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Disclosure of Relevant Financial Relationships

As an ACCME accredited provider, AAGL must ensure balance, independence, and objectivity in all CME activities
to promote improvements in health care and not proprietary interests of an ineligible company. AAGL controls
all decisions related to identification of CME needs, determination of educational objectives, selection and
presentation of content, selection of all persons in a position to control content, selection of educational methods, and
evaluation of the activity. Course chairs, planning committee members, faculty, authors, moderators, and others in a
position to control the content of this activity are required to disclose all financial relationships with ineligible
companies. All relevant financial relationships are appropriately mitigated, and peer review is completed by
reviewers who have nothing to disclose. Learners can assess the potential for commercial bias when disclosure,
mitigation of conflicts of interest, and acknowledgment of commercial support are provided prior to the activity.
Informed learners are the final safeguards in assuring that a CME activity is independent from commercial bias.
We believe this mechanism contributes to the transparency and accountability of CME.
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Panel 1: Maximizing Surgical Coaching
Chair: Cara R. King, DO, MS
Faculty: Angela Chaudhari, MD, Christopher DeStephano, MD, MPH, Veronica Lerner

Course Description

Dedicated and deliberate surgical education is critical for propagating our field and training the next
generation of surgeons. A unique set of skills and knowledge are needed to take surgical education initiatives
to the next level for our medical students, residents, and fellows. Critical aspects of surgical education include
how to give and receive feedback, competency assessment, understanding learning styles, and integration of
simulation. Surgical coaching also presents an actionable approach to enhance surgical education and
promote continuous professional development throughout one’s career. This panel will provide insight on
the philosophy of surgical coaching and how to provide high impact feedback. It will provide evidence for
components of internal motivation through application of a growth mindset and discuss available resources
for simulation as a teaching method through assessment and technology integration.

Learning Objectives
At the conclusion of this course, the participants will be able to: 1) lllustrate techniques to provide high impact
feedback and competency assessment 2) Recognize the impact of surgical coaching in continuous
professional development and trainee education to elevate technical and non-technical skills 3) Discover
resources to enhance surgical simulation and deliberate practice through integration of technology.

This panel will include minimal formal presentations or PowerPoint slides to enhance a robust discussion
amongst the panelists and audience surrounding feedback, competency assessment, surgical coaching,

learning styles, and surgical simulation.

Course Outline

11:30 am Welcome, Introduction and Course Overview C.R. King

Talks from Faculty (listed in Alpha order):

Giving Feedback Isn’t Rocket Science....It’s Harder! A. Chaudhari
11:35am  gyerything is a Test: Assessment to Optimize Gynecologic C. DeStephano
Surgery Learning V. Lerner

Can We Teach and Assess Proficiency Before OR?

12:25 pm  Questions & Answers All Faculty

12:35pm  Adjourn
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Giving Feedback Isn’t Rocket
Science....

It’s Harder!

Angela Chaudhari MD

Associate Professor, Vice Chair Faculty Development, ObGyn
Chief of Gynecology and Gynecologic Surgery

System Director of the P2P Support Network

Northwestern University Feinberg School of Medicine

M

Disclosures

Johnson and Johnson, Educational Consultant and Advisory Board
Consultant Surgical Coach, Academy of Surgical Coaching
Co-Founder, Premier Surgical Insights, LLC

M [ornwesterm
Medicing

If you don't have
anything nice to
say, don't say
anything at all.

PROVERB

....And, voila, now its your job to say it.
-Kim Scott, Radical Candor

KIM ScoTT

Whatis
feedback?

When do we
give it?

L\ B

How do we take
. feedback
effectively?

j;_:" How do we give
/) feedback
= effectively?

What is feedback?

The transmission of evaluative or corrective information about an
action, event, or process to the original or controlling source

Appreciation
Implicit l Explicit
Feedback Evaluation Coaching Feedback

Wiggins G. Seven Keys to Effective Feedback. Educational ek
Leadership Sept 2012; 70:1;10-16. [
Stone D, Heen'S. Thanks for the Feedback

Wi

When do we give it?

£z

A
%
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one will not be

punished or humiliated

N Northwestern

5 WAYS TO HELP

CREATE PSYCHOLOGICAL
—SAFETY—
_‘@? $0%

) G0 2 a6

1 MAKE 2. FACILITATE 3. ESTABLISH 4. CREATE 5. EMBRACE

everyone or new ideas productive
speaking up. wild ones). conflict.

~7 Center for Creative Leadership

|\ Northwestern

ccl.org “.?"f" “enter for Creative |_eadership

How should we take feedback?
DON'T
Take a defensive position regarding the feedback

DO

Find a simple, default response to feedback

DO

Let people know that you are open to feedback

Bregman P. 13 ways we justify, rationalize or ignore EHarvard
NV Marwestam negative feedbagk HBR. Feb 14, 2019 ¥ gwiness

How do we give feedback?

COMPLIMENT
SANDWICHES
DON'T WORK

Northwostarn Cohn A. Please stop using the feedback -rhes
)\ P sandwich. Forbes. June 20, 2017 Fo

TRUST

Northwesterns Maister D, Green C, Galford R. The
|\ Medicing Trusted Advisor, The Free Press, 2011.

How should we give feedback?
DO

Give feedback more regularly

DO

Signal good intent by recognizing the positive and
providing positive feedback

DO

Create a strategy for the discussion

Northwester Cohn A Please stop using the feedback -ﬂ,ﬁ
)\ Jiatites sandwich. Forbes. June 20,2017 Fo

Page 6




How should we give feedback?
Get your intentions right before opening your

mouth.
Deal with your own emotions before giving feedback.

Ask permission.
Control is central to creating safety. Wait for the invitation
to give the feedback is important

Share intent before content.
Ensure that intent is positive and not malicious.

Ask for Clarification

Greeny J. The Key to Giving and ?ﬂu\'ﬂd
M !:E?:“:fmm Receiving Negative Feedback, Aug 2015. m

Questions?

Northwesterns
Medicing
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Everything is a Test: Disclosure

Assessment to Optimize Gynecologic Surgery Learning

* Dr. Christopher DeStephano- Eli Lily Stock <$5,000 (bought and sold
Chris DeStephano, MD, MPH, FACOG to assess conflict of interest process)

Minimally Invasive Gynecologic Surgery
Mayo Clinic, Jacksonville, Florida

EMAIL: destephano.christopher@mayo.edu

MGLZ072
o GLORAL CONGRISS OX NIGS

| Ausora, €O | <o org e

0 e

Learning objectives Question

Is the majority of the responsibility for learning/assessment

« Encourage a shift from teaching what | want audiences to learn on the teacher/training program/hospital/board or is it the
(outcomes) to learning how to learn (process) responsibility of the learner?
» Audience members (silent reflection): o In Medical School? :::zlz:::a:':::: :z:-;: :::;T:::::m
« What do you want to learn? . s
« What brought you to this session? * In R93|denCY-
+  InFellowship? ——— (&

. As a Surgeon?

Past Present Future

Why understanding consequences of assessment

Assessment is important (and a political process)
¢ De'f!nltlon: The evaluation or _eStImatlon of the nature, quallty, or This is an excellent opportunity for someone who is False equivalence is an
ability of someone or something interested in a leadership role in founding our informal fallacy in which an
upcoming MIGS Fellowship program. Highlights equivalence is drawn
« Formative [Process]: “Planned, ongoing process used by all students ms::j;:t:;::i:r ?E!:,t :;, ;‘;ﬁfﬁf ;,J.,ZCUCS : Eethen t\alo Sudb Jec}s|
and teachers during learning and teaching to elicit and use evidence of pm_emg ﬂme‘mm‘i;,h i ased on fawed ortaise
learning to improve student understanding of intended learning A ; e reasoning
outcomes and support students to become self-directed learners.” How much weight to

We are open to considering AAGL Fellowship trained

« Summative [Outcome]: “Evaluate student learning, skill acquisition, and those with the ABOG Practice Designation. assessment?
and academic achievement at the conclusion of a defined instructional How much weight to
period 2 year fellowship?

Page 8



Published in final edited form as:
Ann Surg. 2015 August ; 262(2): 217 219. doi:10.1097/SLA.0000000000001290.

The Continuum of Coaching: Opportunities for Surgical
Improvement at all Levels

Caprice C Greenberg, MD, MPH' and Mary E. Klingensmith, MD2

« “Surgeons tend to conceptualize ‘mastery’ or ‘expertise’ as
having conquered a specific set of skills?lOutcomes], while
in other disciplines these terms are equated with a continual
learning state or perpetual devotion to
improvement[Process].”

* Process: “In medicine, we tend to prioritize and strive for
competence [Outcomes] rather than continued improvement
[Process] regardless of level. This is a cultural difference
and one that we will need to sort through in the upcoming
years.”

Adaptive Expertise (process oriented)

Creative Exploration Adaptive Expertise
{Develops New Eoncestusl Understanding] | lApsiies Wite Range of Concemtust Undarstanding)

High

Innovation =

>
- &
8

Routine Clinical

Low Novice P Expertise

Low High
Efficiency

Cutrer WB, et al. Fostering the development of master adaptive learners: A conceptual model to
guide skill acquisition in medical education. Academic Medicine. January 2017.

Anders Ericsson: Deliberate Practice

(process oriented)

« “Special type of practice that is purposeful and systematic”
(process)

* Misrepresented as “10,000 hours” (outcomes oriented)

Stock market: “Past performance is no
guarantee of future results”

* Humbling realization
« Bias and noise are part of all assessments

» Performance during medical school,
residency, fellowship, boards, etc may or

—— Expert may not predict future performance
PE A K Q Performance « Therefore, the weight and significance we
2 put on individual outcome assessments

R RS SE g Arrested needs to decrease

OF EXPERTISE é Development
\l - & Autonomoug Everyday
= Skills

Experience
THOUGHTS ABOUT THIS What decision should we make about

“It is the illusion of
knowledge, not
ignorance, that keeps
one from growing”

--Jerry Uelsmann
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Assessment

« Often has unintended consequences if not used deliberately
with selection of appropriate outcome

» Formative, repeated assessments over time that assess the
process of learning over high-stakes end of training
assessments should be prioritized

« Self-reflection

« Self-directedness

« Adaptability to change

« Initiative (did they seek out mentorship and coaching?)
« Work ethic

« Willingness to speak up

References

Leon MG, Dinh TA, Heckman MG, Weaver SE, Chase LA, DeStephano CC. Correcting the
Fundaments of Laparoscopic Surgery “lllusion of Validity” in Laparoscopic Vaginal Cuff Suturing.
JMIG. 2021

Lerner V, DeStephano C, Ulrich A, Han ES, LeClaire E, Chen CCG. A Systematic Review of Validity
Evidence for the Fundaments of Laparoscopic Surgery Examination in Gynecology. JMIG. 2021

LeClaire EL, DeStephano CC, Lerner VT, Chen CCG. Decision and consequences: Validation of
High-Stakes Simulation-Based Assessments in Gynecologic Surgery. JMIG. 2021.

Greenberg CC, Klingensmith ME. The continuum of Coaching: Opportunities for Surgical
Improvement at all Levels. Ann Surg. 2015.

Ericsson A, Pool R. Peak: Secrets from the New Science of Expertise. 2016

Cutrer WB, et al. Fostering the development of master adaptive learners: A conceptual model to
guide skill acquisition in medical education. Academic Medicine. January 2017.
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#SurgekEd: it IS ALL in my head!

F

Veronica Lerner MD, FACOG (pronouns: she, her, hers)
Minimally Invasive Surgery and Urogynecology
Lenox Hill Hospital, Director of Simulation
Associate Professor
Zucker School of Medicine at Hofstra
Mobile: (646) 331-0401
Email: vlerner@northwell.edu

:+ Lenox Hill Hospital Twitter: @Veronicalerner

337 Northwell Health:

Surgical education: hard things are hard

+ 1+ Lenox Hill Hospital
3337 Northwell Health

Educators = change agents

Fod Pract, 2019 Sep; 36(9): 400402, PMCID: PMC6752815
PMID: 31571807

Reframing Clinician Distress: Moral Injury Not Burnout

Wendy Dean, MD,* Simon Taibot, MD, and Austin Dean

i.1: Lenox Hill Hospital Change, culture and Cultural Change in Education
333 Northwell Health % g

Breaking down silos

I

e I\‘;:\-’\‘—i

g

3.1% Lenox Hill Hospital
333 Northwell Health

Cognitive psychology:
the science of learning

make it stick

*

Ihe Sl o Savvenfal Lnming

3.1: Lenox Hill Hospital =5 j
3 Northwell Healthr

MAYO
CLINIC

TAKE 5
STRATEGIES TO STRENGTHEN
LEARNING AND ACCELERATE MASTERY

@

ENCOURAGE MAKE LEARNING unuze
RETRIEVAL EFFORTRUL INTERLEAVING
PRACTICE

INTEGRATE ACADEMY OF
4 s By
EXCELLENCE

3.1- Lenox Hill Hospital Mocina
333 Northwell Health
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Cognitive load theory
JSLS @

Journal of The Society of Laparoscopic & Robatic Surgeons

JSLS, 2012 Jul-Sep; 16(3): 341-344,
doi: 10.4293/1 12X134279823761

Teaching and Learning of Surgery
Michael S, Kavic, MD®

*  Working memory capacity is limited

Reduce cognitive load, make it stick:
case-based learning example

GYNECOLOGICAL
ENDOCRIN(

OLOGY o i mme N

INTERACTIVE CASE - BASED LEARNING AND RESIDENT KNOWLEDGE

Interactive case-based learning improves resident knowledge and
in i and infertility™

Kara N, Goldman', Ashley W, Tiegs”, Kiters Udullas’, Margaret Nachisgal’, M. Elzabeth Fino’, Abigal F. Winket’,
and Vesenica Lermer®

Gl N Yok ety L Ml Cont, e Yok, Y, USA

ENCOURAGE PAAKE LIARNING. DEMONSTRATE
RETRIEVAL EFFORTFUL VARIED PRACTICE

» Reduce cognitive load et
~ Provida varid opporunon ¢ + Changa the susrunding condtions
+ Motivate leamers 1o actively ety e promanibbon kg o
prisispipmialy il
information = Ask “What Il " quessions fo * Repicate real-world squations.
33 Lenox Hill Hospital P e e s nd
3 " :- Lenox Hill Hospital in simulaied “safe” t
333 Northwell Healthy S el HEe\Lph o sy :::mw knawiedge and envircnmen

Reduce cognitive load, make it stick

CADAVER LAB

SURGICAL DISSECTOR

Pelvic Anatomy Primer and
Clinical Correlation

\Bedyce cognitive load, make it stick

Surgiealt Anatomy of Vaginal Hysterectormy—b
Reskdent Comineted Semusaton Mod

i Anatomy Model
e el Amsoem

DEMONSTRAT
'VARIED PRACTICE INTEGRAT
VARIED PRACTICE 5 Aotauare
* Change: SPACING
Crcrgn waras s v ey
i forery
s - Regicale rmai-wirid nhahons. acion of § s
b N oy G o e amwer more rare wa ton (8 §. tergemng)
Lenox Hill Hospital el vy pead 3 1: Lenox Hill Hospital b it 4 qmera . -
M- maay Y- 3 etwan prachce mida b ws
Northwell Health- o asme g 34 North he I, mdmeens e e ot

Skill, task, procedure, and learning curves

* My vaginal hysterectomy trainer journey

3.1: Lenox Hill Hospital
333 Northwell Health:

Can we assess competency in the OR?

Establishing cutoff scores on assessments of surgical
skills to determine surgical competence

v
Nk e, MR, PR e g, MEY M D1 e, D VS

(CRIGETINE o o o sty w1 980 s 20 %, s weah on G
< R——

i coseen s vy e o e s i o
Srior ik 1. e g ey

5o, o

B et e, wra utay s
et et Ao s e VTS 0 ] ey
TS i o Tt

ot 1 e el sk € K ek s

=ty

[ s

8 Eo% 5 51w

w80, 10573 Lt T
200% 7
o) EIC

5. 1- Lenox Hill Hospital
333 Northwell Health:
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Can we teach and assess proficiency before OR?

« Lenox Hill Hospital
Northwell Health:

WY Strglcat Simulation

Cognitive load

O Aaga bt org 105

Ghristina M. Escobar.* Daminique Matacarne Pape.’ Kimberly L. Ferrante.” Meleen Chuang."

arnian Szyia* and Yeronica Lerner*s

“Otateris wad Gmesology, New York Usiversity Lamgone Medical Cener, New York
b meslegy, Alber Eiatcin Collge of
Maical Simulaion, Drpartmant of Emergency Mediine. Brigham aud Women's Horp

Permanasie, S Diga, CA. USA: ‘Obaterics and

+ 1+ Lenox Hill Hospital
Northwell Health

Table 3. Performance scores by group

54 *Ursgynesslopy, Ksber
eing, Brows, N, USA; “Cente for
Eaton, M4, USA

Pt
fn = 10)

GRS (max score, 25), mean (D) 116 (45)

PSC (max score, 26), mean (SD) 150 (44)
Time (minuics), mean (SD) 76 (91)
Pre-test scores, mean (SD) 815 (50)
Post-test scores, mean {SD) 745 (143)
Confidence wore befose 18411
Confidence score after 4118

*Coeresgonds to a two-ample € e,

Expert
ey

130(5)
150(53)
261 194)
581 (108)
843 93)
2300

38 104)

Pals

058
100
o
048
ais
048
o7

GRS, Global Haiog, Sl OSAT:SVH, Objectne Skill Asscsments Tes
simulated Vagiral Hysterectamy: PSC, procedure. pacifc checklu.

Payton Sehmidt, Veronica Lerner, Chi Chiuy
simulation. OBG Manag. 2022 May; 34(5):S4-SS10 | doi: 10.12788.0bgm.0193.

1.1 Lenox Hill Hospital

Grace Chen, Douglas Miyazaki, Christine Vacearo. How 1o teach vaginal surgery through

333 Northwell Health

teach-vaginal-surgery-through-simulation

Lenox Hill Hospital
< Northwell Health

The real-world

Abdominal Model

Major Vascular Injury during
Gynecologic Surgery Simulation:
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CULTURAL AND LINGUISTIC COMPETENCY & IMPLICIT BIAS

The California Medical Association (CMA) announced new standards for Cultural Linguistic Competency
and Implicit Bias in CME. The goal of the standards is to support the role of accredited CME in advancing
diversity, health equity, and inclusion in healthcare. These standards are relevant to ACCME-accredited,
CMA-accredited, and jointly accredited providers located in California. AAGL is ACCME-accredited and
headquartered in California.

CMA developed the standards in response to California legislation (Business and Professions (B&P) Code
Section 2190.1), which directs CMA to draft a set of standards for the inclusion of cultural and linguistic
competency (CLC) and implicit bias (IB) in accredited CME.

The standards are intended to support CME providers in meeting the expectations of the legislation. CME
provider organizations physically located in California and accredited by CMA CME or ACCME, as well as
jointly accredited providers whose target audience includes physicians, are expected to meet these
expectations beginning January 1, 2022. AAGL has been proactively adopting processes that meet and
often exceed the required expectations of the legislation.

CMA CME offers a variety of resources and tools to help providers meet the standards and successfully
incorporate CLC & IB into their CME activities, including FAQ, definitions, a planning worksheet, and best
practices. These resources are available on the CLC and |B standards page on the CMA website.

Important Definitions:

Cultural and Linguistic Competency (CLC) — The ability and readiness of health care providers and
organizations to humbly and respectfully demonstrate, effectively communicate, and tailor delivery of care
to patients with diverse values, beliefs, identities and behaviors, in order to meet social, cultural and linguistic
needs as they relate to patient health.

Implicit Bias (IB) — The attitudes, stereotypes and feelings, either positive or negative, that affect our
understanding, actions and decisions without conscious knowledge or control. Implicit bias is a universal
phenomenon. When negative, implicit bias often contributes to unequal treatment and disparities in
diagnosis, treatment decisions, levels of care and health care outcomes of people based on race, ethnicity,
gender identity, sexual orientation, age, disability and other characteristics.

Diversity — Having many different forms, types or ideas; showing variety. Demographic diversity can mean
a group composed of people of different genders, races/ethnicities, cultures, religions, physical abilities,
sexual orientations or preferences, ages, etc.

Direct links to AB1195 (CLC), AB241 (IB), and the B&P Code 2190.1:

Bill Text — AB-1195 Continuing education: cultural and linguistic competency.
Bill Text — AB-241 Implicit bias: continuing education: requirements.
Business and Professions (B&P) Code Section 2190.1

CLC & IB Online Resources:

Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png (850x839) (researchgate.net)

Cultural Competence In Health and Human Services | NPIN (cdc.gov)

Cultural Competency — The Office of Minority Health (hhs.gov)

Implicit Bias, Microaggressions, and Stereotypes Resources | NEA

Unconscious Bias Resources | diversity.ucsf.edu

Act, Communicating, Implicit Bias (racialequitytools.org)

https://kirwaninstitute.osu.edu/implicit-bias-training

https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-
role-of-implicitbiases

https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn

https://pubmed.ncbi.nlm.nih.gov/34016820/
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https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.cmadocs.org/cme-standards?utm_source=newsletter&utm_medium=email&utm_content=CLC%20and%20IB%20standards%20page&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=200520060AB1195&search_keywords=%2522Cultural+and+Linguistic+Competency%2522
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.researchgate.net/publication/320178286/figure/fig1/AS:614112098787328@1523427142191/Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png
https://npin.cdc.gov/pages/cultural-competence#:%7E:text=Cultural%20and%20linguistic%20competence%20is%20a%20set%20of,professionals%20that%20enables%20effective%20work%20in%20cross-cultural%20situations.
https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlid=6
https://www.nea.org/resource-library/implicit-bias-microaggressions-and-stereotypes-resources?gclid=EAIaIQobChMIkuyXhYnB9AIVIhitBh245QJtEAAYASAAEgIqg_D_BwE
https://diversity.ucsf.edu/resources/unconscious-bias-resources
https://www.racialequitytools.org/resources/act/communicating/implicit-bias
https://kirwaninstitute.osu.edu/implicit-bias-training
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn
https://pubmed.ncbi.nlm.nih.gov/34016820/
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