., Remulla D. Effect 
of COVID-19 on surgical training across 

the United States: a national survey of 
general surgery residents [published 
online ahead of print, 2020 Jul 30] J 
Surg Educ. 2020 doi: 10.1016/j.
jsurg.2020.07.037. S1931-7204(20) 
30271-30273

[9] Booklet of Information Surgery. 
American Board of Surgery Inc. 2020. 
Philadelpha, PA. Available from: https://
www.absurgery.org/xfer/BookletofInfo-
Surgery.pdf

[10] SCORE-Surgical Council on 
Resident Education. The American 
Board of Surgery. Available from: 
https://www.absurgery.org/default.
jsp?aboutscre

[11] SCORE. About Score. Available 
from: https://www.surgicalcore.org/
public/aboutscore

[12] Drews FA, Bakdash JZ. Simulation 
Training in Health Care. Reviews of 
Human Factors and Ergonomics. 
2013;8(1):191-234. doi:10.1177/ 
1557234X13492977

[13] de Montbrun SL, Macrae H. 
Simulation in surgical education. Clin 
Colon Rectal Surg. 2012;25(3):156-165. 
doi:10.1055/s-0032-1322553

[14] Childers CP, Maggard-Gibbons M. 
Understanding Costs of Care in the 
Operating Room. JAMA Surg. 
2018;153(4):e176233. doi:10.1001/
jamasurg.2017.6233

[15] Bridges M, Diamond D L. The 
financial impact of teaching surgical 
residents in the operating room. Am J 
Surg. 1999;177(1):28-32.

[16] Lauscher J C, Ritz J-P, Stroux A, 
Buhr H J, Gröne J. A new surgical trainer 
(BOPT) improves skill transfer for 
anastomotic techniques in 
gastrointestinal surgery into the 
operating room: a prospective 

References



9

Surgical Education in the 21st Century
DOI: http://dx.doi.org/10.5772/intechopen.99406

randomized trial. World J Surg. 
2010;34(9):2017-2025

[17] Anastakis D J, Regehr G, Reznick R 
K. et al. Assessment of technical skills 
transfer from the bench training model 
to the human model. Am J Surg. 
1999;177(2):167-170.

[18] Palter V N, Grantcharov T, 
Harvey A, Macrae H M. Ex vivo 
technical skills training transfers to the 
operating room and enhances cognitive 
learning: a randomized controlled trial. 
Ann Surg. 2011;253(5):886-889.

[19] Datta V, Bann S, Beard J, 
Mandalia M, Darzi A. Comparison of 
bench test evaluations of surgical skill 
with live operating performance 
assessments. J Am Coll Surg. 
2004;199(4):603-606.

[20] Reynolds W Jr. The first 
laparoscopic cholecystectomy. JSLS. 
2001;5(1):89-94.

[21] Derossis A M, Fried G M, 
Abrahamowicz M, Sigman H H, Barkun 
J S, Meakins J L. Development of a 
model for training and evaluation of 
laparoscopic skills. Am J Surg. 
1998;175(6):482-487.

[22] McCluney A L, Vassiliou M C, 
Kaneva P A. et al. FLS simulator 
performance predicts intraoperative 
laparoscopic skill. Surg Endosc. 
2007;21(11):1991-1995.

[23] Sroka G, Feldman L S, Vassiliou M 
C, Kaneva P A, Fayez R, Fried G M. 
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.

[24] Sheetz KH, Claflin J, Dimick JB. 
Trends in the Adoption of Robotic 
Surgery for Common Surgical 
Procedures. JAMA Netw Open. 

2020;3(1):e1918911. doi:10.1001/
jamanetworkopen.2019.18911

[25] Sridhar AN, Briggs TP, Kelly JD, 
Nathan S. Training in Robotic 
Surgery-an Overview. Curr Urol Rep. 
2017;18(8):58. doi:10.1007/s11934- 
017-0710-y

[26] The da Vinci Surgical System. Da 
Vinci Surgical Community. 2014. 
Available at: https://www.
davincisurgerycommunity.com/
systems_i_a#:~:text=Surgeon%20
Console,to%20his%20or%20her%20
eyes.

[27] Hope C, Reilly JJ, Griffiths G, 
Lund J, Humes D. The impact of 
COVID-19 on surgical training: a 
systematic review. Tech Coloproctol. 
2021;25(5):505-520. doi:10.1007/
s10151-020-02404-5

[28] Rosen GH, Murray KS, Greene KL, 
Pruthi RS, Richstone L, Mirza M. Effect 
of COVID-19 on Urology Residency 
Training: A Nationwide Survey of 
Program Directors by the Society of 
Academic Urologists. J Urol. 
2020;204(5):1039-1045. doi: 10.1097/
JU.0000000000001155.

[29] Faries MB, Thompson JF, 
Cochran AJ, Andtbacka RH, Mozzillo N, 
Zager JS, Jahkola T, Bowles TL, 
Testori A, Beitsch PD, Hoekstra HJ, 
Moncrieff M, Ingvar C, 
Wouters MWJM, Sabel MS, Levine EA, 
Agnese D, Henderson M, Dummer R, 
Rossi CR, Neves RI, Trocha SD, 
Wright F, Byrd DR, Matter M, Hsueh E, 
MacKenzie-Ross A, Johnson DB, 
Terheyden P, Berger AC, Huston TL, 
Wayne JD, Smithers BM, Neuman HB, 
Schneebaum S, Gershenwald JE, 
Ariyan CE, Desai DC, Jacobs L, 
McMasters KM, Gesierich A, Hersey P, 
Bines SD, Kane JM, Barth RJ, 
McKinnon G, Farma JM, Schultz E, 
Vidal-Sicart S, Hoefer RA, Lewis JM, 
Scheri R, Kelley MC, Nieweg OE, 
Noyes RD, Hoon DSB, Wang HJ, 



Medical Education for the 21st Century

10

Elashoff DA, Elashoff RM. Completion 
Dissection or Observation for Sentinel-
Node Metastasis in Melanoma. N Engl J 
Med. 2017 Jun 8;376(23):2211-2222. doi: 
10.1056/NEJMoa1613210

[30] Giuliano AE, Ballman KV, McCall L, 
Beitsch PD, Brennan MB, Kelemen PR, 
Ollila DW, Hansen NM, Whitworth PW, 
Blumencranz PW, Leitch AM, Saha S, 
Hunt KK, Morrow M. Effect of Axillary 
Dissection vs No Axillary Dissection on 
10-Year Overall Survival Among Women 
With Invasive Breast Cancer and 
Sentinel Node Metastasis: The ACOSOG 
Z0011 (Alliance) Randomized Clinical 
Trial. JAMA. 2017 Sep 12;318(10):918-
926. doi: 10.1001/jama.2017.11470.

[31] Smith ME, Andraska EA, 
Sutzko DC, Boniakowski AM, 
Coleman DM, Osborne NH. The decline 
of open abdominal aortic aneurysm 
surgery among individual training 
programs and vascular surgery trainees. 
J Vasc Surg. 2020 Apr;71(4):1371-1377. 
doi: 10.1016/j.jvs.2019.06.204.

[32] Triantafyllos Doulias, Gaetano 
Gallo, Ines Rubio-Perez, Stephanie O. 
Breukink & Dieter Hahnloser (2020) 
Doing More with Less: Surgical Training 
in the COVID-19 Era, Journal of 
Investigative Surgery, DOI: 10.1080/ 
08941939.2020.1824250


