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OBJECTIVE: Partnerships between industrialized and
nonindustrialized institutions have accelerated the
growth of surgery and surgical subspecialties in the
developing world. The results of these partnerships
include qualitive and quantitative clinical benefits as
well as unique opportunities for the development of res-
ident clinical and surgical skills. Surveys demonstrate
surgical residents have a strong interest in international
humanitarian work. Ultimately, the opportunities for res-
idents to participate in international work as a program
elective are subject to the regulations of the Accredita-
tion Council of Graduate Medical Education (ACGME)
and the Residency Review Committees (RRC) that gov-
ern residency accreditation. The regulations from
accreditation bodies serve to ensure resident safety and
educational value; however, excessive regulation can be
a major hurdle to programs initiating international elec-
tives. Though the regulations are publicly available there
is no comparison of various subspecialty standards in
the literature. Nor is there a review of how standards
affect resident education and safety or the ability for indi-
vidual residencies to initiate international electives.

METHODS: The regulations as defined by the ACGME
and RRC of 7 surgical specialties (general, plastics, neu-
rological, otolaryngology, ophthalmology, orthopedics,
and urology) were reviewed from the available data on
the ACGME website.

RESULTS: The regulations demonstrate a great deal of
diversity in how the specialties regulate international
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work. On one end of spectrum, 2 programs have robust
guidelines and an approval process that ultimately
allows residents to claim credit for cases performed
internationally. On the other end, the regulations for
some programs make little mention of international rota-
tions other than to deny that cases be counted for credit.

CONCLUSIONS: ACGME regulations have a strong effect
on resident experiences while training internationally. Ide-
ally, regulations should ensure resident safety and educa-
tion without being overly cumbersome and preventing
smaller programs from developing international electives.
This would allow more residents access to the educational
benefits available through meaningful international elec-
tives. Beyond the educational benefits, resident participa-
tion in international training creates a foundation for
continued international work throughout their career. This
could, in turn, increase the number of surgeons willing to
travel internationally and bolster the development and
consistency of international humanitarian e‘fforts. (J Surg
Ed 76:1588—1593. © 2019 Association of Program Direc-
tors in Surgery. Published by Elsevier Inc. All rights
reserved.)
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INTRODUCTION

Industrialized nations have experienced decades of rapid
technological advances in the surgical field. As the industri-
alized world moves forward, the burden of cost and infra-
structure leaves less wealthy countries without the same
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technological benefits. The technological dichotomy cre-
ates a divide between surgeons of industrialized and nonin-
dustrialized nations which interferes with the reciprocal
benefit of international collaboration."*

Multiple studies have shown the qualitative and quan-
titative benefit of industrialized nations working in
humanitarian efforts with nonindustrialized nations.””
At the same time, the resident trainees benefit from prac-
ticing in a foreign environment that forces them to
develop clinical and technical skills."“° Furthermore,
the experience would build their understanding of how
to address international healthcare needs with a sys-
tems-based practice mentality."”%'¢

More recently there has been a realization of the need
for consistent humanitarian programs rather than short-
term surgical trips. This includes ensuring appropriate
postop care, continued education of the local practi-
tioners, and regular updates with available techniques
over time.””'"'? Including international electives in
early training potentially fosters interest in international
work that could span the career of a surgeon. Ultimately,
this could generate the physician workforce necessary
to create sustainable programs.

Coincident with the needs and educational opportunity
of nonindustrialized nations is resident desire to pursue
training abroad. Multiple studies have shown resident
desire to train in a humanitarian capacity, even at the cost
of vacation time and inability to count cases toward resi-
dency benchmarks.®'*"> Furthermore, multiple surgical
specialties have put out calls to expand the presence of
resident trainees in nonindustrialized nations.'>*%”

Thus, the stage appears set for international training of
residents in nonindustrialized nations. However, despite
the general agreement that these pursuits are a valuable
idea, there is little agreement at the level of US residency
governing bodies on how to regulate these experiences
to ensure resident education and safety.

The purpose of this review is to examine the current
landscape of Accreditation Council of Graduate Medical
Education (ACGME) regulation of international rotations
across the surgical specialties and discuss the impact
these regulations have on current resident’s ability to
train safely and effectively in nonindustrialized nations.

ACGME AND RRC STRUCTURE

To understand the variation in regulations of international
training a basic understanding of ACGME structure is use-
ful. In the United States, the ACGME is an independent,
not-for-profit organization that sets standards for US grad-
uate medical education. In turn, they determine the
accreditation status of a given program based on the com-
pliance with the standards. For all specialties the ACGME

provides a set of common program requirements that all
residencies must comply with, for example the 80-hour
work week. For each individual subspecialty there is a
subcommittee known as the Residency Review Commit-
tee (RRC) that sets specific standards for each residency.
The RRC is composed of rotating volunteer committee
members predominantly from the respective specialty,
but also a nonphysician member, and 2 nonvoting mem-
bers. The committees are responsible for generating pro-
gram requirements and periodically reviewing programs
to determine accreditation status.

Each RRC publishes their specialty’s accreditation
standards online through the ACGME website. Other
guidance is disseminated through a frequently asked
questions (FAQ) document which is available alongside
the accreditation standards on the website. The accredi-
tation standards cover a wide variety of topics under the
general categories of institutional support, personnel,
resident appointments, educational program, resident
and program evaluation, and learning and work environ-
ment. FAQ documents seek to clarify specific issues
associated with regulations set in the accreditation
standards.

The common program requirements for all residen-
cies do not discuss international education or travel.
Thus, any accreditation standards for international travel
for resident education are set by the individual RRCs.
Due to the independent nature of the RRCs the regula-
tions from each subspecialty are generally diverse,
despite similarities in obstacles and educational goals.

CURRENT GUIDELINES FOR SURGICAL
SPECIALTIES

The accreditation standards were reviewed for: general,
neurological, orthopedic, plastic, otolaryngology (ENT),
ophthalmology, and urology. The standards are set forth
in 4 different ways: Specific standards separate from the
RRC program requirements including an application
process, separate guidelines without an application,
standards described in the RRC program requirements,
and no standards described but issues addressed in the
FAQ sheets (Table 1). No surgical specialty shares the
exact same set of standards or application process.

A separate application process to establish an interna-
tional postgraduate rotation is seen within the general,
neurological, and plastic surgery specialties.'”'® These
represent the most robust standards among all subspecial-
ties. The application process addresses several specific
items that can be generally categorized into demonstra-
tion of educational value and resident protections.

Factors used in the application process to determine
educational value of such rotations are detailed in
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TABLE 1. lllustrating Methods of Disseminating Regulations and Basic Requirements for Length of Rotation and Potential for Counting Cases

for Credit
General Requirements
General Plastic Neurological Urological ENT Optho Ortho

Specific international rotation application X X X

process and guideline
Separate guidelines without application X
International rotation standards in general X X

program requirements
International rotation discussed in FAQ only X
Cases count for credit X X
Minimum length of rotation 2 wk >5d 1 mo
Maximum length 3 mo 2 wk Tmo 1mo

ENT, ear, nose, and throat surgery; Ortho, orthopedic surgery; Optho, ophthalmology .

Table 2. In brief, all 3 specialties require a description of
educational rationale and goals, with additional details
on the clinical scope and methods for assessment of
goals. In addition to these basic elements neurological

surgery also requires demonstration of an ongoing rela-
tionship with at least 2 prior visits by faculty, continued
postsurgical care of patients by local practitioners, and
local authority approval. Plastic surgery does require

TABLE 2. Comparing and Confrasting Specific Aspects of Residency Review Committee Application Process for International Rofations

From General Surgery, Neurological Surgery, and Plastic Surgery

Application Details

General Plastic Neurological

General Information

Proof resident has license to practice in country X X

Ineligible PGY years 1,5

Demonstration of ongoing relationship* X X
Clinical experience

Educational rationale X X X

Goals and objectives' ‘ X X X

Description of clinical experience® X X X

Scope of practice X

Outpatient experience X X

Continuity of care plan X

Continued care of patients by local practitioners X

List of supervising faculty and qualifications X X X (must be core faculty)

Appropriate infrastructure (anesthesia, radiology, critical care)

Local authority approval of site X
Resident protections

Statement of environment” X X X

Proof of financial coverage! X X X
Letters of agreement and approvals

Program lefter of agreement with site X X X

Program Director Review X X X

Designated Institutional Official Review X X X
Approval

RRC X X X

National society X (ABS) X (ABPS) X (ABNS)

ABS, American Board of Surgery; ABPS, American Board of Plastic Surgery; ABNS, American Board of Neurological Surgery.
*Plastic — requires board certified faculty or preapproved physician attestation and supervision for first 2 rotations prior to local faculty supervision. Neurolog-

ical — Requires 2 prior visits by program faculty prior fo resident involvement.

TGoals and objectives: Statement of competency-based goals and obijectives and method for evaluation.

iDescripﬁon of experience: Type [government, nongovernment, and private), operative volume, outpatient experience.

8 Statement of environment: Housing, language, fransport, safefy, communication, educational resources, and web access.
I Financial coverage: Travel, salary, health insurance, evacuation insurance, and malpractice insurance (plasfics only).
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vetting of the international site by approved sponsor site
personnel, including at least 2 supervised rotations prior
to supervision by the international physicians.'” Neuro-
logical surgery goes a step further requiring the resident
be fully supervised throughout their entire international
rotation by a core faculty physician.'® The definition of a
core physician includes requirements of time, educa-
tion, and qualifications that essentially necessitate a phy-
sician from the home institution act as the supervising
physician."”

Allowing credit for surgical cases is another area under
which specialties differ. General and plastic surgery, for
example, do allow for cases performed internationally to
be counted for credit. All other subspecialties do not allow
cases to be counted for credit; including neurological sur-
gery despite having the most stringent standards for dem-
onstrating educational value among all subspecialties.

All 3 subspecialties with an application process
required demonstration of adequate resident protections
through standards including environmental and financial
considerations. Exact coverage differs between specialties
but items include adequate housing, travel expenses,
health insurance, and malpractice insurance. See Table 2
for more detail.

Urology is unique in their regulation of international
rotations. In 2018 the RRC released guidelines for interna-
tional rotations that do not require any central submission
or review. The guidelines are similar to the application
process with a maximum rotation length of 2 weeks;
however, the details focus on educational value and there
is no language for resident safety while abroad.’

Two programs use the RRC program requirements to
define regulations for international rotations, ENT, and
ophthalmology.”"** The sections regarding international
rotations are markedly shorter and less detailed than
seen with the application processes or the guidelines
sheet. ENT requires program director approval, continu-
ity of institutional policies, and a 1-month limit. Ophthal-
mology limits rotations to 1 month and then uses the
FAQ sheet to provide recommendations for completing
regular didactics.

The most minimal standards are seen with orthopedic
surgery where international rotations are only specifically
addressed in the FAQ sheets.” 2% Other than denying
cases be counted for credit, orthopedic surgery addition-
ally notes that the Review Committee should be informed
by email of any plans for international rotations.

BALANCING REGULATION AND
OPPORTUNITY — EDUCATION

The educational environment in a developing nation
presents unique challenges and opportunities for the

advancement of trainees. The clinical scope and methods
used to provide surgical care in settings that lack
advanced technology broaden the skills of a trainee. The
lack of technology, however, can limit a trainee’s access
to resources for their education. Additionally, distant sites
and limited time spent overseas complicate the ability to
complete longterm follow-up. The programs with an
application process for international rotations require sol-
utions for these and other obstacles found with interna-
tional rotations. Functionally, once the application
process is completed, plastics and general surgery allow
for counting of cases performed internationally. Neuro-
surgery stands alone as the subspecialty with a separate
set of standards for international rotations but still does
not allow for counting of cases for credit. It is unclear
how subspecialties without specific standards for interna-
tional rotations ensure educational standards are met.
The default position by these specialties is to deny cases
performed internationally be counted for credit. Not
allowing cases to be counted for credit does not appear
to discourage resident desire to perform international
work as part of their training.l“/"15 However, withholding
case credit at an institutional level somewhat discredits
the value of the experiences and skills that can be
attained in nonindustrialized nations. This is in contrast to
a body of literature across multiple specialties that dem-
onstrate the potential value of international work.>'>*>2

BALANCING REGULATION AND
OPPORTUNITY — RESIDENT SAFETY

International training sites in developing nations may
not have the same standards for safety in the hospitals
and the surrounding city. Thus, the accreditation com-
mittees have a critical role in ensuring that international
trainees have adequate protections to safely learn. Key
components of the safety standards seen with plastic,
neurological, and general surgery include financial pro-
tections for travel as well as evacuation insurance. These
are particularly important considering that residents
have a strong desire to do international humanitarian
work. Thus, without appropriate guidelines a program
may not consider the need for such protections or may
find the cost prohibitive. This means a program that is
not required to meet safety and protection standards
could unintentionally place a resident at undue risk
while on an international rotation.

RISKS OF OVERREGULATION

As discussed above certain standards are needed to
ensure time spent internationally is productive and safe.
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Overregulation, however, can create an environment
where certain smaller departments are unable to estab-
lish international rotations. This leads to residents either
missing out on educational opportunities only available
outside of the United States or pursuing these opportuni-
ties independently. The primary example of this is the
stipulation by neurosurgery that requires a core faculty
oversee the resident for the entirety of their time spent
overseas. Due to the definition of core faculty it essen-
tially requires that a home institution faculty member
take at least 1 month per year out of their schedule to
work internationally. Beyond the loss of income for the
individual faculty member there is also the possibility
that a smaller department cannot afford the loss of pro-
ductivity or loss of call coverage for that amount of time.
Thus, a program may never establish an international
rotation leaving a resident to pursue such experiences
on their own. A resident-initiated trip may not provide
an adequate educational experience but more impor-
tantly a trainee may not consider all the necessary com-
ponents to ensure their safety while traveling for
medical humanitarian work. Appropriate regulation
through the ACGME and RRC could be an effective ave-
nue to ensure resident safety and reduce the need for
independent travel for international work.

CONCLUSIONS

Interest in international surgery is on the rise as many
academic centers are now including global impact in
their mission statement. That, combined with an
increased societal awareness of social responsibility, is
translating into growing interest in this area by medical
trainees in all specialties. It behooves the established
medical education system to promote these humanitar-
ian endeavors while still overseeing their legitimacy
and safety. The ACGME and respective RRCs provide a
wide range of standards regarding international rota-
tions. For some there is a notable lack of any regula-
tions while others have a robust set of requirements to
establish and continue an international experience in
residency. Ideally, each specialty should develop regu-
lations such that any international experience is of high
enough quality to have the cases count for credit. Fur-
thermore, the value of international education typically
extends far beyond simply performing cases and adapt-
ing milestones to acknowledge nonprocedural value
would be ideal, though notably challenging. Beyond
education, the ACGME and RRC are likely in the best
position to mandate a safe resident training environ-
ment while training internationally so careful drafting
of standards to avoid underregulation or overregulation
is key. In the last year, multiple subspecialties (urology,

ophthalmology, and plastics) have updated or revised
their international regulations. As the respective sub-
specialties work to improve their standards there may
be an opportunity for the subspecialties to work
together to make more uniform standards. Ultimately,
it may be wise for the ACGME to provide general stand-
ards for resident protections while on international
rotations. From that point the RRCs can continue to be
responsible for the educational requirements and deci-
sions on providing credit for any work done interna-
tionally. Effective regulations should ensure a positive
international experience for each resident, in turn, cul-
tivating continued international humanitarian work
throughout their career.

REFERENCES

1. Grigorian A, Sicklick JK, Kingham TP. International
surgical residency electives: a collaborative effort from
trainees to surgeons working in low- and middle-
income countries. J Surg Educ. 2014;71:694-700.

2. LeCompte MT, Goldman C, Tarpley JL, et al. Incorpo-
ration of a global surgery rotation into an academic
general surgery residency program: impact and per-
ceptions. World J Surg. 2018;42:2715-2724.

3. Rosenfeld JV, Watters DA. Surgery in developing
countries. J Neurosurg Pediatr. 2008;1:108. author
reply 208-109.

4, Shrime MG, Sleemi A, Ravilla TD. Charitable plat-
forms in global surgery: a systematic review of their
effectiveness, cost-effectiveness, sustainability, and
role training. World J Surg. 2015;39:10-20.

5. Warf BC, Campbell JW. Combined endoscopic third
ventriculostomy and choroid plexus cauterization
as primary treatment of hydrocephalus for infants
with myelomeningocele: long-term results of a pro-
spective intent-to-treat study in 115 East African
infants. J Neurosurg Pediatr. 2008;2:310-316.

6. Ferrada P, Ivatury RR, Spain DA, et al. International
rotations: a valuable source to supplement opera-
tive experience for acute-care surgery, trauma, and
surgical critical care fellows. J Trauma Acute Care
Surg. 2017;82:51-57.

7. Contini S. Surgery in developing countries: why and
how to meet surgical needs worldwide. Acta Bio
Med Atenei Parm. 2007;78:4-5.

8. Ozgediz D, Roayaie K, Debas H, Schecter W, Farmer
D. Surgery in developing countries: essential train-
ing in residency. Arch Surg. 2005;140:795-800.

1592 Journal of Surgical Education ¢ Volume /6 /Number 6 ® November/December 2019


http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0001
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0001
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0001
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0001
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0002
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0002
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0002
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0002
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0003
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0003
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0003
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0004
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0004
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0004
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0004
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0005
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0005
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0005
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0005
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0005
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0005
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0006
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0006
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0006
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0006
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0006
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0007
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0007
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0007
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0008
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0008
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0008

9. Emil S, O’Neill J, Poenaru D. Let our fellows go: a
plea for allowing global surgery electives during
pediatric  surgical training. J Pediatr Surg.
2017;52:2088-2090.

10. Cintolo-Gonzalez JA, Bedada AG, Morris J, Azzie G.
An international surgical rotation as a systems-based
elective: the Botswana-University of Pennsylvania
surgical experience. J Surg Educ. 2016;73:355-359.

11. Tollefson TT, Larrabee WF. Global surgical initia-
tives to reduce the surgical burden of disease.

JAMA. 2012;307:667-6068.

12. Ormond DR, Kahamba J, Lillehei KO, Rutabasibwa
N. Overcoming barriers to neurosurgical training in
Tanzania: international exchange, curriculum devel-
opment, and novel methods of resource utilization
and subspecialty development. Neurosurg Focus.
2018;45:E6.

13. Powell AC, Mueller C, Kingham P, Berman R,
Pachter HL, Hopkins MA. International experience,
electives, and volunteerism in surgical training: a
survey of resident interest. J Am Coll Surg.
2007;205:162-168.

14, Matar WY, Trottier DC, Balaa F, Fairful-Smith R,
Moroz P. Surgical residency training and interna-
tional volunteerism: a national survey of residents
from 2 surgical specialties. Can J Surg. 2012;55:
§191-5199.

15. Powell AC, Casey K, Liewehr DJ, Hayanga A, James
TA, Cherr GS. Results of a national survey of surgical
resident interest in international experience, elec-
tives, and volunteerism. J Am Coll Surg.
2009;208:304-312.

16. ACGME. International Rotation Application Process:
Review Committee for Surgery. ACGME; 2018.

17. ACGME. Criteria for Approved International Rota-
tions: Review Committee for Plastic Surgery.
ACGME; 2018.

SUPPLEMENTARY INFORMATION

Supplementary material associated with this article can
be found in the online version at doi:10.1016/j.
jsurg.2019.05.003.

18. ACGME. International Rotation Application Process:
Review Committee for Neurological Surgery.
ACGME; 2017.

19. ACGME. Common Program Requirements. ACGME;
2017.

20. ACGME. Guidelines for International Rotations:
Review Committee for Urology. ACGME; 2018.

21. ACGME. ACGME Program Requirements for Gradu-
ate Medical Education in Ophthalmology. ACGME,;
2017.

22, ACGME. ACGME Program Requirements for Gradu-
ate Medical Education in Otolaryngology — Head
and Neck Surgery. ACGME; 2018.

23. ACGME. ACGME Program Requirements for Gradu-
ate Medical Education in Orthopaedic Surgery.
ACGME; 2017.

24, ACGME. Frequently Asked Questions: Orthopaedic
Surgery. ACGME; 2017.

25. Daniels AH. International rotations during resi-
dency: spine deformity surgery in Ghana. Rhode
Island Med J. 2013;96:15-17.

26. Tocco-Tussardi I, Boccella S, Bassetto F. The instruc-
tional value of international surgical volunteerism
from a resident’s perspective. Ann Burns Fire Dis-
asters. 2016;29:146-150.

27. Tarpley M, Hansen E, Tarpley JL. Early experience in
establishing and evaluating an ACGME-approved
international general surgery rotation. J Surg Educ.
2013;70:709-714.

28. Michael CD, Abbas R, Graham F, et al. Global neuro-
surgery: the current capacity and deficit in the pro-
vision of essential neurosurgical care. Executive
Summary of the Global Neurosurgery Initiative at
the Program in Global Surgery and Social Change.
J Neurosurg. 2018;130:1055-10064.

Journal of Surgical Education ¢ Volume /6 /Number 6 ® November,/December 2019 1593


http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0009
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0009
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0009
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0009
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0010
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0010
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0010
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0010
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0011
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0011
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0011
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0012
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0012
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0012
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0012
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0012
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0012
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0013
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0013
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0013
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0013
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0013
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0014
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0014
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0014
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0014
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0014
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0015
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0015
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0015
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0015
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0015
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0016
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0016
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0017
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0017
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0017
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0018
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0018
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0018
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0019
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0019
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0020
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0020
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0021
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0021
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0021
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0022
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0022
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0022
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0022
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0023
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0023
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0023
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0024
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0024
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0025
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0025
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0025
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0026
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0026
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0026
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0026
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0027
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0027
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0027
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0027
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0028
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0028
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0028
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0028
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0028
http://refhub.elsevier.com/S1931-7204(19)30128-X/sbref0028
https://doi.org/10.1016/j.jsurg.2019.05.003
https://doi.org/10.1016/j.jsurg.2019.05.003

	The Impact of Regulation on Resident International Experiences: A Multispecialty Review of Current ACGME and RRC Standards for International Electives
	Introduction
	ACGME and RRC Structure
	Current Guidelines for Surgical Specialties
	Balancing Regulation and Opportunity - Education
	Balancing Regulation and Opportunity - Resident Safety
	Risks of Overregulation
	Conclusions
	References
	SUPPLEMENTARY INFORMATION


