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INTRODUCTION
Surgical residency training programs have long been 

predicated on a gradual learning process with incremen-
tal increases in professional responsibility and operative 
autonomy, designed to create independent and compe-
tent surgeons. Within the last 2 decades, operative auton-
omy in postgraduate surgical training programs has been 
threatened by duty hour restrictions, increasing hospital 
regulations, financial constraints, patient concerns with 

resident participation in care, and focus on patient safety.1,2 
The new training environment has led to the graduation 
of residents who are described as undertrained, unpre-
pared, and surgically hesitant.3 The perceived lack of 
graduate resident preparedness has been cited as a stimu-
lus for a high percentage of residents pursuing fellowship 
training.3 With a changing educational environment and 
multiple competing demands, surgical residency training 
programs and faculty are tasked with enhancing operative 
autonomy while also ensuring patient safety, productivity, 
and maintaining financial well-being.

In attempt to better understand resident autonomy, 
many studies and surveys have been conducted. A survey 
of general surgery program directors demonstrated that 
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a program’s definition of resident operative autonomy 
itself is variable, with a majority of programs defining 
autonomy as completing 75% of a surgical case or per-
forming critical steps of the procedure independently.4 
Within the operating room, research has shown that 
residents and surgical attendings perceive operative 
autonomy differently. In certain general and cardiotho-
racic surgery procedures, attending surgeons perceived 
they were granting residents more autonomy than resi-
dents perceived they were given, resulting in residents 
achieving less autonomy than expected.5,6 Factors such 
as a resident’s observed skill and an attending surgeon’s 
comfort level with an operation have been identified 
as contributors to increasing procedural autonomy, yet 
some attendings admit they simply trust some residents 
more than others.7,8 Solutions to increase autonomy 
have included improved resident evaluation tools, lon-
ger rotations to facilitate trust between attendings and 
residents, structured and immediate feedback on per-
formance, improved resident preoperative preparation, 
and more structured intraoperative teaching.5,9,10 Despite 
strides in understanding resident-attending dynamics, 
there is still a need for answers in determining how to 
better train independent and competent residents.

Although there are numerous studies evaluating resi-
dent autonomy in general surgery, orthopedic surgery, 
vascular surgery, and cardiothoracic residency programs, 
none to our knowledge have specifically addressed auton-
omy in plastic surgery training.5,6,11,12 As plastic surgery 
training programs are moving toward competency-based 
training models, understanding perceptions of autonomy 
and operative independence within plastic surgery resi-
dency programs is of utmost importance. The purpose of 
our study is to examine current perceived autonomy of 
plastic surgery residents with an ultimate goal of improv-
ing resident training and competency.

METHODS
Electronic surveys were sent to all Accreditation 

Council for Graduate Medical Education (ACGME)-
accredited plastic and reconstructive surgery residency 
programs active during the 2017–2018 academic year. A 
total of 72 integrated and 42 independent programs were 
surveyed. The surveys were American Council of Academic 
Plastic Surgeons approved and circulated. Surveys were 
conducted by SurveyMonkey (SurveyMonkey, Inc., San 
Mateo, Calif.) and completed in an anonymous fashion. 
Two surveys were distributed, 1 for residents and the other 
for attending surgeons. The 2 surveys were similar but fea-
tured unique questions based on whether a respondent 
was currently in residency training or had already com-
pleted it. Some questions allowed participants to add 
comments. The survey requests were sent out 3 times. 
Survey participants were limited to 1 survey per unique 
email address. Before dissemination, the questionnaires 
were tested by volunteers and then revised. The survey was 
deemed exempt by institutional board review. The survey 
was accompanied by an incentive to win gift card prizes via 
a raffle. Deidentified responses were saved in a password-
protected database.

Responses were analyzed between resident and 
attending surgeon surveys. All categorical variables were 
described with counts and percentages. Differences 
between survey responses were tested by the Fisher exact 
and chi-square tests. Tests of significance were performed 
on outcomes using an alpha of 0.05.

RESULTS
Demographic Data

There were 158 attending surgeon and 129 resident 
responses for a total of 287 respondents. The response 
rate for residents and attending surgeons were 11.7% 
and 16.8%, respectively. The demographics of resident 
and attending surgeon survey participants are shown in 
Tables 1 and 2, respectively. Seventy-nine percent of resi-
dent respondents were part of an integrated residency 
program, 82.1 percent worked within a university-affili-
ated system, and postgraduation plans were variable with 
microsurgery and hand surgery fellowships being the 
most frequently anticipated (Table 1). Seventy percent of 
attending surgeon respondents work at a university-affili-
ated hospital, 62.7 percent teach in an integrated plastic 
surgery residency program, and most have completed fel-
lowships (Table 2).

Perceived Autonomy and Preparedness
Eighty-seven percent of residents showed some level 

of agreement that the autonomy granted in residency had 
prepared them for practice, whereas only 3.2% strongly dis-
agreed (Table 3). A greater number of residents felt their 
autonomy in training prepared them for careers in burn 
reconstruction (92.8% agreement), breast reconstruction 
(90.5% agreement), hand surgery (76.6% agreement), and 
microsurgery (73% agreement) compared with pediatrics/
craniofacial surgery (52.4% agreement) and aesthetics 
(53.5% agreement). There was no statistically significant 
difference in age, gender, postgraduate year (PGY) level, 
geographic training location, or training model in regard 
to respondents’ perception of overall preparedness.

Responses from attending surgeons indicated a per-
ceived increase in granted autonomy throughout resi-
dency training (Fig. 1). On average, 82.4% of attendings 
allowed PGY1 residents to perform 0%–20% of a proce-
dure. Resident case completion percentage increased 
slowly as training year increased, with a majority of PGY3 
integrated residents performing 21%–60% of a case, and 
71% of fifth-year integrated residents/second-year inde-
pendent residents performing greater than 60% of a case. 
Chief residents performed 81%–100% of a procedure 
65.5% of the time. Still, 2 of every 3 attendings felt there 
was some degree of decrease in resident operative auton-
omy compared with 10 years ago. Opinions were mixed as 
to whether a lack of resident autonomy has pushed resi-
dents to seek fellowships, with 57% of attendings in some 
form of agreement.

Simultaneous Supervision of Multiple Operating Rooms
Resident experiences with an attending surgeon super-

vising multiple active operating rooms simultaneously 
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varied greatly. Thirty-nine percent of residents reported 
operating with an attending surgeon that was supervis-
ing multiple operating rooms at least weekly while the 
same percentage of residents reported doing so less than 
once per month or never (Table 3). Attending surgeons 
reported infrequently supervising multiple operating 
rooms, with 34.4% of respondents reporting they never 
ran multiple rooms and 24% doing so less than once per 
month.

Factors Impacting Autonomy
Residents and attending surgeons ranked factors that 

they believed most limited resident autonomy (Table 4). 
Residents cited the complexity of a procedure, lack of 
familiarity with a procedure, attending supervision, 
and time constraints during surgery as the most limit-
ing factors. Work-hour restrictions and reimbursement 
regulations were felt to have the least impact on their 
autonomy.

Attending surgeons ranked concern for patient out-
comes as the factor that most significantly reduced resi-
dent autonomy, followed by attending supervision and 
productivity concerns (Table  4). Additionally, attending 
surgeons indicated certain factors that influenced intraop-
erative resident autonomy (Table 5). A resident’s observed 
technical skills, preoperative preparation, complexity 
of the procedure, and total time spent with the resident 
strongly influenced resident autonomy for over two-thirds 
of attending surgeons. Meanwhile, over one-fourth of 
attendings cited resident personality traits and patient 
concerns with resident participation as non-influential in 
the autonomy granted to residents. Over 85% of attend-
ing surgeons felt that time constraints and resident confi-
dence at least somewhat influenced autonomy.

Table 1. Demographics of Resident Respondents

Variable Number Percentage

Gender   
  Female 52 41.9
  Male 72 58.1
Age, y   
  24–27 16 12.9
  28–30 39 31.5
  31–33 40 32.3
  34–36 22 17.7
  >36 7 5.6
PYG   
  PGY1 13 10.5
  PGY2 21 16.9
  PGY3 14 11.3
  PGY4 20 16.2
  PGY5 19 15.4
  PGY6 18 14.5
  PGY7 7 5.6
  PGY8 3 2.4
  PGY9 4 3.2
  PGY10 5 4
Residency training model   
  Independent 26 21
  Integrated 98 79
Residency training setting   
  Community based 6 4.9
  Community based with  

university-affiliated hospital
16 13

  University affiliated 101 82.1
Region of training   
  Central (ND, SD, MN, IA, NE, KS, MO) 9 7.3
  East North Central (WI, MI, IL, IN, OH) 31 25.2
  East South Central (KY, TN, MS, AL) 6 4.9
  Middle Atlantic (NY, PA, NJ) 22 17.9
  Mountain (MT, ID, WY, NV, UT,  

CO, AZ, NM)
4 3.3

  New England (ME, NH, VT, MA, RI, CT) 2 1.6
  Pacific (WA, OR, CA, HI, AK) 26 21.1
  South Atlantic (DE, WV, VA, MD,  

DC, NC, SC, GA, FL)
10 8.1

  West South Central (OK, TX, AR, LA) 13 10.6
Postgraduation plan   
  Academic practice 6 4.7
  Aesthetic or breast fellowship 8 6.3
  Burn surgery fellowship 1 0.8
  Hand surgery fellowship 22 17.2
Hospital-based employment 4 3.1
  Microsurgery fellowship 27 21.1
  Pediatric/craniofacial fellowship 20 15.6
  Private practice 20 15.6
  Unknown 20 15.6

Table 2. Demographics of Attending Surgeon Respondents

Variable Number Percentage

Gender   
  Female 32 21.1
  Male 120 78.9
Age, y   
  30–40 34 22.5
  41–50 46 30.5
  51–60 34 22.5
  61–70 28 18.5
  >70 9 6
Years in practice, y   
  0–5 30 19.6
  6–10 21 13.7
  11–15 30 19.6
  16–20 17 11.1
  21–30 32 20.9
  31–40 17 11.1
  >40 6 4
Current practice setting   
  Community-based hospital 7 4.6
  University-affiliated hospital 106 70.2
  Veterans administration hospital 3 2
  Multispecialty group 6 4
  Private practice 29 19.2
Residency training model of own education   
  Combined 26 17.1
  Independent 82 53.9
  Integrated 43 28.3
  Other 1 0.7
Residency training model of current affiliation   
  Independent 20 13.1
  Integrated 96 62.7
  Both 37 24.2
Residency training setting of current affiliation   
  Community based 10 6.6
  Community based with  

university-affiliated hospital
34 22.5

  University affiliated 107 70.9
Current region of practice   
  Central (ND, SD, MN, IA, NE, KS, MO) 8 5.3
  East North Central (WI, MI, IL, IN, OH) 41 27
  East South Central (KY, TN, MS, AL) 6 3.9
  Middle Atlantic (NY, PA, NJ) 28 18.4
  Mountain (MT, ID, WY, NV, UT, CO, AZ, NM) 5 3.3
  New England (ME, NH, VT, MA, RI, CT) 4 2.6
  Pacific (WA, OR, CA, HI, AK) 27 17.8
  South Atlantic (DE, WV, VA, MD, DC,  

NC, SC, GA, FL)
17 11.2

  West South Central (OK, TX, AR, LA) 16 10.5
Completed fellowship program(s)   
  Aesthetic fellowship 10 6.4
  Breast fellowship 9 5.8
  Burn surgery fellowship 4 2.6
  Hand surgery fellowship 51 32.7
  Microsurgery fellowship 33 21.2
  Pediatric/craniofacial fellowship 36 23.1
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Table 3. Resident Perception of Autonomy and Preparedness

Variable Number Percentage

Overall, the autonomy granted to me during residency has adequately prepared me for practice   
  Strongly agree 44 34.9
  Somewhat agree 65 51.6
  Somewhat disagree 13 10.3
  Strongly disagree 4 3.2
The autonomy granted to me during residency has adequately prepared me for practice in aesthetic surgery   
  Strongly agree 14 11
  Somewhat agree 54 42.5
  Somewhat disagree 42 33.1
  Strongly disagree 17 13.4
The autonomy granted to me during residency has adequately prepared me for practice in hand surgery   
  Strongly agree 43 33.6
  Somewhat agree 55 43
  Somewhat disagree 25 19.5
  Strongly disagree 5 3.9
The autonomy granted to me during residency has adequately prepared me for practice  

in pediatrics/craniofacial surgery
  

  Strongly agree 19 15.1
  Somewhat agree 47 37.3
  Somewhat disagree 36 28.6
  Strongly disagree 24 19
The autonomy granted to me during residency has adequately prepared me for practice in microsurgery   
  Strongly agree 36 28.6
  Somewhat agree 56 44.4
  Somewhat disagree 27 21.4
  Strongly disagree 7 5.6
The autonomy granted to me during residency has adequately prepared me for practice burn  

reconstructive surgery
  

  Strongly agree 69 55.7
  Somewhat agree 46 37.1
  Somewhat disagree 6 4.8
  Strongly disagree 3 2.4
The autonomy granted to me during residency has adequately prepared me for practice in  

breast reconstructive surgery
  

  Strongly agree 74 58.2
  Somewhat agree 41 32.3
  Somewhat disagree 9 7.1
  Strongly disagree 3 2.4
On average over the last year, how often did you perform procedures in the operating room with  

an attending surgeon that was simultaneously supervising multiple operating rooms?
  

  Never 24 18.8
  Less than once per month 26 20.3
  1–3 times per month 28 21.8
  1–3 times per week 26 20.3
  3+ times per week 24 18.8

Fig. 1. Attending surgeon responses to “On average, the percentage of a procedure I allow a resident 
to complete is:”. Ind, independent resident. As the trainee level increased, attending surgeons noted an 
increase in autonomy given to residents. Attending surgeons estimated that chief residents performed 
81%–100% of a procedure 65.5% of the time.
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DISCUSSION
The main goal of plastic surgery residency training 

programs is to produce residents with “sufficient com-
petence to enter practice without direct supervision.”13 
Today, perhaps more than ever, plastic surgery training 
programs face unique challenges that threaten their abil-
ity to achieve this goal. Such challenges include work-hour 
restrictions, financial constraints of programs and attend-
ing surgeons, patient concerns with resident participation 
in care, and focus on patient safety.1,2,14 To overcome these 
factors and improve plastic surgery residency training pro-
grams, we must first understand the perceptions of partici-
pants in current training programs.

Our survey began with an assessment of perceived 
resident preparedness. On the whole, the majority of 
residents felt the autonomy they received during training 
prepared them for their future practice, with no statisti-
cally significant difference in the feeling of preparedness 
by age, gender, PGY level, geographic training location, 
or training model. Despite obvious differences between 
programs across the country, this widespread level of per-
ceived preparedness argues for the quality of the current 
training models and the benefit of standardized ACGME 
program requirements and benchmarks. A recent survey 
of “young” plastic surgery attendings found similar pre-
paredness rates.15

Within plastic surgery as a whole, residents consistently 
felt least prepared with aesthetics and craniofacial surgery. 
These findings are consistent with the concerns of early 
plastic surgery resident educators 16,17 as well as current stud-
ies in which plastic surgery residents had lower confidence 
in performing facial aesthetic procedures versus more 
common breast procedures.18,19 To bolster the aesthetic 
surgery experience, the ACGME increased the number of 
minimum required cases for several aesthetic procedures 
in 2014. Despite this, there was still a significant variability 
in aesthetic surgery experiences and case numbers across 
the country, with some residents failing to meet required 

minimums.20 Suggestions to improve aesthetic surgery 
training included dedicated aesthetic surgery rotations, 
time with private-practice aesthetic surgeons, and resident 
cosmetic clinics.18–20 Studies on the plastic surgery resident 
experience in craniofacial surgery are limited; however, 
the recent interest of augmenting craniofacial education 
with the use of models, surgical videos, and surgical simula-
tors suggests that resident comfort with these procedures 
is, similar to facial aesthetics, somewhat limited.21,22

In addition to preparedness, we sought to identify bar-
riers to resident operative autonomy. When compared 
side by side, residents and attending surgeons identified 
similar factors as being the biggest deterrents to auton-
omy, namely the presence of attending supervision as well 
as time and productivity concerns (Table  5). Attending 
surgeons also noted a concern with patient outcomes as 
a key barrier. Work-hour restrictions and reimbursement 
regulations were felt to have the least impact on resident 
operative autonomy. A similar study of general surgery 
residencies also identified the focus on patient outcomes 
and desire to finish operations earlier as significant fac-
tors preventing resident operative autonomy.7 In the 
general surgery survey, however, 47% of general surgery 
faculty noted work-hour restrictions as a barrier in general 

Table 4. Factors Limiting Resident Surgical Autonomy

Resident responses to “Please rank the following in regards to how 
they limit resident surgical autonomy (1 = most, 8 = least)”

Category Median (Range)

Complexity of the case 2 (1–8)
Attending supervision 3 (1–7)
Lack of familiarity with procedure 3 (1–8)
Time constraint during operation 4 (1–8)
Legal concern/hospital regulations 5 (1–8)
Patient concern with resident participation 6 (1–8)
Reimbursement regulations 7 (1–8)
Work-hour restrictions 8 (1–8)

Attending surgeon responses to “Please rank the following factors 
based on how they reduce resident surgical autonomy in the 

operating room (1 = most, 8 = least)”

Category Median (Range)

Concern for patient outcomes 1 (1–7)
Attending supervision 3 (1–7)
Productivity concerns 3 (1–7)
Hospital policy/regulation 5 (1–7)
Legal concern 5 (1–7)
Work-hour restrictions 5 (1–7)
Reimbursement regulations 6 (1–7)

Table 5. Attending Surgeon Responses to “The Following 
Factors Influence the Operative Autonomy I Grant to Plastic 
Surgery Residents in the Operating Room”

Variable Number Percentage

Resident confidence   
  No influence 7 4.6
  Somewhat influences 81 52.9
  Strongly influences 65 42.5
Resident’s observed technical skills   
  No influence 0 -
  Somewhat influences 5 3.3
  Strongly influences 148 96.7
Total length of time spent with resident   
  No influence 3 2
  Somewhat influences 48 31.4
  Strongly influences 102 66.6
Resident’s preoperative preparation   
  No influence 2 1.3
  Somewhat influences 34 22.2
  Strongly influences 117 76.5
Level of training (PGY level)   
  No influence 8 5.2
  Somewhat influences 75 49
  Strongly influences 70 45.8
Complexity of the procedure   
  No influence 1 0.7
  Somewhat influences 27 17.6
  Strongly influences 125 81.7
Patients’ concern with resident participation   
  No influence 52 34
  Somewhat influences 70 45.7
  Strongly influences 31 20.3
Time constraints   
  No influence 18 11.8
  Somewhat influences 101 66
  Strongly influences 34 22.2
Attending self-confidence with procedure   
  No influence 18 11.8
  Somewhat influences 65 42.4
  Strongly influences 70 45.8
Resident personality traits   
  No influence 39 25.7
  Somewhat influences 82 53.9
  Strongly influences 31 20.4
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surgery training, with only 13% indicating a lack of auton-
omy was due to increased supervision.7 Given that patient 
safety, productivity concerns, and increased supervision 
have been identified as barriers to autonomy, any future 
changes instituted to plastic surgery resident training 
should be made with these factors in mind.

Although the majority of residents surveyed in this 
study felt prepared for future practice, there was a por-
tion that did not. Assimilating the above barriers to auton-
omy and areas in which residents feel least prepared, we 
pose 2 concrete systems-based changes to address gaps in 
resident preparedness and confidence. These changes 
include implementation of early resident exposure to all 
subspecialties of plastic surgery and focus on improving 
resident autonomy and case volume through resident-
run clinics. Traditionally, many aesthetic and craniofacial 
rotations have been reserved for senior-level residents; 
however, early exposure to these cases has been shown to 
increase interest and comfort level even if residents are 
not performing the surgeries themselves.18 Thus, junior-
level residents should have diverse plastic surgery rotation 
schedules. If an institution has a small volume craniofa-
cial center or limited exposure to aesthetic surgery, away 
rotations would provide increased and early exposure. In 
regard to plastic surgery resident clinics, they continue 
to be an arena for the development of senior resident 
autonomy, decision-making, and maturation.23 Increased 
case volume and autonomy have been shown to increase 
resident confidence and competence,24 and resident 
clinics provide an ideal avenue for this. Various resident 
clinic models have been proposed,23,25–28 with residents 
consistently supporting the importance of their role in 
training. Despite concerns with patient safety in resident 
clinics, multiple studies have validated the safety and com-
plication profiles in this setting.27,29–33 Unfortunately, even 
with the clear benefits of a resident plastic surgery clinic, 
many programs have not yet started such clinics with only 
62%–71% of programs offering such clinics.34,35 Based on 
multiple studies including our own, we feel resident cos-
metic and reconstructive clinics should be mandatory for 
all plastic surgery training programs.

Perhaps the area in which the greatest advancements 
can be made in resident autonomy is the intraoperative resi-
dent experience. Numerous studies have detailed best prac-
tices for intraoperative teaching by attending surgeons and 
the results of implementing these practices.36 These teach-
ing methods usually consist of three phases: preoperative, 
intraoperative, and postoperative. Perhaps more than any-
thing, these teaching methods improve resident and attend-
ing dialogue. Although attending surgeons should continue 
to refine their teaching styles, the responsibility equally rests 
on residents to maximize their own learning opportunities. 
In our survey, over two-thirds of attending surgeons indi-
cated that a resident’s observed technical skills, preoperative 
preparation, and total time spent with that resident strongly 
influenced their decision to grant autonomy. These factors 
should not be surprising to residents and should be used to 
maximize opportunities in the operating room. Continual 
refinement of operative skills, rigorous preoperative 

preparation, and increased time spent with attending sur-
geons are certainly obtainable for residents.

One of the inherent difficulties of this study is the sub-
jectivity of autonomy. Our study consisted of collecting 
perceptions and attitudes regarding the plastic surgery res-
ident experience rather than quantitative data. For exam-
ple, attending surgeons surveyed in this study reported 
a gradual increase in granted autonomy as resident year 
increased (Fig. 1), with chief residents performing an esti-
mated 81%–100% of an operation over 65% of the time; 
however, residents were not surveyed on their perceptions 
of granted autonomy over time. This was done intention-
ally as many residents had not yet completed their training. 
Interestingly, operative autonomy studies in general sur-
gery and cardiothoracic surgery have shown that residents 
and surgical attendings perceive operative autonomy dif-
ferently. In these studies, attending surgeons and residents 
had similar expectations for resident operative autonomy 
yet actual observed resident performance was significantly 
below expectation levels.5,6 To convert the subjective mea-
sure of operative autonomy into an objective measure, 
these surgery programs utilized the 4-point Zwisch scale to 
measure the level of attending surgeon involvement nec-
essary for the resident to perform the operation safely.5,6 
The scale progresses from “show and tell,” to “active help,” 
to “passive help,” and to “supervision only.”37 The general 
surgery faculty and residents then agreed upon expected 
Zwisch scale levels for a specific resident training year per-
forming a specific surgery. For example, a PGY3 general 
surgery resident was expected to perform a laparoscopic 
cholecystectomy with “passive help.” These expectations 
generated performance curves for specific surgeries 
throughout residency against which a resident’s progress 
and autonomy could be tracked. With several plastic sur-
gery residencies moving toward competency-based gradua-
tion, it seems a sensible idea to track operative proficiency 
and autonomy on Zwisch scale performance curves for 
common plastic surgery procedures, including carpal 
tunnel release, abdominoplasty, breast reduction, breast 
reconstruction, free flaps, and burn debridement and 
grafting. This would add objectivity to the evaluation of a 
resident’s progression and development, in addition to the 
American Board of Plastic Surgery and ACGME’s “Plastic 
Surgery Milestone Project.”38

Other limitations to this study include its survey nature 
and low response rate. Once again, survey responses regard-
ing autonomy and preparedness are based on respondents’ 
own definitions of preparedness. There is subjectivity here, 
as the perception of feeling prepared as a plastic surgeon 
varies from resident to resident. Moreover, feeling prepared 
and actually being competent are not necessarily the same. 
Interestingly, prior studies of plastic surgery residents have 
shown resident confidence to be lower than attending sur-
geon confidence in residents for certain procedures.18,19 
Perhaps residents are more prepared than they believe. In 
regard to response rate, our calculations assumed that all 
program coordinators disseminated the survey to all resi-
dents of their program although this may not have been 
the case. Our response rates of 11.7%–16.8% are not dis-
similar from other plastic surgery resident survey studies 
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that have had varying response rates from 12% to nearly 
70%.39–43 The response rate may have been improved by 
disseminating the survey at conferences or national meet-
ings. Additionally, some of the residents surveyed had 
only been training for a limited number of years. Thus, 
they were making predictions on their preparedness upon 
graduation. Sampling of all training levels was done inten-
tionally to gather longitudinal information on the percep-
tions of all level trainees. Further studies would potentially 
prove more beneficial if they were limited to senior-level 
residents. Despite the low response rate and survey nature 
of the study, we believe there was a representative sample 
of residents and attending surgeons surveyed that still 
make the results applicable. (See table, Supplemental 
Digital Content 1, which displays a nonresponder analysis 
for resident survey participants. The analysis demonstrates 
a resident responder population that is nearly identical to 
the survey population in terms of distribution of PGY year, 
residency training model, and region of training. Thus, 
despite the low participation rate, the responder group is 
representative of the survey population, http://links.lww.
com/PRSGO/B484.) (See table, Supplemental Digital 
Content 2, which displays the nonresponder analysis of 
attending surgeon participants. The analysis demonstrates 
an attending surgeon responder population that is repre-
sentative of the survey population in terms of geography. 
The regions with the highest volume of attending surgeons 
are most represented in the survey responses, http://links.
lww.com/PRSGO/B485.)

CONCLUSIONS
Plastic surgery residents and attending surgeons of 

both integrated and independent residency programs were 
surveyed on their perceptions of the current training envi-
ronment. On the whole, a majority of residents felt the cur-
rent training program to be successful in preparing them 
for their future practices. Several preparedness gaps were 
demonstrated as well as factors that influence attending 
surgeons toward granting operative autonomy. Suggestions 
to improve current residency programs were discussed on 
a systems as well as resident-attending interaction level. 
Changes to plastic surgery residency programs should 
simultaneously promote resident autonomy as well as pri-
oritize patient safety, productivity, and financial well-being.

Ronald D. Ford, MD
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Grand Rapids, MI 49503 USA
E-mail: Ronald.ford@spectrumhealth.org
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