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Abstract
Background  The American health care system faces deficits in quality and quantity of surgeons. SAGES is a major stake-
holder in surgical fellowship training and is responsible for defining the curriculum for the Advanced GI/MIS fellowship. 
SAGES leadership is actively adapting this curriculum.
Methods  The process of reform began in 2014 through a series of iterative meetings and discussions. A working group 
within the Resident and Fellow Training Committee reviewed case log data from 2012 to 2015. These data were used to 
propose new criteria designed to provide adequate exposure to core content. The working group also proposed using video 
assessment of an MIS case to provide objective assessment of competency.
Results  Case log data were available for 326 fellows with a total of 85,154 cases logged (median 227 per fellow). The work-
ing group proposed new criteria starting with minimum case volumes for five defined categories including foregut (20), 
bariatrics (25), inguinal hernia (10), ventral hernia (10), and solid organ/colon/thoracic (10). Fellows are expected to perform 
an additional 75 complex MIS cases of any category for a total of 150 required cases overall. The proposal also included a 
minimum volume of flexible endoscopy (50) and submission of an MIS foregut case for video assessment. The new criteria 
more clearly defined which surgeon roles count for major credit within individual categories. Fourteen fellowships volun-
teered to pilot these new criteria for the 2017–2018 academic year.
Conclusions  The new SAGES Advanced GI/MIS fellowship has been crafted to better define the core content that should be 
contained in these fellowships, while still allowing sufficient heterogeneity so that individual learners can tailor their train-
ing to specific areas of interest. The criteria also introduce innovative, evidence-based methods for assessing competency. 
Pending the results of the pilot program, SAGES will consider broad implementation of the new fellowship criteria.

Surgical training in the United States is considered among 
the best in the world; however, it faces deficits in both qual-
ity and quantity of surgeons needed to care for an aging 

population. From a quantity standpoint, the American Asso-
ciation of Medical Colleges (AAMC) projects a shortfall of 
approximately 20,000 to 30,000 surgeons by the year 2030 
[1]. Perhaps more concerning is a perceived decrease in the 
quality of general surgery graduates. A survey of 91 surgical 
subspecialty fellowship program directors in 2013 reported 
the perception that 30% of recent general surgery graduates 
could not perform a laparoscopic cholecystectomy indepen-
dently and 66% could not operate for 30 min independently 
during a major procedure [2]. The reasons for this observa-
tion are considered multi-factorial and include decreased 
work hours and increased technical skill required to master 
new surgical technology such as laparoscopy and robotics 
[3]. Trainees also face declining opportunities for opera-
tive autonomy related to sociopolitical mandates for quality, 
efficiency, and patient safety. All of these factors create chal-
lenges for general surgery programs to produce graduates 
who are prepared for independent practice [4–6]. In light 
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of these issues, surgical education in the United States is in 
need of focused, thoughtful reform to meet the needs of the 
surgical trainee and the American public.

The governing bodies and major societies within surgi-
cal education have recognized these challenges to effective 
training, and have begun the process of reform. The Accredi-
tation Council for Graduate Medical Education (ACGME) 
and Surgery Residency Review Committee (RRC) rolled 
out new case minimums for chief residents graduating in 
2018. The new minimums place heavier emphasis on basic 
and complex laparoscopy, surgical critical care, breast sur-
gery, endocrine surgery, and non-operative trauma. The 
minimums also require a wider breadth of abdominal and 
alimentary tract procedures [7].

The American Board of Surgery (ABS) has also rec-
ognized the importance of flexible endoscopy training for 
general surgery trainees and now requires graduates to com-
plete a comprehensive curriculum in flexible endoscopy that 
includes measurement of performance beyond case numbers 
including passing the Fundamentals of Endoscopic Sur-
gery (FES) exam [8]. In a statement on residency redesign 
released in April 2016, the ABS further identified the need 
to develop competency-based assessment tools rather than 
relying on case minimums alone as intraoperative training 
and individual trainee progress is variable. The Board went 
on to propose integrating Entrustable Professional Activities 
(EPAs) into surgical education to gauge progression though 
a curriculum and completion of core elements of training 
[9]. These new requirements seek to better prepare trainees 
for modern day surgical practice and to ensure that residents 
are able to independently and comprehensively manage the 
various disease entities encountered in general surgery prac-
tice. Although residency reform is clearly necessary, it is 
important to realize that modern surgical training does not 
end with residency as approximately 80% of general surgery 
graduates pursue additional training in the form of fellow-
ships [10]. Thus, comprehensive surgical education reform 
must also include reform of fellowship training.

The Society of American Gastrointestinal and Endoscopic 
Surgeons (SAGES) has a long history of leading in surgi-
cal education. The Minimally Invasive Surgery (MIS) Fel-
lowship Council (MISFC) was created in 1997 to organize 
MIS fellowships, establish guidelines for training and begin 
to organize a match process for high-quality non-ACGME 
fellowships [11]. SAGES was an early stakeholder of the 
MISFC. With collaboration with additional gastrointesti-
nal surgical societies, the MISFC ultimately evolved into 
the Fellowship Council (FC) with an even broader mission; 
the FC has grown substantially and now oversees 156 non-
ACGME fellowship programs with 199 fellowship posi-
tions in Advanced Gastrointestinal (GI), flexible endoscopy, 
advanced GI/MIS, Bariatric, Hepatopancreatobiliary (HPB), 
colorectal, and thoracic surgery. The FC has organized a 

matching process for fellowship applicants, oversees accred-
itation of member programs, and maintains an electronic 
case log registry. Accreditation is determined based on site 
visits and a program’s adherence to core elements of fellow-
ship education. Similar to the ABS efforts, the FC is creating 
EPAs as part of its Unified Standards Task Force for use 
within its various fellowship programs.

The specialty specific elements of fellowship education 
for FC fellowships are defined by the respective national 
societies associated with a given fellowship specialty focus. 
SAGES continues to be primarily responsible for defining 
the requirements for fellowships with Advanced GI/MIS and 
flexible endoscopy designations. The FC uses these require-
ments for the purpose of accrediting programs with these 
designations. For individual graduates, in 2014, SAGES 
began offering certificates to graduating fellows who ful-
filled specified requirements for Advanced GI/MIS and/or 
flexible endoscopy fellowships. The number of FC approved 
Advanced GI/MIS and Flexible endoscopy fellowships has 
rapidly increased in the past 20 years and now includes 96 
programs and 122 fellowship positions per year. In total, 
these fellowships represent 61% of FC fellowship programs, 
reinforcing SAGES role as a major stakeholder in fellowship 
training. The breakdown of FC fellowships is summarized 
in Table 1.

As required for a SAGES certificate, the current mini-
mum case numbers for graduating Advanced GI/MIS fel-
lows is 150 complex MIS cases (laparoscopic or robotic). 
Basic cases (diagnostic laparoscopy, cholecystectomy, and 
appendectomy), as defined by the ACGME resident case 

Table 1   Summary of FC fellowships

Fellowship type # Fellowship 
programs

# Fellowship 
positions/
year

FC fellowships in Advanced GI/MIS
 Advanced GI MIS 60 76
 Adv GI MIS/bariatric 31 41
 Adv GI MIS/bariatric/flex endo 1 1
 Adv GI MIS/flex endo 1 1
 Adv GI MIS/foregut 1 1

94 120
Other FC fellowships
 Advanced GI 8 10
 Bariatric 25 33
 Flexible endoscopy 2 2
 HPB 14 14
 Non-ACGME colorectal 8 10
 Non-ACGME thoracic 5 10

62 79
All FC fellowships 156 199
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log system, are excluded as these are deemed more appro-
priate for resident-level learners. This framework has been 
in place for over a decade and allows for a large amount of 
heterogeneity in the experience of individual fellows. This 
heterogeneity enables trainees to tailor their fellow’s experi-
ence to their specific interests and is considered by many to 
be a strength of the FC accreditation process. Case logs of 
previous fellows in all FC programs are publically available 
on the FC website and are often used by applicants to base 
their rank order decisions as to their preferred fellowship 
program.

While tailoring the fellowship experience to a trainee’s 
anticipated needs post fellowship is desirable, it is also 
important that all graduating fellows receive appropriate 
exposure to core areas of advanced surgical training so they 
are well equipped to practice independently and meet the 
needs of the communities they will serve. To provide this 
base of core training while continuing to embrace the cus-
tomizable experience of fellowships, curriculum reform is 
required.

Curriculum reform needs to focus not just on surgical 
technique, but on all aspects of surgical care using the most 
effective methods possible for expeditious and full patient 
recovery. While most SAGES fellowships provide training 
in the comprehensive care of upper GI disorders (includ-
ing morbid obesity) and hernia management, to date, core 
training areas have not been well defined. This fact, coupled 
with national efforts to organize surgical training according 
to disease-based content areas, makes it apparent that better 
definitions of the core content of Advanced GI/MIS fellow-
ships are needed. There is also a need to include objective 
measures of surgical competency, beyond case numbers, to 
ensure a trainee is ready for independent practice. With these 
principles in mind, SAGES is re-evaluating the curriculum 
recommendations for Advanced GI/MIS fellows to meet the 
challenges of the current educational and sociopolitical cli-
mate in surgical training.

Methods

Reform of the Advanced GI/MIS fellowship curricula was 
identified as a priority for SAGES at a presidential retreat in 
December 2014. During the same time, SAGES leaders were 
actively engaged in national discussions regarding compe-
tency-based surgical education, including the president 
and president-elect attending the Gastrointestinal Surgery 
Advisory Committee (GISAC) meeting at the ABS retreat 
in June 2015. Discussions about SAGES’s role in the evolv-
ing landscape of surgical education occurred at this meeting 
and continued to occur on a regular basis at the Executive 
Committee level. In January 2016, the SAGES leadership 
agreed to re-tool the former Resident Education Committee 

to become the Resident and Fellow Training (RAFT) Com-
mittee to emphasize this committee’s responsibility to pro-
vide oversight for SAGES fellowships. During the annual 
meeting in March 2016, the SAGES Board of Governors 
unanimously agreed to keep the Advanced GI/MIS name 
for SAGES surgical fellows and charged the RAFT Commit-
tee with developing a core curriculum for these fellowships 
that included updated case log requirements and objective 
evaluation criteria.

A working group from the RAFT Committee, consist-
ing of leaders in surgical education, embarked on creating 
this new framework via iterative meetings and discussions. 
To inform the working group’s decision making, SAGES 
obtained de-identified case log data from the FC for cases 
performed by all Advanced/GI MIS fellows from 2012 to 
2015. These cases were stratified into case types considered 
relevant to core content areas, and the working group used 
these data to help establish case log minimums for fellow-
ship training. The working group also determined that new 
evaluation methods were needed to better ensure that gradu-
ating fellows were competent to perform core procedures. 
Accordingly, the group proposed inclusion of video assess-
ment of an MIS foregut case as part of the new criteria as a 
measure of competency.

Results

FC case log data were available for 326 fellows with a total 
of 85,154 cases logged. Based on these data, the working 
group proposed minimum case volumes for five defined cat-
egories plus a minimum volume of flexible endoscopy. After 
discussions with the RAFT Committee, the working group 
further refined the requirements for these six criteria into a 
final proposal to present to SAGES leadership (Table 2). The 
criteria were designed to create a core experience that would 
be common to all Advanced GI/MIS fellowships while still 
allowing for and ensuring some degree of heterogeneity 
based on institutional specialties and the specific interests 
of individual fellows. An analysis of the 2012–2015 case log 
data showed that fellows would have met the proposed mini-
mums for an individual category 60–86% of the time. Only 
20% of fellows would have satisfied all six of the new cri-
teria; however, 76% of fellows would have satisfied at least 
four of the six new criteria (Table 3). The working group 
determined that these new minimums represented balanced 
criteria that would be sufficient to provide adequate exposure 
to core content but not so onerous that fellows would strug-
gle to consistently achieve them.

In addition to establishing the new minimum case volume 
criteria, the working group created a new set of expectations 
for fellows with respect to their role as surgeon. Whereas the 
previous criteria did not provide explicit requirements, the 
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new criteria stipulate that the fellow must be the primary 
surgeon or teaching assistant (defined as leading a more jun-
ior trainee through a case) for all 75 defined category cases 
and at least 50 of the remaining 75 cases. A first assistant 
role is acceptable for credit on up to 25 non-defined category 
cases (Table 2).

Finally, the working group incorporated a video assess-
ment requirement into the new criteria. Through discussions 
with the SAGES executive committee, the working group 
selected a laparoscopic fundoplication within the foregut 
core content area for video assessment. The criteria specify 

that the fellow should only submit a case performed as the 
primary surgeon. Faculty should supervise the case and may 
serve as a passive assistant, but if higher level faculty assis-
tance or guidance is frequently required, the case would not 
be appropriate for submission. The entire unedited video, 
devoid of patient identifying information, will be provided 
to SAGES for review. Standardized, validated assessment 
methods for these videos are under development by a sepa-
rate working group, as part of the SAGES Curriculum Task 
Force. The intention is that a performance threshold will be 
established and achievement of this level of performance 

Table 2   New advanced GI/MIS fellowship criteria

a Fellow must be primary surgeon or teaching assistant (TA) to receive credit for defined category cases
b Fellow must be primary surgeon or TA for at least 50 additional complex MIS cases. A first assistant role is acceptable for credit on the remain-
ing 25 cases

Case log minimums

75 Defined category MIS casesa

  20 foregut
  25 bariatric
  10 inguinal hernia
  10 ventral hernia
  10 other complex MIS: hepatobiliary, colon, thoracic, or complex solid organ (adrenal, pancreas, spleen)

75 Additional complex MIS casesb

  150 total complex MIS cases

Flexible endoscopy

50 upper or lower endoscopies
  Can be diagnostic or therapeutic
  May get credit for endoscopy performed as part of a logged MIS case (e.g., EGD performed during fundoplication)

Video assessment

Each fellow will send a video of a laparoscopic fundoplication to SAGES
  Fellow must be primary surgeon
  Video submitted to RAFT committee for review
  Performance threshold required for satisfactory completion of the fellowship

Table 3   Case numbers for MIS 
Fellows 2012–2015

New criteria (case minimum) Median (IQR) cases per 
fellow (N = 326)

# Achieving new 
minimum

% Achieving 
new minimum

Foregut (20) 37 (18–88) 238 73.0
Bariatrics (25) 95 (51–137) 280 85.9
Hernia-inguinal (10) 17 (9–29) 241 73.9
Hernia-ventral (10) 14 (7–24) 214 65.6
Other complex MIS (10) 18 (9–34) 236 72.4
Endoscopy (50) 70 (22–133) 197 60.4
Minimums achieved in…
 ≥3 categories 296 90.8
 ≥4 categories 247 75.8
 ≥5 categories 158 48.5
 All 6 categories 66 20.2
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will be required for satisfactory completion of the fellow-
ship. Obviously, granting of a certificate of completion 
would include proof of successful completion of training at 
a FC accredited program and the approval signature of the 
Program Director.

These new criteria were approved by the RAFT Com-
mittee at the October 2016 SAGES Annual Meeting. The 
following month, the SAGES Board of Governors and the 
Executive Committee also voted to approve this new frame-
work and endorsed the RAFT Committee’s plans to launch 
a pilot. SAGES informed the FC of these plans, and the FC 
Board and Executive Committee approved the pilot initia-
tive. Advanced GI/MIS Fellowship Programs Directors who 
also have leadership roles in SAGES were invited to partici-
pate in the pilot. Fourteen programs (Table 4) volunteered 
to participate for the 2017–2018 academic year. The goals 
of the pilot are to determine the feasibility of meeting the 
new case log criteria and implementing the video assessment 
component. The RAFT Committee will closely monitor the 
outcomes of this pilot by evaluating the number of graduat-
ing fellows qualifying for a SAGES certificate, in order to 
determine if modifications are needed or if the new frame-
work is suitable to submit to the FC for consideration as new 
criteria for program certification.

Discussion

Surgical education is undergoing considerable reform at 
multiple levels. While SAGES has had a tremendous impact 
on graduate medical education since its formation in 1981, 
the SAGES criteria for granting certificates to fellows are in 
need of modernization. Given other national efforts, includ-
ing the creation of EPAs by both the ABS and the FC, it is 
apparent that SAGES fellowships needed to have their core 

content better defined. After much vetting and thoughtful 
consideration, the leadership of SAGES created the new 
criteria for Advanced GI/MIS Fellowships presented in this 
paper. These criteria were specifically designed to better 
define the core content that should be contained in all GI/
MIS fellowship curricula, while continuing to allow suffi-
cient heterogeneity such that individual trainees can tailor 
their training to specific areas of interest. Additionally, our 
goal was to introduce innovative methods for ensuring com-
petency that go beyond didactic examinations and counting 
case numbers.

Critics of the new criteria may argue that the new case 
minimums are poorly constructed because only 20% of pro-
grams currently meet them. However, the intention of the 
new criteria is not to create a training requirement that all 
current programs can meet, but rather to thoughtfully cre-
ate new criteria that will elevate the quality of fellowship 
education by carefully defining what SAGES considers core 
content in an Advanced GI/MIS Fellowship. Quality will be 
enhanced by defining a minimum core training experience 
because SAGES can build more robust curricula around 
these defined core content areas and also work toward veri-
fying competency in these areas using more powerful assess-
ment tools. The previous criteria of “150 complex MIS 
cases” could not adequately provide this structure. Reform 
by definition should represent a significant change to the 
status quo, and SAGES leadership feels that the new crite-
ria will do this in a meaningful and valuable way such that 
graduating fellows will be better equipped to enter practice.

Additionally, the American Board of Medical Special-
ties (ABMS) recently announced the concept of Focused 
Practice Designations (FPDs) to “recognize areas of specific 
expertise of their diplomates and allow those physicians to 
concentrate their continuing certification efforts in the very 
area on which much of their professional practice is based.” 
The ABMS launched a pilot program for granting a FPD in 
Hospital Medicine. Pending the results of the pilot program, 
FPDs may be made available for other medical and surgical 
specialties [12]. With better defined core content areas, the 
new SAGES Advanced GI/MIS fellowship criteria may be 
helpful in providing a pathway for this type of recognition.

The working group identified areas common to Advanced 
GI/MIS fellowships according to three years of historical 
case log data. Foregut, bariatric, and inguinal and ventral 
hernias were deemed to be areas that were either well rep-
resented in current fellowships or thought to be sufficiently 
important to establish minimum case volumes. For exam-
ple, during the three years of case logs available for review, 
73–86% of current programs would have met the new crite-
ria for foregut (20) and bariatric (25) cases, indicating that 
these would likely be obtainable requirements. Hernia opera-
tions had not been emphasized by the previous requirements; 
thus, lower requirements (10 inguinal and 10 ventral) were 

Table 4   New advanced GI/MIS fellowship pilot programs

Medical College of Wisconsin

University of Washington Medical Center
University of Wisconsin School of Medicine and Public Health
Stony Brook University
Houston Methodist Hospital
University of Texas Southwestern Medical Center
Massachusetts General Hospital
University of Nebraska Medical Center
University of Tennessee Medical Center
The Ohio State University Wexner Medical Center
McGill University Health Centre Hospitals
Barnes-Jewish Hospital/Washington University Medical Center
Cedars-Sinai Medical Center
University of North Carolina
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selected as reasonable targets, as 66–74% of programs would 
have met these new criteria. The rest of the core defined 
category cases (10) were allocated to a collection of other 
areas, including solid organ, hepatopancreatobiliary, colon, 
or thoracic, such that exposure to at least one or more of 
these other areas would be afforded.

For each of the 75 defined category cases, it was proposed 
that fellows should serve as primary surgeon or teaching 
assistant (TA). Other FC fellowship types had developed 
such criteria, but none had been previously proposed for 
Advanced GI/MIS fellowships [13]. The working group 
specifically thought that it was important to allow teaching 
cases to count toward these case volume requirements for 
several reasons. First, from the trainee’s perspective, fel-
lows who have already developed significant expertise in a 
particular area may benefit from being allowed to serve as a 
teacher to a more junior trainee instead of simply perform-
ing an operation themselves. Second, since many fellowship 
programs are offered at institutions which also sponsor resi-
dency programs, allowing and even encouraging fellows to 
serve in a supervisory role mitigates competition for cases 
and optimizes educational benefit for both fellow and resi-
dent learners. For the 75 non-defined category cases, it was 
considered appropriate to require the fellow to serve as pri-
mary surgeon or TA in 50 of these cases and not simply as 
an assistant. Based on the data from 2012 to 2015, Advanced 
GI/MIS fellows graduated with a median of 227 cases; there-
fore, establishing these requirements for 125 cases should 
not be overly burdensome to fellows or fellowship programs.

SAGES also recognizes the increasing importance of flex-
ible endoscopy in surgical training with many general sur-
geons performing large volumes of endoscopy in their daily 
practices [14, 15]. More importantly, within the realm of 
Advanced GI/MIS surgery, endoscopy is a common adjunct 
to foregut and bariatric operations in the preoperative, intra-
operative, and postoperative settings [16, 17]. With this in 
mind, the working group felt that flexible endoscopy should 
be considered core content within the Advanced/GI MIS 
Fellowship, and they proposed a minimum volume of 50 
diagnostic or therapeutic endoscopies be included in the new 
criteria. Although the previous criteria did not emphasize 
or even include minimum criteria for flexible endoscopy, 
the historical case log data revealed that 60% of fellows 
still logged more than 50 endoscopies. Based on these data, 
the working group felt it would be beneficial to add flex-
ible endoscopy to the SAGES Advanced GI/MIS fellowship 
curriculum and that it should be feasible for programs to 
comply with this new requirement.

Although the new minimum case log and endoscopy 
requirements are designed to provide sufficient exposure 
to core content, they are not considered thresholds for 
achieving competency. The ABS has already recognized 
that simple case minimums may no longer be adequate 

to ensure readiness for independent practice, and a shift 
toward more sophisticated assessments of competency is 
the future of medical education in America and abroad 
[9, 18]. Video assessment of operative performance has 
been shown to correlate with patient outcomes, includ-
ing complications and mortality [19]. However, national 
efforts to facilitate the use of this novel method of perfor-
mance assessment are lacking. Recently, SAGES launched 
its Masters’ Program, which includes curricula designed 
to foster lifelong learning for surgeons in practice across 
seven core content areas [20]. Importantly, each pathway 
contains a video assessment of an anchoring procedure. 
Thus, SAGES is incorporating this innovative metric of 
competency into the new Advanced GI/MIS fellowship 
criteria by requiring video assessment of an MIS Foregut 
case. The video assessment is designed to provide a better 
metric of surgical competency than case numbers alone. 
Future evolution of the Advanced GI/MIS fellowship may 
involve expansion of video assessment to include all core 
content areas of the fellowship.

Although the video assessment component is innovative 
and important, it may pose some logistical challenges in the 
near future. An unedited video of a typical foregut proce-
dure will be 1–4 h. Under the pilot program there will only 
be 14 videos to review, but when the new criteria are rolled 
out to all fellowships, this number will increase to at least 
120 videos. Fortunately, methods are under development to 
use edited video, social media, and even crowd sourcing to 
generate meaningful assessments. Knowing that more and 
more trainees in medicine and surgery feel unprepared for 
practice upon graduation, SAGES feels that a real-world, 
competency-based assessment of technical skill is a nec-
essary piece of comprehensive reform. Depending on the 
results of the pilot program, SAGES will implement appro-
priate measures to support the video review component of 
its curriculum.

Advanced GI/MIS fellowships must align with surgical 
education reform nationally. As MIS techniques become 
more advanced, the ability to achieve competency in all 
operations during five years of general surgery training 
will become nearly impossible. However, general sur-
gery training will remain critical in producing graduates 
competent in the most common open, minimally invasive, 
and endoscopic gastrointestinal operations. These gradu-
ates should be prepared to enter practice and provide a 
breadth of surgical care to the vast majority of patients 
they encounter. Well-trained surgeons would also rec-
ognize complex care that is beyond the scope of their 
general surgery training and should appropriately refer to 
higher levels of care. It will largely fall to fellowships or 
mentorship in practice to provide disease-specific path-
ways for this complex surgical training. Advanced GI/MIS 
training will provide surgeons with an attractive skill set 
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to care for a variety of common disease processes with 
complex operations that are in demand in a variety of 
practice settings.

SAGES also recognizes that these reforms represent a 
first step in what is likely to be an ongoing process. Surgi-
cal and educational techniques continue to evolve, and fel-
lowship training will need to continue to grow and adapt. 
One topic that is not addressed in the new criteria is the 
need for the Advanced GI/MIS surgeon to also be compe-
tent in complex open techniques. Currently, any open pro-
cedure performed during the Advanced GI/MIS fellowship 
does not count for major credit. However, some cases are 
too complex to complete with MIS modalities and fellows 
may benefit from exposure to these cases to round out their 
training. This may be especially true for patients under-
going revisional procedures following multiple previous 
operations. Similarly, an open approach may be optimal 
for some inguinal and ventral hernias.

As the practice of surgery evolves, alternate training 
avenues may also prove necessary. SAGES is actively 
working with the Americas Hernia Society (AHS) to cre-
ate criteria for a new FC Hernia Fellowship category. 
Some of these criteria may need to be adapted into the 
Advanced GI/MIS fellowships when they become avail-
able. Additionally, SAGES has been actively participating 
for several years in an effort initially led by the Society 
for Surgery of the Alimentary Tract (SSAT) to explore a 
new fellowship in Complex GI Surgery. The focus of that 
fellowship is the elective and emergent management of GI 
diseases across the entire GI tract. This work is now being 
conducted by an intersociety working group and an initial 
pilot is proposed by the SSAT. Pending the pilot results, 
further modifications to the Advanced GI/MIS fellowship 
criteria may be warranted.

Conclusions

The new criteria for the certifying Advanced GI/MIS Fel-
lows has been thoughtfully crafted to modernize fellow-
ships by defining core content areas and introducing novel 
methods for competency assessment. The redesign is being 
tested through a pilot program this year. Pending results of 
the pilot program, the new criteria may serve as a model 
for educational reform across other medical and surgical 
disciplines.
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