
Join TSRA at STS 

We will be announcing four awards 

Schedule 

January 31, 2021 

Welcome remarks and presentations  
4:30 p.m. – 4:50 p.m. EST 

 
Trainee networking  

4:50 p.m. – 5:25 p.m. EST 
 

Closing remarks 
5:25 p.m. – 5:30 p.m. EST 

 
TSRA/STS Resident Happy Hour 

6:30 p.m. -7:30 p.m. EST 
 

The Socrates Award is an annual award 
presented to a mid-to-late career surgical 
educator who has demonstrated a 
significant commitment to excellence in 
resident education throughout their 
careers. 

The McGoon Award is presented to a 
junior faculty member who is a champion 
of cardiothoracic surgical resident training 
inside and outside of the operating room, 
such as through academic or societal 
efforts. 

TSRA/STS Global Outreach Fellowship 
This 1-2 week Fellowship will expand 
training beyond U.S. borders while 
cultivating international relationships 
between faculty members and trainees.   

TSRA/STS Traveling Fellowship annual 
award given to one recipient to fund a one 
week traveling observership to a host 
institution with host faculty member.  

 

TSRA Atricure Webinar on 
robotic surgery  

Robotic Cardiac: The Thoracic Surgery 
Resident Association is organizing a 
webinar series to address the challenges 
faced by trainees in the transition from 
training to practice in Cardiothoracic 
surgery.  

Brittany Zwischenberger 
Gianluca Torregrossa 
Host David Blitzer  
 
January 6, 7 p.m.— 8  p.m. EST 

Link: bit.ly/2WRKt9p 

 

Survey: Interest and Attrition in 
Cardiothoracic Surgery Training: 
A Survey of General and 
Cardiothoracic Surgery Trainees. 
 
Although interest in Cardiothoracic Surgery 
continues following paradigm changes in 
training, previous studies have shown that 
there remains great variability regarding 
decisions to pursue this subspecialty and 
concern for attrition following general 
surgery training. we seek to assess and 
objectively identify the driving interest of 
resident trainees regarding cardiothoracic 
surgery as well as identify areas of 
concern regarding attrition of the general 
surgery applicant.  
 
Study Link  

December 2020 — Volume 1, Issue 12 

STS Annual Meeting: January 29-31, 2021 
Registration Link:  http://bit.ly/2Wz59me 
 
STS Candidate/Pre-Candidate 
Membership 
Link: http://bit.ly/3h59zuM 
 
Edwards Lifesciences Minimally Invasive 
Mitral and Tricuspid Course 
Link: http://bit.ly/3pqGixJ 

Medtronic Mechanical Circulatory 
Support Webinars 
Link: http://bit.ly/2WAyYD9 

Medtronic TAVI Advanced Symposium 
Webinars 
Link: http://bit.ly/2Wxzvps 

Fellows Webinar Series: Preparing the 
Next Generation of Cardiothoracic 
Surgeons. Sponsored by Edwards 
Lifesciences 
Link: https://bit.ly/2KopnwA 

Associate Membership in the TSRA:  
Link: https://bit.ly/3avRIf4 

CTSN Event List 
Link: http://bit.ly/3aKg7hp 

SESATS 13 
Link: http://www.sesats.org/ 

AATS Member for a day  
Link: http://bit.ly/3mAsTB3 
 
AATS Leadership Academy 
Link: http://bit.ly/3riPXYH 
 

                                                                                                                             
Newsletter Editorial Staff  

 

Clauden Louis — Editor 

Evan Rotar — Trainee Opportunities  

Jason Han — Young Surgeon’s Notes 

Jessica Luc — Manuscript of the Month 

David Blitzer — Featured Podcast  

Parth Patel — Abstract & Conference Dates 

Yihan Lin — Global Health 

Irbaz Hammed — Global Cardiothoracic Surgery 

Fatima Wilder — Diagnostic Challenge 

Garrett Coyan — TSRA Educational Resources 
and Multiple Choice Questions 

Trainee Opportunities in CT 

Surgery 

Manuscript of the Month 

By: Jessica Luc 

TSRA is proud to present our most recent Webinar, titled, “Finding a Job in the 
COVID Era” moderated by Drs. Alex Brescia, Hunter Mehaffey and Fatima Wilder 

Panelists:  
Dr Thoralf Sundt - Massachusetts General Hospital  
Dr. Melanie Edwards - IHA  
Dr. Scott Arnold – Banner Health  
Dr. Ahmet Kilic – Johns Hopkins  
Dr. Christine Lau – University of Maryland Medical System 
Dr. Vinod Thourani – Piedmont Healthcare 

 
What are the most important aspects of the job coming out of training? 

Dr. Arnold: Probably the most important thing is your partners… I was lucky when I 
started out… they were very dedicated to my success… there was no competition 
within the system and that really made everybody flourish… you need to be sure that 
you’ve got partners who are actively going to mentor you… who will view you as a 
partner and an investment [and not a competition]…  

 
Should you advertise yourself as practicing cardiac, thoracic or both? 

Dr. Arnold: You are a pretty good value when you can do adult cardiac pretty well and 
don’t shy away from a lobe or an esophagus. If you go in an say I am a X specialist, 
you’re going to have a harder time finding a job outside of the academic world… Keep 
your options open if you can.  
Dr. Thourani: I think it depends also on the practice. If you are going to a big 
metropolis, you’re still likely to end up just doing cardiac or just doing thoracic, so I think 
it depends on the type of practice and the city you’re in.  
Dr. Edwards: If you are the three A’s – affable, available, and able. You can build case 
volume no matter where you are, especially if you try to build new programs.  

 
How do you assess the quality of the program and partners? 

Dr. Edwards: You want to look at the fixed factors and the modifiable factors. The 
location, your partners. The people that you work with day in and day out… they have to 
be invested in your success. You have to like them… because when things go 
sideways, they are also going to be the people you would hope will help and not judge 
you. The referral patterns can be tricky… you have to be a little careful with your 
institution… you really have to do your research and understand where those referral 
patterns are. Are they within your institution or outside? Where are the opportunities?   
You also want to be in a situation where you have the type of support of the complexity 
you want. Make sure the institution can support it. Do not try to start an ECMO program 
in a program with three perfusionists. You really have to do your homework and talk to 
not just people within the institution, but in the region, to understand the infrastructure.  

 
What would be your advice on negotiating regarding money? 

Dr. Edwards: You have to know what the mean and medians are for the types of jobs 
you are looking at. That information is published. You go to your program director and 
ask, “when you’re hiring, where’s the book that you use?” Also, talk to leaders within 
that region whether you are going to the northeast or the south. “When you’re hiring 
people for a comparable job description, what do you offer them?”  
There are also non-salary benefits such as research support and funding to consider if 
that is something that you want. These are certain things you are going to need, that if 
you do not have in your contract, you are not going to get.  
Dr. Lau: When you are coming into an academic practice, I can tell you I have had 
people not tell me my salary. Usually in academics, there is some set amount you will 
make as an assistant professor. You can negotiate a little bit, but you’re not going to be 
able to negotiate a giant difference in that first job, and I don’t know if you want to be 
because what you really need during that period are people who are going to mentor 
you and have your back. You don’t want to come in looking like you’re the most high-
paid assistant professor… Certainly when you start looking at a higher position, when 
you’re being recruited, you can certainly then have a little more play in that.  
Dr. Thourani: For academics it is a little more stringent. When I was coming out of 
training, I was told this is your contract, you are not going to negotiate this. But there’s 
other things besides your salary that are negotiable 
Dr. Sundt: I have never negotiated my salary in any job I have ever had in my life ever. 
I think it is more about alignment of your interests and the interests and needs of the 
group that you are joining. That is as unique as you are. If your interests are in providing 
great clinical care and paying off your loans and establishing your family… then that is 
one kind of frame of reference. But that’s a very different discussion than the discussion 
you have in an academic organization where you have to come to accept that you’ll 
probably get paid less, do fewer cases, because you’ve got other interests in other 
areas… 
In the end, the question is are you and the chief in alignment between what you want, 
what they want, and what the organization can offer you?  You should speak up about 
what it is that you really want and what it is you really hope to accomplish in your 
career. If the relationship is not the right one, then that is the wrong place to be.  
Dr. Edwards: Yes, if you are aligned, then the things that you need to succeed should 
not be a point of contention.  

 
How does COVID affect this job cycle? How should applicants present 

themselves?  
Dr. Thourani: I foresee all of the hospitals being tight with their money for the next two 
or three years.  
Dr. Arnold:  I think there are going to be fewer and fewer private practice folks out 
there… COVID is going to be pushing a lot of these guys to go to a local employer to 
sell their practice.  
Dr. Sundt: In a job market like this, especially, one of the things residents need to learn 
how to do is how to present yourself, argue your case, be professional and advocate for 
yourself. Step right up, this is who I am, these are my qualifications, this is what I am 
interested in.  
Maybe we can set up introductory webinars… I do not know which residents are 
graduating in any given year! How can we efficiently match interests? Geographic, 
social, rural vs. urban, specialty, all of these things. That is really what you are trying to 
do, creating a professional relationship that aligns those interests.    
Dr. Thourani: Even though there are no conferences, everyone is doing webinars. 
Maybe that is a place where it becomes easy to say, “Hi, I saw a webinar you did, and I 
saw some things that resonated with me.” Link that into a conversation about a job!  
Dr. Lau:  What I like to hear is that you have done your homework… and tell me 
something personal, some tie, some association. On Zoom, I do not remember people 
as well… somehow tell me some story about yourself so I can connect with you. Also, I 
would start reaching out early, but just do not be disappointed if you do not hear back 
right away. The programs you want to go to, I would reach out multiple times. 
Dr. Edwards: Revisiting in a few months is important. There is so many possibilities 
and variables, especially during COVID. Just keep reminding them that you are 
available and really invested.    
 

What advice do you have regarding social media presence while entering the 
job market? 

Dr. Kilic: As an applicant, you have to be careful about what is present about you on 
social media. Obviously, the more of yourself you put out there, the less other people 
are likely to look at the content and the more likely they are to make quick judgments.  
Dr. Edwards: The people who are doing the hiring are conservative… that is the reality 
of life in 2020. While it would be amazing to live in a world where you can be yourself on 
social media, this is not the world.  

Click to access 
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TSRA Clinical Scenarios in 
Cardiothoracic Surgery (2nd Ed) 

Kindle & print available NOW!!! 
1. As a print book on Amazon. 
2. As a Kindle e-book on Amazon. 
 
 

 

TSRA Decision Algorithms in 
Cardiothoracic Surgery 

1. As a print book on Amazon. 
2. As a Kindle e-book on Amazon. 
 
 
 
 
 
TSRA Review of  
Cardiothoracic Surgery (2nd Ed) 

1. As a print book on Amazon. 
 
Stay tuned 3rd edition first 
quarter 2021!!! 
 
 
 
TSRA Operative Dictations in 
Cardiothoracic Surgery 

1. As a print book on Amazon. 
2. As a Kindle e-book on Amazon. 
 
 
 
 
 
 

TSRA Multiple Choice Review of 
Cardiothoracic Surgery 

 
 
 
 
 
 
 
 
 
 
 
 
 

Check out the official website  
with free registration. Open collaboration 
product with free content questions. 
Questions updated frequently. 588 
questions. Authentic feel. 

Abstract Deadlines and Conference Dates 

By: Parth Patel 

TSRA Newsletter Archive 

Communications and Social Media 

 

HPI: A middle aged man presents to your office with complaints of cough. He has been 
treated for a URI and completed a course of antibiotics, with no improvement. He has 
decreased exercise tolerance due to his cough, denies smoking history and is afebrile.  

PMH: Hypertension, BPH       

PSH: Hiatal hernia repair    

SocHx: Noncontributory 

Imaging is above 

What is the pathology identified here? 

Diagnosis: Unilateral Pulmonary Agenesis (UPA) 

This is a rare congenital anomaly due to a malformation of the sixth aortic arch of the 
affected side during embryogenesis; the proximal pulmonary artery is absent while the 
distal portion is often present as a small vessel or fibrous cord  

In the majority of cases, UPA is associated with cardiovascular anomalies 

Patients are usually diagnosed in adolescence; 13-30 % of patients may remain 
asymptomatic and present in adulthood  

Most common symptoms: recurrent pulmonary infections, decreased exercise tolerance, 
and shortness of breath on exertion; in 20 % of cases, hemoptysis and signs of 
pulmonary hypertension are seen 

Imaging may demonstrate: cardiac and mediastinal displacement, absence of the 
pulmonary artery shadow on the affected side, an ipsilateral elevation of the diaphragm 
and mediastinum shift, a contralateral compensatory hyperinflation of the hemi-thorax 
and herniation across the midline 

Management  

Pneumonectomy and surgical revascularization are considered in cases of recurrent 
hemoptysis, pulmonary infections and pulmonary hypertension  

Selective embolization of bronchial or non-bronchial systemic arteries is an alternative 
option in patients with massive hemoptysis who are not surgical candidates 

Medical management of pulmonary hypertension is strongly recommended for patients 
who are non-operative candidates or those in whom surgery has been unsuccessful 

Kaur M, Singh A, Bansal S, Wander GS. Unilateral Pulmonary Artery Agenesis in an 
Elderly Female. J Assoc Physicians India. 2016 Apr;64(4):85-86. PMID: 27734651. 

Steiropoulos P, Archontogeorgis K, Tzouvelekis A, Ntolios P, Chatzistefanou A, Bouros 
D. Unilateral pulmonary artery agenesis: a case series. Hippokratia. 2013 Jan;17(1):73-
6. PMID: 23935349; PMCID: PMC3738284. 

 

 

Diagnostic Challenge 

By: Fatima Wilder 

Featured TSRA Podcast 
By: David Blitzer 
 

Happy holidays from the TSRA! While we recognize that this holiday season will be quite 
different from past years, it is still a good opportunity to count our blessings and relish any 
time that we have with friends and family (via Zoom or otherwise). The new year is also a 
great time to recommit to our education, so take the opportunity to jump back into the 
offerings of the TSRA podcast! To get you started, this month we are featuring our first 
ever podcasts, where Dr. Gregory Pattakos discusses Type A dissection with Dr. Joseph 
Coselli and Dr. Peter Chen and Dr. Charles Fraser discuss transposition of the great 
arteries. All of these and more can also be found at the podcast main site. Happy 
listening! 
 

                     

 
 
 
 
 
 
 
 
 
 
 

 
Call for New TSRA Podcast Ideas 
We want to expand our popular podcast series with new ideas & topics. Our existing 
collection is available on Soundcloud & iTunes 
 

Here is a list of unclaimed topics that need to be recorded: 
Adult Cardiac 
- Brain and spinal cord protection + neuromonitoring 
- Electrophysiology (common arrhythmias, postop arrhythmias) 
- Total arterial revascularization  
- Managing/interrogating LVAD 
- Transcatheter Mitral Valve Replacement  
General Thoracic 
- Advanced endoscopy + POEM 
- Thoracic outlet syndrome 
- Esophageal motility disorders 
Congenital 
- Congenital mitral valve disease 
- Ozaki procedure  
Career 
- Residents as teachers 
- Ethics education in CT surgery: where are we now and where are we 
headed? 
- Ethical research practice in CT surgery 
- Imperative care vs. futility 
 

If you are interested in recording one of the unclaimed podcast topics -OR- have new 

topics to propose, please contact Garret Coyan @ coyangn@upmc.edu  . 
 

TSRA Educational Resources  

By: Garrett Coyan 

Global Cardiothoracic Surgery:  

The UK Perspective- Cardiothoracic surgery experience in the 
United Kingdom - Discussion with representatives from the Society 

for Cardiothoracic Surgery (SCTS) 

By: Irbaz Hameed  

Dr Simon Kendall  

SCTS President and Consultant Cardiac 

Surgeon 

 
What is the Society for Cardiothoracic Surgeons UK 

(SCTS) and what are their main goals? 

 
The Society for Cardiothoracic Surgery, Great Britain 
and Ireland is a professional society and a charitable 
organization. The Society was initially a group of 
enthusiastic thoracic surgeons who formed the group 
in the 1930’s. Initially it was titled ‘The 
Society of Cardiothoracic Surgeons’ . As the years 
went on it became apparent the importance to include 
all professionals in our specialty – i.e. allied health 
professionals, trainees, specialist doctors etc., and also make it clear the 
society’s interest in patient involvement. Therefore ten years ago the title was 
changed to ‘The Society for Cardiothoracic Surgery’ .The society promotes the 
specialty to other bodies such as the British Thoracic Society, British 
Cardiovascular Society, the NHS, British Congenital Cardiac Association, Royal 
Colleges of Surgery. 
As an example of leadership SCTS was pivotal in developing the national cardiac 
surgical database and encouraging the whole specialty to engage in and publish 
surgical outcomes. This has been a huge challenge for all involved and has 
resulted in consistent world class outcomes across the whole nation. 
 
What challenges face a consultant cardiac surgeon practicing in the UK? 

  

There are some challenges for the cardiac surgeon in the UK; 
Innovation is limited due to limited financial support. 
Consultants in the NHS are treated equally and therefore remuneration is 

through a national pay structure. Private practice is generally limited. 
In many units there is a capacity issue regarding level 3 care which is often 

shared with other specialties. There is often a continual frustration not 
being able to start the day’s operating on time and / or having to cancel 
patient’s surgery. 

Cardiac surgery in the United Kingdom shares all its activity and outcomes 
with the national database (NICOR) and for 15 years outcomes have been 
published at surgeon level which has put significant pressure on 
colleagues to maintain high levels of performance and can affect 
confidence within individuals as well as within the team. It is good that 
from 2021 the audit will move its focus away from the individual surgeon 
to the whole patient pathway (involving cardiology, anesthesia and 
intensive care), although there will still be monitoring of individual surgeon 
outcomes. In general the cardiac surgical environment is changing  to 
encourage more teamwork and mutual support rather than the surgeon 
being an isolated practitioner. 

Interventional cardiology is making great strides with PCI, TAVI and now Mitra 
clip. These are excellent techniques for certain groups of patients and the 
challenge for the UK cardiac surgeon (and across the world) is to engage 
professionally and constructively in discussions about options for the 
patient and help the patient decide which is in their best interests and 
which they would prefer. 

 

 

What is the role and challenges of being a consultant thoracic surgeon in the UK 

and what do you think the future holds of the specialty? 

 

Dr Joel Dunning  

Co-Editor in Chief of CTSNet and (Consultant Thoracic Surgeon) 

 
At the moment it is an absolutely fantastic job, aside 
from the from current pandemic. The number of 
identified cancers is going up very steeply in the UK, 
after the two lung cancer screening trials in Europe 
and the USA; we have very strong evidence for lung 
cancer screening. Increasing the number of lung 
cancers detected, from around 25%, now up to 60%. 
This is now being trialed in a number of regions in the 
UK, and is soon to be going national. One of these 
areas being Manchester, where they have nearly 
doubled their number of lung cancer patients due to 
screening.  
 
In the near future, the introduction of lung cancer 
screening to the UK will hugely increase the chances 
of picking up lung cancers in stages 1 and 2 of the disease, which in turn, will 
massively increase the ability to cure these patients with an operation. It is 
therefore a really exciting time to be a thoracic surgeon. I am not sure we ’ve all 
woken up to the amount of surgery that will actually be required over the next 5 
years; so we really need thoracic surgeons to come the fore. 
 
 
What do you think is the future of cardiothoracic surgery in the UK? 

 
We have seen over the last 5 years, that the cardiac surgery numbers are stable 
or falling slightly – the reason being, that people are looking for less invasive 
ways to treat valvular and coronary heart disease. There’s are massive strives 
being made in this area, for example, TAVI in a bicuspid valve was previously not 
performed, but this has now changed. There is even talk of acute dissections 
being treated endovascularly. Certainly, the mitral valve has endless companies 
attacking it percutaneously. This is something that I think will continue, which will 
result in the need for and number of cardiac surgeons will continue to go down. 
This will be mirrored by a continuous need for thoracic surgery, and surgeons, to 
increase. As a result, we can’t for much longer be developing mixed practice 
trainees and allowing them to decide which specialty they would like to go into, 
but then expect them to complete the examine in the specialty that they will never 
do for the rest of their life. I think the future holds further, inevitable separation as 
we increase in specialization, and I don’t think we should be scared of that – we 
should embrace it. As the ideal modern cardiac surgery training is to get trainees 
in a Cath lab for a year with a cardiologist, similarly for a thoracic trainee, 
spending a year with a general surgeon and with a respiratory physician.  
 
 
Dr Jason Trevis  
(Academic foundation Doctors and Cardiothoracic Surgery Pre-
applicant) 
 
Steps involved in pursuing a place on the cardiothoracic training program  

 
Following graduation from medical school, newly qualified doctors in the UK work 
as ‘foundation doctors’ for 2 years, where they spend 4 months at a time working 
within a specialty. There are two main routes that can taken for the foundation 
years; firstly, an entirely clinical two years, whereby every rotation is patient 
facing, and your commitments are entirely clinical. The other being an academic 
route, the structure of which varies throughout the regions of the UK, but it 
typically involves at least one rotation in the two years being dedicated to 
research. This can may laboratory, community or clinically based; depending on 
the interests of the applying doctor and their supervising clinician.  
 
If considering a career in cardiothoracic surgery, forward thinking and a proactive 
nature become imperative due to the numerous aspects that are desired when 
applying to the national selection process. As one of the most competitive 
specialties when considering application to available position ratios, foundation 
doctors are scored in numerous categories e.g. medical school performance, 
additional qualifications, engagement with the specialty, research/audit 
involvement, leadership and teaching experience. If successful, applicants are 
invited to a national selection process whereby they are assessed in numerous 
clinical and portfolio based questions, alongside practical skills such as knot 
tying, video-assisted thoracoscopic skills and lesion excision. Scores from both 
the initial application, and performance at the interview will determine if the 
applicant is successful in gaining one of the few training positions available in the 
UK.  
 
Mr. Abdul Badran & Mr Duncan Steele (SCTS Trainee Representatives 

and Registrars in Cardiothoracic Surgeons) 

 
What training routes are available to pursue a career in cardiothoracic surgery? 

E.g. clinical, academic 

 

Clinical 
 
Following success at the national selection process, trainees are allocated to a 
training Deanery; which corresponds to wider geographical regions within the UK. 
The number of positions available each year varies, depending upon the outlook 
for the future workforce and training opportunities available within each Deanery.  
 
There are two routes that can be taken when pursuing a clinically oriented 
training pathway. Both of which last 8 years in total (due to be reduced to 7 years 
in 2021), with the difference lying within the initial 2 years of training. The first 
route is described as the ‘run-through’ training program, whereby trainees begin 
as a specialty trainee-1 (ST1) and progress through to ST8 and completion of 
training, subject to completion of the required outcomes and examinations. 
Alternatively, applicants can enter the training route through an initial 2-year as a 
‘core surgical trainee’ ,typically rotating through a variety of surgical specialties, 
and then applying through the national selection process to enter cardiothoracic 
surgical training at ST3; with the remaining 6-years of training (ST3-ST8) being 
dedicated to cardiothoracic surgery. In recent years, the number of positions 
available upon the run-through training program has increased, with a reciprocal 
decline in those available at ST3. 
 
 
Academic 
 
The academic training route gives a split working pattern of both clinical and 
research/teaching (in a higher education institute) commitments. Trainees are 
required to attain a place via the same national selection process for the clinical 
training route, but are competing for one of the few academic positions 
throughout the country. Successful applicants gain a position as an academic 
clinical fellow for a maximum of the first 3 years (ST1(A)-ST3(A)), whereby there 
is usually a 75%/25% split between clinical and academic work, respectively. This 
is run jointly by the National Institute and Health Research (NIHR) and Health 
Education England (HEE). Throughout this program, applicants are required to 
meet the same clinical competencies as those in the clinical training route. The 
academic clinical fellow years aim to build the skills of trainees in order to apply 
for an externally funded PhD. Following completion of a PhD (or MD), trainees 
progress to become an academic clinical lecturer, during which time the relative 
ratio of academic to clinical commitments is typically equally split. During this 
time, trainees develop their skills as an independent researcher alongside 
working as a clinician through to completion of training. At which point trainees 
may be appointed by their associated university as a senior clinical lecturer; with 
the possibility to progression to a professorship depending on academic 

If there are meetings you would like to see here please contact Parth M. Patel, 
parth.mukund.patel@emory.edu 

Meeting  Submission deadline  Location  Dates  

Cardiovascular and Thoracic Specific Meetings 

Society of Thoracic Surgeons (STS)  August 11, 2020 Virtual  Jan 29 - 31, 2021 

Annual Update on Pediatric & Con-
genital CV Disease Conference  November 30, 2020 Virtual  Feb 11-14, 2021 

International Society for Heart and 
Lung Transplantation (ISHLT)  October 27, 2020 Toronto, Canada  Apr 27-30, 2021 

AATS Mitral Conclave  “Early January 2021”  New York, NY  Apr 29-30, 2021 

American College of Cardiology 
(ACC)  December 2, 2020 Atlanta, GA May 15-17, 2021 

American Association of Thoracic 
Surgery (AATS) & Aortic Symposi- October 27, 2020 Seattle, WA May 1-4, 2021 

Transcatheter Valve Therapy (TVT) 
Structural Heart Summit  April 15, 2020 Chicago, IL June 9-12, 2021 

International Society of Minimally 
Invasive Cardiothoracic Surgery December 14, 2020 Warsaw, Poland June 17-19, 2021 

Western Thoracic Surgical Associa-
tion (WTSA) January 11, 2021 

Victoria, BC, Cana-
da June 23-26, 2021 

Extracorporeal Life Support Organ-
ization (ELSO)  July 15, 2020 Indianapolis, IN 

Sep 30- Oct 3, 
2021 

Eastern Cardiothoracic Surgical 
Society (ECTSS)  July, 27 2020 Virtual Oct 7-10, 2020 

European Association for Cardio- 
Thoracic Surgery (EACTS)  April 30, 2020 Barcelona, Spain Oct 14-16, 2021 

International Thoracic Surgical 
Oncology Summit August 17, 2020 Virtual Oct 16-17, 2020 

Transcatheter Cardiovascu-
lar Therapeutics (TCT)  June 15, 2020 San Francisco, CA Oct 22-26, 2021 

Congenital Heart Surgeons' Society 
(CHSS)  May 26, 2020 Chicago, IL Oct 24-25, 2021 

CHEST Annual Meeting  May 31, 2020 
Vancouver, Cana-

da Oct 24-27, 2021 

American College of Surgeons 
(ACS)  August 7, 2020 Washington, D.C.  Oct 24-28, 2021 

Surgical Treatment for Arrhythmi-
as and Rhythm Disorders September 11, 2020 Virtual Oct 30-31, 2020 

Southern Thoracic Surgical Associ-
ation (STSA)  April 5, 2020 Atlanta, GA Nov 3-6, 2021 

American Heart Association (AHA)  June 4, 2020 Virtual  Nov 13-15, 2021 

Resuscitation Science Symposium June 4, 2020 Virtual  Nov 13-15, 2021 

General Surgery Meetings of Interest 

Academic Surgical Congress (ASC)  August 7, 2020 Virtual Feb 2-4, 2021 

American Surgical Association 
(ASA)  November 16, 2020 Seattle, WA Apr 15-17, 2021 

American Transplant Congress 
(ATC) December 4, 2020 Seattle, WA June 5-9, 2021 

American Society for Artificial In-
ternal Organs (ASAIO)  February 1, 2021 Washington, D.C. June 9-12, 2021 

Southeastern Surgical Congress 
(SESC)  February 19, 2021 Atlanta, GA 

August 21-24, 
2021 

Southern Surgical Association 
(SSA)  July, 31 2020 CANCELLED Dec 6-9, 2020 

    

Abstract Deadline Status Upcoming 
Prior Year for Up-

coming 
Passed for Up-

coming 

Question 1: Which of the following is not a principal of the Cox-MAZE procedure for 
atrial fibrillation ablation? 

A. Increasing ventricular force 
B. Establishing sinus rhythm 
C. Eliminating thromboembolic risk 
D. Allowing normal function of atrial transport 

Answer: A; When developing the Maze procedure, Dr. Cox successfully addressed 3 
principles, including establishing a sinus rhythm, eliminating the thromboembolism risk, 
and allowing normal function of atrial transport 
 
Question 2: Which of the following is not needed during donor/recipient matching for 
heart transplantation: 

A. ABO compatibility 
B. Size compatibility 
C. HLA matching 
D. Anti-HLA antibody detection 

Answer: C; HLA antigen matching is useful and might predict chronic rejection in some 
patients, however it is not necessary for heart transplantation given the low tolerance for 
ischemic time. The detection of panel reactive antibodies is important. Anti-HLA 
antibodies (humoral sensitization) can be detected using a positive panel reactive 
antibody (PRA) test. In modern practice, flow cytometry is often used to identify anti-
HLA antibodies in the serum of recipients, and performing a “virtual crossmatch” with 
the known HLA typing of the donor. ABO compatibility and Size compatibility are used 
as the first steps of the screening process for donor/recipient matching and are critically 
important. 
 
Question 3: Which of the following echocardiographic parameters is not consistent with 
a diagnosis of severe MR? 

A. Vena contracta width ≥ 0.7 cm 
B. ERO < 0.4 cm2 
C. Regurgitant fraction ≥ 50% 
D. Jet area > 40% of LA area 

Answer: B; The effective regurgitant orifice (ERO) area is calculated by dividing the 
regurgitant flow volume by the velocity of the mitral insufficiency jet. An ERO < 0.2 is 
consistent with mild MR, 0.2-0.39 with moderate MR, and ≥ 0.4 is consistent with severe 
MR. 
 
Question 4: What is the first line treatment for symptomatic mitral stenosis? 

A. Observation 
B. Percutaneous mitral balloon commissurotomy 
C. Mitral valve replacement 
D. Mitral valve repair 

Answer: B; As long as leaflet morphology is acceptable, patients with severe mitral 
stenosis who have symptoms should under percutaneous commissurotomy. The Wilkins 
score can be used to predict success based on valve morphology; a score ≤8 predicts 
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Abstract 
 
Background: Mentoring is an essential component of cardiothoracic surgery 
training, yet trainees report varied experiences despite substantial efforts to 
enhance mentorship opportunities. This study aimed to evaluate mentorship 
effectiveness and identify gaps in mentorship education. 
 
Methods: A survey was distributed to cardiothoracic surgical trainees in 
Accreditation Council for Graduate Medical Education-accredited programs 
(n=531). Responses to 16 questions concerning trainee experiences, 
expectations, and perspectives on mentorship were collected. An 11-
component mentorship effectiveness tool generated a composite score (0-55), 
with a score ≤44 indicating less effective mentorship. 
 
Results: Sixty-seven residents completed the survey (12.6%) with most 
(83.6%) reporting a current mentor. Trainees with mentors cited “easy to work 
with and approachable,” (44/58, 75.9%) as the major criterion for mentor 
selection, while those without a mentor reported an inability to identify one who 
truly reflected the resident’s needs (6/11, 45.5%). Resident age, gender, race/
ethnicity, marital status, family status, postgraduate year, and training program 
type or size were not associated with having a mentor (p=0.15-0.73). The 
median mentorship effectiveness score was 51 [IQR 44, 55]. Over one-third of 
residents (25/67) had either no mentor (n=6), less effective mentorship (n=16) 
or both (n=3). Resident and program characteristics were not associated with 
mentorship effectiveness (p=0.39-0.99). Finally, 61.2% of residents have not 
received education on effective mentorship and 53.8% do not currently serve as 
a mentor. 
 
Conclusions: Many resident respondents have either no mentor or less 
effective mentorship and most reported not having received education on 
mentorship. Addressing these gaps in mentorship training and delivery should 
be prioritized. 
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Training. Ann Thorac Surg. 2020 Oct 1:S0003-4975(20)31558-7. doi: 10.1016/
j.athoracsur.2020.07.045. Epub ahead of print. PMID: 33011166. 
 
Click here to read the full manuscript in The Annals of Thoracic Surgery - 
https://www.annalsthoracicsurgery.org/article/S0003-4975(20)31558-7/fulltext  

 
Question and answer with lead author Dr. 
Heidi Reich, Aortic Surgery Clinical 
Associate at the Cleveland Clinic:  
 
Question 1: Congratulations on your work 
and publishing this important article in The 
Annals of Thoracic Surgery examining 
mentorship effectiveness in cardiothoracic 
surgical training. What were the main 
takeaway points from the manuscript?   
 
Thank you to the TSRA for distributing our 
survey and to all the residents and fellows who 
participated. While most trainees reported 
currently having in mentor in cardiothoracic 

surgery, our survey identified several important gaps in mentorship and 
mentorship education. Using a validated mentorship effectiveness tool, we 
found that over a third of respondents have either no mentorship or less 
effective mentorship. Additionally, the majority of residents have not received 
education on effective mentorship and more than half were not currently serving 
as a mentor themselves. 
 
Question 2: What are some limitations of the manuscript?  
 
The main limitation was the relatively small number of residents who completed 
the survey. Our sample size may have limited our ability to identify disparities in 
mentorship experiences for cardiothoracic surgery trainees, as well as the 
generalizability of our findings. Because participation was voluntary, there was 
also a potential for selection bias. 
 
Question 3: Can you tell me about what inspired you to do this study? 
What has the role of mentorship been in your career?  
 
While serving as the chair of the TSRA’s Education Committee, I was thinking 
about ways to improve the educational experience in cardiothoracic surgery. 
Anecdotally, I observed that there was considerable variability in mentorship 
experiences. I was interested in exploring whether there were disparities or 
gaps in mentorship experiences related to less diversity at the faculty level 
versus the trainee level (ex – 7% of actively practicing surgeons vs 24% of 
residents and fellows in cardiothoracic surgery were female in 2017 data from 
AAMC). 
My primary mentor, Dr. Danny Ramzy, has been an invaluable source of 
inspiration, support, and guidance for over a decade. He was instrumental in my 
decision to pursue a career in cardiac surgery. To this day, he is the first person 
I call when faced with a difficult decision. When something really good, really 
bad, or really challenging happens at work, he hears about it. This week, the 
topic was whether to serve in the California Health Corps in an area with a 
physician shortage due to COVID-19 in the month before I start my first job.  
 
Question 4: For trainees out there looking for a mentor, do you have some 
tips on how one can identify a mentor who they are able to identify with?    
 
First, I would emphasize that this scenario is not uncommon – in our study, over 
15% of trainees did not currently have a mentor in cardiothoracic surgery. On 
one hand, effective mentoring relationships can be built upon compatible 
personality types that can be found even in the absence of a shared identify. 
However, it can be a real challenge to find a compatible mentor, particularly 
when there are unconscious biases and other factors that influence the ease 
with which common interests, compatible personalities, etc. are recognized.  
My advice for trainees struggling to find a mentor they identify with is that a 
single mentor may not fulfill all of a trainee’s mentorship needs. Building a 
support network of multiple mentors may be necessary and is common, with 
approximately 70% of residents in our study indicating that they had multiple 
mentors. Ask faculty, resident peers, or industry representatives if they know of 
cardiothoracic surgeons, including those in other institutions, who might be a 
good fit, and be proactive about reaching out. Network at national meetings and 
use social media to build connections beyond your institution. Consider 
mentorship support from individuals with a shared identity who are not 
cardiothoracic surgeons. 
 
Once again, thank you for your time and congratulations on an important 
manuscript.  
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