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Background: Surgical intensive care units (SICU) require complex care from a multi-disciplinary team.
Frequent changes in team members can lead to shifting expectations for junior general surgical trainees,
which creates a challenging working and learning environment. We aim to identify expectations of ju-
nior surgery trainee’s medical knowledge and technical/non-technical skills at the start of their SICU
rotation. We hypothesize that expectations will not be consistent across SICU stakeholder groups.
Methods: Twenty-eight individual semi-structured interviews were conducted with six SICU stakeholder
groups at a medium-sized academic hospital. Expectations were identified from interview transcripts.
Frequency counts were analyzed.

Results: Forty-one expectations were identified. 4 expectations were identified by a majority of in-
terviewees. Most expectations were identified by 7 or fewer interviewees. 23 (53%) expectations were
shared by at least one stakeholder group. 2 (8%) expectations were shared by all groups.

Conclusions: SICU stakeholder groups identified ten medical knowledge, ten technical skill, and three
non-technical skill expectations. Yet, few expectations were shared among the groups. Thus, SICU

stakeholder groups have disparate expectations for surgery trainees in our SICU.

© 2020 Elsevier Inc. All rights reserved.

Introduction

Surgical patients, especially those critically ill in the surgical
intensive care unit (SICU), require complex care from a dedicated,
multi-disciplinary team. At academic hospitals, the SICU also func-
tions as a classroom for students and trainees of many disciplines:
medicine, nursing, and pharmacy, among others. The possibility of
trainee mistakes creates a tension between the training function of
academic SICUs and the need to provide the safest care possible.

Junior general surgery trainees starting their SICU rotation feel
this tension.! While trainees are not expected to begin their rota-
tion with the same knowledge and skills as SICU fellows or
attending staff, they are expected to have a baseline of knowledge
and skills to ensure the safe management of critically ill patients. A
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standardized set of expectations for what medical knowledge and
which technical and non-technical skills junior general surgery
trainees should possess prior to the start of their SICU rotation does
not exist. Due to the lack of clear and standardized expectations,
members of the multi-disciplinary SICU team form their own ex-
pectations of trainees. This can be problematic because expecta-
tions may change frequently as team members with different
expectations rotate on and off service on a weekly, or even daily,
basis. Also, in some cases, expectations can be based on an incorrect
understanding of basic trainee attributes.

Unclear and shifting expectations create a challenging working
and learning environment for junior general surgery trainees. In
response to mismatched or unclear expectations, surgical trainees
may resort to fabricating information, remaining silent and/or
avoiding calling for help to maintain their image of knowledge and
confidence.® This has obvious negative implications for patient
care such as delay in care and missed vital signs, lab(s) or imaging
abnormalities.
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At our institution, categorical general surgery residents rotate in
the SICU as a PG2. In 2017, we created a SICU boot camp for rising
PG2 general surgery trainees to prepare them for their upcoming
rotation. However, in recent years, members of the SICU team have
voiced concerns about the lack of consistency in the knowledge and
skills of the junior general surgery trainees at the start of their
rotation despite the boot camp training. Thus, we sought to identify
key SICU stakeholder expectations of junior general surgery
trainee’s medical knowledge and technical/non-technical skills at
the start of their surgical intensive care unit (SICU) rotation to
evaluate for gaps in our SICU boot camp curriculum. Based on
anecdotal experience of differing expectations, we hypothesize that
the medical knowledge and technical/non-technical skill expecta-
tions of junior general surgery trainees at the start of their SICU
rotation will not be consistent across key SICU stakeholder groups.

Material and methods

We performed a needs assessment using semi-structured in-
terviews to identify the expectations of SICU team members
regarding the medical knowledge and technical/non-technical
skills that they believe are important for junior general surgery
trainees to possess at the start of their SICU rotation. This study was
conducted in the SICU of a medium-sized, quaternary care, aca-
demic hospital. The SICU is a 16-bed, closed unit. It is managed by a
team led by an intensivist who is boarded in critical care and either
surgery or anesthesia. The rest of the SICU team includes a surgical
critical care fellow, a PG2 general surgery trainee, 1-2 PG1 specialty
surgery trainees, an advanced practice provider (APP), 13 fourth
year medical students, and individual bedside nurses. The SICU
team works closely together in the SICU workroom. The Fellow is
present and available for the trainees all day during business hours.
Additionally, faculty provide their pager and cell phone number to
junior trainees to facilitate easy, quick communication. Our Insti-
tutional IRB determined that this study was not human research
and therefore informed consent was not obtained from
participants.

Group and interviewee selection

We identified six groups as relevant SICU stakeholders based on
their consistent, daily interaction with trainees: bedside nurses,
advanced practice providers, fellows, faculty, and general surgery
trainees that had (PG2 trainees) and had not (PG1 trainees)
completed a SICU rotation. Each group brings a unique perspective
that, when considered collectively, provides a robust sense of the
expectations of junior general surgery trainees at the start of their
SICU rotation. Faculty and fellows were selected to offer the
perspective of the teacher and supervisor. APPs were selected based
on their increasingly role as one of the members on the provider
team.? Bedside nurses were selected based on their position as
primary caregiver for patients and their relationship with trainees.
PG2 trainees were selected to gain the “lived experience”
perspective and all had recently completed the SICU boot camp.
PG1 trainees were selected to obtain the perspective of trainees
that had not yet rotated in the SICU.

At least four individuals were interviewed from each of the six
groups. At the time of the study, there were nine SICU faculty that
were board certified in surgery, five SICU fellows, five APPs, over 40
bedside nurses, nine PG2 trainees, and nine PG1 trainees. All SICU
faculty from the Department of Surgery were emailed and the five
faculty that responded were chosen to be interviewed. At the time
of this study, SICU faculty that were board certified in anesthesia
were only beginning to staff the SICU service. For this reason, we
elected to exclude them from this study, however it would be
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worthwhile to include them in future work. Of the five SICU fellows,
only four had rotated in the SICU at our hospital during the time of
the study. All four were emailed and all accepted our request for an
interview. All five APP were emailed and four accepted our request
for an interview. The SICU Nurse Manager sent the lead author
(MCB) the names of bedside nurses that would be willing to
participate in the study. From that list, five bedside nurses accepted
our request for an interview. All five PG2 trainees that rotated in the
SICU during the period of the study accepted our request for an
interview. All nine PG1 trainees were emailed and the five that
responded were chosen to be interviewed.

Semi-structured interviews

Questions were created based on the authors’ experience with
the SICU and the SICU boot camp. Questions were not validated,
which is consistent with typical methodology in qualitative
research. MCB conducted 28 one-on-one semi-structured in-
terviews. MCB is a general surgery resident trainee. He completed
the interviews during his first research year as a PG4 resident.
During this time, he had no supervisorial role over younger resi-
dents. Interviews were conducted in the middle of the academic
year so that participants were not biased in their responses. PG2
trainees were interviewed after at least one week of working in the
SICU to gain the “lived experience” perspective. All other in-
dividuals from all other groups were interviewed at the time they
agreed to participate in the study.

Interviewees were asked a set of ten to twelve open-ended
questions. Additional follow-up and clarification questions were
asked as needed. The questions that serve as the basis for this study
focused on eliciting the interviewees’ expectations for junior gen-
eral surgery trainees as they start their SICU rotation. The in-
terviews were audio recorded and lasted approximately 30 min.
Recordings were transcribed by a transcription service, Tybee
Types, and given a unique identifier to maintain anonymity.

Analysis

CFB, who has a PhD in Communication Studies and MCB inde-
pendently read the transcripts to familiarize themselves with the
data. They each combed through the data, collected all the re-
sponses to each question, and categorized them into groups by
answer and team member status. Each expectation was given a
shortened “code” for ease of reference. Expectations were sepa-
rated into the categories of medical knowledge, technical skills, and
non-technical skills. Some expectations represented general topics
such as “cardiovascular physiology” or “identifying a failing pa-
tient,” while others represented specific topics such as “sepsis,”
“arterial lines,” or “vasopressors.”

The authors met to compare expectations and reached
consensus to create a codebook. MCB used the codebook to analyze
the transcripts. He then completed a frequency count of expecta-
tions sorted first by individual interviewee and second by group. An
expectation was deemed significant if it was identified in the ma-
jority of responses in a group (at least three members of a group).
Responses were initially analyzed individually to obtain a global
sense of the data. Then responses were sorted into the six groups to
gain a sense of the expectations by group.

Results

The 28 stakeholder interviewees identified 41 unique expecta-
tions for junior general surgery trainees at the start of their SICU
rotation. The expectations, along with the shortened “codes” and
representative quotations, are listed in Table 1: Expectation



M.C. Bobel, CF. Branson, J.G. Chipman et al. The American Journal of Surgery 221 (2021) 394—400

Table 1
Expectation definitions.

Expectation Shortened “Code” Representative Quotations

Medical Knowledge

Knowledge of antibiotics Antibiotics “Have a good grasp on our antibiogram and our resistance patterns in this institution, to be able to make
appropriate decisions”
“It just breaks the whole path of treatment if you don’t know anything about antibiotics”

Knowledge of ARDS ARDS “They should have basic understanding of ARDS, how to treat that”
“They need to know the ARDSNet criteria”
Know when and how to call for help Call for help “They need to know how to get help”
Knowledge of cardiovascular Cardiovascular “They need to understand airway, breathing, circulation”
physiology physiology “They need to understand some cardiac physiology, including beta and alpha effects of the heart, and the

drugs and how they work. They need to understand the concept of oxygen delivery and oxygen
consumption and how shock contributes to those, and how each of the different shocks contribute in
different ways, and then how to affect the components of cardiac output to increase it”

Knowledge of appropriate fluid Fluid resuscitation “Have some basic knowledge of fluid resuscitation”
resuscitation “Know what type of fluid you need to resuscitate with; know when you need to resuscitate fluid”
Be able to perform the initial Management of a “The things that require emergent response and knowledge, there’s not a zillion of them, right? The
management of a failing patient failing patient question is what can kill them in 5 min. If the answer is anything, they should have a knowledge of that.”
Be able to manage general surgery ~ Managing general “I think you need to have the basic understanding of surgical pathology and disease”
diagnoses surgery diagnosis
Be able to identify a failing patient Identifying a failing  “They need to learn how to recognize a sick patient”
patient “I would say basically they especially need to understand life-threatening situations such as shortness of

breath, hemodynamic compromise, strokes, heart attack, bleeding, shock states; be able to recognize early
signs of infection, PE”
“Understanding when a patient is, let’s say, crashing, for lack of a better term, those unstable patients,
because that happens a lot more in the ICU I think than on the floor, so being able to identify that early”
Knowledge of infectious disease Infectious diseases “Basic knowledge of infectious disease”
“They need to know the ID guidelines, how long to treat certain infections.”
“They need to know about infectious diseases, particularly surgical infections, and mostly that’s going to be
pulmonary infections, intra-abdominal infections, urinary tract infections, and skin and soft tissue
infections .... They need to know the distinction between hospital- and community-acquired infections”
Knowledge of common SICU drugs ~ Medications, “Basic drugs that we use all the time”
generally “A strong knowledge of medications”
Be able to identify respiratory distress Respiratory distress  “Respiratory distress in general, not prolonging intubation when it needs to happen just because they want
to see what happens”
“Management of respiratory distress: I expect somebody to come to the bedside and make a decision about
what can we do to get this person through an episode, is this somebody that’s going to be okay on BiPAP
versus should we just intubate.”

Knowledge of sepsis and its treatment Sepsis “Some understanding of what the heck is sepsis”
“Sepsis is a big thing that we see. Many times, I'll come across residents who haven’t read the first sepsis
guidelines”
Knowledge of respiratory physiology Respiratory “Have basic knowledge of pulmonary and cardiovascular physiology”
physiology “Pulmonary is huge. Pulmonary and cardiac are obviously very big”
“You have to have a good grasp of knowledge on the cardio-respiratory-renal systems”
Knowledge of shock and its treatment Shock “They need to know the types of shock, how to identify them and how to start basic treatment for each
type”
Knowledge of SICU equipment SICU equipment “How equipment works and how it impacts the patient”

“The equipment is a major challenge in that knowing the different kinds of tracheostomy tubes, the
different kinds of central lines, the different lengths of central lines, and the different kinds of ECMO

cannulas.”

Knowledge of how to triage patients Triage “Basically, triaging what needs to happen early on versus not”

and work flow “Triage sick and stably sick”

Knowledge of vasopressors Vasopressors “Pressers, how they work, why they work, when they work”
“Different mechanisms for controlling blood pressures”

Knowledge of ventilators Ventilators “Basic understanding of ventilator management”
“Different vent settings and how long they take to go into effect and when you should be seeing an
improvement”

Technical Skills

Able to place arterial lines Arterial Line “How to do an a-line”

Able to place a basic IV Basic IV “Basic IV start”

Able to perform a bronchoscopy Bronchoscopy “How to do a bronchoscopy”

Able to insert a chest tube Chest Tube “Chest tube insertion”

Able to perform a cricothyroidotomy Cricothyroidotomy “Emergency airway if anesthesia couldn’t make it in time”
“Cricothyrotomy”

Able to place a central line CVC (Central Line) “Central line placement”

Able to perform an ECHO ECHO “Maybe some degree of echo”

Basic understanding of EGD EGD “Basic understanding of EGD”

Able to assess fluid status Fluid Assessment “Some knowledge of fluid assessment and ways to figure out”

“They need to know how to assess volume status in patients and the different options that are available,
and the pros and cons of each option, and they also need to know how to interpret and use these devices”

Able to place a Foley catheter Foley Placement “Foley tube placement”

Able to intubate a patient Intubation “Understanding the technique behind intubation”
“Good to know how to intubate a patient”

No technical skills are needed None “I don’t think that any of these are necessary”
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Expectation

Shortened “Code”

Representative Quotations

Medical Knowledge

Able to perform a paracentesis
Able to perform a PEG tube placement
Able to perform a good physical exam

Able to re-wire central lines

Able to perform a thoracentesis

Able to perform some or all of a
tracheostomy

Able to use the ultrasound

Able to perform wound management

Non-Technical Skills

Able to be humble

Able to be organized

Able to communicate with team,
patient and families

Paracentesis
PEG

Physical Exam
Re-wire line

Thoracentesis
Tracheostomy

Ultrasound

Wound Management

Humility

Organization

Communication

“Paracentesis”

“PEG tube placement”

“Do a basic physical exam, and can you listen to the lungs, can you listen to the heart”

“Doing almost a full-body assessment on a patient”

“Rewire lines”

“How to find a pocket of fluid in the chest”

“Some perc trach things”

“Assist in a trach”

“In a crash situation you should know the basic steps of how to do an endotracheal intubation and even a
crash tracheostomy”

“Basic knowledge of how to use an ultrasound unit”

“Use the ultrasound”

“Vac changes, we do those, but I think the ICU, you end up with patients who have a lot of ostomies or
various other abdominal things going on. How should you best place an ostomy appliance at the same time
that you have a wound vac?”

“Knowing what your limitations are”

“Swallow your pride and ask the nurses, who likely have been through these situations more than you
have”

“Not wanting to ask for help, that ends up hurting everybody in the long run, so it’s really a lot better if we
talk through things as a team. And along those lines, remembering that we are all a member of the team”
“Being able to organize your thought processes and plans because you can miss a lot of things if you don’t
diligently look through all of their data from the previous day”

“Organization is probably one of the most important ones. You have a lot of patients with a lot of problems”
“They should know how to talk to families; practice talking about withdrawing care specifically, when an
intervention isn't appropriate; how to talk to nurses appropriately and communicate with nurses”

“I think a lot of times the intent is to communicate, but it may come across as demeaning to the nurses or
whoever else is on service that may be providing for the patient.”

“I'm going to go with communication. I think you need to be really specific when you talk to other residents
when they sign-out to each other, and when you're communicating within the team, to be more specific

about what you're asking about what patient, who, when, so communication difficulties don’t lead to

errors”

Definitions. The vast majority of the expectations were either
Medical Knowledge (n = 18) or Technical Skill (n = 20). There were
3 Non-Technical Skill expectations.

Twenty-seven (96%) interviewees identified at least one Medical
Knowledge (MK) expectation, all interviewees identified at least
one Technical Skill (TS) expectation, and 20 (71%) interviewees
identified at least one Non-Technical Skill (NTS) expectation. No
expectation was identified by all interviewees. There were 4 ex-
pectations (10%) that were identified by more than half of the in-
terviewees: knowledge of ventilators (n = 16, 57%), being able to
place a central line (n = 27, 96%), being able to place an arterial line
(n = 23, 82%), and being able to communicate effectively (n = 18,
64%). The remaining 37 (90%) expectations were shared by between
1 and 13 people (Table 2: Interviewee Expectations Identified).

The expectations identified by at least one group are listed in
Table 3: Expectation Frequency Counts by Group. To be included in
this table, at least three interviewees from a single group (ex: RN or
APP) had to identify the same expectation. In total, 23 (53%) ex-
pectations were identified by at least one group (MK n = 10, TS
n = 10, NTS n = 3). 9 (22%) expectations were identified by more
than one group (MK n =5, TS n = 3, NTS n = 1) and only 2 (5%)
expectations were identified by all groups (TS n = 2).

The frequency counts of expectations and the groups that
identified those expectations are also listed in Table 3. The PG1 and
Faculty identified the most expectations (n = 10). The Fellows and
APPs identified the fewest expectations (n = 5). The Faculty iden-
tified the most MK expectations (n = 5), the PG1 identified the most
TS expectations (n = 5), and the PG1 and RN identified the most
NTS expectations (n = 2). The groups with the most overlapping
expectations were PG1-Faculty and PG2-Faculty (n = 5).

397

Discussion

Our data demonstrate a lack of common, shared expectations of
junior general surgery trainees at the start of their SICU rotation by
SICU team members in our hospital. While trainees are provided a
clear endpoint as outlined by the SICU Rotation Goals and Objec-
tives created by our Surgical Education Office, there is no clear
starting line. While all faculty on all rotations are encouraged to
discuss expectations with trainees, it is unknown if this routinely
occurs. Additionally, if it does occur, the effectiveness of this
communication is not known. A lack of clear, shared expectations
creates a void that trainees fill with perceived expectations, which
can result in undesirable behaviors such as fabricating information,
remaining silent and avoiding calling for help, which can result in
poor patient care.!

One possible explanation for the disparate expectations is that
each group’s sphere of immediate interest does not always overlap.
In other words, one group’s needs of a trainee may differ from
another group’s needs, which could create discrete expectations
from each group. Consider the following example. A patient in the
SICU starts to decompensate due to sepsis. The bedside nurse ex-
pects the junior general surgery trainee — who is typically the first
point of contact — to know which medication(s) they want to order
and when to call for help. When the trainee calls their supervisor
(SICU fellow or faculty), the supervisor expects the trainee to have
an understanding of sepsis, its causes, its effects on cardiovascular
and respiratory physiology, the need to further identify a source,
and the initial treatment. Both groups have an expectation that the
trainee can communicate clearly and appropriately throughout the
event, but the expectations regarding the context of that
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Table 2
Interviewee expectations identified.
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Expectations

# of Interviewees (n = 28)

Medical Knowledge
Ventilators
Vasopressors
Sepsis

Respiratory physiology

Cardiovascular physiology
Identifying a failing patient 9
Management of a failing patient

Call for help

Infectious diseases

Shock

Fluid resuscitation
ARDS

Antibiotics

Medications, generally
Respiratory distress

Managing general surgery diagnosis

SICU equipment
Triage

Technical Skills
CVC (Central Line)
Arterial Line
Intubation
Chest Tube
Tracheostomy
Ultrasound
Bronchoscopy

Cricothyroidotomy

PEG

Physical Exam
Re-wire line
Basic IV

Foley Placement
Paracentesis

Wound Management

ECHO

Fluid Assessment
None
Thoracentesis
EGD

Non-Technical Skills
Communication
Organization
Humility

27 (96%
16 (57%
13 (

11 (39%

(36%
9 (32%)

7

1(4%)

20 (71%)
18 (64%)
7 (25%)
5 (18%)

Note: Each expectation is represented by its corresponding shortened “code” for ease of reading.

communication may differ. Ultimately, both groups’ goal is timely,
safe, and appropriate patient care, but the role they play in
achieving that goal can affect the expectations that they have.

Despite a paucity of shared expectations, there were two tech-
nical skills that were nearly universally identified as expectations:
the ability to place arterial and central lines. These were the only
two expectations shared among all six groups. It is not surprising
that these two expectations had near unanimous endorsement;
arterial and central lines are ubiquitous in the SICU. There are
numerous studies that demonstrate that vascular access education
and simulation leads to fewer infections associated with central
venous catheters and improved trainee performance.’~’ Fewer
infections and improved technical performance ensures patient
safety, which supports the notion that trainees should possess
common baseline skills prior to their rotation in the SICU.

One way to ensure trainees have a baseline of knowledge and
skills prior to a rotation is a boot camp. Boot camps offer trainees
“just-in-time” education. Many medical schools have created
courses for fourth-year students and residency programs admin-
ister similar courses during PG1 orientation.® '? These courses
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have been shown to improve a PG1 resident’s technical skills and
medical knowledge more efficiently than standard training.'®
Noting the particular importance of these boot camps in surgery,
the American Board of Surgery has developed a Resident Prep
Curriculum in collaboration with the American College of Surgeons,
Association of Program Directors in Surgery and the Association for
Surgical Education.”®> Since their endorsement, at least 47 in-
stitutions have adopted that curriculum and many more have
developed similar preparatory courses.'

Despite the increasing popularity of boot camps for senior
medical students and newly minted PG1 residents, there has not
been similar interest in instituting boot camps for older residents.'*
The reasons for this are unclear. Like the transition into residency,
advancing from PG1 to PG2 comes with a new set of responsibilities
and expectations. One of the most significant new responsibilities
at some surgery programs is coverage of the surgical intensive care
unit. Just as in medical school, PG1 general surgery trainees cycle
through a set of clinical rotations, but their individual experiences
vary. Some PG1 trainees may not care for any critically ill patients
while their colleagues might care for many. Because of this
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Table 3
Expectation frequency counts by group.

Expectation Group

Count Role
Medical Knowledge
Ventilators 4 PG2, RN, APP, Fellow
Vasopressor 2 PG1, RN
Respiratory physiology 2 PG2, Faculty
Cardiovascular physiology 2 PG2, Faculty
Identifying a failing patient 2 PG1, Faculty
Management of a failing patient 1 PG1
Call for Help 1 RN
Medications, generally 1 RN
Infectious Diseases 1 Faculty
Sepsis 1 Faculty
Technical Skills
Arterial line 6 All
CVC (Central line) 6 All
Intubation 2 PG1, Faculty
Chest tubes 1 PG1
Ultrasound 1 PG2
Bronchoscopy 1 APP
Cricothyroidotomy 1 PG1
Paracentesis 1 Faculty
PEG 1 Fellows
Tracheostomy 1 Fellows
Non-Technical Skills
Communication 5 PG1, PG2, RN, APP, Faculty
Organization 1 PG1
Humility 1 RN

Note: Each expectation is represented by its corresponding shortened “code” for
ease of reading.

discrepancy, it is essential to ensure that all PG1 residents are ready
and appropriately prepared for the increased medical knowledge
and skills (technical and non-technical) required to safely care for
patients in the SICU. This is supported by a study from the pediatric
literature, which found improved self-reported readiness and
confidence for their neonatal ICU rotation after participating in a
boot camp.’”

Recognizing a need to ensure exposure to essential critical
topics and procedures, we implemented a SICU boot camp in 2017
for rising PG2’s. We modeled the course after the “Foundations of
Critical Care” course at the University of Michigan.'® The course
topics included arterial lines, central lines, intubation/emergency
airway, ventilators, cardiorespiratory physiology and pathophysi-
ology. There were also simulated critical response scenarios such as
atrial fibrillation with rapid ventricular response and intra-
abdominal sepsis after an intestinal anastomosis.

Some of the most frequently identified expectations in our study
are represented in the topics listed above with one major excep-
tion: non-technical skills. While this is unfortunate, it isn’t sur-
prising. Despite the growing body of evidence for the effect of non-
technical skills on patient care, the importance of non-technical
skills has only started to gain momentum in recent years.'” A lack
of non-technical skills has been demonstrated to lead to poor pa-
tient care'® 2! and to a phenomenon called “resident bypass,” in
which surgical and intensivist staff bypass their respective resi-
dents due to concerns for patient safety. In the study on “resident
bypass,” five factors were cited as reasons for bypass: “lack of trust,
lack of specialized knowledge, poor system design, need for timely
communication, and residents’ inadequate contribution to deci-
sion-making.“>?> Improving trainees’ non-technical skills would
address many of these factors, such as improving trust and ability to
communicate, both of which may also increase a trainee’s
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contribution to decision-making.

It is reassuring that more than 70% of interviewees and five of
the six groups in our study identified at least one non-technical skill
expectation. In this study, the most commonly identified non-
technical skill was communication — yet the context in which it
was identified was vast. As can be seen in the representative quo-
tations in Table 1, interviewees identified and valued many
different types of communication (ex: between teams, with pa-
tients/families, with nursing/hospital staff, etc.). Multiple methods
are being developed to address how best to teach each individual
type of communication.”> 2% At our institution, all trainees partic-
ipate in family conference Objective Structured Clinical Exams
(OSCE) throughout residency that focus on difficult con-
versations.”® 2% Based on this study, it appears that we may need to
develop additional OSCE scenarios to address the types and con-
texts of communication identified as important by interviewees.

Moving forward, our study suggests that pre-rotation expecta-
tions could be beneficial for junior general surgery residents
starting in the SICU based on disparate expectations from key SICU
stakeholders. It may also be beneficial for other rotations in our
residency program to evaluate whether shared expectations of
residents exist among their team members. Our study should be
reproduced at other surgery programs to assess whether disparate
expectations are common across programs or unique to our insti-
tution. Additionally, our institution should incorporate non-
technical skill training into our SICU boot camp. Based on existing
literature, it may be beneficial to include other professions, such as
nursing, respiratory therapy and pharmacy, among others, into
these sessions too.?%>

One of the strengths of our study is its inclusivity. Interest in
critical care education began two decades ago. Historically, SICU
fellows and faculty have done the majority of the teaching in the
ICU." However, as SICU’s become an increasingly multi-disciplined
environment, APP’s have started to act in a dual-role as educator
and team-member.* Additionally, multiple studies have shown the
benefit of interprofessional education and simulation specifically in
the ICU.2>293932 For these reasons, we incorporated the perspec-
tives of a variety of SICU team members to generate the most
generalizable results.>

This study is not without its limitations. First, it was conducted
at a single institution, which could limit its generalizability. Second,
since MCB, a resident, conducted the interviews, it is possible that
his prior relationships with any of the participants may have
affected their responses. This bias could be avoided in the future by
including an outside party to complete the interviews. Also, the
participants in each group that are interested in education may
have been more likely to participate than those not interested in
education — which may have created a selection bias. There are
other disciplines in the SICU that were not consulted as a part of
this study, such as pharmacy, nutrition, social work, care coordi-
nator, health unit coordinator, nursing aids, and physical and
occupational therapists. Although junior general surgery trainees
have a variable depth of interactions with the aforementioned
groups, each may have their own set of expectations for the
trainees. Future studies should consider whether other disciplines
should also be consulted. Additionally, the SICU faculty who are
boarded in anesthesia were not contacted to participate in this
study. Moving forward, their input should be sought. Lastly, most of
the SICU fellows are not from our institution and spend 1 rotation
(roughly 2 months) in this hospital’s SICU. For that reason, their
expectations of trainees may be based on their previous experience
in residency or what they observe in other SICUs where our
trainees do not rotate. This may have contributed to the lack of
common expectations among the groups.
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Conclusion

This study demonstrates that while individuals from six SICU

stakeholder groups have some common expectations for junior
general surgery trainees at the start of their SICU rotation such as
knowledge of ventilators, being able to place a central and arterial
line, and being able to communicate effectively; they largely
identified disparate expectations for trainees. Our study begs the
question: should our SICU rotation — or even all rotations - provide
start-of-rotation expectations similar to the current end-of-
rotation expectations? Finally, as new SICU curricula and boot
camps are developed, it is essential to include as many members of
the multi-disciplinary SICU team as possible based on the benefits
of utilizing multiple stakeholders when characterizing trainee
competence.
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