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Abstract

Résumé

Objective: The integration of simulation into residency programs has
been slower in obstetrics and gynaecology than in other surgical
specialties. The goal of this study was to evaluate the current use
of simulation in obstetrics and gynaecology residency programs in
Canada.

Objectif : L’intégration de la simulation aux programmes de
résidence se déroule à un rythme plus lent en obstétriquegynécologie que dans d’autres spécialités chirurgicales. Cette
étude avait pour objectif d’évaluer l’utilisation actuelle de la
simulation au sein des programmes canadiens de résidence en
obstétrique-gynécologie.

Methods: A 19-question survey was developed and distributed to all
16 active and accredited obstetrics and gynaecology residency
programs in Canada. The survey was sent to program directors
initially, but on occasion was redirected to other faculty members
involved in resident education or to senior residents. Survey
responses were collected over an 18-month period.
Results: Twelve programs responded to the survey (11 complete
responses). Eleven programs (92%) reported introducing an
obstetrics and gynaecology simulation curriculum into their
residency education. All respondents (100%) had access to a
simulation centre. Simulation was used to teach various obstetrical
and gynaecological skills using different simulation modalities.
Barriers to simulation integration were primarily the costs of
equipment and space and the need to ensure dedicated time for
residents and educators. The majority of programs indicated that it
was a priority for them to enhance their simulation curriculum and
transition to competency-based resident assessment.
Conclusion: Simulation training has increased in obstetrics and
gynaecology residency programs. The development of formal
simulation curricula for use in obstetrics and gynaecology resident
education is in early development. A standardized national
simulation curriculum would help facilitate the integration of
simulation into obstetrics and gynaecology resident education
and aid in the shift to competency-based resident assessment.
Obstetrics and gynaecology residency programs need national
collaboration (between centres and specialties) to develop a
standardized simulation curriculum for use in obstetrics and
gynaecology residency programs in Canada.
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Méthodes : Nous avons conçu un sondage de 19 questions que
nous avons distribué aux 16 programmes canadiens actifs et
agréés de résidence en obstétrique-gynécologie. Le sondage
a d’abord été transmis aux directeurs de programme; toutefois,
nous l’avons occasionnellement redirigé vers d’autres membres
du corps professoral participant à l’enseignement prodigué aux
résidents ou vers des résidents de dernière année. Les réponses
au sondage ont été recueillies sur une période de 18 mois.
Résultats : Douze programmes ont répondu au sondage (11 d’entre
eux ont fourni des réponses complètes). Onze programmes
(92 %) ont signalé qu’ils intégraient un curriculum de simulation
en obstétrique-gynécologie dans leurs cours offerts aux résidents.
Tous les répondants (100 %) avaient accès à un centre de
simulation. La simulation était utilisée pour l’enseignement
de diverses compétences en obstétrique-gynécologie, par
l’intermédiaire de différentes modalités de simulation. Parmi les
obstacles à l’intégration de la simulation, on trouvait principalement
les coûts du matériel et de l’espace requis, ainsi que la nécessité de
réserver du temps aux fins de la simulation tant pour les résidents
que pour les éducateurs. La majorité des programmes ont indiqué
que l’amélioration de leur curriculum de simulation et la transition
vers une évaluation des résidents fondée sur les compétences
constituaient une priorité à leurs yeux.
Conclusion : La formation au moyen de la simulation a gagné en
popularité au sein des programmes de résidence en obstétriquegynécologie. L’élaboration d’un curriculum officiel en matière de
simulation pouvant être utilisé pour la formation des résidents
en obstétrique-gynécologie en est encore à ses débuts. Un
curriculum de simulation national standardisé contribuerait
à faciliter l’intégration de la simulation dans la formation des
résidents en obstétrique-gynécologie et le passage à une
évaluation des résidents fondée sur les compétences. Les
programmes de résidence en obstétrique-gynécologie doivent
avoir recours à une collaboration nationale (entre les centres et
les spécialités) pour l’élaboration d’un curriculum de simulation
standardisé pouvant être utilisé par les programmes canadiens de
résidence en obstétrique-gynécologie.
J Obstet Gynaecol Can 2015;37(11):1025–1032
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INTRODUCTION

I

n recent years, medical education has seen an
exponential increase in the interest in, demand for,
and development of simulation modalities for use in
residency training programs. Medical education and
training have been hampered by resident work-hour
restrictions, increases in program sizes, and a reduction in
tolerance for medical error. As has occurred in the aviation
industry, educators looking for methods to overcome
these challenges have increasingly found simulation to be
an appealing option. Numerous studies have documented
simulation’s effectiveness for training, from teaching basic
surgical skills to enhancing teamwork and leadership
skills in complex emergency scenarios.1–6 Simulation can
be used to introduce new concepts and evaluate required
competencies. Simulation is attractive to medical and
surgical residents.7–9 Most importantly, there is increasing
evidence to support that the skills gained from simulation
translate into measurable improvements in a resident’s
real-life performance.1–3,5,10–14
We conducted a survey to evaluate the current use of
simulation in obstetrics and gynaecology residency
programs in Canada. First, program representatives
were asked whether they had begun to implement
formal simulation curricula to teach and/or assess
obstetrics and gynaecology skills. The survey was then
used to identify the types of simulation modalities being
used and the topics covered by simulation. Finally, the
survey was used to elucidate the various perceptions of,
barriers to, and future implications of simulation use
in the respective obstetrics and gynaecology residency
programs contacted.
METHODS

We developed a survey on the use of simulation in resident
education and distributed it to all 16 program directors of
active obstetrics and gynaecology residency programs in
Canada (Table). We used the internet tool SurveyMonkey
for survey distribution and data collection. A response rate
of 75% was predetermined as an acceptable sampling of
obstetrics and gynaecology residency programs in Canada.
The survey was sent to each program up to five times over
an 18-month period (unless a specific request to decline

ABBREVIATIONS
MOREOB Managing Obstetrical Risk Efficiently
FLS

Fundamentals in Laparoscopic Surgical Skills

ALARM

Advances in Labour and Risk Management
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was received). A link to the survey was sent directly to the
program director, but occasionally the link was redirected
to another faculty member involved in a program’s
simulation curriculum, or to a senior resident. No ethics
approval was required for this project.
RESULTS

We received 12 responses from the 16 active obstetrics
and gynaecology residency programs in Canada (a 75%
response rate). Responses were received from nine
program directors, two other faculty members involved
in resident education, and one senior resident. Eleven
of the 12 responses were complete. The one incomplete
response did not include the forms of simulation used in
the relevant program, and the respondent opted not to
answer the open-ended questions.
Of the 12 program respondents, 11 (92%) stated that they
had introduced a formalized obstetrics and gynaecology
simulation curriculum into their residency program. One
program did not have a simulation curriculum for either
obstetrics or gynaecology. Nonetheless, all programs did
report having access to a simulation laboratory through
their department (8 of 12, 67%), hospital (7 of 12, 58%),
university (8 of 12, 67%) or some combination of these.
The quality, albeit subjective, of each program’s simulation
laboratory was deemed “average” for five programs and
“state of the art” for seven.
Programs had developed their own curricula using a variety
of simulation modalities and educational techniques. Six of
the programs reported using the MOREOB program (Salus
Global Corp., London ON). This is a risk management
program established to enhance professional development
and patient safety on birthing wards. Six programs
reported taking part in the Fundamentals of Laparoscopic
Surgery Program (Los Angeles, CA) devised to both teach
and assess knowledge and technical skills used in basic
laparoscopic surgery. Two of the 12 respondents said
that their programs required their residents to attain a set
competency level on simulators before performing certain
procedures on patients.
Programs were reported to use a wide variety of lowfidelity and high-fidelity simulators to educate residents
in numerous aspects of obstetrics and gynaecology.
For teaching obstetrical skills (Figure 1), programs were
reported to use cervical assessment models (4 of 11, 36%),
tear repair models (8 of 11, 73%), pelvic models (11 of
11, 100%), full-body birthing simulators such as NOELLE
(Gaumard Scientific, Miami FL) or SimMom (Laerdal
Medical Canada Ltd, Toronto ON) (8 of 11, 73%), and
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Simulation training in obstetrics and gynaecology residency programs in Canada questionnaire
Q#1

General information (university, position)

Q#2

Number of residents in your program (by postgraduate year)

Q#3

Number of hospitals affiliated with your residency program

Q#4

Are you a Salus MOREOB program member?

Q#5

What types of simulation centres do your residents have access to? (department, hospital, and/or university-based)

Q#6

How would you describe the quality of your simulation equipment? (basic, average, or state of the art)

Q#7

Do you have a simulation curriculum in your residency program? (obstetrics, gynaecology, both, or none)

Q#8

Do your residents…
– take part in the Fundamentals in Laparoscopic Surgery Program?
– have access to laparoscopic box trainers they can borrow to take off site?
– need to complete certain tasks on simulators before performing them on patients?

Q#9

Please indicate which obstetrical skills you use simulation to teach.

Q#10

Please indicate which forms of obstetrical simulators your program provides access to.

Q#11

If your program uses any other forms of obstetrical simulators, or uses simulation to teach any other obstetrical skills, please
specify.

Q#12

Please indicate which gynaecological skills you use simulation to teach.

Q#13

Please indicate which forms of gynaecological simulators your program provides access to.

Q#14

If your program uses any other forms of gynaecological simulators, or uses simulation to teach any other gynaecological skills,
please specify.

Q#15

Please describe how simulation has been included in the residents’ academic schedule.

Q#16

Since the integration of simulation into your residency program, has there been a perceived improvement in your residents’ skill
level?

Q#17

How is simulation regarded by the residents?

Q#18

What barriers had/have to be overcome in order to integrate simulation into your residency program?

Q#19

What are your future directions with regard to the use of simulation training in your residency program?

other modalities (2 of 11, 18%). The various technical
and non-technical obstetrical skills taught using simulation
are listed in Figure 2. One program was reported to have
developed its own Caesarean section model for use in
simulation training.
For teaching skills in gynaecology (Figure 3), programs
were reported to use pelvic models (8 of 11, 73%),
intrauterine device insertion models (8 of 11, 73%),
laparoscopic box trainers (11 of 11, 100%), virtualreality laparoscopic trainers (8 of 11, 73%), virtualreality hysteroscopic trainers (5 of 11, 45%), live animal
laboratories (7 of 11, 64%), dead animal laboratories
(4 of 11, 36%), and cadaver laboratories (4 of 11, 36%).
Moreover, five programs reported providing residents
with laparoscopic box trainers that could be used at home
to enhance their skills. The various technical and nontechnical gynaecological skills taught using simulation are
shown in Figure 4. One program also mentioned using an
Essure simulator (EssureSim, VirtaMed Inc., Lithia FL)
and a Myosure simulator (Hologic Inc., Marlborough MA).
With regard to the integration of simulation into residency
training programs, most programs reportedly replaced

didactic sessions with simulation sessions. However, for
many the integration of simulation was still in the early
stages of development. Programs with a simulation
curriculum were reported to have from one simulation
session every two months to almost one simulation session
per week. The perception among program directors
and other faculty members polled was that the general
knowledge and performance of residents had improved
with the addition of simulation. Others commented that
it was too early in the process for an accurate evaluation
of their simulation curriculum. One program was reported
to have seen a decline in resident performance as a
consequence of increasing resident numbers and decreased
time spent in the operating room. Simulation feedback had
been overwhelmingly positive. Residents wanted more
simulation sessions, fewer didactic sessions, and more
experience with high-fidelity virtual-reality simulators.
Barriers to the integration of simulation into residency
training programs are quite similar between programs,
and include the cost of equipment and space and the time
constraints on residents and educators. Industry assistance
has helped in reducing costs while designated simulation
NOVEMBER JOGC NOVEMBRE 2015 l 1027
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Figure 1. Obstetrical simulation modalities used
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Figure 2. Obstetrical skills taught through the use of simulation
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Figure 3. Gynaecological simulation modalities used
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Figure 4. Gynaecological skills taught through the use of simulation
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centres help greatly in facilitating simulation sessions.
Simulation centres often have dedicated staff members
who can play a vital role in the preparation, running,
and completion of simulation sessions. This dedicated
human resource can greatly reduce the time constraints on
university-based educators.
Most programs reportedly aimed to increase the amount
of simulation used in their residents’ education, including
multidisciplinary simulation sessions to enhance teamwork
skills between different groups of health care providers.
Using simulation to enhance a resident’s skills and
knowledge in a stepwise fashion to reach predetermined
milestones or competencies was found to have increasing
appeal. This assessment approach may then be used to
determine when residents are ready to transfer their skills
from a simulated environment to real life.
DISCUSSION

Although the popularity of simulation is increasing, its
incorporation into medical education has been a slow and
arduous process, especially in the specialty of obstetrics
and gynaecology. The Association of American Medical
Colleges identified in a 2011 survey that simulation was most
commonly used in internal medicine, emergency medicine,
general surgery, pediatrics, anaesthesiology, and obstetrics
and gynaecology residency programs.15 Furthermore,
internal medicine,16 general surgery,17 and anaesthesiology18
programs are increasingly using simulation as a method of
competency assessment. Obstetrics and gynaecology has
lagged behind other specialties in using simulation as a
means of resident evaluation, as well as in the development
of standardized simulation curricula.19,20 In contrast,
general surgery programs use the FLS program and the
American College of Surgeons/Association of Program
Directors in Surgery surgical skills curriculum as tools for
both resident education and assessment. Both the FLS
program and the surgical skills curriculum have been shown
to improve resident performance in real life scenarios.21–23
The validity of the FLS program for use in obstetrics and
gynaecology residency programs has also been assessed.24,25
The FLS program comprises both a skills and a cognitive
component. Because it is more focused on general
surgery, the cognitive component of the FLS program
has been found to be less reliable for use in obstetrics and
gynaecology resident education.26 Nonetheless, obstetrics
and gynaecology resident education is currently deficient
in its use of standardized simulation curricula.
A survey in 2011 found that 14 of the 16 active obstetrics
and gynaecology residency programs in Canada (88%)
1030 l NOVEMBER JOGC NOVEMBRE 2015

had a simulation centre on site or nearby. Seven programs
had a formal technical simulation curriculum, four had
a formal non-technical simulation curriculum, and three
programs reported having both.20 A more recent survey
on laparoscopic training in accredited obstetrics and
gynaecology residency programs in North America found
that 96% of programs had access to a simulation skills
laboratory and 73% had some form of a laparoscopic
training curriculum. Despite this, 41% of programs
reported not being satisfied with their current form of
laparoscopic training.27
The present survey identified that the use of simulation
is increasing in obstetrics and gynaecology resident
education. All respondents indicated that they have access
to a simulation laboratory, and 11 of the 12 respondents
reported having some form of a simulation curriculum.
Most respondents stated that their program’s simulation
curriculum was still in the early stages of development and
that they were struggling with challenges imposed by time
constraints and costs. However, since the 2011 survey,20
there has been an increase in the use of simulation in
obstetrics and gynaecology resident education in Canada,
although its development has been slow.
Numerous studies have validated various simulation
modalities and sessions for use in obstetrics and
gynaecology resident education. In obstetrics, simulation
has been shown to improve residents’ actual performance
in managing shoulder dystocia,1,2 eclampsia,28 breech vaginal
deliveries,13 and postpartum hemorrhage.29 Furthermore,
simulation training has improved residents’ confidence
levels29 and their teamwork and leadership skills on labour
and delivery units.30,31 Likewise, in gynaecology, simulation
can improve a resident’s actual performance in basic
laparoscopic5 and hysteroscopic skills,10 and can be used
as an assessment tool to predict a resident’s live operative
performance.11
Educational research in the use of simulation does have
limitations. Most studies have a small sample size and
are performed at a single institution.32 This limitation
introduces a high risk for bias when interpreting results
and may limit a study’s external validity. Additional research
is also needed on whether simulation is of similar benefit
to junior and senior residents. Likewise, more educational
research is needed on retention from simulation sessions
and the frequency with which such sessions must be
repeated in order to maintain knowledge or skills.33 Lastly,
how much simulation is too much? It is difficult to assess at
what point the benefit from simulation exercises plateaus.
It is time for research to move away from the validation
of simulation modalities and towards defining what is
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necessary to optimize curriculum development and the
integration of simulation into resident education.
Two primary barriers have limited the incorporation of
simulation into resident education: the cost of equipment
and space, and the need for dedicated time for residents and
educators.34 Nonetheless, institutions, departments, and
hospitals have spent large sums of money on simulation
centres and equipment before developing simulation
curricula.35 Thus, it appears that time constraints have been
the more significant barrier. There has subsequently been
a call to increase collaboration between different North
American obstetrics and gynaecology residency programs
and between obstetrics and gynaecology residency
programs and those of other surgical specialties.17,20,36,37
This collaboration would lessen the time constraints
associated with curriculum development, limit a program’s
need to develop its own curriculum, and help to standardize
resident education across centres. This will become
increasingly important as postgraduate medical education
transitions to competency-based methods of assessment.38
In Canada, the recently developed Surgical Foundations
curriculum,39 modelled on the CanMEDS framework,40
is now a requirement in most Canadian surgical residency
programs (i.e., general surgery, vascular surgery, cardiac
surgery, neurosurgery, plastic surgery, orthopedic surgery,
otolaryngology, and urology). All accredited obstetrics and
gynaecology residency programs in Canada recently voted
to make this a requirement in their programs as well. Surgical
Foundations is a two-year curriculum consisting of didactic
and simulation sessions covering core competencies in
basic surgical knowledge and skills. For further curriculum
development, other simulation-based sources that may
be of help include the Association of American Medical
Colleges, which houses an online repository of simulation
sessions and curricula available for widespread use.41
Specific to obstetrics and gynaecology, programs such as
MOREOB and ALARM focus on using simulation as an
educational method for health care providers. National
and international collaboration may be fostered through
various committees and interest groups such as the
Association of Academic Professionals in Obstetrics and
Gynaecology Education Innovation Committee and the
obstetrics and gynaecology simulation interest group at the
Simulation Summit of the Royal College of Physicians and
Surgeons of Canada.
To date, extensive effort has been put into various levels
of research and development directed at simulation for
resident education. In a recent article on laparoscopic
training for gynaecology residents, Shore et al. proposed
three clear recommendations: (1) simulation should be used

in all surgical residency programs across North America; (2)
programs should adopt a unified approach to simulationbased education; and (3) simulation should be used to
assess competencies before both real-time performance
and specialty certification.27 These recommendations can
easily be generalized to include the field of obstetrics
as well. Ultimately, what remains for obstetrics and
gynaecology residency programs is to synthesize current
research, knowledge, simulation modalities, and curricula
into a unified and standardized simulation curriculum
for use in postgraduate medical education. This process,
however challenging, will be facilitated and aided through
the collaboration of different centres and specialties, both
nationally and internationally.
CONCLUSION

Simulation is increasingly relied upon for both education
and assessment of residents because of resident work
hour restrictions, increases in program sizes, and a
reduction in tolerance for medical error. The integration
of simulation into postgraduate education has been
slow and has been hampered by barriers related to costs
and time constraints. The present survey indicates that
the majority of obstetrics and gynaecology residency
programs in Canada have attempted to introduce some
form of formal simulation training into their program. All
respondents reported having access to simulation centres;
however, a standardized simulation curriculum for use
nationally in obstetrics and gynaecology resident education
and evaluation has yet to be developed. Such a curriculum
is increasingly required to standardize resident education,
facilitate competency-based assessments, and ensure that
residents across the country receive comparable training.
In order for this to occur, national collaboration is needed
across centres and specialties. A shift in focus is necessary,
from the development of multiple individual curricula
to the sharing of ideas and resources. The ultimate goal
should be to have a single educational curriculum that
will meet the needs and requirements of all obstetrics and
gynaecology residents in Canada.
REFERENCES
1. Draycott TJ, Crofts JF, Ash JP, Wilson LV, Yard E, Sibanda T, et al.
Improving neonatal outcome through practical shoulder dystocia training.
Obstet Gynecol 2008;112:14–20.
2. Deering S, Poggi S, Macedonia C, Gherman R, Satin AJ. Improving
resident competency in the management of shoulder dystocia with
simulation training. Obstet Gynecol 2004;103:1224–8.
3. Birch L, Jones N, Doyle PM, Green P, McLaughlin A, Champney C, et al.
Obstetric skills drills: evaluation of teaching methods. Nurse Educ Today
2007;27:915–22.

NOVEMBER JOGC NOVEMBRE 2015 l 1031

Education

4. Daniels K, Arafeh J, Clark A, Waller S, Druzin M, Chueh J. Prospective
randomized trial of simulation versus didactic teaching for obstetrical
emergencies. Simul Healthc 2010;5:40–5.
5. Banks EH, Chudnoff S, Karmin I, Wang C, Pardanani S. Does a surgical
simulator improve resident operative performance of laparoscopic tubal
ligation? Am J Obstet Gynecol 2007;197:541.e1–5.
6. Coleman RL, Muller CY. Effects of a laboratory-based skills curriculum
on laparoscopic proficiency: a randomized trial. Am J Obstet Gynecol
2002;186:836–42.
7. Pliego JF, Wehbe-Janek H, Rajab MH, Browning JL, Fothergill RE.
Ob/Gyn boot camp using high-fidelity human simulators: enhancing
residents’ perceived competency, confidence in taking a leadership role,
and stress hardiness. Simul Healthc 2008;3:82–9.
8. Boyd KB, Olivier J, Salameh JR. Surgical residents’ perception of
simulation training. Am Surg 2006;72:521–4.
9. Shanks D, Wong RY, Roberts JM, Nair P, Ma IW. Use of simulator-based
medical procedural curriculum: the learner’s perspectives. BMC Med Educ
2010;10:77.
10. Burchard ER, Lockrow EG, Zahn CM, Dunlow SG, Satin AJ. Simulation
training improves resident performance in operative hysteroscopic
resection techniques. Am J Obstet Gynecol 2007;197:542.e1–e4.
11. Gala R, Orejuela F, Gerten K, Lockrow E, Kilpatrick C, Chohan L, et al.
Effect of validated skills simulation on operating room performance in
obstetrics and gynecology residents: a randomized controlled trial. Obstet
Gynecol 2013;121:578–84.
12. McCluney AL, Vassiliou MC, Kaneva PA, Cao J, Stanbridge DD,
Feldman LS, et al. FLS simulator performance predicts intraoperative
laparoscopic skill. Surg Endosc 2007;21:1991–5.
13. Deering S, Brown J, Hodor J, Satin AJ. Simulation training and resident
performance of singleton vaginal breech delivery. Obstet Gynecol
2006;107:86–9.

24. Antosh DD, Auguste T, George EA, Sokol AI, Gutman RE, Iglesia CB,
et al. Blinded assessment of operative performance after fundamentals
of laparoscopic surgery in gynecology training. J Minim Invasive Gynecol
2013;20:353–9.
25. Zheng B, Hur HC, Johnson S, Swanstrom LL. Validity of using
fundamentals of laparoscopic surgery (FLS) program to assess
laparoscopic competence for gynecologists. Surg Endosc 2010;24:152–60.
26. Hur HC, Arden D, Dodge LE, Zheng B, Ricciotti HA. Fundamentals of
laparoscopic surgery: a surgical skills assessment tool in gynecology. JSLS
2011;15:21–6.
27. Shore EM, Lefebvre GG, Grantcharov TP. Gynecology resident
laparoscopy training: present and future. Am J Obstet Gynecol
2015;212:298–301.
28. Fisher N, Berstein PS, Satin A, Pardanani S, Heo H, Merkatz IR, et al.
Resident training for eclampsia and magnesium toxicity management:
simulation or traditional lecture? Am J Obstet Gynecol 2010;203:379.e1–5.
29. Straub HL, Morgan G, Ochoa P, Grable I, Wang E, Kharasch M, et al.
Targeted obstetric haemorrhage programme improves incoming resident
confidence and knowledge. J Obstet Gynaecol 2013;33:798–801.
30. Fransen AF, van de Ven J, Merien A, de Wit-Zuurendonk LD,
Houterman S, Mol BW, et al. Effect of obstetric team training on team
performance and medical technical skills: a randomised controlled trial.
BJOG 2012;119:1387–93.
31. Dadiz R, Weinschreider J, Schriefer J, Arnold C, Greves CD, Crosby EC,
et al. Interdisciplinary simulation-based training to improve delivery room
communication. Simul Healthc 2013;8:279–91.
32. Van Nortwick SS, Lendvay TS, Jensen AR, Wright AS, Horvath KD,
Kim S. Methodologies for establishing validity in surgical simulation
studies. Surgery 2010;147:622–30.

14. Larsen CR, Soerensen JL, Grantcharov TP, Dalsgaard T, Schouenborg L,
Ottosen C, et al. Effect of virtual reality training on laparoscopic surgery:
randomised controlled trial. BMJ 2009;338:b1802.

33. Botchorishvili R, Rabischong B, Larrain D, Khoo CK, Gaia G, Jardon K,
et al. Educational value of an intensive and structured interval practice
laparoscopic training course for residents in obstetrics and gynecology:
a four-year prospective, multi-institutional recruitment study. J Surg
2012;69:173–9.

15. Passiment M, Sacks H, Huang G. Medical simulation in medical education:
results of an AAMC survey. Washington (DC): Association of American
Medical Colleges; 2011.

34. Burden C, Oestergaard J, Larsen CR. Integration of laparoscopic virtualreality simulation into gynaecology training. BJOG
2011;118(Suppl. 3):5–10.

16. Hatala R, Kassen BO, Nishikawa J, Cole G, Issenberg SB. Incorporating
simulation technology in a Canadian internal medicine specialty
examination: a descriptive report. Acad Med 2005;80:554–6.

35. Ennen CS, Satin AJ. Training and assessment in obstetrics: the role of
simulation. Best Pract Res Clin Obstet Gynaecol 2010;24:747–58.

17. Singh P, Aggarwal R, Darzi A. Review of selected national surgical
curricula: quantity is not the sole marker of quality. J Surg 2014;71:229–40.
18. Boulet JR, Murray DJ. Simulation-based assessment in anesthesiology:
requirements for practical implementation. Anesthesiology
2010;112:1041–52.
19. Geoffrion R, Choi JW, Lentz GM. Training surgical residents: the current
Canadian perspective. J Surg 2011;68:547–59.
20. Garber A, Posner G, El-Chaar D, Mitchell T. Simulation-based education
in obstetrics and gynaecology training in Canada. J Obstet Gynaecol Can
2013;35:975–6.
21. McCluney AL, Vassiliou MC, Kaneva PA, Cao J, Stanbridge DD,
Feldman LS, et al. FLS simulator performance predicts intraoperative
laparoscopic skill. Surg Endosc 2007;21:1991–5.
22. Stroka G, Feldman LS, Vassiliou MC, Kaneva PA, Fayex R, Fried GM.
Fundamentals of laparoscopic surgery simulator training to proficiency
improves laparoscopic performance in the operating room-a randomized
controlled trial. Am J Surg 2010;199:115–20.
23. Mittal MK, Dumon KR, Edelson PK, Acero NM, Hashimoto D,
Danzer R, et al. Successful implementation of the American College of
Surgeons/Association of Program Directors in Surgery surgical skills
curriculum via a 4-week consecutive simulation rotation. Simul Healthc
2012;7:147–54.

1032 l NOVEMBER JOGC NOVEMBRE 2015

36. Geoffrion R. Standing on the shoulders of giants: contemplating a
standard national curriculum for surgical training in gynaecology. J Obstet
Gynaecol Can 2008;30:684–95.
37. LeBlanc VR, Bould MD, McNaughton N, Brydges R, Piquette D,
Sharma B. Simulation in postgraduate medical education. Members of
the FMEC PG consortium. Ottawa (ON): The Association of Faculties
of Medicine of Canada; 2011. Available at: https://www.afmc.ca/pdf/
fmec/18_LeBlanc_Simulation%20and%20Technology.pdf. Accessed on
March 20, 2015.
38. Burden C, Fox R, Lenguerrand E, Hinshaw K, Draycott TJ, James M.
Curriculum development for basic gynaecological laparoscopy with
comparison of expert trainee opinions; prospective cross-sectional
observational study. Eur J Obstet Gynecol Reprod Biol 2014;180:1–7.
39. The Royal College of Physicians and Surgeons of Canada. Specialty
training requirements in surgical foundations. Ottawa (ON): RCPSC;
Available at: http://www.royalcollege.ca/portal/page/ portal/rc/public.
Accessed April 5, 2015.
40. Frank JR. The CanMEDS 2005 physician competency framework. Better
standards. Better physicians. Better care. Ottawa (ON): The Royal College
of Physicians and Surgeons of Canada; 2005.
41. Association of American Medical Colleges. MedEdPORTAL.
Washington (DC): AAMC: 2015. Available at:
https://www.mededportal.org. Accessed April 5, 2015.

