ASSOCIATION OF PROGRAM DIRECTORS FOR COLON & RECTAL SURGERY

ADMINISTRATIVE OFFICE OFFICE OF THE PRESIDENT
20600 EUREKA ROAD, #600 GERALD A. ISENBERG, MD
TAYLOR, MI 48180 THOMAS JEFFERSON UNIVERSITY
(734) 282-9400 - PHONE 1100 WALNUT STREET, 5TH FLOOR
(734) 282-9402 - FAX PHILADELPHIA, PA 19107

(215) 955-6879 - PHONE
(215) 955-2878- FAX

June 1, 2011

Dear Colleagues:

The Program Directors Association for Colon and Rectal Surgery revised and updated the Core
Curriculum for Colorectal Surgery. The Core Curriculum Committee, chaired by Dr. Jennifer
Beaty, worked diligently to ensure that we have provided a comprehensive and current core
curriculum. In addition, | directed this working group to include all six ACGME Competencies
in the document and to provide relevant colorectal examples for each category.

The intent of this document is to provide a comprehensive core curriculum to be used by
program directors and residents in colorectal surgery for teaching and learning purposes. The
organizational structure closely follows the outline of the ASCRS text, and in the future it will be
linked with the ASCRS CREST project. It is not a template for regulatory agencies to judge
each of our programs; rather to be used as our own educational resource. The content has been
validated by the APDCRS Core Curriculum Committee that was comprised of active colorectal
surgeons who are also program directors. The final document was reviewed at the June 11, 2011
APDCRS Annual Business and approved by a majority vote of all current program directors.

| would like to thank the Core Curriculum Committee members for their incredible effort over
the past year. The Association is proud of this Curriculum and hopes that it will serve as a
valuable resource.

Sincerely,

b 7
—Gerald A. Isenberg, M.&L

President, PDA, CRS (2008-2011)
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CORE CURRICULUM FOR COLON AND RECTAL SURGERY RESIDENTS

The goal of the Colon & Rectal Surgery Residency Training Program is to train safe, competent and
confident surgeons who are experts in the field of colon and rectal surgery and are committed to
ongoing learning through study and assessment of their outcomes. Graduates of the program will be
committed to and capable of making significant contributions to the field of colon and rectal surgery
through teaching, leadership and scholarship.

PATIENT CARE

GOALS

The competency of patient care is the foundation of a physician’s education, as patient care is the basis
for our profession. All the other competencies should improve patient care.

Graduates of a colon and rectal surgery residency will be able to provide patient care that is

compassionate, appropriate and effective for the treatment of colorectal health problems and the
promotion and maintenance of health.

OBJECTIVES

Following satisfactory completion of a residency in colon and rectal surgery, residents should be able to:

1. Gather accurate and essential information about their patients

2. Perform a thorough and competent patient assessment, and demonstrate the ability to make
appropriate decisions about the treatment choices including the need for surgery
independently.

3. Make informed decisions about diagnostic and therapeutic interventions based on current
scientific evidence, patient information and preferences, and clinical judgment

4. Develop and carry out outpatient management plans

5. Counsel and educate patients and their families using effective communication skills and caring
and respectful behaviors

6. Articulate the rationale for approaches, decisions, and judgments to patients and their families
as well as other healthcare providers

Page 2 of 41



7. Competently perform all medical management and invasive procedures considered essential in
the field of colon and rectal surgery, including abdominopelvic and anorectal operative
procedures, diagnostic and therapeutic colonoscopy, anorectal ultrasound, and anorectal
physiology testing and its interpretation

8. Demonstrate competence in the application of clinical and basic science knowledge to make
sound pre-operative and intra-operative decisions and to cope with unexpected findings or
developments in the operating room independently

9. Provide safe and competent perioperative care, including the timely recognition and
management of surgical complications

10. Work effectively with healthcare professionals from a broad spectrum of other disciplines to
provide patient-focused care

11. Provide healthcare services aimed at preventing health problems and maintaining health

Examples of specific activities which may be used to improve patient care skills and to evaluate the
resident’s progress may include but are not limited to:

1. Allowing the resident to meet with patients and their families in the outpatient clinic to discuss
the reason for their consultation and the appropriate surgical and non-surgical treatment
options

2. Having the resident participate in the formulation of a care plan for the patient with the
supervision of the attending surgeon, including a discussion of risks, benefits and alternatives of
proposed treatments, and obtaining informed consent for proposed surgical and endoscopic
procedures.

3. Having the resident perform a wide variety of abdominal, anorectal and endoscopic procedures
either as the surgeon or as the first assistant. All procedures are performed under the direct
supervision of an attending physician who ensures that the resident is functioning in a skillful
and safe manner. Patient safety is paramount at all times.

4. Allowing the resident to participate with the attending surgeon in formulating a postoperative
care plan, and to communicate this to the patient.

5. Having the resident see patients on rounds in the hospital with faculty and discuss progress with
patients and their families.

6. Involving the resident in multidisciplinary discussions with the patient, family, nurses, dieticians,
social workers, and other healthcare personnel as appropriate.

7. Having the resident follow the patient in the clinic after discharge from the hospital to ensure
that the postoperative plans have been implemented and remain effective.
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8. Supporting the resident’s participation in the preparation and presentation of educational
conferences, such as Journal Club and Morbidity and Mortality Conference, which provide the
resident the opportunity to review scientific evidence relating to the treatment of patient
problems and to improve his/her own practice based on appropriately gathered data and
feedback.

9. Encouraging the completion of evaluations by non-physician healthcare personnel who have
had sufficient opportunities interacting with the resident to evaluate his/her patient care skills
and respectful treatment of patients and co-workers. Patients and family members are in a
unique position to evaluate the resident’s interpersonal and communication skills.

Examples of tools that may be used to assess patient care skills include, but are not limited to:

1. CARSEP or CARSITE

2. Chart-stimulated recall

3. Checklist

4. Direct observation of resident practice
5. Mock oral examination

6. Objective Structured Clinical Examination (OSCE)
7. Portfolios

8. Procedure and case logs

9. Record review

10. Simulations and models

11. Standardized patients

12. 360 degree global evaluation
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PROFESSIONALISM

Colorectal surgery residents should demonstrate a commitment to carrying out professional
responsibilities, adherence to ethical principles, and sensitivity to a diverse patient population.

GOALS

After satisfactorily completing a residency in colon and rectal surgery, residents are expected to:

1. Be able to define patient welfare, patient autonomy and social justice and provide examples of
how the primacy of these principles shapes the practice of colon and rectal surgery

2. Deliver superior quality care while demonstrating core professional behaviors in all professional
activities

3. Practice medicine ethically consistent with all the obligations of a physician.

4. Be able to define the essential attributes of professionalism and describe how they apply in the
practice of colon and rectal surgery

OBJECTIVES

Following completion of a residency in colon and rectal surgery, the resident should be able to describe,
define, or demonstrate the following for each of the core professional behaviors or attributes listed
here:

1. Competence

a. Describe and participate in the process for professional certification and maintenance of
certification in colon and rectal surgery

b. Define the scope of practice of the specialty of colon and rectal surgery

c. Describe and abide by the process for training and adding privileges for new technology
2. Altruism

a. Secure effective continuity of care for patients in the context of duty hour restrictions
3. Morality and ethics

a. Disclose potential conflicts of interest (financial, personal, professional) and manage
potential conflicts of interest appropriately

b. Respect appropriate boundaries in personal interactions with patients, students, and
other healthcare providers and avoid exploiting them for any purpose

Page 5 of 41



c. Appropriately disclose advertising and public relations releases
d. Support and participate in ethics review processes on research involving human subjects
4. Integrity and honesty

a. Disclose appropriately to patients and family members the therapeutic options, with
risks and benefits of each

b. Disclose adverse events and medical errors fully

c. Know and abide by Health Insurance Portability and Accountability Act (HIPAA)
regulations

d. Avoid disclosure of identifiable medical information to any person or entity without
proper authorization from the patient or his/her guardian or power of attorney, as
appropriate

5. Self-regulation
a. Maintain the highest standards of practice based on current scientific evidence
b. Maintain timely and complete medical records
c. Demonstrate punctuality and respect deadlines
d. Demonstrate the ability to reflect on one’s own practice and draw insightful conclusions

e. Demonstrate the ability to maintain personal and professional balance to ensure
personal health and optimal patient care

6. Responsibility to society and to the profession

a. Support the specialty board responsibility to insure that all of its members are
competent

b. Describe individual physician responsibilities regarding proper disclosure of and
remediation for impaired/incompetent physicians/colleagues

c. Balance commitment to patient confidentiality with overriding public interest
considerations, as when patients endanger others

d. Understand the role and responsibilities of colorectal surgeons in giving expert
testimony in legal proceedings

e. Actively engage in educating patients, students, and other healthcare professional
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7. Advocacy

a. Work collaboratively with other professionals to reduce medical errors, increase patient
safety, and minimize overuse of healthcare resources

b. Participate in quality improvement initiatives to measure and improve individual and
systems performance

c. Recognize barriers to care based on education, laws, finances, geography, and social
discrimination and discuss potential solutions

d. Promote public health and preventive medicine

e. Provide health care based on wise and cost-effective management of limited clinical
resources- for example, avoiding ordering unnecessary tests and procedures

8. Professional behavior

a. Demonstrate sensitivity and respect in all patient interactions, honoring patients’
individual characteristics (for example: culture, age, gender, disabilities); acknowledging
and honoring the vulnerability of patients with colorectal problems; and acknowledging
and honoring patients’ psychological, social, cultural, and spiritual needs when dealing
with issues such as body image alterations, ostomies, and diagnosis of terminal illness

b. Embrace the colorectal surgeon’s responsibility for providing comprehensive and
continuous patient care through the preoperative diagnosis phase, during the
operation, and during postoperative care

c. Include in surgical care the needs of the terminally ill by identifying and discussing, as
appropriate, the ethical issues surrounding end of life situations (such as Do Not
Resuscitate/DNR, advanced directives, withdrawal of life support, withholding
support/care and futile care)

d. Understand and demonstrate the multi-faceted role of colorectal surgeons, for example:
consultant surgeon giving a second opinion; diagnostic consultant providing a service
(transrectal ultrasound, anorectal physiology testing, colonoscopy); patient advocate
addressing previous suboptimal care with patients, families, or responsible physician;
patient advocate in managed care organizations; and integral member of
multidisciplinary teams with nurses, ancillary services, and primary care physicians
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Examples of tools that may be used to assess professionalism skills include, but are not limited to:
1. Direct observation of resident interactions

2. Discussion Seminar (e.g. complex psychosocial issues and ethical dilemmas in colorectal surgery
patients)

3. Observation of or participation in an ethics review committee
4. On-line learning modules (e.g. multicultural awareness)

5. Patient survey of resident interactions

6. 360° global evaluation

7. Videotaped session of resident interaction with patients or simulated patients
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INTERPERSONAL AND COMMUNICATION SKILLS

GOALS:

Residents should demonstrate interpersonal and communication skills that result in the effective
exchange of information and collaboration with patients, their families, and health professionals.

Residents are expected to:

1. Communicate effectively with patients, families, and the public, as appropriate, across a broad
range of socioeconomic and cultural backgrounds

2. Communicate effectively with physicians, other health professionals, and health related
agencies

3. Work effectively as a member or leader of a health care team or other professional group

4. Actin a consultative role to other physicians and health professionals

5. Maintain comprehensive, timely, and legible medical records.

OBIJECTIVES

The resident will create an environment supportive of communication for the patient and his/her family

by:

Demonstrating caring and respectful behaviors, including greeting patients using appropriate
titles; gaining and maintaining an awareness and respect of cultural, religious, moral and
gender/sexual background of the patient and family; speaking on a similar physical level, e.g.,
both sitting or both standing

Eliciting the patient’s perspective on his/her own illness; expressing a desire to work with the
patient; showing interest in the patient as a person exclusive of his/her medical concern

Using language that is understandable and demonstrates concern, and using non-verbal cues
(including appropriate eye contact and hand shaking, postures, nodding) to acknowledge and
affirm communication

Eliciting patient-related information with effective interview skills, asking open ended questions
as appropriate, and refrain from interrupting patients’ sentences/thoughts

Discussion of management options with appropriate acknowledgement of patient preferences;
identify one’s own biases when advising patients

Assess patient’s understanding of encounter, summarize the encounter, and allow for follow-up
questions for clarification as needed

Obtain informed consent in language understandable to the patient, including the
disease/diagnosis being treated, the treatment options and the treatment to be performed, and
common and most relevant complications

When giving bad news, the resident will introduce the topic in private, using empathetic and
non-threatening verbal and non-verbal expressions; provide the news calmly and honestly,
along with information leading to this point; allow patient/family to ask questions to ensure
mutual understanding and respond empathetically; develop a prioritized plan; and identify
sources of support.
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The resident will communicate with other professionals as a leader of the healthcare team by:

1. Providing appropriate information to direct interdisciplinary care, always acting in the best
interest of the patient

2. Providing transition or “hand-off” information that is orderly, timely and written; contains
pertinent diagnoses, procedures performed, and complications or other factors affecting care

3. Maintain appropriate verbal and written correspondence with referring physicians

4. Manage medical record-keeping in a timely and legible way, ensuring compliance with
institutional policies and HIPAA regulations and protecting patient privacy at all times

Examples of tools that may be used to assess communication include, but are not limited to:
1. Cinemeducation
2. Direct observation of resident interactions
3. Role modeling
4. Role playing
5. Self assessment
6. Standardized patient evaluations
7. 360° global evaluation

8. Video/Audio taping
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PRACTICE-BASED LEARNING AND IMPROVEMENT
GOALS:

At the completion of training in colon and rectal surgery, the resident should be able to investigate and
evaluate their patient care practices, appraise and assimilate scientific evidence, and develop tools to
improve their patient care practices.

OBJECTIVES

Following completion of a residency in colon and rectal surgery, the resident should be able to:

1. Analyze practice experience and perform practice-based improvement activities using
systematic methodology such as:

a. Participation in Journal Club and/or Evidence Based Reviews of Colon and Rectal
Surgery to gain sufficient understanding of study design, statistical methods, quality of
evidence, and interpretation of findings and outcomes to critically appraise information
on diagnostic and therapeutic effectiveness

b. Participation in Morbidity and Mortality Conference, SCIP, NSQIP, or other quality

improvement initiative as available, and use the information and experience gained to
modify his/her practice accordingly

2. Attempt a research project to contribute to the development of new knowledge, being aware of
the importance of peer review of research protocols, ethical considerations in basic and clinical
research, and the limitations and obstacles that may be encountered in pursuing a research
project

3. Use information technology to manage information access quality on-line medical information,
and support their own education, which may include:

a. Proficiency in use of on-line libraries for literature searches to locate and integrate
information from a variety of sources

b. Familiarity with practice parameters in the field of colon and rectal surgery
c. Familiarity and participation in CREST as it becomes available

4. Facilitate the learning of residents, students and other healthcare professionals, which may
include:
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Supervising and educating medical students and/or general surgery residents in
colorectal surgery

Demonstrating the skills to educate colleagues, patients, families, and other health care
professionals

Presenting cases and lecturing

5. Develop, implement, and monitor a personal strategy for continuing education, which may
include:

a.

Maintenance of Certification (MOC)

Continuing Medical Education (CME) activities

Attendance at national meetings

Participation in Evidence Based Reviews (EBR) in colon and rectal surgery
Regular reading of peer-reviewed journals

CARSEP review

Examples of tools that may be used to assess practice based learning skills include, but are not limited

to:

Active participation in Morbidity and Mortality conference

Active participation in Journal Club and Evidence Based Reviews in Colon and Rectal
Surgery

Resident portfolios tracking learning improvement projects
Research projects or literature contributions in the field of colon and rectal surgery
Evaluation of resident presentations at conferences and grand rounds

Evaluation of resident teaching skills by medical students, residents, patients and
ancillary staff
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SYSTEM BASED PRACTICE

GOALS:

Residents should demonstrate an awareness of and responsiveness to the larger context and system of
health care, as well as the ability to effectively identify and utilize other resources in the system to
provide optimal health care.

OBIJECTIVES

Following completion of a residency in colon and rectal surgery, residents should be able to:

1. Understand how their patient care and other professional practices affect other healthcare
professionals, the healthcare organization within which they work, and society at large, and how
these elements of the healthcare system in turn affect their practice of colorectal surgery, by:

a. Incorporating considerations of cost and risk-benefit analysis in patient care and/or
population-based care as appropriate

b. Demonstrating an understanding of the role of different specialists and other health
care professionals in overall patient management, and recognizing the need for referral
to other subspecialists as indicated

c. Acknowledging resource limitations, including availability of the operating room, in
managing the conflicting duty of providing both elective and emergency surgical care

d. Understanding management fundamentals including triage, communication, manpower
management, and resource conservation

e. Be able to discuss the impact of the Health Insurance Portability and Accountability Act
(HIPAA) and Emergency Medical Treatment and Labor Act (EMTALA) regulations on the
resources of various medical systems, including rules for transfer of patients to the
hospital under HIPAA regulations

f.  Know and comply with appropriate privacy-regulation compliant correspondence with
referring physicians

g. Gather information about the community in which one works (e.g., demographics, and
sociocultural beliefs and practices) that affect health and disease

h. Providing a leadership role in the management of complex care plans
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2. Gain and demonstrate an understanding of how types of medical practice and delivery systems
differ, including methods of controlling healthcare costs and allocating resources such as:

a. The cost of doing business, involving such issues as insurance providers, physician
contracts, and office expenses including equipment and personnel. An understanding of
proper coding terminology, levels of care, and supporting evidence used in billing for
medical services should be learned

b. The discharge planning process, including end-of-life care, home healthcare services,
medications, equipment, transportation, nutrition, rehabilitation services, therapy
services, nursing home services, assisted living services and appropriate follow-up care

c. Methods by which individuals or hospitals can be reimbursed, including fee-for-service,
capitation and hospital DRGs

3. Practice cost-effective healthcare with wise resource allocation that does not compromise
quality of care with a knowledge of:

a. Understanding, accessing, utilizing, and evaluating effectiveness of resource providers,
and systems to provide optimal emergency care

b. The major causes of re-hospitalization and loss to follow up as aids to determine
possible approaches for remedying poor care transitions

c. Cost effective treatment of colorectal surgical diseases including financial costs, risks
and benefits of all proposed diagnostic and therapeutic procedures; and how to
determine and convey to appropriate individuals the instruments and other materials
necessary for all procedures in order to minimize waste of resources

d. Consideration of the cost-effectiveness of new surgical technologies

e. Applying systematic, evidence-based, cost conscious and cost-effective strategies to
prevention, diagnosis and treatment in a way that does not compromise quality of care

4. Advocate for quality patient care within the system, assist patients in navigating the system to
obtain resources, and be the patient’s advocate in dealing with system complexities through
activities such as:

a. Participation in interdisciplinary teams, particularly as it relates to quality of patient care
and system issues

b. Accepting the specialist’s role to intervene on behalf of patients with respect to the
social, economic and biologic factors that may impact on their health and the
community health
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c. Observing and learning the complexities of processing a patient through initial
registration, acquisition of third party payer approval, interface with nursing personnel,
the outpatient clinic visit, acquisition of test results, operative scheduling, admission to
the post-anesthesia care area, and discharge

d. Understanding the financial implications of surgical treatment, including hospital and
physician charges, loss of employment time, outpatient chemotherapy, and nursing
home care

5. Know how to partner with healthcare managers and healthcare providers to assess, coordinate,
and improve healthcare, and know how these activities can affect system performance by:

a. Participation in National Quality Assurance initiatives such as the Joint Commission, core
measures, and SCIP programs including but not limited to DVT prophylaxis, managing
concentrated injectable medicines, assuring medication accuracy at transitions in care,
communicating during patient handovers, improving hand hygiene to prevent infections
associated with health care, and performing correct procedures at correct body sites

b. Understanding the process of credentialing and hospital privileging
Participation in multi-disciplinary teams with nursing and allied health staff to improve

provider-to-provider and provider-to-patient communication in patient transitions of
care, including the critical elements of an effective discharge summary; improve sign-
out rounds to enhance patient safety and reduce the risk of adverse outcomes; and
conduct quality assurance reviews to improve patient safety

6. Participate in identifying system errors and implementing potential systems solutions including:

a. lIdentification and implementation of solutions for systems issues related to medical
errors

b. Participation in institutional quality assurance committees, such as root cause and just
culture
c. Analysis of complex cases with unexpected outcome discussed in a multispecialty group

involving hospital and nursing administration in addition to clinical services
d. Discussion about ‘near misses’ and sentinel events

Examples of tools that may be used to teach and assess systems based practice skills include, but are not
limited to:
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Clinical conferences, including structured morbidity and mortality conference
Committee appointments

Didactic lectures

Multidisciplinary patient care rounds

Office practice participation

On-line learning modules (e.g. infection control, hand hygiene)

Patient survey

360° global rating
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MEDICAL KNOWLEDGE

GOALS

The goal of the Colon & Rectal Surgery Residency Training Program is to train safe, competent and
confident surgeons who are experts in the practice of colon and rectal surgery and are committed to
ongoing learning through study and assessment of their outcomes. The competency of Medical
Knowledge is a large part of the curriculum, and is many areas is inextricably linked to Technical Skills,
which while not one of the recognized six competencies, is sometimes considered the seventh
competency for many procedural-based specialties.

OBJECTIVES

I. ANATOMY/EMBRYOLOGY OF SMALL BOWEL, COLON, RECTUM, ANUS, PELVIS, AND PELVIC
FLOOR

Residents in colon and rectal surgery should be able to identify, describe, and discuss the significance of
the following anatomic features:

1. Colon: anatomic features; anatomic relationship of colon segments; blood supply; lymphatic
drainage; sympathetic and parasympathetic innervation

2. Small bowel: segments of the small bowel; origin and anatomy of vascular supply of small
bowel segments; innervation

3. Rectum: anatomic relation of rectum to fascia, peritoneum, and nerves innervating other pelvic
organs; anatomy/histology of rectal wall including valves of Houston; blood supply; lymphatic
drainage; sympathetic and parasympathetic innervation

4. Anal canal: anatomic relations of anal canal; muscles and epithelium of anal canal, including
transitional zone; anal glands; pudendal artery as blood supply to anal canal; lymphatic drainage
of anal canal above and below dentate line; innervation of internal and external anal sphincters

5. Pelvis and pelvic floor: anatomy and blood supply of bony pelvis; blood supply and innervation
of pelvic floor muscles; blood supply and innervation of external pelvic muscles; pathway of
sciatic nerve

Residents in colon and rectal surgery should be able to identify, describe, and discuss the significance of
the following embryologic areas:
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Normal embryologic development of the small bowel, colon, rectum, anus, and pelvic floor;
normal embryologic rotation of the small bowel, colon, and rectum.

Pathologic embryologic development of the small bowel, colon, and rectum, including
abnormalities of rotation, proximal colon duplications, Meckel’s diverticulum, Hirschsprung’s
disease

Embryologic anomalies associated with the rectum, anus, and pelvic floor, including imperforate
anus, rectal duplication cysts, epidermoid cysts, developmental cysts, and teratoma

Normal embryologic development of the sacrum

Embryologic sacral anomalies, including sacral dysgenesis, spina bifida, and anterior sacral

meningocele

Il. NORMAL AND ABNORMAL PHYSIOLOGY OF COLON, RECTUM, ANUS, AND PELVIC FLOOR;
PHYSIOLOGIC EVALUATION

Residents in colon and rectal surgery should be able to describe and discuss the normal physiologic
functions of the colon, rectum, and anus, including:

7.

8.

Normal colonic absorption/secretion of water and electrolytes
Normal colonic metabolism of complex carbohydrates and proteins
Function of the proximal versus the distal colon in these processes

Normal colonic motility patterns, transit times, and myoregulation and neuroregulation
processes

The process of normal defecation and the role of colonic fecal storage

The contribution of the rectum and anus to normal defecation (including rectal compliance and
reservoir function, the role of the pressure receptors in the puborectalis and pelvic floor
muscles, the rectoanal inhibitory reflex, the sampling reflex, and the role of the external and
internal sphincters, the puborectalis and levator ani muscles)

The pharmacology of anal sphincter neurotransmitters

The contribution of different muscle fiber types to anal continence

Residents in colon and rectal surgery should be able to describe and discuss the presentation and
etiologies of the following disturbances in colonic, rectal and anal function:
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8.

9.

Constipation

Enterocele and sigmoidocele
Colonic inertia

Megacolon

Colonic pseudo-obstruction
Irritable bowel syndrome
Solitary rectal ulcer syndrome
Rectal prolapse

Symptomatic rectocele

10. Short segment Hirschsprung’s disease

11. Anismus

12. Fecal incontinence

Residents in colon and rectal surgery should be able to describe and discuss evaluation methods for
colon, rectum and anal physiologic alterations (including required equipment, indications, techniques,
and interpretation):

8.

9.

Endoscopy

Contrast study

Transit time study

Anorectal manometry

Electromyography and pudendal nerve testing
Dynamic defecography/dynamic MRI

Balloon expulsion

Pelvic floor exercise

Directed biofeedback

10. Endoanal ultrasonography
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lll. FECAL INCONTINENCE

Residents in colon and rectal surgery should be able to:

1. List the causes of fecal incontinence, with incidence, pathophysiology, and the characteristic
anatomic, neurologic, dermatologic, and endoscopic findings associated with each cause.

2. Describe and discuss an algorithm to approach patients with fecal incontinence

3. Describe the key components of a thorough history and physical examination of patient with
fecal incontinence, including the clinical tools available to quantify fecal incontinence

4. Order anorectal physiology tests and imaging studies as indicated by history and physical
findings

5. Describe the normal and abnormal findings of anorectal physiology tests and imaging studies
that are used in the evaluation of incontinence

6. Interpret anorectal physiology tests and imaging studies that are used in the evaluation of
incontinence.

7. Describe and discuss non-operative strategies and surgical options in the management and
treatment of fecal incontinence.

8. Describe and discuss the indications, contraindications, post-operative care, complications and
functional results of fecal diversion, sphincter repair, sacral nerve stimulation, postanal repair,
total pelvic floor repair, muscle transpositions, artificial bowel sphincter and encirclement
procedures

IV. CONSTIPATION AND PELVIC FLOOR DISORDERS

Residents in colon and rectal surgery should be able to describe and discuss:

1. The etiology and differential diagnosis of constipation, and define constipation using the Rome
criteria

2. The utility of contrast and magnetic resonance dynamic proctography, transit studies, anorectal
manometry, electromyography (EMG) recruitment, balloon expulsion, contrast enema and
endoscopy in the evaluation of chronic constipation

3. The indications, contraindications, modes of action, complications, and classification of laxatives
4. The etiology, appearance, and significance of melanosis coli
5. Anismus, including diagnostic criteria and treatment

6. Short segment/adult Hirschsprung’s disease, including diagnostic criteria and treatment
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10.

11.

12.

Symptomatic rectocele, including clinical presentation and nonsurgical versus surgical treatment
options

Enterocele and sigmoidocele, including clinical presentation, diagnostic criteria and surgical
treatment options

Isolated colonic and panenteric inertia

Colonic pseudo-obstruction, including etiology, and management options with indications,
contraindications, risks, and outcomes

The Rome diagnostic criteria for irritable bowel syndrome(IBS)

Management options of IBS for constipation and diarrhea predominant IBS.

V. RECTAL PROLAPSE

Residents in colon and rectal surgery should be able to describe and discuss:

~

The epidemiology, pathophysiology, and anatomic findings of rectal prolapse and solitary rectal
ulcer in adults and children

The clinical presentation, endoscopic and histologic findings and associated pelvic floor
disorders in patients with solitary rectal ulcer

The significance of internal intussusceptions and the radiologic findings suggestive of it

The clinical presentation, physical findings, functional disturbances and the office diagnostic
maneuvers used to evaluate rectal prolapse

Physiologic, radiographic, and endoscopic evaluation of rectal prolapse as indicated by history
and physical findings

The significance of constipation and incontinence in the management of rectal prolapse
Non-operative strategies for the management of rectal prolapse

The indications, contraindications, risks, post-operative care, complications, functional results,
and recurrence rates of abdominal and perineal surgical options for rectal prolapse (including
abdominal rectopexy with or without sigmoidectomy, Ripstein procedure, perineal
rectosigmoidectomy, Delorme procedure and anal encirclement)

An algorithm to approach patients with rectal prolapse

VI. PELVIC PAIN

Residents in colon and rectal surgery should be able to describe and discuss:

1.

The etiology, pathophysiology, diagnostic modalities, differential diagnosis and treatment
strategies of chronic rectal pain syndromes, including levator syndrome, proctalgia fugax,
coccydynia, and pudendal neuralgia, and their association with pelvic floor abnormalities
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VIl. ENDOSCOPY OF COLON, RECTUM, ANUS, AND POUCHES

Residents in colon and rectal surgery should be able to describe and discuss:

10.

11.

12.

13.

The indications, contraindications, limitations and potential complications (with their
management) of anoscopy, rigid proctoscopy, flexible sigmoidoscopy, pouchoscopy, ileoscopy
and colonoscopy

The preparation, positioning, and technique used for anoscopy, rigid proctoscopy, flexible
sigmoidoscopy, pouchoscopy, ileoscopy and colonoscopy

The normal and abnormal findings encountered (including normal landmarks) in the course of
anoscopy, rigid proctoscopy, flexible sigmoidoscopy, pouchoscopy, ileoscopy and colonoscopy,
and their significance

The different types/sizes of anoscopes and rigid proctoscopes, and the indications for their use

The indications/contraindications, advantages/disadvantages of air versus carbon dioxide
insufflation in flexible endoscopy

The indications/contraindications, advantages/disadvantages of rigid versus flexible
pouchoscopy and ileoscopy

The technique, indications, contraindications and potential complications (including their
management) of polypectomy, tattooing for localization, pneumatic dilation of colonic
strictures, and stenting of colonic strictures

The techniques for endoscopic control of colonic bleeding and potential complications (including
their management)

The indications for prophylactic antibiotic use for endoscopic procedures

The management of anticoagulants or antiplatelet agents in elective, urgent, and emergent
endoscopic settings

The indications for use of conscious sedation, monitored anesthesia care with intravenous
sedation, and general anesthesia for endoscopy

The drugs used for conscious sedation, including appropriate dosages, side effects, and reversal
agents

The appropriate monitoring and discharge instructions for endoscopy performed under
conscious sedation, monitored anesthesia care with intravenous sedation, or general anesthesia
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VIIl. IMAGING, INCLUDING ENDORECTAL/ENDOANAL ULTRASOUND

Residents in colon and rectal surgery should be able to describe and discuss imaging modalities relevant
to the practice of colorectal surgery, including:

1. The indications, technique, limitations, risks, and interpretation of plain films, barium enema,
gastrograffin enema, small bowel contrast studies, fistulograms and sinograms, abdominal
ultrasound and positron emission (PET) scan

2. The indications, technique, limitations, risks, and interpretation of standard computed
tomography (CT) scanning (plain, or with oral, intravenous, and rectal contrast), CT
enterography, and CT colonography

3. The indications, technique, limitations, risks, and interpretation of magnetic resonance imaging
(MRI), including use of intravenous contrast and endorectal coil

4. The indications, technique, limitations, risks, and interpretation of tests used in the evaluation
and management of lower Gl bleeding, specifically angiography, technetium-labeled RBC scan
and Meckel’s scan

5. The indications, technique, limitations, risks, and interpretation of dynamic proctography

6. The indications, technique, limitations, risks, and interpretation of tests used in the evaluation
and management of deep vein thrombosis (DVT) and pulmonary embolism (PE), specifically
venous duplex scan , ventilation/perfusion (V/Q) scan, chest CT scan, and pulmonary
angiography

Residents in colon and rectal surgery should be able to describe and discuss:

1. The preparation for and the performance of endoanal (EAUS) and endorectal (ERUS)
ultrasonography

2. Normal and abnormal anal and rectal ultrasonographic anatomy
3. The accuracy of ERUS in staging rectal cancer
4. The utility of ERUS in follow-up after rectal cancer resection

5. The utility of EAUS in evaluation of fecal incontinence, perianal sepsis and fistula-in-ano, and
anal canal neoplasms
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IX. PREOPERATIVE RISK ASSESSMENT AND PREPARATION FOR SURGERY; POSTOPERATIVE
CARE; COMPLICATIONS

Regarding patients facing major colorectal resection; residents in colon and rectal surgery should be able
to describe and discuss the preoperative risk assessment and preparation, including:

1. The evaluation of risk for postoperative morbidity/mortality using Goldman or ASA classification

2. The need for specific preoperative organ system assessment, including cardiac, respiratory,
renal, and metabolic/endocrine/nutritional assessment

3. Indications and advantages/disadvantages of complete mechanical bowel preparation versus
enemas for low anastomosis for open and laparoscopic procedures

4. Prophylactic antibiotic usage, including antibiotic choices to decrease site-specific infection,
indications and antibiotic choices to prevent endocarditis and prosthetic seeding, and risks vs.
benefits of prophylactic antibiotics

5. Strategies for prevention of venous thromboembolism in low to moderate risk patients, high
risk patients, and very high risk patients

6. Strategies to decrease postoperative ileus, including intraoperative fluid restriction, selective
gastric drainage, early feeding, and pharmacologic agents

7. Preoperative planning for stoma placement, including consultation with enterostomal therapy

Residents in colon and rectal surgery should be able to describe and discuss the postoperative
management of colorectal surgery patients, including:

1. Postoperative pain control via the oral, intravenous and epidural route
2. Perioperative fluid management

3. DVT prophylaxis, including compression devices, low dose unfractionated or low molecular
weight heparin

4. Early postoperative feeding

Residents in colon and rectal surgery should be able to describe and discuss appropriate evaluation and
management of common colorectal postoperative complications, including:

1. Infectious complications, including abdominal or perineal wound infection, intraabdominal or
pelvic abscess, anastomotic leaks

2. Clostridium difficile colitis
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Genito-urinary complications, including injury to ureter, bladder, or urethra; sexual and urinary
dysfunction; and female infertility and trapped ovary syndrome

Additional intestinal complications, including adhesive obstruction, prolonged ileus, enteric
fistula, and stomal complications

Deep venous thrombosis and pulmonary embolism

Postoperative bleeding

X. HEMORRHOIDS

Residents in colon and rectal surgery should be able to describe and discuss:

Proposed etiologies of internal and external hemorrhoids
Anatomic distinction between internal and external hemorrhoids

Classification of internal hemorrhoids

Medical management and non-surgical options for hemorrhoid disease, with the indications,
risks, and limitations of each option

Surgical management of hemorrhoid disease, including indications, limitations, and
complications

XI. ANAL FISSURE

Residents in colon and rectal surgery should be able to describe and discuss:

N

The etiology, signs and symptoms of anal fissure

The anatomic location of a classic anal fissure

The significance of hypertonic vs. hypotonic internal sphincter in planning the management of
anal fissure

Indications, contraindications, limitations and complications of non-operative management of
fissures

Indications, contraindications, and complications of lateral internal sphincterotomy, anoplasty,
fissurectomy and anal dilatation

XI1. ABSCESS AND FISTULA, INCLUDING RECTOVAGINAL/RECTOURETHRAL FISTULA

Residents in colon and rectal surgery should be able to describe and discuss:

1.
2.

The cryptoglandular origin of anorectal abscess/ fistula
How to differentiate cryptoglandular abscess/fistula from fistula due to other causes
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3. The classification of cryptoglandular perianal/perirectal abscess/fistula based on anatomic
spaces

Park’s classification system of anal fistula

Horseshoe abscess/fistula

The natural history of surgically treated perianal/perirectal abscess

The operative management of abscess/fistula disease, including complications

The etiology, classification, preoperative evaluation and treatment of rectovaginal fistulas based
on location and etiology, and the results of surgical repair

9. The evaluation and treatment of rectourethral fistulas, and the results of surgical repair

© N vk

Xlll. BENIGN ANAL MISC; BENIGN DISEASES OF SKIN APPENDAGES

Regarding each of the following conditions, residents in colon and rectal surgery should be able to
describe and discuss:

A. Anal Stenosis
1. The etiologies of anal stenosis

2. The surgical and non-surgical management of anal stenosis, including indications, risks, and
benefits

B. Pruritis Ani and Dermatologic Conditions
1. The clinical presentation, etiology, and management of pruritus ani, including indications for

skin biopsy

2. The clinical presentation, etiology, and management of perianal dermatologic complaints,
including psoriasis, eczema, shingles, herpes, and contact dermatitis

C. Sexually Transmitted Infections
1. The etiology and colon and rectal manifestations of the most common bacterial and viral
sexually transmitted infections
2. The medical treatment of the most common bacterial and viral sexually transmitted infections
which affect the anorectum
3. The etiology and diagnosis of condylomata acuminata
The influence of human papilloma virus serotypes on subsequent cancer development
5. The technique, limitations, pros and cons of anal cytology in the diagnosis and management of
anal intraepithelial dysplasia

E

D. Hidradenitis Suppurativa
1. The pathophysiology, signs/symptoms, and medical and surgical management of hidradenitis
suppurativa
2. Options for surgical management of hidradenitis suppurative, including risks and benefits

E. Pilonidal disease
1. The pathophysiology and signs/symptoms of pilonidal disease

2. Options for surgical management of pilonidal disease, including risks and benefits
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XIV. COLONIC DIVERTICULAR DISEASE

Residents in colon and rectal surgery should be able to describe and discuss:

1. The proposed etiologies, incidence and epidemiology of colonic diverticular disease

2. The spectrum of presentation of uncomplicated and complicated colonic diverticular disease,
including symptoms, physical findings and diagnostic test findings

3. The signs, symptoms and diagnostic findings for uncommon presentations of colonic diverticular
disease

4. The rationale and indications for medical and/or surgical management of diverticular disease
and its complications

XV. HEMATOCHEZIA AND VASCULAR MALFORMATIONS

Residents in colon and rectal surgery should be able to:

1. List the etiologies of hematochezia

2. Compare and contrast the utility, specificity and sensitivity of colonoscopy, angiography, and
nuclear scans in the evaluation of lower Gl bleeding

3. Discuss the evaluation of chronic recurrent lower Gl bleeding, including the use of capsule
enteroscopy, double-balloon enteroscopy, exploratory laparotomy with intraoperative
endoscopy, and provocative angiography

4. Discuss etiologies of angiodysplasia
5. Discuss the classification of hemangiomas, their clinical presentation and predominant Gl sites

XVI. BENIGN COLON MISC.

Regarding each of the following conditions, residents in colon and rectal surgery should be able to
describe and discuss:

A. Volvulus
1. Proposed etiologies, incidence, and epidemiology of volvulus of the colon
2. The clinical presentation and diagnosis of colonic volvulus

3. Rationale and indications for nonoperative and operative management options for colonic
volvulus
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B. Endometriosis involving the colon and/or rectum
1. The etiology of endometriosis involvement of the colon or rectum
2. The clinical presentation and endoscopic and laparoscopic findings of endometriosis
3. The indications for medical management of endometriosis involving the colon or rectum
4. Indications for operative management of endometriosis involving the colon or rectum

XVII. COLON, RECTAL, AND ANAL TRAUMA
Residents in colon and rectal surgery should be able to:

1. Compare and contrast the utility of imaging and diagnostic tests in the evaluation of blunt
colonic abdominal trauma

2. Compare and contrast the utility of different methods of evaluating penetrating colonic
abdominal trauma

3. Describe and discuss the management options of colorectal trauma, including their indications,
risks and benefits in selected colonic trauma scenarios

4. ldentify clinical situations requiring evaluation for possible rectal trauma
5. Describe and discuss methods for the diagnosis of rectal trauma and associated injuries

6. Describe and discuss issues in the surgical management of rectal trauma including drainage,
fecal diversion, rectal washout and primary repair

7. Describe and discuss the evaluation and treatment of third and fourth degree obstetrical injuries

8. Describe and discuss the evaluation and treatment of traumatic anal injuries including the role
of primary repair, delayed repair and fecal diversion

XVIIl. POLYPS AND POLYPOSIS SYNDROMES
Residents in colon and rectal surgery should be able to describe and discuss:

1. The epidemiology, incidence and prevalence, and potential etiologic factors of colorectal
adenomas

2. The molecular pathways of the adenoma-carcinoma sequence, and the serrated adenoma
pathway to carcinoma

Page 28 of 41



3. The gross and microscopic features of hyperplastic, inflammatory and adenomatous, and
hamartomatous polyps

4. The potential for missed polyps during colonoscopy; techniques used to reduce miss rates,
including high resolution endoscopy and chromoendoscopy

5. The criteria used to recommend formal oncologic bowel resection for malignant polyps,
including Haggitt’s classification of polyps, the risk of lymph node metastasis, and the depth of
submucosal invasion

6. Familial adenomatous polyposis (FAP), including clinical features, extracolonic manifestations,
genetic features, the role and usefulness of genetic testing in FAP, the modalities and role of
screening in FAP families and surveillance in FAP

7. Clinical variants of FAP, including attenuated FAP, Gardner’s syndrome, and Turcot’s syndrome

8. MYH-associated polyposis (MAP), including clinical features, extracolonic manifestations,
genetic features, the role and usefulness of genetic testing, and the modalities and role of
screening and surveillance in MAP families

9. Clinical features and malignant potential of polyps in the following syndromes:

o

Peutz-Jegher syndrome

b. Juvenile polyposis hamartomatous syndromes, including Cowden syndrome and
Bannayan-Riley-Ruvalcaba syndrome

c. Metaplastic syndrome
d. Cronkhite-Canada syndrome

e. Hyperplastic polyposis syndrome

XIX. EPIDEMIOLOGY AND ETIOLOGY OF COLORECTAL CANCER

Residents in colon and rectal surgery should be able to describe and discuss:

1. The epidemiology, incidence and prevalence of sporadic colorectal cancer; associated
socioeconomic factors; ethnic, gender, age, and geographic variations; and anatomical
distribution of cancers within the colon

2. The etiology of colorectal cancer, including occupational/environmental risk factors including
obesity, smoking, physical activity, and dietary considerations including fiber, calcium, folate,
red meat

3. Factors associated with elevated risk for colorectal cancer, including inflammatory bowel
disease, personal and family history of colon cancer and cancer syndromes, inherited
susceptibility to colorectal cancer, and cholecystectomy
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4. The molecular pathways leading to carcinogenesis, including specific genes involved in the
development of cancer

5. Appropriate screening modalities and relative efficacy of each screening modality for usual-risk
patients as well as patients with a personal history of colorectal cancer or polyps and for familial
adenomatous polyposis (FAP), MYH-associated polyposis (MAP), hereditary non-polyposis
colorectal cancer (HNPCC), and inflammatory bowel disease

6. De novo carcinoma

Colorectal cancer prevention, including aspirin and NSAIDS

8. Specific genes involved in hereditary non-polyposis colorectal cancer (HNPCC) and genotype-
phenotype relationships; genetic testing for HNPCC, including immunohistochemistry (IHC)
analysis, microsatellite instability (MSI) testing and germline testing

9. The Amsterdam criteria and the modified Bethesda criteria for clinical diagnosis of HNPCC

10. The clinical features of HNPCC, including common extracolonic tumors; the pathologic features
of HNPCC

11. Surgical management of HNPCC, including treatment options (indications, contraindications and
limitations); prognosis after resection

12. Chemoprevention options in HNPCC

13. Familial colorectal cancer type X

N

XX. COLORECTAL CANCER DIAGNOSIS, STAGING, AND PROGNOSIS

Residents in colon and rectal surgery should be able to describe and discuss:

1. Signs and symptoms of colon cancer and rectal cancer, including location specific symptoms
(right colon, left colon, rectum)

2. The clinical evaluation and the localization of lesions in the colon and rectum

3. The clinical staging of colorectal cancer, including imaging studies and serum markers; staging
following neoadjuvant therapy (including post-treatment imaging and serum markers); and
pathologic staging, including the associated prognosis

4. The indications, limitations and usefulness of CT scan, MRI, endorectal ultrasound and PET scan
in preoperative staging of colon cancer and rectal cancer

5. The use of carcinoembryonic antigen (CEA) in the staging and management of colorectal cancer

6. Mechanisms and patterns of metastases in colorectal cancer

7. The pathologic features and the impact of histologic grade, microsatellite instability, mucinous
histology, signet cell histology, venous invasion, lymphatic invasion, perineural invasion and
lymph node involvement on colorectal cancer prognosis

8. The significance of proximal, distal, and radial margins in the prognosis of colorectal cancer

XXI. SURGICAL MANAGEMENT OF INTRAPERITONEAL COLON CANCER

Residents in colon and rectal surgery should be able to describe and discuss:

1. Preparation of the patient for colon resection for cancer

2. The key surgical aspects of oncologic colon procedures, including right hemicolectomy,
extended right hemicolectomy, left colectomy, sigmoid colectomy, and total abdominal
colectomy

3. The role of minimally invasive techniques in the surgical management of colon cancer
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i

The prognosis for colon cancer based on intra-operative and histopathologic findings
The role of prophylactic oophorectomy

The surgical management of acute obstructive colon cancer, perforated colon cancer,
synchronous colon cancer and unsuspected metastatic disease

XXIl. SURGICAL MANAGEMENT OF RECTAL CANCER

Residents in colon and rectal surgery should be able to describe and discuss:

1.
2.

The role of a multidisciplinary approach in the evaluation and management of rectal cancer
Multimodality treatment for rectal cancer, including indications, limitations, risks and outcomes
of neoadjuvant therapy for unfavorable rectal cancer; indications, limitations, risks and
outcomes of adjuvant therapy

The prognostic significance of complete and near-complete pathologic response to neoadjuvant
therapy, and its impact on management

Preparation of the patient for rectal cancer resection

The surgical treatment options for rectal cancer, including local excision, transanal microsurgery
(TEMS) and total mesorectal excision, demonstrating knowledge of the techniques, indications,
limitations, risks and outcomes

The role of minimally invasive techniques, including robotics, in the surgical management of
rectal cancer

The indications, contraindications, and technique of sphincter preservation surgery, colonicJ
pouch or coloplasty, and intersphincteric dissection

The outcome of surgery and the long-term prognosis of rectal cancer based on intra-operative
and histopathologic findings

XXIll. ADJUVANT THERAPY AND SURVEILLANCE FOR COLON AND RECTAL CANCER

Residents in colon and rectal surgery should be able to describe and discuss:

NousrwnNn

XXIV

The indications, agents, and schedule of adjuvant chemotherapy for node-positive (Stage Ill)
colon and rectal cancer

The role of adjuvant chemotherapy in node-negative (Stage Il) colon and rectal cancer

The role of adjuvant radiotherapy in the treatment of colon and rectal cancer

The tests used for surveillance of recurrence after an initial diagnosis of cancer

The recommended schedule for surveillance colonoscopy after an initial cancer diagnosis
The risks , patterns and timing of recurrent cancer after an initial cancer diagnosis

The incidence of metachronous polyps and cancer after an initial cancer diagnosis

. MANAGEMENT OF LOCALLY ADVANCED, METASTATIC, AND RECURRENT COLORECTAL

CANCER

Residents in colon and rectal surgery should be able to describe and discuss:

1.

Clinical symptoms and imaging and intraoperative findings suggestive of unresectablity
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The role of multi-modality therapy in the treatment of colorectal cancer unresectable at
presentation, including surgery, radiation therapy (intra-operative and external beam), and
chemotherapy

Indications, contraindications, limitations and technique of endoscopic stenting and laser
ablation or recanalization

Palliative management of the primary cancer and metastatic disease, including options to
treat/palliate metastases to the liver, peritoneum, ovary, lungs, bone and brain

The role of a multidisciplinary approach in the evaluation and management of metastatic
disease and palliative approaches

XXV. LESS COMMON MALIGNANT LESIONS OF THE COLON AND RECTUM

Residents in colon and rectal surgery should be able to describe and discuss the clinical presentation,
management and prognosis of the following colorectal pathologies:

1.

NV WN

Carcinoid

Lymphoma

GIST

Leiomyoma and leiomyosarcoma
Squamous and adenosquamous carcinoma
Plasmacytoma

Melanoma

Leukemic infiltration

XXVI. ANAL AND PERIANAL NEOPLASIA

Residents in colon and rectal surgery should be able to describe and discuss:

The distinction between the anal canal, the anal margin and the perianal skin, including the
lymphatic drainage patterns and associated implications for management of neoplasms in the
region

The histology of the anal canal, with the significance of the anal transitional zone

The epidemiology and etiology of anal neoplasia, including demographics, changing incidence,
association with sexual practices, and high-risk groups

The staging of anal neoplasia including AIN and TNM staging

The histology, biology, and treatment of anal canal malignancies, including epidermoid
carcinoma, adenocarcinoma, small cell carcinoma, and melanoma

The treatment of recurrent or residual anal canal cancer

The histology, biology, and treatment of anal margin malignancies, including squamous cell
carcinoma, basal cell carcinoma, intraepithelial squamous cell carcinoma (Bowen's disease),
intraepithelial adenocarcinoma (Paget’s disease), giant verrucous tumor (Buschke-Lowenstein),
and HIV-related cancers (Kaposi’s sarcoma, lymphoma)

Role of HPV vaccine in prevention of anal neoplasia
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XXVII. PRESACRAL TUMORS

Residents in colon and rectal surgery should be able to describe and discuss:

PN PE

The anatomy, physiology and clinical presentation of presacral tumors

The differential diagnosis and classification of presacral tumors

The gross and histologic appearance of presacral tumors

A decision-making algorithm for the diagnosis and management of presacral tumors, including
the role and usefulness of pre-operative imaging, pre-operative biopsy, and neoadjuvant
therapy

The surgical management of presacral tumors, including the various approaches with their
indications and technique

The prognosis and post-operative outcome for presacral tumors

XXVIIl. INFLAMMATORY BOWEL DISEASE ETIOLOGY, CLASSIFICATION, PRESENTATION,
FINDINGS

Residents in colon and rectal surgery should be able to describe and discuss:

Presenting symptoms, physical findings, clinical patterns and natural history of Crohn’s disease
(CD), ulcerative colitis (UC), unclassified inflammatory bowel disease (IBDU), and indeterminate
colitis (IC)

Extraintestinal manifestations of IBD, including hepatic, bone and joint, dermatologic,
ophthalmologic and hypercoagulability

The etiology of IBD, including the possible role of genetics, immune function, infectious agents,
psychological issues, and environmental factors

The comparable and contrasting epidemiologic features of Crohn’s disease and ulcerative colitis
including age and gender distribution, prevalence, risk, and ethnic and geographic variations
The criteria for severity of disease as defined by the Crohn’s disease activity index (CDAI) and
the Truelove classification for ulcerative colitis; the Vienna and Montreal classifications of
Crohn’s disease and ulcerative colitis

The endoscopic and radiographic findings, distinguishing histologic characteristics and serologic
markers in ulcerative colitis, Crohn’s disease, IBDU, and IC

The differential diagnosis of diseases mimicking IBD

The impact of IBD on fertility and pregnancy outcome; and the impact of pregnancy on the
course of IBD

XXIX. MEDICAL MANAGEMENT OF INFLAMMATORY BOWEL DISEASE

Residents in colon and rectal surgery should be able to discuss:

1.

Mechanism of action, indication, dosage, side effects, and toxicity of drugs used for the
treatment of Crohn’s disease and ulcerative colitis, including aminosalicylates, corticosteroids,
antibiotics, immunomodulatory drugs, and biologics

2. Theinitial site-specific medical management
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7.

8.

The role of nutritional support

Approaches for induction of remission and maintenance of remission

Medical management of perianal Crohn’s disease

The use of postoperative medical prophylactic therapy in Crohn’s disease

Risk of small and large bowel carcinoma with regard to extent and duration of disease

Cancer surveillance recommendations, including technique, limitations, interpretation of biopsy
results, and the significance of dysplasia (low versus high-grade) and concomitant inflammation

XXX. SURGICAL MANAGEMENT OF ULCERATIVE COLITIS

Residents in colon and rectal surgery should be able to describe and discuss:

Indications for surgery, comparing and contrasting elective strategies for chronic ulcerative
colitis with urgent/emergent strategies for acute or fulminant colitis

Indications, contraindications, risks, limitations, operative technique and complications of total
proctocolectomy with pelvic pouch (including S, J, W, or lateral isoperistaltic), with continent
ileostomy, or with end ileostomy; or total abdominal colectomy with ileorectal anastomosis
Specifics of ileoanal pouch construction, including double stapled versus hand sewn
anastomosis, shape and size of the ileal pouch, and intraoperative techniques used to obtain a
tension-free pouch-anal anastomosis

Indications, risks, and benefits for temporary diverting ileostomy proximal to an ileoanal pouch;
and the role of a 2 stage versus 3 stage approach

Consideration of ileoanal pouches in the setting of colorectal cancer, in patients with IBDU and
IC, and in the elderly

XXXI. SURGICAL MANAGEMENT OF CROHN’S DISEASE

Residents in colon and rectal surgery should be able to describe and discuss:

1.

The indications for surgery for Crohn’s disease, comparing and contrasting elective, urgent and
emergency operative strategies

The indications, contraindications, risks, limitations, operative technique and complications of
segmental resection with or without anastomosis, strictureplasty, fecal diversion, and intestinal
bypass

The management of complicated abdominal Crohn’s disease, including interloop,
intermesenteric, and iliopsoas abscess; enterocutaneous, enteroenteric, and colovaginal fistula;
and Crohn’s disease of the duodenum and proximal Gl tract
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4. Management of anorectal Crohn’s disease, including abscess, anal fissure and ulcer,

perianal/perirectal fistula, and rectovaginal and anovaginal fistula, skin tags

XXXIl. MANAGEMENT OF LESS COMMON BENIGN COLORECTAL DISORDERS

Residents in colon and rectal surgery should be able to describe and discuss:

7.

The etiology, pathogenesis, clinical presentation, diagnostic evaluation and medical and
surgical management of acute and chronic colonic ischemia

Risk factors, mechanism of injury, gross and microscopic findings, and medical and surgical
management of acute and chronic radiation injury

The clinical presentation and management of microscopic/collagenous colitis, eosinophilic
colitis, and lymphocytic colitis

The clinical presentation and management of collagen-associated colitides, including
polyarteritis nodosa, cryoglobulinemia, Henoch-Schonlein purpura, Behget’s syndrome, systemic
lupus erythematosis, scleroderma, and polymyositis

The clinical presentation and management of miscellaneous colitides, including diversion colitis,
neutropenic enterocolitis, disinfectant colitis, corrosive colitis, NSAID-induced colitis, and toxic
epidermal necrolysis

The etiology, epidemiology, pathogenesis, and medical and surgical treatment of infectious
colitides, including Clostridium difficile colitis, bacterial, viral, colitis, and parasitic colitis

The etiology, epidemiology, pathogenesis, and medical treatment of diarrhea in the HIV patient

XXXIIl. STOMAS AND THE COMPLICATIONS THEREOF

Residents in colon and rectal surgery should be able to describe and discuss:

1.

2.

4.

The indications and contraindication for temporary and permanent colostomy, temporary and
permanent ileostomy, and continent ileostomy

The techniques for stoma creation, including end colostomy, end ileostomy, Brooke ileostomy,
loop stoma, loop-end stoma , and continent ileostomy; and the use of extraperitoneal tunneling

Normal ileostomy, colostomy and urostomy function and physiology, and their corresponding
pathologies

The diagnosis and medical/surgical management of stoma-related complications, including
herniation, stenosis, prolapse, ischemia, retraction, bolus obstruction, bowel obstruction,
hemorrhage associated with portal hypertension, stomal varices, high output, skin
irritation/leakage, and skin infections
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XXXIV. LAPAROSCOPIC COLORECTAL SURGERY TECHNIQUE
Residents in colon and rectal surgery should be able to describe and discuss:

1. The advantages and disadvantages, indications and contraindications of laparoscopic
management of benign and malignant colon and rectal diseases, including the physiologic
impact of pneumoperitoneum on cardiovascular, respiratory, and immunologic function; and
the learning curve in laparoscopic colorectal surgery

2. Equipment, operating room set up, patient positioning, and instrumentation for the
performance of a laparoscopic colorectal procedures

3. Outcomes of laparoscopy in surgery for colon and rectal cancer, diverticular disease, rectal
prolapse surgery, Crohn’s disease and ulcerative colitis

4. Factors that influence the decision for conversion from laparoscopic to open procedure

XXXV. PEDIATRIC COLORECTAL DISEASE

Residents in colon and rectal surgery should be able to describe and discuss:

1. Theincidence, etiology, histology, varying anatomic extent, associated congenital anomalies and
differential diagnosis of pediatric Hirschsprung’s disease

2. Ultrashort segment Hirschsprung’s disease and total colonic aganglionosis

3. Indications, technique, limitations and outcomes of operative options in the management of
pediatric Hirschsprung’s disease

4. The incidence, etiology, and classification of imperforate anus, including specific anatomical
defects in male and female infants, and associated anatomic abnormalities

5. Diagnostic tests, initial and definitive treatment strategies, surgical options and long term
outcome of operative repairs of imperforate anus and its various presentations

6. Frequent pediatric colon and rectal conditions, including constipation/encopresis, rectal
prolapse, anal fissure, Meckel’s diverticulum, juvenile polyps and juvenile polyposis, necrotizing
enterocolitis (NEC), gut malrotation, and sexual abuse
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TECHNICAL SKILLS

GOALS

The specialty of Colon and Rectal Surgery encompasses a sizable technical component. It is therefore
paramount that residents in Colon and Rectal Surgery demonstrate the ability to competently, safely
and independently perform all essential surgical procedures indicated in the management of colon and
rectal diseases.

Initiatives are currently underway to improve teaching and assessment of technical competency skills.
This is an evolving process; outcomes will be provided as they become available

OBJECTIVES

The American Board of Colon and Rectal Surgery currently includes the following procedures for

technical competency:
Anorectal procedures:
1. Hemorrhoidectomy
2. Fistulotomy
3. Endorectal advancement flap
4. Sphincteroplasty
5. Internal sphincterotomy
Abdominal procedures:
1. Stricturoplasty
2. Segmental colectomy (including ileocolic resection)
3. Laparoscopic colon resection
4. Low anterior resection (straight anastomosis and colon pouch or coloplasty)
5. Abdominoperineal resection
6. Pelvic dissection for cancer
7. Transanal excision of rectal lesion

8. Proctocolectomy with ileostomy
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9. Proctocolectomy with ileoanal reservoir (handsewn and stapled anastomosis)
10. Rectal prolapse repair (abdominal and perineal approach)
11. Stoma creation

12. Stoma complication repair (parastomal hernia, stenosis, retraction, prolapse, fistula)

Endoscopy and pelvic floor procedures:

1. Proctoscopy

2. Anoscopy

3. Colonoscopy (diagnostic and with polypectomy)
4. Endorectal and endoanal ultrasound

5. Pelvic floor evaluation

The essential procedures from ACGME Program Requirements for Graduate Medical Education in Colon
and Rectal Surgery effective July 2011 include:

Anorectal and perineal procedures:

7.

8.

Anoplasty

Fistulotomy, including primary and staged advancement flap repairs of complex anorectal and
rectovaginal fistulas

Hemorrhoidectomy, including operative and office treatment
Internal sphincterotomy

Perineal repair of rectal prolapse

Transanal excision of rectal neoplasms

Surgical treatment of hidradenitis

Surgical treatment of pilonidal disease

Abdominal procedures:

1.

2.

3.

Abdominoperineal resection and total proctocolectomy
Creation of stomas and surgical management of stoma complications

Ileal pouch-anal anastomosis
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4. Laparoscopic abdominal and gastrointestinal surgery, including colon and rectal resections,
ostomy construction and prolapse repair

5. Low anterior resection with colorectal and coloanal anastomosis
6. Procedures for rectal prolapse
7. Segmental colectomy, including ileocolic resection and colon resection
8. Small bowel resection
9. Stricturoplasty
Endoscopic procedures:
1. Anoscopy
2. Colonoscopy, including diagnostic and therapeutic
3. Proctosigmoidoscopy, including rigid and flexible

Administration of conscious sedation and local analgesia
Pelvic floor procedures, including interpretation of clinical and laboratory study results to include:

1. Anorectal manometry
2. Anorectal ultrasound/pelvic
3. Magnetic resonance imaging (MRI) defecography
4. Transit time studies
Examples of tools that may be used to assess technical skills include, but are not limited to:

1. Direct observation of the resident performing a wide variety of abdominal, anorectal and
endoscopic procedures either as the surgeon or as the first assistant. All procedures are
performed under the direct supervision of an attending physician who ensures that the resident
is functioning in a skillful and safe manner. Patient safety is paramount at all times. Structured
feedback is critical to ensure further development of skills and the use of procedure specific
checklists and global rating forms is encouraged.

2. Operative simulation - various modules exist for training of specific core and advanced
procedures and can be utilized in an animate experience. Engaged faculty to provide timely
feedback and direction is critical in the development and improvement of technical skills using
simulation.
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3. Surgical lab experience - Much work has been done in the development of performance
assessment in using training models and whether skills and tasks taught in laboratory
environments can translate into the clinical setting. However, evaluating performance in the
operating room remains in evolution, and most efforts have focused on techniques that
standardize the assessment process outside the operating room. Current and evolving
assessment tools are based on direct observation and video recordings of performance of a
particular simulated task or procedure and include the use of task specific checklists and rating
scales, such as the Objective Structured Assessment of Technical Skills (OSATS) developed at the
University of Toronto and the Southern lllinois University (SIU) Verification of Proficiency. The
first component of OSATS is a task specific checklist consisting of specific surgical maneuvers
that are considered essential elements of the procedure. The second is a global rating form,
which includes a number of surgical behaviors, such as respect for tissues, economy of motion,
and appropriate use of assistants. The attending surgeons and instructors are trained on the use
of the assessment tools and are anchored on the assessment criteria to ensure and optimize
inter-rater reliability. There are currently assessment forms available online for certain
colorectal procedures that were developed in conjunction and based on the principles
developed by the American College of Surgeons in collaboration with the Association of Program
Directors in Surgery, Southern lllinois University (SIU) Surgical Skills Laboratory, and the
Intercollegiate Surgical Curriculum Programme (London).

4. Video recordings of procedures — most advanced endoscopic and laparoscopic systems allow
for the recording of the procedure. Utilization of video as a means of providing feedback on
critical components of the procedure, technical maneuvers, and the ability to discuss ways for
improvement has been shown to be beneficial in providing feedback on the development of
technical skills. Utilization of video has been shown to be valid in providing feedback and as a
measure of assessing progress in training.

5. Training courses in specific procedures, for example robotics, laparoscopy and Transanal
Endoscopic Microsurgery can be utilized in the development and refinement of technical skills.
Many course are available to residents at no or reduced charge through the program directors
association or at the ASCRS annual meeting.
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