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OBJECTIVE: The purpose of this study was to create an

assessment tool to evaluate newly practicing surgeons.

DESIGN: In this prospective mixed methods study, a
needs assessment was performed by conducting focus

groups with practicing general surgeons, asking ques-

tions regarding essential surgeon qualities, behaviors

observed in inexperienced surgeons, current assessment

methods, and desired assessment tool elements and

attributes. A qualitative analysis was performed using a

grounded theory methodology. The Junior Surgeon Per-

formance Assessment Tool (JSPAT) was created using a
4-point scale for each category developed, with themes

identified in the qualitative analysis used to create behav-

ioral anchors. The JSPAT was evaluated by focus group

participants and by members of the American College of

Surgeons Advisory Council for Rural Surgery using an

online survey.

SETTING: Rural and nonuniversity-based hospitals

throughout the state of Oregon.

PARTICIPANTS: Practicing general surgeons.

RESULTS: Focus groups consisted of 31 surgeons (mean

age 49, mean experience 17 years) from 11 different hos-
pitals. Qualitative analysis revealed 91 different themes,

which were grouped into 5 domains (technical skills,

interaction with patients, interaction with surgeon col-

leagues, interactions with the greater medical commu-

nity, and self-care) to create the assessment tool. Twenty

online survey responses providing feedback on the
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assessment tool were obtained, with 75% rating the

JSPAT useful or very useful and 69% satisfied or very sat-

isfied with the time to complete the tool.

CONCLUSIONS: A mixed-methods model was used to

create an assessment tool for surgeons in their first year

of independent practice. Survey data demonstrated that

practicing surgeons find value in the JSPAT. ( J Surg Ed

76:e199�e208.� 2019 Association of Program Directors

in Surgery. Published by Elsevier Inc. All rights reserved.)
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COMPETENCIES: Patient Care, Interpersonal and

Communication Skills, Practice-Based Learning and

Improvement
INTRODUCTION

Surveys of general surgery chief residents, fellowship

program directors, and practicing American College of

Surgeons (ACS) members have demonstrated that gen-
eral surgery residents may lack confidence and adequate

training upon graduation.1-5 However, a comprehensive

assessment tool to evaluate their performance is lacking.

Many assessment tools have been developed for resi-

dents to assess technical and operative performance dur-

ing residency. Previously published tools that assess

technical skills and/or autonomy include the Objective

Structured Assessment of Technical Skills,6 Operative
Performance Rating System,7 Surgical Procedure Feed-

back Rubric,8 the Operative Entrustability Assessment,9

OpTrust,10 and the System for Improving and Measuring

Procedural Learning,11 among others. Examples of non-

technical skill evaluation include the Patient Assessment

and Management and Examination,12 Ottawa Clinic
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Assessment tool,13 Nontechnical Skills for Surgeons.14

However, these assessment tools are not comprehensive,

and the rating scales are not tailored to surgeons practic-

ing independently. The Accreditation Council for Gradu-
ate Medical Education Milestones evaluation framework is

comprehensive, incorporating each of the 6 competencies

(Patient Care, Medical Knowledge, Professionalism, Sys-

tems-based Practice, Interpersonal & Communication

Skills, and Practice-based Learning & Improvement),15 but

the competencies and rating scales were developed specif-

ically for surgery residents and may not adequately evalu-

ate independently practicing surgeons.
Some academic and community medical centers, such

as Houston Methodist Hospital, US Armed Forces Hospi-

tals, Geisinger Health System, Gunderson Health System,

and the Kaiser Permanente Hospital System have formal

mentoring programs for young surgeons, but none use

comprehensive standardized assessments.16,17 Through

feedback obtained during the joint ACS and Accredita-

tion Council for Graduate Medical Education National
Invitational Conference, the Transition to Practice pro-

gram, now known as the Mastery in General Surgery pro-

gram (MiGS), was created to help address issues with

oversight of surgeons who wanted or needed more sup-

port after completion of general surgery residency.17

When creating the MiGS program, input was sought

from the hospital systems as mentioned above that had

established onboarding and mentorship programs.17

However, implementation of MiGS is heterogeneous and

structure of the program is largely left up to individual

institutions to establish. No standardized assessment

tool for MiGS fellows has been developed.

Rural and nonacademic metropolitan communities have

been largely unrepresented in the literature discussing the

quality and experience of graduating residents. This is of

particular importance, given that the majority of jobs (73%)
offered are in rural or nonacademic metropolitan settings,

with only a minority of total jobs (35%) requiring fellowship

training.18 Additionally, a majority of MiGS sites are located

in rural or nonacademic settings. Limited resources in rural

communities present unique challenges in the mentoring,

support, and assessment of inexperienced surgeons. Addi-

tionally, graduating residents may lack experience with pro-

cedures performed commonly in rural practice.19

Input from surgeons in the practice settings encom-

passing the majority of jobs is essential to development

and implementation of an assessment tool that will meet

the needs of the surgical community. The objective of

this study was to create an assessment tool to evaluate

surgeons in their first year of independent practice using

a mixed-methods model, gathering input from surgeons

in rural or nonacademic metropolitan hospitals through
focus groups, and evaluating the assessment tool created

using an online survey.
e200 Journal of Surgi
METHODS

Focus Groups

Practicing general surgeons in rural or nonuniversity-based

settings were recruited via email to participate in a focus

group. Inclusion criteria included being in practice for at
least 1 year, being board-certified or board-eligible, having

a current unrestricted Oregon Medical License, and having

current hospital credentials to practice surgery.

Focus groups were carried out in-person or over the

phone and were scheduled for 60 minutes. The 8 open-

ended focus group questions included essential surgeon

attributes, behaviors observed in inexperienced surgeons,

current assessment tools utilized, elements and attributes
desired in an assessment tool, and barriers to the use of an

assessment tool (Fig. 1). Focus groups were audio

recorded, then transcribed. Both surgeon and hospital

demographics were collected. Surgeon demographics

included sex, fellowship training, age, number of years in

practice, and practice type (private practice or hospital

employed). Hospital demographics included county popu-

lation, rural-urban continuum codes based on United
States Department of Agriculture (USDA) definitions,20

critical access designation, and number of hospital beds.21

Qualitative Analysis and Creation of
Assessment Tool

Transcripts were coded for themes by an inductive

grounded theory methodology by 3 independent

reviewers (KB, KD, and HH) and catalogued using NVivo

software (QSR, Melbourne, Australia). Once all themes

were agreed upon by consensus, the themes were then

grouped into 5 domains: Technical skills, interactions
with patients, interactions with surgeon colleagues, inter-

actions with the greater medical community, and self-care.

The Junior Surgeon Performance Assessment Tool (JSPAT)

was created based on a 4-point scale with critical deficien-

cies, below expectations, meets expectations, exceeds

expectations for each of 7 categories (technical skills, guid-

ance and autonomy, decision-making and judgment, com-

munication with patients, interactions with surgeon
colleagues, communication with the medical community,

practice management, and self-care) which were grouped

under the 5 domains previously mentioned (Appendix A).

Specific themes identified in qualitative analysis were used

to create behavioral anchors underneath each option on

the 4-point scale for each category.

Survey Data

A draft of the assessment tool and associated instructions

were sent to the focus group participants as well as the
ACS Advisory Council for Rural Surgery via email along

with a short online survey to solicit feedback. The online
cal Education � Volume 76/Number 6 � November/December 2019



FIGURE 1. Focus group questions.
survey consisted of 5-point Likert questions assessing the

overall usefulness of the JSPAT, time to complete the

tool, clarity of behavioral anchors and instructions, as

well as whether the assessment tool adequately assessed

the following 7 categories: technical skills, guidance and

autonomy, medical decision-making, communication

with patients, interactions with surgeon colleagues,

communication with the greater medical community,
practice management, and self-care. The online survey

also contained 3 free text boxes for respondents to

make general comments as well as list the positive

aspects and suggestions for changes to the JSPAT. Feed-

back from respondents regarding areas to change/

improve was utilized in modifying the instructions and

behavioral anchors of the JSPAT.

IRB

This study protocol was approved by the OHSU Institu-

tional Review Board, IRB# 16295
RESULTS

Focus Groups

Thirty-one surgeons across 11 hospitals participated in 1 of

the 12 focus groups conducted over a 5-month timeframe.
Journal of Surgical Education � Volume 76/Number 6 � November/De
Ten of the practicing surgeons were female, while 21

were male. The average surgeon’s age was 49 (range

30-73) with an average of 17 years in practice (range

1-40). The majority (71%) of the surgeons were hospi-

tal employed, while 29% were in private practice. Six

surgeons completed fellowship training (3 colorectal,

1 surgical oncology, 1 minimally invasive surgery, and

1 surgical critical care).
Focus group participants practiced at 5 rural hospitals

and 6 nonuniversity-based hospitals in metropolitan

areas. Hospital bed number varied between 25 beds and

552 beds, with county population ranging from 7158 to

790,294. A more detailed description of the focus group

demographics is published in Hoops et al. 2018.21
Qualitative Analysis and Creation of
Assessment Tool

Qualitative analysis revealed 91 separate themes agreed

upon by consensus. Common themes related to essential

qualities included both technical and nontechnical skills.

Technical skills focused on breadth of surgical skills,

open surgical skills, and specific skills needed for a par-

ticular practice environment (e.g., endoscopy, trauma,

and thoracoscopy). Another essential attribute acknowl-
edged was independence yet knowing personal limits

and when to ask for help. Essential nontechnical skills
cember 2019 e201



included interpersonal skills, judgment, teamwork, and

work ethic.

Common themes related to behaviors of young sur-

geons included confidence issues (underconfident or
overconfident), technical skills, knowing limits or when

to ask for help, inexperience, autonomy, medical knowl-

edge, and judgment. Perceived confidence was closely

linked to knowing limits and asking for help. Junior sur-

geons who asked for help too much were perceived as

lacking confidence and even competence to take care of

straightforward surgical problems. Surgeons who did

not ask for help enough were perceived as dangerous
and overconfident. Senior surgeons expected their

junior partners to ask them for assistance and knew it

was their duty to make themselves available.

Current assessment methods varied widely between

institutions. Common themes related to current assess-

ment methods used included quality of care, subjective

evaluation from word of mouth, formal 360 evaluations,

direct observation (proctoring), patient satisfaction,
complaints from patients or staff, clinical judgment,

interpersonal skills, and formal or informal mentorship

arrangements. Some institutions had no formal assess-

ment or feedback method, other than the hospital

credentialing process or subjective evaluation following

a 2- or 3-year practice probationary period unless there

were formal complaints filed against a surgeon. On the

other end of the spectrum, some institutions required
formal feedback given to all surgeons every 6 months.

Essential elements or attributes to capture on an

assessment tool included evaluation of interpersonal

skills, technical skills, quality of care, confidence, and

job satisfaction of the junior surgeon. Based on themes

identified, the assessment tool should include evalua-

tions from others (staff, referring providers, etc.), patient

satisfaction scores, self-reflection from the junior sur-
geon and be used to deliver formative feedback.

Surgeons felt that a formal assessment tool may help

provide more regular, comprehensive feedback to junior

partners and improve communication among junior and

senior partners. Additionally, utilization of an assessment

tool may help identify problem behaviors or room for

improvement earlier to help junior partners grow and

stay in the practice, rather than be pushed out and
repeat the same behaviors in a different practice.

Barriers identified in utilizing an assessment tool

included time, the perceived value and accuracy of the

tool, and the possibility that the tool will used for sum-

mative judgment rather than formative feedback.
Survey Data

Overall, 20 surgeons responded to the online survey; 11

surgeons from the ACS Advisory Council for Rural
e202 Journal of Surgi
Surgery and 9 focus group participants. On a 5-point Lik-

ert scale, 75% of the total respondents rated the assess-

ment tool useful or very useful (Fig. 2a). The majority of

the survey respondents were satisfied or very satisfied
with the clarity of the instructions (94%), clarity of

behavioral anchors (88%), and the time required to com-

plete the assessment tool (69%) (Fig. 2b). The majority

of respondents agreed or strongly agreed that the tool

adequately assessed categories of technical skills (88%),

guidance and autonomy (88%), decision-making and

judgment (94%), communication with patients (81%),

interactions with surgeon colleagues (94%), communica-
tion with the medical community (88%), practice man-

agement (81%), and self-care (81%) (Fig. 2c).
DISCUSSION

Using a mixed-methods model, feedback from practicing

general surgeons in rural and nonuniversity-based envi-
ronments was utilized to develop the JSPAT, an assess-

ment tool for surgeons in their first year of independent

practice. Previously, no assessment tools existed that

addressed both technical and nontechnical skills with

scales of performance suitable for surgeons who have

completed residency. Focus group participants

highlighted the need for competency in many areas of

practice, which led to the development of assessment
for the categories of technical skills, guidance and auton-

omy, medical decision-making, communication skills

with patients, interactions with surgeon colleagues,

communication with the greater medical community,

practice management, and self-care.

The JSPAT included categories not on other assess-

ment tools designed for residents, including practice

management and knowing when to ask for help. The
majority of graduating general surgery residents have

limited knowledge of practice management,22,23 which

is a broad category including clinic efficiency, adminis-

trative tasks, and medical coding. Focus group partici-

pants noticed room for improvement in practice

management skills of new graduates and commented

that practice management training in residency or as

part of an onboarding program would help improve
these skills. The importance of asking for help was a

common theme among focus group participants and

thus incorporated into the guidance and autonomy cate-

gory of the assessment tool. Appropriately asking for

help is not a skill that is practiced commonly in resi-

dency due to increased levels of supervision, and thus

lacking on many existing intraoperative assessment

tools.6-8,11

While the majority of the job opportunities for general

surgeons exist in rural or nonuniversity-based practices,18
cal Education � Volume 76/Number 6 � November/December 2019



FIGURE 2. Combined assessment tool survey data from focus group participants and members of the American College of Surgery Advisory Council for
Rural Surgery. (a) Reponses regarding the overall usefulness of the assessment tool for their practice based on a 5-point Likert scale from not useful at all to very
useful. (b) Percentage of respondents who either satisfied or very satisfied with each assessment tool attribute on a 5-point Likert scale from very dissatisfied to
very satisfied. (c) Percentage of respondents who either agreed or strongly agreed that the assessment tool adequately assessed each category on a 5-point
Likert scale from strongly disagree to strongly agree.
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the lack of surgeon hierarchy and focus on clinical effi-

ciency present challenges in a new graduate receiving

feedback and mentorship not present in other practice

settings. Focus group data revealed the wide range of
assessment methods utilized at each institution, which

require any assessment tool created to be able to function

as a free-standing document, but also to be used in con-

junction with other data such as patient outcome data or

360-degree evaluations from hospital staff. One goal with

creating the JSPAT was to supplement rather than replace

data already collected and provide a framework for a

more comprehensive discussion between a junior sur-
geon and their senior partner(s).

Focus group participants were concerned about the

potential for an assessment tool to be used for summa-

tive retention decision-making rather than formative

feedback to help the new surgeon grow and improve.

While the JSPAT allows for selection of more summative

feedback for each category by selecting critical defi-

ciency, below expectations, meets expectations, or
exceeds expectations for each category it also allows for

more formative feedback by circling specific behaviors

observed in the behavioral anchors listed as well as free-

text comments. The assessment tool also allows for self-

assessment from the junior partner, as well as develop-

ment of an action plan for further development of the

junior surgeon.

Overall, survey data from focus group participants,
ACS Advisory Council for Rural Surgery, and new gradu-

ates showed a high level of satisfaction regarding the

content included on the JSPAT and on the time to com-

plete the assessment tool. Free-text comments demon-

strated that respondents felt that the JSPAT was

comprehensive and covered the essential areas of prac-

tice. Respondents felt that the behavioral anchors pro-

vided useful specificity to help make decisions between
performance categories.

Limitations of this study include the focus group popu-

lation who were all practicing surgeons in Oregon,

which may not be representative of views of general sur-

geons in different regions of the United States or interna-

tionally. However, many of the surgeon participants

practiced in other regions of the United States prior to

their current practice. Focus groups were also subject to
recall bias, as senior surgeons may only recall more nega-

tive behaviors. Additionally, there may be a survey

response bias in this study.

The next step for evaluating the effectiveness of the

JSPAT is to pilot the assessment tools on newly graduated

surgeons and their senior partners. These authors

attempted to be pilot the JSPAT on new general surgery

graduates by soliciting email addresses from the APDS list
serve. However, this pilot program was limited by poor

response rate from email inquiry. Ninety-four email
e204 Journal of Surgi
addresses were obtained with a response rate of 10%, but

over half of the respondents were ineligible as they were

currently in fellowship. Difficulty in recruitment of new

graduates to the pilot program may highlight barriers such
as time and lack of formal mentorship arrangements in uti-

lizing the assessment tool and, more generally, in provid-

ing new surgeons feedback on their performance.

Senior partner buy-in is important to create time for

feedback. The next pilot program will target senior sur-

geon contacts through hospital organizations, The ACS

Mastery of General Surgery program and the ACS Advi-

sory Council for Rural Surgery. The JSPAT is currently
being piloted on associates within the ACS Mastery of

General Surgery program.

While the JSPAT was developed using feedback from

focus groups of practicing general surgeons, the

themes encountered are not unique to general surgery

and the assessment tool may be useful for new gradu-

ates in other surgical specialties. However, further

work is needed to determine the applicability of the
JSPAT for other specialties.
CONCLUSIONS

Using a mixed-methods model an assessment tool for sur-

geons in their first year of independent practice was

developed. The JSPAT was well received by both practic-

ing general surgeons reviewing the tool, as well as newly
graduated surgeons who piloted the tool. Further work

is needed to determine the value of the assessment tool

and to reduce barriers to utilizing the tool in providing

feedback and guidance to inexperienced surgeons.
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