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Strategic Professional Development
An EAST Leadership Development Workshop

January 15, 2019
JW Marriott Austin
Austin, Texas
Workshop Directors: Brian Brewer, MD, Jennifer Hartwell, MD, Jennifer Knight Davis, MD, Gary Marshall, MD
& Ayodele Sangosanya, MD
Faculty:

Hasan Alam, MD, Andrew Bernard, MD, Eileen Bulger, MD, Brad Dennis, MD, Marc de Moya, MD, Stanley J. Kurek, Jr., DO,
Fred Moore, MD, Nicole Stassen, MD, S. Rob Todd, MD, Alison Wilson, MD

Schedule:

8:00 am — 8:15 am Introduction — Brad Dennis, MD

8:15 am — 8:45 am Getting Active in National/Regional Surgical Organizations — Andrew C. Bernard, MD

8:45am —9:15 am Who Are You? Social & Emotional Intelligence & Motivation — Marc de Moya, MD

9:15 am — 9:45 am Professional Inventory: Understanding Your Own Strengths, Weaknesses, Skills & Abilities
Alison Wilson, MD

9:45 am - 10:15 am Surveying the Scene: Growth Opportunities, Local Resources, Networking — S. Rob Todd, MD

10:15 am - 10:30 am Break

10:30 am — 11:00 am Who Are You? — Team Based Learning Breakouts

11:00 am — 11:30 am Both Sides of Mentorship: Finding & Being a Mentor — Nicole Stassen, MD
11:30 am — 12:15 pm Q & A with the Faculty

12:15 pm — 12:45 pm Lunch

12:45 pm — 1:15 pm Strategic Career Planning: Gap Analysis, Goal Setting, & Career Development Planning —
Hasan Alam, MD

1:15 pm — 1:45 pm Skills for Success: Niche Development — Fred Moore, MD

1:45 pm — 2:15 pm Roadmap to the Future — Team Based Learning Breakouts

2:15 pm —2:30 pm Break

2:30 pm — 3:00pm Set Yourself Up for Success: Understanding Promotion & Leadership Portfolio —
Eileen Bulger, MD

3:00 pm — 3:30 pm Q/A

3:30 pm —4:00 pm Takeaways and Wrap Up — Brad Dennis, MD



Getting Active in National/Regional
Surgical Organizations

east

Andrew Bernard
Leadership Development Workshop 2019
Austin

It’s a big world.

U.S. Professional Surgical Organizations

+ American College of Surgeons (ACS| *  Southeastern section of AUA (SESAUA)
+ Assodiation of Academic Surgery (AAS) « Society for Basic Urologic Research (SBUR
-+ American Surgical Association (ASA)  American Urologic Association (AUA)
* Society of University Surgeons (SUS) +  Societe Internationale d'Urologie (SIU)
* Society for Surgery of the Alimentary Tract (SSAT) * American Association GU Surgeons (AAGUS)
+  Society of American Gastroenterologic Endoscopic Surgeons (SAGES  American Society of Plastic Surgeons (ASPS)
* Southern Surgical Association (SSA} * Plastic Surgery Research Council (PSRC]
* American Association for the Study of Liver Diseases (AASLD) * American Association of Plastic Surgeons (AAPS)
 American Association for Cancer Research (AACR) . Society of Platic and Surgeons
+  American Gastroenterologic Association (AGA) (SESPRS)
+ PpancreasClub  American Burn Association (ABA)
 American Society of Transplant Surgeons (ASTS) « Association of Academic Chai f
AACPS

-+ American Hepatico-Pancreatic Biliary Association (AHPBA)

+ American Society of Transplantation (AST]

+ American Cleft Palate Craniofacial Association

. ional P: d Islet ion As (P + American Society of Aesthetic Plastic Surgery
+  The Transplantation Society *  American Association of Hand Surgery

* American Pediatric Surgical Association (APSA) * American Society for the Surgery of the Hand

+  International Pediatric Endosurgery Group (IPEG *  American Association for the Surgery of

+  Southern Thoracic Surgical Association (STSA) *  Peripheral Vascular Society (PVS)

. i ety for Heart and Lung on (1SHLT) *  Society of Vascular Surgery (SVS)

+  Ssociety of Thoracic Surgeons (STS) +  Society for Clinical Vascular Surgery (SCVS)

+ General Thoracic Surgery Club * American Venous Forum (AVF)

+  American Association for Thoracic Surgery (AATS) +  Southern Association for Vascular Surgery (SAVS)
+  American College of Cardiology (ACC) *  Central Surgical Association

+ American Society of Colon and Rectal Surgeons (ASCRS|
+  Southwestern Surgical Congress

+ American College of Chest Physicians (ACCP)




U.S. Professional TACS Organizations

American College of Surgeons (ACS)
Association of Academic Surgery (AAS)
American Surgical Association (ASA)
Society of University Surgeons (SUS)

Society for Surgery of the Alimentary
Tract (SSAT)

Society of American Gastroenterologic
Endoscopic Surgeons (SAGES)

Southern Surgical Association (SSA)

American Academy Pediatrics (AAP)-
Surgical Section

American Pediatric Surgical
Association (APSA)

Society of Thoracic Surgeons
(STS)

American Burn Association (ABA)
American Association for the
Surgery of Trauma (AAST)
Society of Vascular Surgery (SVS)
Central Surgical Association
Southwestern Surgical Congress
Western Trauma Association

east

TACS-Related Organizations

u.s.
SCCM
Canadian Critical Care Society
ACCP
STN
ASPEN
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Why?

Fellowship

Education




Learn. Earn.

Leadership
Development

10

Networking/Growth
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Progression

IIIIII Association for »
Academic Surgery

12




Support an Organization

e COT
— Verification
— Education (ATLS etc)
- TQIP
— Disaster
— Etc
— Etc
* Education
e Surgical
safety/quality/NSQIP
* Advocacy
¢ Publicimage
Meetings
WTA
2006 Big Sky
2007 Steamboat Springs PTS
2008 Squaw Valley 2019 Santiago, Chile
2009 Crested Butte ESTES 2018 Cartagena, Colombia
2010 Telluride 2017 Mexico City, Mexico
20m Big Sky 2019 Prague, CR 2016 Maceio, Brazil
2012 Vail 2018 Valencia, Spain 2015 Santa Cruz, Bolivia
2013 Snowmass 2016 Bucharest, Romania | | 315 panama City, Panama
2014 Steamboat Springs | | 2015 Vienna 2013 Santiago, Chile
2015 Telluride 2015 Amsterdam 2012 Medellin, Colombia
2016 Squaw Valley 2011 Asuncion, Paraguay

2017 Snowbird
2018 Whistler

»
nnual Congress and Medicare Expo on

Trauma & Critical Care:

March 13-14,2017 London, UK

Yo
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Getting In

16

Getting Active
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Committee Involvement

19

Standing Out

20

“The majority
of performing well
is showing up
and doing your job.”

Kimberly Davis, EAST President

21
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VISION WITHOUT
ENECUTION \S

W ALLUCINATION.

-fhomas Q. edisen
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Consider the Costs

EAST $375
ACS $640
KY Chapter ACS $100
Southern Surgical $225
AAST $475
Total $1815

24



Say ‘No’ selectively.

25

26

Leadership Workshop Agenda

8:00am - 8:15am
8:15am - 8:45 am
8:45am-9:15am
9:15am - 9:45 am

Introduction — Brad Dennis, MD

Getting Active in National/Regional Surgical Organizations — Andrew C. Bernard, MD
Who Are You? Social & Emotional Intelligence & Motivation — Marc de Moya, MD
Professional Inventory: Understanding Your Own Strengths, Weaknesses, Skills & Abilities

Alison Wilson, MD
9:45 am — 10:15 am Surveying the Scene: Growth Opportunities, Local Resources, Networking —S. Rob Todd, MD
10:15am-10:30am  Break

10:30am-11:00am  Who Are You? - Team Based Learning Breakouts

11:00am-11:30am  Both Sides of Mentorship: Finding & Being a Mentor — Nicole Stassen, MD
11:30am-12:15pm Q& A with the Faculty

12:15pm-12:45pm  Lunch

12:45 pm ~ 1:15 pm Strategic Career Planning: Gap Analysis, Goal Setting, & Career Development Planning —

Hasam Alam, MD

1:15 pm — 1:45 pm
1:45 pm - 2:15 pm
2:15 pm—2:30 pm
2:30 pm — 3:00pm
Eileen Bulger, MD

3:00 pm -3:30 pm
3:30 pm - 4:00 pm

Skills for Success: Niche Development — Fred Moore, MD
Roadmap to the Future — Team Based Learning Breakouts

Break

Set Yourself Up for Success: Understanding Promotion & Leadership Portfolio —

Q/A
Takeaways and Wrap Up — Brad Dennis, MD




E-IQ in Surgery

Marc de Moya, MD FACS
Chief of Trauma, Acute Care Surgery
Lunda/Aprahamian Chair
Medical College of Wisconsin/
Froedtert Trauma Center
Milwaukee, WI

Objectives

* What is EIQ?
* Why does it matter?
* Can you improve it?




Succesful Leaders:
1Q
Technical/Clinical Skills
EIQ

Salovey P, Mayer JD. Emotional
intelligence. Imagination, Cognition,
and Personality.1990;9:185-211.

Social Skill Self-Awareness

Emotional

Empathy Q

Self-Regulation

Motivation

Daniel Goleman. What Makes a Leader; Harvard Business Review.1996




Performance f(x) of
X)Y,Z

Zwas 2 x’s as
powerful




Self-Awareness

Self-Regulation

Motivation




Social Skill

Can it be Measured?

* https://www.ihhp.com/free-eq-quiz/




self-Regary
sa-Actualizgg;,
emotiona)

-Awar
got-Awareng, ) vo,%

W %% o
[¢] % ¢ m
H - Ed
2 Emotional g 2
© Intelligence 8 =
o >
o =
w o
o m

0 N
"N & SOCIAL punc™®

16

Nature vs Nurture?

Can elQ be learned?

* 360 evaluation
¢ Coach

¢ Deliberate Practice

* Breaking bad habits and forming better habits




Five question approach

. Who do | want to be?

. Who am | now?

. How do | get from here to there?
. How do | make change stick?

. Who can help me?

Goleman, Boyatzis, McKee. Primal Leadership. HBR. 2001

Conclusion

elQ consists of 5 components

Self Awareness, Self-Regulation, Motivation
Empathy, Social Skills

An asset looked for during recruitments

Can be improved

"An emotionally intelligent leader can
monitor his/her moods through self-
awareness, change them for the better
through self-management, understand
their impact through empathy, and act
in ways that boost other’s moods
through relationship management”




Thanks




Professional Inventory:

Understanding Your Own

Strengths, Weaknesses,
Skills & Abilities

Alison Wilson, MD, FACS
Professor of Surgery
Skewes’ Family Chair in Trauma Surgery

Executive Director, WVU Critical Care and Trauma
Institute

WHEN WE START

* Excited to Get Started
* Finally, all “Grown Up”

* Independent, Make our
Mark

* Do It All
* Be the Best Partner/Faculty
* “Operate, Teach, Research”

REALITY SETS IN |k i

you realizelyoularelanfattending.

5

* Lots of demands on time
* Being Everything to Everyone
* Where Do You Really Fit ??
* ABSOLUTES:
* Patient Care: Call, Med Records

e Admin: Paperwork, CBLs,
Compliance

*DOING IT ALL, BUT ONLY i
’ "Semeane successfull
FOR SO LONG attonding: The'Atiendior
Attending.




WHAT WE ALL WANT

Purp ' \m Vo
Jou i the fire
thatigisht Vo gway.

»

FIGURING YOUR “BEST FIT”

*TRAITS
«STRENGTHS *TECHNICAL ACTS

* What you are already good at * SKILLS and ABILITIES
¢ Things you can “run” with easily * Things You Do Well
* Operative Skills
* Data Collection
* WEAKNESSES * Write Papers
o Vilhaale . Com@ttees/Taskforces
« At Risk for Mistakes * Negotiate
* “Not Optimized”

HOW TO FIGURE THIS OUT

_ Figure It Out!

L e




* LIMITATIONS

YOUR ASSESSMENT . vour own slinders

* Your Biases
¢ WHAT DO YOU REALLY LIKE > OVETESITERE SomE

* Underestimate Some
* WHAT HAVE YOU ACCOMPLISHED m@ @

* WHAT DOESN’T FEEL LIKE WORK

* WHAT GETS YOU UP IN THE AM

OTHERS” ASSESSMENT

*360 EVALUATION e Interviews
. Chair' Division Chief * More in depth, Granular
* Peers, Co-Workers z:‘;lllyersamp'e
* Those Who Work For You

* External e Electronic
¢ Others « Larger Sample 360
¢ More Superficial N ’
¢ Who Selects??

PERSONAL INVENTORY ASSESSMENTS

« Validated for Purpose GALLUP

* Vary in Length, Scope CLIFTON

, TRENGTHSFINDER*
 Perform On Your Own =

¢ Optimize w Facilitator w/in a
Group




PERSONAL EXPERIENCES

COLOR PALETTE

* PURPOSE: Traits and
Interpersonal Interactions

* Major Traits + Expression
* Impact on

* Behaviors

 Perceptions of Situation

* How One Processes

Info/Interactions
* How One Prioritizes

¢ Individual + Group Component

what leadetship || What leatenship
losk s ke, Teely Vke.

WHAT | LEARNED

* Key Things that “Make Me Tick”

e Lists, Priorities
¢ Why Some Things “Make Me Crazy”
* Slamming Doors, Phones on Ring in Meetings

* Many Traits Come Together — Pattern Recognition
* Learn to ID one and can Predict Others + Responses

* Epiphany !! People Can Look at Exact Same Thing and See Completely
Different Things T




DiSC

* PURPOSE: Personalities and
Communication

* Designed for Workplace
¢ Conduct in Work Group
* Electronic Eval w Feedback

* Dominant, Secondary Traits w
Expression

« Situations and Category Views

MY DiSC

* DC - Strong Tendency * Learned about “l and S”
 Task Focused * They are not out to waste my time
* Bold, Outspoken ¢ More comfortable w/ Indirect
« Attention to Detail * Relationship focused/based
* Results Driven * More willing to try new ideas
« Risks * More Spontaneous

« May Not Consider “Outside the * Shut down w direct conversations

Box” Suggestions * CHANGES
* May get Stuck in Details
* Adherence to What Works

CDR

*PURPOSE: Defining
traits and implications
on behaviors

*Traits
*Drivers
*Risks
*Rewards




CDR

* Things | Am * OPTIMIZING
¢ Competitive ¢ Lower Expectations
* Perfectionist * Decrease Urgency — Map it Out
¢ Impulse Control * Provide Expectations but Give Flexibility
* Detached * Prioritize
* Things | Am NOT * Build In Breaks
« Easy Going * Choose the Team Wisely -—
* Spontaneous
* Social Stamina
* Easy Going

NOW WHAT ??...LOTS OF DATA

* Great to Have Data
* Do You Believe It ?
¢ Willing to Accept the Info ?
* How Do You Act on It?
* Tendency to Focus on Strengths
* “Head Start”
* Wins with Small Adjustments
* Easier to Implement
* Lower Marginal Improvement

MAKING A ROADMAP

cWHY??? * FIND STRENGTHS/GAIN

* Making a Professional Inventory CONFIDENCE
¢ Taking the Assessment

* FIND WEAKNESSES/OFI

w * GET OTHERS’ PERSPECTIVES

* BOSS MADE ME




IMPLEMENTING CHANGE
YOUR “WHY” *STRENGTH

SHOULD DRIVE "“airoes
THIS * Apply to a “Project

] ; ¢ Ex. Perceived as Abrupt (OFI)
i :
L ]

* Ex. Good at Organizing/Prioritizing

Wiy 7
n:

IMPLEMENTING CHANGE

* OFl: ABRUPT
* CHANGING YOUR INTERACTIONS

* Deliberate
* Word Choices: “Can We....” vs “Please Do”
* Planning Your Interactions
¢ Ask about them, Don’t jump right into work
« Set aside time for personal interactions
* Make Sure Others Understand Your Traits
* Did others participate
* Establish ground rules

DEVELOPING SKILLS

*Good at Organizing/Prioritizing
¢ Pick 1-2 Projects

* Select the Team

* Map Out the Project

* Make Goals/Endpoints

* Construct Timeline —_—

* Track Progress
* Measure Results/Deliverables
* Celebrate




OPTIMIZING SKILLS + ABILITIES

*GOALS + VISION * More than a “To Do”

List

*\WHO DO YOU WANT TO BE * More than a “Goal for

Next Year”

* Takes Time, Honesty,

*WHAT DO YOU WANT TO Work
DO

ARTICULATE IT

* GOALS * Become a Model for Critical Care

o Bz Pz Delivery in Rural Areas

« STRATEGIES * Improve Access to Intensivists

* Specific Programs * Decrease Transfer Times

*TACTICS * Virtual ICU
* Steps to Make the Programs * Transfer Algorithms Based on Pt.
Status + Hospital Resources

MAPPING THIS OUT

¢ Can You Do This On Your Own??
e Are You in the Right Place??

¢ Finding Help
¢ Division Chief
¢ Chair
* Mentor
¢ Coach




WHEN YOUR GOALS and STRENGTHS DO NOT
ALIGN

¢ Tenure Track + RO1
* Never Written Paper

¢ |s This Really What You Want??

* Developing These Skills
* Courses

De CEQ . * Mentor in THAT Area
* No Previous Leadership « Sustained Involvement

* No Finance * Show Progression
* Periodic Re-Evaluation

¢ Education Guru * Honest, Realistic
* Don’t Participate in Didactics

BE TRUE TO YOURSELF

¢ Periodic Checks: Timeline, Outside Person
* Making Progress??

*Why Are You Stuck??
e Barriers??
¢ Alignment of Job Needs and Your Needs???
¢ |s This Really What You Want??

SUMMARY

* Know your Characteristics — Will Tell
Your Comfort Areas — Maximize

» Know your Skills/Abilities — Optimize,

Supplement

¢ Make your “White Paper” — Goals,
Strategies, Tactics

* Map It Out — Timelines, Checkpoints

* Re-Assess — Cause of Shortfalls,
Celebrate Achievements




I’'m An
Assistant Professor,
Now What?

S. Rob Todd, MD, FACS

Strategic Professional Development —

An EAST Leadership Development Workshop
January 15, 2019

Disclosure

i
Medicine

I have nothing to disclose.

The Triple Threat




Or Is It This?

The Triple Threat? Baylor

Is It Still Possible to Be A Triple-
Threat in Modern Medicine?

e Brian Gilmer, MD orthopaedic Surgery
& Oct 08, 2018

“It was, and is, a noble aspiration.

It’s also increasingly impossible.”

The Triple Threat?

Clinical workloads are increasing

Academic success is based on quantity, not
quality

Teaching has fallen aside, in part because it has
no easy metric

B Gilmer, 2018




The Triple Threat?

Careers in Academic Medicine
Triple Threat or Double Fake

Arch Intern Med—Vol 148, Sept 1988 Editorials

“The outcome, however, is less often than
ideal. Physicians who are truly outstanding
in one of these three areas feel compelled
to excel in all three, but sometimes they

end up excelling in none.”
JS Alpert, 1988

The Triple Threat?

“Junior faculty members should be encouraged
to develop those areas that interest and suit
them best. In other words, faculty members

should “play to their strong suit.”

“Rather, excellence in one area can and should
be combined with a good, solid performance in
the other.”

JS Alpert, 1988

Seven Attributes

urgery 214 (2017) 165-179

Contents lists available at ScienceDirect

The American Journal of Surgery

i ]

ELSEVIER journal www.am: j com

The seven attributes of the academic surgeon: Critical aspects of the ®cmm
archetype and contributions to the surgical community
Todd K. Rosengart, MD *, Meredith C. Mason, MD, Scott A. LeMaire, MD,

Mary L. Brandt, MD, Joseph S. Coselli, MD, Steven A. Curley, MD, Kenneth L. Mattox, MD,
Joseph L. Mills, MD, David J. Sugarbaker, MD, David A. Berger, MD

Michael E. DeBakey Department of Surgery. Baylor Colege of Medicine, Houston, TX, USA




Seven Attributes Colzeot

Medicine

Individual Academie surgeon archetype characeristics

Demographic Information Swgeon 1 Sugean 2 Surgeon 3 Swgeon 4 Surgeon Sugeon & Sugeon 7
s
Age (years) El 56 & o % )
Highest rank Vice-Cha, Chairman, DivisionChiet.  Division Chiefof  Division Chier, Asociate Dean,
Division Chiel  Endowed Chair_ Endowed Chair  Chief | Sall Endowed Chair Vice-Chair
v v I ¥ v v v
3 2 2 3 2 ' 3
E 2 » 2w % x
v v v ¥ v v ¥
@ 2 7 FRE T 2
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@ 2 57 B a7 1
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29 200 17 s 206 a2 25
i 3 15 @ i3
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725M 1aam Y UM oM nsm 21m
It 15 7 7o o
3 2 ¥ » 2 o= 2
15 3 2 s 2w 1
100 3 o 5 500 181 ]
1 3 7 0 o o 0
@ 15 5 E ) 13

TK Rosengart, 2017
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Seven Attributes

1. Identify a complex clinical problem that others
have ignored or thought unsolvable,

2. Become and expert in that field,

3. Innovate new insights, treatments, or
procedures to advance the treatment of the
clinical problem,

4. Observe closely the outcomes of such
treatments and those of others to further
improve such innovations,

TK Rosengart, 2017

11

Seven Attributes

¢ )
Medicine

5. Spread knowledge and expertise to others
through publications, presentations, and
practice guidelines

6. Ask important questions in the field to try to
further improve care, and

7. Train the next generation of surgeons and
scientists

TK Rosengart, 2017
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Seven Attributes

OVER 15 MILLION SOLD

THE /HABITS OF

_HIGHLY
EFFECTIVE
PEOPLE

Powerful Lessons

Baylor

Research Opportunities

Identify a clinical void or need
= Disease process
= Technical innovation
Often takes several years to identify after

becoming an attending surgeon (often times
many years in regard to technical innovations)

Consider adjunctive colleagues/services to
partner with outside of Surgery (medicine)

TK Rosengart, 2017

14

Research Opportunities

Don’t underestimate the importance of your
peers/mentors

Take advantage of the co-localization of talented
investigators at academic institutions

Don’t anticipate an “overnight wonder”

Be accepting that your research might migrate
from a variety of initial research thoughts and
discovery opportunities towards interests often
far from their original focus

TK Rosengart, 2017

15




Educational Opportunities

&
CORRISE
RESOURCES |N SURGICAL EDUCATION

1s Division of Education

16

Educational Opportunities

Timely and informative peer-reviewed articles
that relate to all aspects of surgical education

Features innovative tools, information, and other
resources that will enhance your surgical
education endeavors

sermisSE

17

Educational Opportunities

Identify who the leaders are in your Surgical
Education Office

Perform a thoughtful needs assessment
Identify opportunities

18




Educational Opportun

NSURGICAL
*EDUCATION
WEEK 2019

April 23-27,2019

ASSOCIATION OF PROGRAM DIREGIORS IN
ASSOCIATION FOR SURGICAL EDUATION,
EARLY BIRD EXHIBITOR DEADLINE, January 2

Administrative Opportunities

Just show up and wait...
It won’t take long
Be cognizant of not over-extending yourself

20

Societal Opportunities

Y )
LYW estern Trauma
Association

f W%\*ﬁ The Socit
@3\ c)fThoraceitcy

=,/ Surgeons

Eastern Assosiation for the Surgery of Travma

Avaing Sce, Frring Altonsics, and Bukding Caroers

east
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Societal Opportunities

Identify societies of interest
Specifically, identify your societal “home(s)”
Identify opportunities

22

Societal Opportun

Societal Opportunities

-

B
east

Get Involved

o the Surgery of Trumma

Now that you sre s mamber of EAST,getnvolved!

((((( ABASTatm Get Involved

24




Societal Opportunities

Identify societies of interest

Specifically, identify your societal “home(s)”
Identify opportunities
Start local if possible

Show up! It's 90+% of the battle

« of
Medicine

25

Societal Opportunities

JACS | s | Events | FodaSupeon | Ptnts sndFamty | Contact | My Prtie | Shop | Donse

Q AMERICAN COLLEGE OF SURGEONS

Momber Servicos  Quallty Programs _ Education  Advocacy  Publications _ About ACS

ACS Leadership Manual: Get Involved

e ——

The Path to ACS Leadership

Joins ACS / Medical Student decides to become a surgeon

Resident Joins theirlocal chapter
.

.
Butovmatc mamborshinintha Dacldant

26

ACS Opportunities

¢ )
Medicine

The Path to ACS Leadership

Resident

Ao ok
ettt JrE—

Becomes 0 RAS Council Membar
Particotesina RAS committos s 2002 e R ERTEL oo
¥

Becomes aFellow

Becomesth Chapter Socretary
Joisthe
Young Follows Assocation (YFA)
Becomesa
Mombor of 3 YFA Workroup
Chairofa YFA Workgroup.
Becomes Chairofthe YFA
Jois an ACS Committee
Joins an Advisory Councll

Blcted a5 Governor (Board of Governars).

Elcted s a Regnt (Board of Rogants)

27




The New Triple Threat

The New Academic Medical Triple Threat

FEBRUARY 11,2015
Arlen Meyers, MD, MBA

Leadership
Entrepreneurship

Innovation

28

Promotion

Appointments and Promotions

Contact Faculty Affairs
Introduction e 2

Procedure Summary 3

In Conclusion

You don’t have to do it all

Find what makes you happy

Within that, find an opportunity or need
Be patient

Do your homework

Learn to say “No”

30




In The End...

“Certainly, | fail more than I succeed. But when |
succeed, | sleep well and know that it’s enough.
What if we don’t have to do it all? What if
instead, we just took care of ourselves and our
families, took care of our patients, and did well
the one good thing that matters to us? We could
work together to figure out the rest.”

B Gilmer, 2018

31




Both Sides of Mentorship:
Finding & Being a Mentor

) e
T interest

W

Disclosures

I have nothing to disclose.

Q Cannot cover everything about mentoring in 30 minutes
asty

Myths about Mentoring

It only happens on a long term,
one on one, face to face basis

Mentors must be older and
more experienced

Only the Mentee benefits
Taking the time to mentor | — Kpeor

“Id like to mentor you. We can start by you

decreases your productivity geting o s cole

One mentor is all you ever need




e

Mentoring Definition

“To help and support people to manage
their own learning in order to maximise
their potential, develop their skills, improve
their performance and become the person
they want to be”

(Parsloe, 1992)

10

Multiple Levels of Mentors

Senior Mentor
Peer Mentor )
Internal Mentor ~

External Mentor

Formal or Informal

X3
L0

Advantages of Mentoring

* Advantages for the mentee:
— Career advancement
— Salary
— Organizational/professional identification

» Advantages for the mentor:
— Career enhancement
— “Passing the torch to a new generation”
— Learning from mentee




Disadvantages of Mentoring

Disadvantages for the mentee:

— Overdependence on the mentor

— Micro-management from the mentor
— Negative halo from mentor who fails

Disadvantages for the mentor:

— Mentee dependence on mentor

— Time, energy commitment to mentee
— Negative halo from mentee who fails

Responsibility of Mentees

* Seek counsel and advice, not a just a supervisor
who directs actions

Be aware of potential pitfalls
— Overbearing mentor
— Mentor exploitation of mentee’s work

— Be sensitive to the difference between asking for
help/advice from your mentor and demanding favors
from your mentor

Responsibility of Mentors

Offer guidance that helps mentee develop
— NOT to make decisions for mentee or micromanage

Be aware of potential pitfalls

— Overdependence of mentee

— Mentee exploitation of mentor’s influence
— Developing a mentee VS using a mentee

Be aware of dynamics of relationship
— Developmental needs may change




Are You a Mentor?

"Before you are a leader, success is all
about growing yourself. When you become
a leader success is all about
growing others.”

Jack Welch

Components of Being an Effective Mentor

» Wanting the mentee to succeed
* Facilitating the mentee’s success
— Making contacts available

— Facilitating introductions within your professional
network

— Connecting to resources

* Promoting the mentee’s career, independent of

your own
.

Components of Being an Effective Mentor

* Providing a broad spectrum of advice
— Career and technical

 Bolstering the mentee’s capacity

» Encouraging risk and self-exploration

* Focusing the relationship on the mentee
— In a way that is beneficial to the mentee
— Being friendly, not necessarily being friends




Skills Required By Mentors

* Ability to build rapport with the mentee
» Communication skills
Feedback skills
Questioning skills
Listening skills
Interpersonal skills —n

Just @ darm minute! Yesterday you said X equals pso!”

Is the Traditional Mentoring Model
the “Best” One?

A
9

Nev&Approach to Mentoring

ou need more than a single person. You need a network
ATV KM O ONCAC SIS T T | GTREET JOURML

The “traditional” mentoring relationship

— A single senior colleague who can show you the ropes and open
the right doors

A better approach - create and cultivate a developmental
network

— A small group of people to whom you can turn for regular
mentoring support

— They have a genuine interest in your learning and development
— Your personal board of directors

Not just a group of people you casually network with




h to Mentoring

YE KRAM 8 \C HGGINS .
. THE

Beyond One-on-One
How the network model of mentoring compares with the traditional madel
TRADITIZNAL DEVELGPMENTAL NETWORK

Mentor Individual Group

Role of Mentor(s) Expert passing on Co-learners sharing knawledge:
knawledge

Relationship(s)  Hierarchical Hierarchical and peer
Stable Changing
Within the organization Inside and outside the organization

Individual Enhanced performance, Enhanced performance, leaming,
Outcomes career sccamplishments self-awareness, social skills and
and satisfaction: career leadership capability
advancement
Organizational  Enhanced performance  Enhanced performance,
Outcomes. and retention organizational leaming, innowation
and leadership capacity

Source Kathy £ Kam oné Manea € Wiggns

®

A New Approach to Mentoring

ys, you need more than a single person. You need a network
B ATHYE OAMSTSHONCAC NS B AT STREET JOURNAL

* The composition of the group depends on where you are in
your career and what you're looking for
— Early Career
* Your bo gned mentor
* Peers to get feedback on areas where you need to improve

— Midcareer
* Look to other managers and people outside
* someone you know from a professional association might ha
on new ideas
— Peers for coaching on the next steps to take in their career,
nily members for hi ievi bett in their live:

So How do You Build Your
Developmental Network?

Pieces of it May Already
be in Place!!




Step 1: Know Yourself

* Aself SWOT analysis
— Personal goals
— Strengths and weaknesses
— Relational skills

Kram and F

Step 1: Know Yourself
* Work

— What do you really enjoy doing at w
— Where would you like to be in two years/five years?
— Are there skill/knowledge gaps that you want to fill?
» Life
— Do you have a healthy balance between your work and
outside commitments
* Interpersonal skills

— Are you comfortable reaching out for help, sharing your
experiences and soliciting feedback?

— Starting conversations with strangers?

.-: d Kram and Higgins 2013 w

Step 2: Know Your Context

* An opportunity audit
— Think through the context in which you are currently
working
— If you are planning a change, where you’d like to go

— What is the opportunity structure for where you want
to go

@
Kram and Higgins 2013




Step 3: Enlist Developers

* Primary task is to actively enlist individuals who
have the potential to provide the critical help that
you need to advance your personal goals

Kram and Higgins 2013

Step 3: Enlist Developers

* Defining your existing network
— Who are your developers

— Map your developmental
network

— Analyze your developmental
network

Kram and Higgins 2013

Kram and Higgins 2013




Create Your Developmental Map

* Each section is a
different arena from
which developmental
relationships originate

MY DEVELOPMENTAL NETWORK MAP

* Put people in the
appropriate quadrant

* Indicate how close or
distant they are

g il Kram and Higgins 2013

Analyze Your Developmental Network

* Size
— Do you have the right number of developers to help
you reach your goals?

— Do you have too many and need to manage those
relationships more effectively?

* Diversity

— In each category, how similar or different are they?

* Experience, function, background, demographics,etc.?

Analyze Your Developmental Network

* Density
— Is your entire network connected in some way?
— Is your network very closed or is it open?

Strength of Connections

— Are all your developers very close or do you have a few
who are more distant?

Connections to Power and Influence

— How many people would you characterize as influential
and/or well-connected?

Kram and Higgins 2013




Step 4: Regularly Re-assess

* Will your current network help you achieve your goal?

* What type of help is missing?
— Can your current network help you to meet people that you
are missing?

* What, specific actions will you take to get things started?

— How you will you initiate contact and/or enhance
relationships?

« Start with one or two relationships that you think will substantially
enrich your network and support your leadership goals

Kram and Higgin

Step 4: Regularly Re-assess

* Keep reassessing your developmental network
— Current one may not work as situations change

» Determine which developers still help you
meet your goals and which do not

* Be intentional when seeking out advice

Assessments

Kram and Higgins 2013

Step 5: Develop Others

* Consider how being part of your network can
benefit them also

* High-quality mentoring is about mutual
learning

* Consider how your high-quality relationships
serve to develop others

Kram and Higgins 2013




Summary

Summary

* Mentoring is a two way street i

- &
* One mentor is unlikely to fulfill all —Fkmmmers®
developmental needs

— Synthesize lessons learned from all mentors

* Transition in your career where you are judged
not by your accomplishments but by what your
mentees accomplish

al Aty

New Approach to Mentoring

By KATHY E KRAM and MONICA C. HIGGINS

Beyond One-on-One
How the network model of mentoring compares with the traditional madel

TRADITIONAL

Mentor Individual

Role of Mentor(s) Expert passing on

knomledge

Relationship(s)  Hierarchical

DEVELCPMENTAL NETWORK
Group

Co-learners sharing knowledge

Hierarchical and peer

Stable
Within the arganization

Changing

and outside the organization
Enhanced performang hanced performance, leaming,
carcer accamplishments self-awareness, sodial skills and
and satisfaction; career  leadership capability
advancement

I
Outcomes

Enhanced performance, retention,
organizational learning, innovation
and leadership capacity

Enhanced performance
and retention

Organizational
Outcomes

Source sty £ Keum e Maica € Wggns




Summary

* Build Your Developmental Network
— Know yourself
— Know your context
— Enlist developers
* Multiple levels
— Regularly re-assess
— Develop others

&

EAST Careercast

The Mentor-Mentee Relati i Interview with Dr. Wayne Meredith -
Careercast #36

Many surgeons recognize the need for mentoring, especially early in their career. As they
gain experience, they often find ioning into the role of mentor. But
what exactly does a mentor do? What is the mentees role? How does this relationship
develop and progress? In this Careercast, Dr. Brad Dennis talks with EAST Past President
Dr. Wayne Meredith of Wake Forest University. Dr. Meredith shares how to identify a
mentor and develop the mentor-mentee relationship. Additionally, he discusses the
responsibilities of each person in the relationship as well as advice for being a good
mentor and mentee.

4 Listen & Download

Conclusion

* Mentoring is not a one size fits all topic
» Cannot cover everything in 30 minutes

* Hopefully you now have a framework to start with

. ST
THE REST of 'ouR LIFE-:
£ AVERAGE

)

| MEMORABLE ™,




Mentoring

“A good leader inspires people to have
confidence in the leader. A great leader
inspires people to have confidence in
themselves.”

Eleanor Roosevelt

Both Sides of Mentorship:
Finding & Being a Mentor

ENETgY = : Servin
% ZdevelopmentS.anang gy racto

believe

EAST Leadership and Development Workshop

Nicol “CM (@NAJSW)




Strategic Career Planning: Gap
Analysis, Goal Setting, & Career
Development

Hasan B Alam, MD
Norman Thompson Professor of Surgery &
Head of General Surgery

UNIVERSITY OF
MICHIGAN

Disclosures

I do not have any relevant financial relationships
with any commercial interest that pertains to the
content of my presentation.

I do owe my academic success to numerous
mentors, collaborators, partners, and trainees.

Academic Career




HOPE IS NOT A STRATEGY

We create our own future

- Nelson Mandela

Your choices and actions today =
your life 10 yrs from now

What are you doing?

Calling
Career
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Outliers
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Better get started!

No Substitute for Hard Work

Far and away the best prize that life
has to offer is the chance to work hard
at work worth doing.

Theodore Roosevelt

But you also must work smart

Success?

Local- Clinical

National/international- Publications + New
Discoveries + Leadership roles

Academic promotion- Publications + Funding +
Administrative

Financial- Easiest
Personal- Often ignored




Ikigai

A JAPANESE CONCEPT MEANING “A REASON FOR BEING”

Satisfaction, What you ....] Delight and
but feeling of LOVE e fullness, but
uselessness ow— no wealt
\ /
\PASSION /i MISSION
L}
What you are What the
GOOD AT &

world

S
\ NEEDS

PROFESSION  f VOCATION %

y
Y
\
{
" i
Comfortable, [mmmms==" What you Excitement and
but feeling of can be complacency,
emptiness PAID FOR but sense of
uncertainty

10

Gap Analysis
» Know your own strengths and weaknesses
» What really inspires you?
» Know what your employer values- Does it align
with your goals?
» Meaningful academic idea(s)
— Inspiring
— Novel
— Impactful
— Growth potential

» Mentors and collaborators, Professional
Societies

Common Mistakes

* Overestimating your strengths

* Underestimating your weaknesses
* Lone Wolf

+ Shiny Object Syndrome

* Wrong (or no) mentor

+ Time wasters

* Misaligned priorities

* Poor (or no) planning

* No sense of urgency

* Selfishness




YOU ARE THE AVERAGE OF
THE FIVE PEOPLE =~
~ YOU SPEND
THE MOST TIME WITH.

. Rt

Chose Wisely

Learn from the Best

Identify people who are better than you

and work with them

Professional success need mentors & collaborators

People who push you to be the BEST that you can be

Manage Your Time

» Know where your time goes
— 168 hrs/wk- account for all of it
* Priorities
* Delegate
+ Say No to time wasters, but otherwise say YES
» Writing time must be on your schedule

 Start now- 7 years




Goal Setting

Need powerful long-term goals to inspire
and motivate, and to deal with daily
challenges

Need short-term goals that are focused,
measurable, achievable (but not easy), and
meaningful

Evaluate, adjust, and aim-higher

Evolve constantly, push yourself
relentlessly

Don’t relive last week
Learn new skills

Take on new tasks BEGIN
Failures are expected, — ATTHEEND —

but OF YOUR

Not learning from
mistakes is unacceptable

COMFORT ZONE

Evolve into the person
you want to be in 10 yrs

18




SUCCESS  SUCCESS

WHAT PEOPLE THINK ~ WHAT IT REALLY
TLOOKSLIKE LOOKSLIKE

Grit
* Learn
* Make original mistakes

Career Development Planning

Define focus early

— Clinical

— Research

— Admin

Right job

Timeline (Count back from 7)

Mentors/Launch team




Keys to sustained academic
productivity

Time
management

Balanced
lifestyle

Phases of Professional Life

* The first 3 years
* The next 5 years
* Everything else follows

Suggestions for Academic
Success




Write on Schedule

Currency of academic success
Promotion, grants, recognition

Biggest determinant of long term success
Why doesn’t everyone do it?

IF YOU REALLY WANT
T0 DO SOMETHING,
YOU'LL FIND A WAY. IF
YOUDON'T, YOU'LL FIND
AN EXCUSE.

~clisw Rohw

I will, as soon as I have some free
time. ..

Everyone has 24 hrs/day
‘What you need - Better time management skills




Need more protected time...

* Prove that you deserve it
* Practical options
— Eliminate timewasters
— Use time more efficiently
— Reset priorities

— Look for another job

I just don’t feel inspired right
now

JUSTDOIT.
&

; WS Sfubir ™"

29

I have nothing to write about (or
no desire)
* REAL problem




Scheduled Writing

» Set up a schedule
— Every day, or at least 3 times per week
— More time = more productivity
— Stick to it
— Can’t maintain it- figure out why?
* How much time?
— 5-10 hrs/wk- average
— 10-12 hrs/day- grant deadline
— Avoid binge writing

Style

+ “Learn to cut”
— Presentation of data is a logical process
— Be clear, brief and direct

« Stay focused

* Short sentences

Size doesn’t matter

MOLECULAR STRUCTURE OF
NUCLEIC ACIDS
Deonyribose N

Nature 1953
One page report with 6 references

We wish to suggest a
structure for the salt of
deoxyribose nucleic acid
(D.N.A.). This structure has
novel features which are of
considerable biological
interest.




Start Now

Age dynamics in scientific creativity
Benjamin F. Jones™™" and Bruce A. Weinberg®<'2
PNAS 2011
3 a2
; I
2 )
g o Nobel Prize
& \_/ pEE——— winning
33 <40 yrs- achievements in
3 4 Medicine
o >
5. E
E <30 yrs -5: -
W me s e wnoww gl S
‘ear of Great Achievement § ~
MEDICINE H

35

Nobel Laureate- Age at Greatest
Achievement

§5

Age, =31.927 + 304 PhD Age, —4.434 Theoretical, + &,
6]

(2.812) (.106) (93

81
£
s,
5%
<
%,
g 1 ) T T
15 20 25 30 35 40
Age at High Degree
Theorists . Empiricists.
p — Theorists, Predicted ===== Empiricists, Predicted .
You Will Do Your Most Creative Work
L When Young

36




Healthy, Human &7 Aged, Human
3" & ~ Brain

f

Brain S

(oS

d

Halstead
Surgeon-in-Chief
Johns Hopkins
Age =38 yrs

Established neurosurgery- 32 yrs
Surgeon-in-Chief Brigham- 42
Took time off for WWI

Carotid endarterectomy- 44 yrs
Decron grafts- 45

Took time off for \X"WH




First Kidney Tx- 35 yrs
Nobel Laureate

Starzl
First liver Tx- 36 yrs
First successful liver Tx- 41 yrs

Blalock
B-T Shunt- 45 yrs

Barnard
First heart Tx- 45 yrs

Lillehei

First open heart surgery, use of
hypothermia- 35 yrs

Cardiac Pacemaker- 41 yrs

Behind almost every major surgical innovation
you will find a young, brilliant, driven, and
disciplined surgeon, pushing the boundries




"Your time is limited, so don't waste it
living someone else’s life. Don't be
trapped by dogma — which is living with
the results of other people’s thinking.
Don't let the noise of others’ opinions
drown out your own inner voice. And
most important, have the courage to
follow your heart and intuition. They
somehow already know what

you truly want to become.
Everything else is secondary.”

Steve Jobs
1955-2011

Great Life = Loving Family +
Rewarding Work

Marry the Right Person

Take Care of Your Family




Develop into a Leader

Integrity
. % A
"?;8% 2, é:f o
@,@:o r o9
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47
Trust

48




Do the Right Thing

-t A genuine leader is
E not a searcher for
consensus but a

|
= 'T x> molder of consensus.
ul‘ ’\W

49

Empower Others & Share
Credit

50

Find Solutions

Don't find fault,
find a remedy.

51




Inspire

positions or flowcharts. It is obout
one life influencing another.

52
Give More Than You Take
ADAM GRANT
53

Strategies for Academic Success
(my biased opinion)

= Find you passion
= Plan
= Pursue ideas that inspire you

= Mentors, promoters & collaborators:
Assemble your caravan

= Time management
= Evolve: learn new skills and find new paths

= Write, write, write
= Balanced lifestyle




Final Words

Yesterday is gone.
Tomorrow has not yet come.
We have only today.

Let’ s begin.

Mother Teresa

Questions?




Niche Development

Frederick A. Moore MD

I have no disclosures related to this topic

..o\ Winess
3 &) syl e ",

>
&

Assistant Professor Acute Care Surgery

Clinical
Research

Education

Service

Assistant Professor Acute Care Surgery
Clinical Focus Takes Priority

Many years of training
Credibility and identity
How you make money (RVUs)

Ego gratification - patients
families
residents
nurses
etc




Niche Development

Why?

Avoid Burnout
Get Promoted

Create Value

Niche Development

Things to Consider
Pick something important that interests you
Study what you have
Marry it to quality improvement

Long game strategy

Organizational Culture w

1979-1996 1996-2006

Niche Lessons Learned

2006-2011 2011-2019




Pick a Topic

Ben Eiseman

Coined the Term

MULTIPLE ORCAN FAILURE

B. Eiscimar 3., s, R, Beart, mon,, and [.. Nor 1, M., FLALLS.

Phemoms (Sl Surg Gyn Obstet 1977

New ICU technology allowed patients to survive single organ failure

Ben Eiseman

Septic Auto-Cannibalism

AT
I

Al
Senes ’
- ./ Time Days

50% Intra-abdominal Infection (IAl)

Aegovery

]
-1
2
=
=
=
=
@
1
=
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Pick a Mentol

Denver General Nutritional Support Team
Brother “Gene” Moore Hypothesis

Septic Auto-Cannibalism

Injury Stress Response
1 Muscle Mass
{ Visceral Protein
{ Organ Function
4 Immune Response
Infections

Multiple Organ Failure

Early Enteral Nutrition




PRCTs Testing Early Total Enteral Nutrition (TEN)

Benefits of Immediate Jejunostomy Feeding after Major
Abdominal Trauma—A Prospective, Randomized Study
ERNEST E. MOORE, M.D., ann TODD N. JONES, BS.N.
Early TEN vs Delayed TPN J Trauma 1986
Early TEN Reduces Infections
TEN versus TPN following Major Abdominal Trauma—
Reduced Septic Morbidity

FREDERICK A. MOORE, M.D. ERNEST E MOORE, M.D., TODD N. JONES, RN,
BRIAN [ MCCROSKEY, M.D., axp VERLYN M. PET N, MLD,

Early TEN vs Early TPN J Trauma 1989

My 15t Niche Debate: TEN Good versus TPN Bad

Early Enteral Feeding, ompare With Parenteral,
Reduces Postoperative Complications
The Results of a Meta-Analysis

FREDERICK A. MOORE MD, DAVID V. FELICIANO MD| RICHARD ANDRASSY MD,
A. HOPE McARDLE PhD, FRANK V.McL. BOOTH MD, TINA B. MORGENSTEIN RD,
JOHN M. KELLUM Jr MD,. Richard E. WELLING MD, and ERNEST E. MOORE MD
Ann Surg 1992

Alden Harken
Study Your Patients!

TRAUMA RESEARCH CENTER
DG SICU CLINICAL CORE

£
!

lly ill

Patient \

D — &

@ Organize DG Surgical ICU

Clinical Specialist Position

Standard Operating Procedures (SOPs)
Sedation
Analgesia
ICP Management
Pulmonary Care
| Ry Ventilator Management and Weaning
:i o/ ARDS Rescue Protocol
" ' ] Shock Resuscitation Protocol
Jim Heanel Enteral Feeding Protocol
Stress Ulcer Prophylaxis
DVT Prophylaxis
Bedside Procedure Team
Metabolic Cart Studies
Antibiotic Protocol
Electrolyte Replacement




Alternative Hypothesis for MOF

Prospective Trial of Supranormal Values of
Survivors as Therapeutic Goals in High-
Risk Surgical Patients*

Willbus € viker, M.I).: Paul 1. Appel. M.PA. . Chest 1988
Harry 8. Kraw, M_13.; Kenneth Wsman, M. D.; and

Flow Dependent Oxygen Consumption (VO,)

Flow
Dependent —e
1 Normal

William Shoemaker

INCOMMENSURATE OXYGEN CONSUMPTION IN RESPONSE TO
MAXIMAL OXYGEN AVAILABILITY PREDICTS POSTINJURY
MULTIPLE ORGAN FAILURE

Frederick A. Moore, MD, James B. Haenel, RRT, Emast E. Moare, MO, and Thamaz A. Whitahil, MD
J Trauma 1991

Bedside Algorithm
Shock Resuscitation

“Fred Numbers”

Early Predictors of Postinjury
Multiple Organ Failure

Angela Sauwala, M1 Frederick AL Moore, MI3; Ernest E. Moore,
James B, Haenel, RRT; Robert A, Read, MI3; Dennis ©, Lezotte,

Arch Surg 1992
Angela Sauaia

Denver MOF Database

Denver MOF Score

Defined Clinical Dataset to Study MOF

Linked to Research Data

Develop a Research Database




Postinjury Multiple Organ Failure: A Bimodal Phenomenon

Frederick A. Moore, MD, Angela Sauaia, MD, Ernest E. Moore, MD, James B. Haenel, RRT,
Jon M, Burch, MD and Dennis C. Lezotte, PhD
J Trauma 1996

Prospective Data using Denver MOF Score
Temporal distribution of the onset of MOF

1/3 Early MOF

N N
o o

2/3™ Late MOF

# patients

]
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
1

-
o o o 0

+ i | 1 i - i i
3 4 5§ 6 7 8 9 10 11 12 13 14 >14
Hospital Days

New Paradigm

Immunologic Trajectory of a Complicated ICU Course

Severe

Early MOF

Moderate CARS

Severe
CARS

Infections —» Late MOF

CAREER POKER

Recruited 1996

The PUSH

After 10 years at DG, my career had plateaued

Frustrated with DG “city hospital” culture w

Independent of my brother Gene m
W




Rich Andrassy

Tl

, R ilﬁn " N 7

New Chairman

Chief of Trauma & General Surgery 1995

Vice - Chairman

The PULL

Knew and trusted Rich Andrassy

Busiest blunt trauma hospital in the USA

L EEN LI RENIETE Resource Rich Environment

Clinical Specialist Position

Standard Operating Procedures
Bruce McKinley Sedatlor.‘
Analgesia
m ICP Management
Pulmonary Care
Ventilator Management
Organized Surgical ICU ARDS Rescue Protocol
Shock Resuscitation Protocol
Weekly 1 pm Meetings Enteral Feeding Protocol
Stress Ulcer Prophylaxis
— develop SOPs DVT Prophylaxis
Bedside Procedure Team
— SOP research Metabolic Cart Studies
Antibiotic Protocol

Marry to clinical QI program Electrolyte Replacement

Bruce McKinley

Computerized Clinical Decision Support

DG Protocol —» bedside CCDS Down loaded into MOF Database




Marvin RG, Cocanour CS, Marquez A, Ware DN, Moore FA. Blunt Trauma
Resuscitation: The Old Can Respond! Arch Surg. 135(6):688-695, 2000.

Marvin RG, Cocanour CS, Pousman RM, Marquez A, Ware DN, Moore FA.
Nitroprusside in Resuscitation of Major Torso Trauma. J Trauma. 49(6):1089-1095, 2000.

Kozar RA, Cocanour CS, Ware DN, Moore FA. Standardized Trauma
Resuscitation: Female Hearts Respond Better. Arch Surg. 137(5):578-584, 2002.

Kozar RA, Cocanour CS, Moore FA. Normal Versus Supranormal Oxygen
Delivery in Shock Resuscitation: The Response Is the Same. J Trauma. 53(5):825-832, 2002

Marr AB, Moore FA, Sailors M, Preload Optimization Using Starling Curve
Generation During Shock Resuscitation: Can It Be Done? Shock. 21(4):300-305, 2004.

Sucher JF, Todd SR, Moore FA. Central Venous Pressure versus Pulmonary Artery
Catheter: Directed Shock Resuscitation. Shock. 32(5):463-70.2009.

Moore FA, Moore EE. The Next Generation in Shock Resuscitation. Lancet.
363(9425):1998-1996, June 12, 2004.

Moore FA, Moore EE, et. al. Glue Grant Patient-Oriented Research Standard
Operating Procedures: Guidelines for Shock Resuscitation. J Trauma. 61(1):82-9, 2006

NIGMS Sponsored P-50 Team Science Grant
Sepsis Induced lleus

Frank Moody

Decreased ileal muscle contractility and increased
iNOS expression induced by lipopolysaccharide

YONGFANG LI
Am J Physiology 1996

Program Director

in Not an Entitlement Program,
Pick a Mentor bE ol

Scott Somers

P50 Programs Need to Evolve

Inducible Nitric Oxide Synthase Mediates Gut Ischemia/Reperfusion-
nduced lleus Only after Severe Insults’

. M

=
A
>
\ =

15t UT Research Fellow




Inducible Nitric Oxide Synthase Mediates Gut Ischemia/Reperfusion-
ed lle nly a vere Its’

Molecular regulation of gut I/R induced ileus

Heitham Hassoun

-
Denver SMAO rodent model f@Q
LV 2
o Dr Moody’s intestinal transit model
< iNOS induced gut inflammation :

18t UT-Houston
Research Fellow

Create Relevant Lab Model Enlist Superstars

POST-INJURY MULTIPLE ORGAN FAILURE: THE ROLE OF THE GUT
Heitham T. Hassoun,* Bruce C. Kone," David W. Mercer,* Frank G. Moody.*
Norman W. Weisbrodt.! and Frederick A. Moore*

Shock 2000

Bruce Kone David Mercer Frank Moody
Chair of Medicine Chief of LBJ Hosp

Alignment of Superstars

Norm Weisbrodt
Chair of Physiology

GUT IS THE INSTIGATOR & VICTIM OF THIS RESPONSE

|II SIRS |I|..~ Early MOF

\
Reperfusion Moderate IIII|”!

Resuscitation

Gut Laparotomy |l

ICU Therapies

Ischemia Disuse

i Blood Flow

Gastric Emptying Aspiration -

GUT Small Bowel lleus Infections Late MOF
DYSFUNCTION | 1 Colonization Toxins ate

1 Permeability Translocation

4 Immunity i
SEPSIS y

Draw a Cartoon




TRAUMA RESEARCH CENTER

Molecular Morphology Stomach
MercerC

Kone VanWinkle
Davies Lichtenberger
Cocanour

Bioethics
Knudson
Cocanour
McKinley

Absorption
Informatics Schultz
McKinley o Kozar
sailors .
Lymphatics/Edema
Cox

Allen

Cox
Cocanour

Duke
Epidemiology/ Kone
& Statistics Kozar lleus
Frankowski Lodato W odt
Miller Ware Moody
Moore Moore
Tyson

Nutrition Immunology Bacteriology —— Function
Castro, Rex Moo
Mailman

Andrassy
Kulkarni

Moore Dial
McQuiggan Lichtenberger

Proinflammation Immunosuppression
& Organ Injury & Infection

Kone
Moore

Alignment of other UT Houston stars

NUBN reiatea en dal Teeaing protocol

Rosemary Kozar

. Denver SMAO Model
. . v
! - Jejunal Sacs
4
E ed with
Stan Schultz .

Enlist Superstar,

The Type of Sodium-Coupled Solute Modulates Small Bowel
Mucosal Injury, Transport Function, and ATP After

e/ - -
Ischemia/Reperfusion Injury in Rats Gastroenterology 2002

ROLAND DESOIGNIE,*

SCHULTZ,' HEITHAM T. HASSOUN,*
HE

UT Med School Dean Funded K08 Grant - 2002

Ussing Chamber

Histology

ATP Levels

Stan Schultz
Epithelial Transport Expert




Differential induction of PPAR-vy by luminal glutamine and iNOS

by luminal ar e in the ro small bowel

Am J Physiol 2006
Molecular regulation of gut I/R induced inflammation

Norio Sato

via the LOX pathway

via the c-jun pathway

v
Japanese Trauma Fellow Funded R-01 Grant - 20

Secondary abdominal compartment syndrome is an elusivj
early complication of traumatic shock resuscitation

Zsolt Balogh, M.D., Bruce A. McKinley, Ph.D., Christine S. Coconour, M.D.,
Rosemary A. Kozar, M.D.,Ph.D., John B. Holcomb, M.D. Frederick A. Moore, M.D.
Am J Surg 2002

Serial Analysis of our MOF Database

Both Primary and Secondary Abdominal Compartment

Syndrome can be Predicted Early and are Harbingers of

Muliple Organ Failure

Zsolt Balogh, M.D., Bruce A. McKinley, Ph.D., John B. Holcomb, M.D., Christine S.

Coconour, M.D.,Rosemary A. Kozar, M.D.,Ph.D. and Frederick A. Moore, M.D.

Trauma

Prospectively Data from our Shock Resuscitation Protocol

Patients with impending abdominal compartment syndrome do not
respond to early volume loading
Zsolt Balogh, M.D., Bruce A. McKinley, Ph.D., Christine S. Coconour, M.D.,
Rosemary A. Kozar, M.D.,Ph.D. Frederick A. Moore, M.D.

Founder

L1 Niche

Am J Surg 2003

Wrote these 4 Manuscripts — Review Article
Supranormal Trauma Resuscitation Causes
More Cases of Abdominal Compartment Syndrome

Zsolt Balogh, M.D., Bruce A. McKinley, Ph.D., Christine S. Coconour, M.D.,
Rosemary A. Kozar, M.D.,Ph.D. and Frederick A. Moore, M.D.

Arch Surg 2003

Massive Transfusion Protocol
@ Critical Care Fellow Project
Fresh_ fl‘llZIllI Plasma Should be Given Earlier to Patients
Requiring Massive Transfusion

Ernest A, Gonzalez, MD, Frederick A_Moare. MD, John B._Holcomb,_sp__J Trauma 2005

Commander

US Army Institute of Surgical Research

Damage Control Resuscitation: Directly Addressing the Early
Coagulopathy of Trauma

urniquets plus PRBCs/FFP/Platelets at 1:1:1 plus Factor Vlla

Deployed in IRAG War & Collected Data — | Mortality
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Chief of Acute Care Surgery
2006
The PUSH

| had accomplished what | set out to do at UT & stagnated

Memorial Hermann vs UT Houston culture conflict m
-

| wanted to build Acute Care Surgery - they did not

Lrtl:uh\l The Methodist CA R E E R Po K E R

L _"l':n__ j
Chief of Acute Care Surgery
2006

The PULL
Baylor College of Medicine and TMH divorce

New Surgery Department at TMH under Dr Barbara Bass

Establishing ACS & SCC at TMH was her # 1 priority

z

N

Joe Krista Laura Rob
Sucher Turner Moore Todd




Michael DeBakey = Multiple Consultant ICU Model
Attending Surgeon in Charge
Consulted 3-6 Specialists

Big $ —» Reciprocal Consultant

Worked OK if patient was not sick

Very bad if critically ill

I .' Create Value

S Rob Todd = Multidisciplinary ICU Team Model
Intensivist lead HELEAPFROGGR

Team rounds morning and afternoon

& Run by Standard Operating Procedures (SOPs)
KEE
CALM Proved to be very good for critically ill patients

AND...

jhpesmmaan:  Recognized as major QI success ( but ~ 3 yrs )

Sepsis in general surgery: a deadly complication

Laura J. Moore, M.D., Frederick A. Moore, M.D., Stephen L. Jones, M.D.,
Jiagiong Xu, Ph.D., Barbara L. Bass, M.D. Am J Surg 2009

# Deaths

is Severe
Sepsis Sepsis/ PE Sepsis Severe PE
Shock Sepsis/
Shock

NSQIP 2005-2007 Database Analysis General Surgery




and septic shock
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R. Phillip Dellinger, MD; Jean M. Carlet, MD; Henry Masur, MD; Herwig Gerlach, MD, PhD;

Thierry Calandra, MD; Jonathan Cohen, MD; Juan Gea-Banacloche, MD, PhD; Didier Keh, MD;

John C. Marshall, MD; Margaret M. Parker, MD; Graham Ramsay, MD; Janice L. Zimmerman, MD;
Jean-Louis Vincent, MD, PhD; Mitchell M. Levy, MD; for the Surviving Sepsis Campaign Management
Guidelines Committee

Crit Care Med 2004

Wonderful Contribution ! - Implementation is Challenging

~!

B‘S Early Diagnosis of Sepsis is Difficult

Difficult to Remember & Prioritize the 19 Recommendations

Computerized Clinical Decision Support

Surviving Sepsis Campaign

User Training
[Caassroom B Bacuids|

+/,

“{_ 5 ;.. Knowledge Base '

T eaee

? Bedside Testing of
Knowledge Base
- e Em EE Em Ew Ee

Validation of a Screening Tool for the Early Identification of

Sepsis
Laura J, Moore, MD, Stephen L. Jones, MD, Laura A. Kreiner, MD, Bruce McKinley, PhD, Joseph F. Sucher,
. Rob Todd, MD, Krista L. Turner, MD, Alicia Valdivia, RN, and Frederick A. Moore, MD

Moore - O - Meter

Hethuelist T Wil Comell Medical College
e e




Computer Protocol Facilitates Evidence Based Care of Sepsis in
the Surgical Intensive Care Unit

Bruce A. McKinley, PhD, Laura J. Moore, MD, Joseph F. Sucher, MD, Rob Todd, MD
Krista L. Turner, MD, Alicia Valdivia, RN, Matthew Sailors, BE and Frederick A. Moore MD

J Trauma 2011

Impact of Sepsis Screening and a Computer Protocol in the
Surgical ICU at The Methodist Hospital (TMH) in Houston, TX

% MORTALITY

Severe Sepsis/Septic Shock
40%

35%

TMH Surgical ICU
30%

15%
10%
5%

0%

2007 Paper 2008 Paper 2009 CCDS NSQIP Survi_ving
Protocol  Protocol  Protocol Sepsis
Campaign

The Epidemiology of Sepsis in General Surgery Patients

Laura J. Moore, MD, Bruce A. McKinley, PhD, Krista L. Turner, MD, Rob Todd, MD
Joseph F. Sucher, MD, Alicia Valdivia, RN, Matthew Sailors, BE, Lillian S. Kao, MD
and Frederick A. Moore MD

J Trauma 2011

Hall J, Moore FA, Pass S. Evaluation of empiric antibiotic use in surgical sepsis.
Am J Surg. 2010 Dec;200(6):776-82;

Moore FA, Todd SR, Jones SL, Turner KL, Bass BL. Sepsis in general surgery: the
2005-2007 national surgical quality improvement program .Arch Surg. 2010;145:695-700

Turner KL, Todd SR, McKinley BA, Moore FA. Computerized Clinical Decision Support
Improves Mortality in Intra Abdominal Surgical Sepsis. Am J Surg. 2010 Dec:200(6):839-844.

Turner KL, Jones SL, Fahy BN, Moore FA. Availability of Acute Care Surgeons Improves
Outcomes in Patients Requiring Emergent Colon Surgery. Am J. Surg Dec 2011; 202(6):837-42.

Moore FA. Epidemiology of sepsis in surgical patients. Surg Clin North Am. 2012;
92(6):1425-43
Desai S, Jones SL, Turner KL, Hall J, Nucleated red blood cells are associated with
higher mortality rate in patients with surgical sepsis. Surg Infect. 2012;13(6):360-5.

Moore FA. Early Diagnosis and Evidence Based Care of Surgical Sepsis.
J Intensive Care Med.2013;28(2):107-17.

Goerlich CE, Wade CE, McCarthy JJ, Holcomb JB, Validation of sepsis screening tool
using StO2 in emergency department patients J Surg Res. 2014: 190(1):270-5




CAREER POKER

Recruited in 2011
Chief Acute Care Surgery

The Push

TMH System would not build a Trauma Center
| could not get basic scientists for P50 grant

My 5 year contract was ending & renegotiation was ?

CAREER POKER

Recruited in 2011

Chief Acute Care Surgery
Resource Rich Environment

The Pull

New Trauma Center with all the pieces for the ACS model
Busy burn service

| was to take control of two 24 bed ICUs & build EGS

s ory
Inflammation Biofo
and Surgical Sei \

Univesity of flod

College of Medi k -~
UF Basic Scientist X 25 yrs
Stress Metabolism
Cytokine Storm
Characterize CARS

Moldawer PhD
Glue Grant

Build a Translational Research Program

Basic Science Partner Obtain a NIH P50 “Team Science” Grant




Alden Harken

Study Your Patients!

TRAUMA RESEARCH CENTER

=
N

@

Cheer Leader

Organize ICUs

Got Sepsis? '—’l &
AProcess for Impi and of Sepsis . -

g
Victoria Klink, Pegay S. Marker, Philip A. Efron, R. Matthew Sailors, Bruce A. McKinley Frederick A. Moore

Sepsis Recognition and Treatment
et

Performance Data 4W ICU
Jm3Mayze  May2a-suyd
MEWS /3RS 20 sar

o g
From recognition
ByMDInOR n .

‘Sepais Mansgament

por
computenzsa o n

2om

= B E

Computer versus paper system for recognition and management
of sepsis in surgical intensive care
Chasen A. Croft, MD, Frederick A. Moore, MD, Philip A. Efron, MD, Peggy S. Marker, MSN,
Andrea Gabrielli, MD, Lynn S. Westhoff, BSN, Lawrence Lottenberg, MD, Janeen Jordan, MD,
Victoria Klink, BSN, R. Matthew Sailors, BE, and Bruce A. McKinley, PhD, Gainesville, Florida

2013 AAST Prenary Paper J Trauma Acute Care Surgery 2014

3 I

Bruce McKinley Matt Sailors Vicky Klink Peggy Marker

Bioengineer, Informatics, RN Facilitator & RN Manager
Lead Protocol Meetings on Monday & Friday 1 pm

ICU Attendings & Fellows

Bedside RNs & Physicians Extenders

N

Pharm D’s arry to clinical QI program L L

=




Create Value

New Chronic Critical lliness (CCl) MOF Phenotype
Early Sepsis Survivors

Prolonged ICU stays - manageable organ dysfunction
Recurrent inflammatory insults & nosocomial infections
Persistent acute phase response - very high CRPs

N ophilia and lymphopenia

Cachexia despite good nutrition - a wasting disease like cancer
Poor wound healing & decubitus ulcers 3

Transfer to LTACs for indolent death

Sepsis recidivism

Study Your Patients

3 Clinical Trajectories Fulminant early death

7
Early
gl\i/sﬁgtﬂ MOF Chronic Critical lliness (2 14 ICU days )
Pro- T l

Inflammation
Anti-

Persistent Inflammation

N PICS

1

[}

, Indolent Death
1__C ism & Muscle Wasting

Persistent Inflammation, Inmunosuppression Catabolism Syndrome

Write a Review Article

Persistent inflammation and immunosuppression: A common
syndrome and new horizon for surgical intensive care

Lori F. Gentile, MD. Alex G, Cuenca, MD. PhD. Philip A, Efron, MD. Darwin Ang. MD. PhiD. MPH.
Azra Biborac, MD, Bruce A MeKinlev, Phl) Lyvle L. Moldawer. Phi.




PICS Phenotype
. Cechexia & Malnutrition
Pl’OjeCt 1 Chronic Kidney Insufficiency
Poor Vascular Health
entilator Dependence
/ Ability to Carry-out AODLs
oor Wound Healing

Long-term Mortality

Long Term  gaiiure to Rehabilitate Sepsis Myelopoesis
Effects of cC| 'mdolent death Recidivism tl
Project 2

Beneficial Effects of MDSCs
Improved Immune Surveillance:

CClI Symptoms Project 4 -ANO, ROS, & Phagocytosis

¥ Nutrient Utilization Accentuate Acute Inflammation

Loss of Lean Muscle Mass
Nosocomial Infections
omeiator bependonce Pathway to PICS [l c
Adaptive Immunity
Delirium and J Mobility

Project3 Ak No AKI
'\ Harmful Effects
Low VEGF/High EPO Ratio: \
Short Term - Anti-angiogenic State Rapid
- Pro-inflammation

Consequences Prolong MDSC Expansion: Recovery|
- Immunosuppression via
iNOS, ARG1& IL-10
- Chronic Inflammation via
TNF, RANTES & MIP-I
- Lack of Progenitor Stem Cells

NTGMS P50 Team Science Program

7 ~ 5 Cores & 4 Projects
! EMR: $ 12 million
e Subjecs 2014 - 2019

N 7’ TN

P
~-r- CTSI:
l Biorepository |

’
4 ICU patients \\ Core D:

| human research | Animal )
subject models. N
\ / N
.
~ 1
== IACUC
’
-
P -
7
1
, IRB
' 4
A ’ MDSC

Expansion
Drives
PICS

Clinical data Publications
[ Biological samples NIGMS reports
[~ Analytical results Outreach

Reports, publications Web Site & Database}

Proof of Concept Publications (15t 2 years of Grant)

Human Myeloid-Derived Suppressor Cells Induce Chronic
Immune Suppression after Severe Sepsis/Septic Shock
Brittany Mathias, Amber L. Delmas, Tezcan Ozrazgat- Baslanti, Alicia M. Mohr, Frederick A. Moore,

Scott C. Brakenridge, Babette Brumback, Lyle L. Moldawer,and Philip A. Efron, MD
and the Sepsis and Critical lliness Research Center Investigators Ann Surg 2016

[THE EPIDEMIOLOGY OF CHRONIC CRITICAL ILLNESS AFTER SEPSIS IN
ITRAUMA AND SURGICAL INTENSIVE CARE UNITS.

ulie A. Stortz, Frederick A. Moore Philip A. Efron, Tezcan Ozrazgat- Baslanti,

Azra Bihorac, Babette A. Brumback,Lyle L. Moldawer, Scott C. Brakenridge
JTACS 2018

The Development of Chronic Critical lliness After Sepsis Determines
Long-term Physical Function, Quality of Life, and Mortality

Anna K. Gardner, PhD, Scott C. Brakenridge, MD, Gabriela L. Ghita, MPH, Zhongkai Wang
Tezcan Ozrazgat-Baslanti, PhD, Babette A. Brumback, PhD, Philip A. Efron, MD,
Azra Bihorac, MD, Frederick A. Moore, MD,

Crit Care Med in press




Share your Niche

Team Science

Alicia Mohr
R01 GM105893 (NIGMS)

Chronic Stress and Anemia Recovery following Major Trauma
Phil Efron

R01 GM113945 (NIGMS)

Hematopoietic Stem Cell Dysfunction in the Elderly after Severe Injury
Arza Bihorac

RO1 GM110240 (NIGMS)

Scott Brakenridge

Integrating data, algorithms and reasoning in surgical risk assessment

R03 AG056444 (NIA)

‘Induced Frailty’ in elderly patients after severe traumatic injury
Faheem Guirgis

K23 GM115690 (NIGMS)
The Role of Dysfunctional HDL in Sepsis

Evolving Epidemiology of MOF
Robust Opportunities for Niche Development

ICUS with: Evidence Based Care Bundles
Ventilators Advances in Trauma: Glue Grant SOPs
PA Catheters ATLS Surviving Sepsis Campaign
Dialysis Trauma Systems Fundamental Changes:

Damage Control FAST/Whole Body CT
- Antibiotics Surgical Critical Care  Pelvic Packing
Stress TPN
Enteral Nutrition
Immunomodulation

MT Protocols
Avoid Crystalloids
or Abandon PAC Resus

.. Abdominal -
Sepsis
Uncontrolled Syndrome Compartment _ACS
Disappears
Sepsis Syndrome
Unrecognized

Septic
Auto-Cannibalism

/ V Early Deaths
Shock SIRSICARS MOF Deaths Disappear
Niche Evolution




Niche Development
Top 10 Lessons Learned

# 1 Pick a topic and a good mentor

# 2 Study your patients

# 3 Write review articles and draw cartoons

# 4 Develop clinical databases

# 5 Get a “Right Hand Man” & organize ICUs to be research labs
# 6 Pick resource rich environments

# 7 Understand organization culture & create value

# 8 Share your niche & partner with basic scientists

# 9 Enlist institution superstars

#10 Develop “Long Game Strategy” to study evolving your niche




SET YOURSELF UP FOR SUCCESS
Understanding the Promotion & Leadership portfolio

EILEEN M.BULGER, MD FACS

PROFESSOR OF SURGERY, UNIVERSITY OF WASHINGTON,
SEATTLE, WA

EAST Development Workshop, 2019

KEY QUESTIONS

* What is your university policy?
* What track am | in or What are my options?
* Clinician-scientist, Clinician-educator, Clinician-Clinician
* What activities does my university value?
* What are the timelines?

* Is there Tenure?

THE 4 LEGGED STOOL

¢ Clinical care
* Education
* Research/Scholarship

* Service/Administrative

You should get credit for everything you do!

3




CLINICAL CARE

* Need to define your practice
* What special gifts do you bring?

* How are your patient satisfaction
scores?

* How have you engaged in quality
improvement, efficiency of care...

EDUCATION

* Local
* On the job education
¢ Curriculum development, lectures
* Mentorship
* Regional
* Regional courses: ATLS, etc

* Invited talks, Regional conference

* National & International
* Invited talks

* Moderating a panel

THE TEACHING PORTFOLIO .

+ Resident, Medical Student, Fellow
evaluations

* Evaluations for talks

* Letters thanking you for a
presentation

* Keep track of your mentees

* Summary of your teaching style

The Teaching Portfolio =

Keep Everything! resear

1261249970_The_Teaching_Portfolio_a_handbook

ps:
_for_faculty_teaching_assistants_and_teaching_fellows




RESEARCH/SCHOLARSHIP

* Need to define and describe your focus * Grant funding
+ Publish or Perish * Importance of Independence
T + Look for multiple sources of funding
+ Start with Junior faculty/New investigator
grants

Book chapters, review articles, web site
contributions, videos

Maintain a web based bibliography (Pub
med: myncbi)

Know your H index
Identify your most impactful publications Look for opportunities to Collaborate!
(Altmetric scores)

SERVICE

* Service to institution * Service to Community
+ Committee work, Ql, program * Stop the Bleed
development * Military service
* Service to Profession * Disaster team member
* Guideline development, Health policy * Community outreach

* Active involvement in Professional
societies

* Journal reviewer

* Grant reviewer ﬁg\wi@f

HOW TO GET INVOLVED?: AAST

* Become an Associate Member
* Opportunity extends from residency until 5 yrs after achieving FACS

* Complete a committee volunteer form
* Committee assignments are made by the President

* Submit abstracts to the meeting

* Apply for a Junior faculty Research Scholarship
* Trauma & EGS scholarships available
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HOW TO GET INVOLVED: ACS COMMITTEE ON TRAUMA

* Join your State COT
* Ask your state chair for opportunities to participate in State and Regional activities
* Mentor a resident for the resident paper competition & serve as a regional judge
* Become aVice chair (no term limit & no limit on number of Vice Chairs from a
state)
* Vice chairs can attend the national COT meetings and participate in committee work.
* Apply for the Future Trauma Leaders Program

* Eligible for first 5 years following letion of fellowship training

Note all COT positions have term limits exceptVice Chair, to maximize time on COT
start in Regional system and work up to National Committee

11

DR.STEWART’S 7 P'STO B

* Participatory

* Professional (Patient comes first)

* Problem Solver (Promote a culture of Yes)
* Process Improvement Leader

* Passionate

* Patient

Perseverant

12

ADMINISTRATION = LEADERSHIP

* Trauma Medical Director Empower Inspire
People _Reople
* Trauma QI director ﬁ
* ICU director Lead,e,r/ -

« State COT Chair or Vice Chair

* Chair of State trauma committee Change

* Associate director positions




MY CV ADVICE

* Professional formatting, proofread it!  (Your school may require a specific format)

* Make it easy to read

* Number your p in order by publication date, ok to have a section for submitted work

* Separate our peer reviewed publications from review articles and book chapters
 Don't list abstracts but include presentations
* Separate sections for Regional, National, & International activities

* Include a link to Pubmed bibliography

* Be inclusive but Don’t pad it with non-relevant things

* E.g Grade school soccer coach, church volunteer

13

PUTTING IT ALL TOGETHER

* Tell your story
* Summary document
* Speak directly to the
promotion criteria
* |dentify your supporters
* Keep your CV and teaching
portfolio up to date

Time to TOOT your own Horn!

14

QUESTIONS




WHO ARE YOU?

EXERCISE ADAPTED FROM GAYLE ALLEN;
PUBLISHED ON JUN 22, 2015, WWW.KQED.ORG







EAST- Leadership
Development Workshop
Team Based Learning Exercise

The single biggest way to impact an organization
is to focus on leadership development. There is
almost no limit to the potential of an organization
that recruits good people, raises them up as
leaders and continually develops them.”

-John Maxwell

Leadership Styles

« Autocratic Style- Directive style of Ieadershif). Direction is provided without
explanation and rational. “These are the well-established steps, thus this is the
way we do it”

« Benevolent Autocratic- A less directive form of leadership, usually with
explanations and rationales for decisions. “This is what want | you to do and this
Is why we need to do it this way “

* The Consultative Style- An interactive style involving input from the team about
the leader’s ideas but the leader will make final and critical decisions.

Participative Style- An interactive style but with greater input from the group
including their ideas. The Leader will still make the final decision. With this
approach, the leader must be willing to accept the opinions and ideas of the
team.




Leadership Styles

* Consensus Style- The leader operates with the team as a voting
member. The team is given the most responsibility with this style.
(Versions include true consensus and majority rules)

* Laissez-Faire Style- The least directive style. The responsibility for the
activity or task is placed on the team. It is a powerful way to empower
a highly skilled team while providing support and oversight as
needed.

Leadership Style Matrix

3 4

Low Programmability/ Low Programmability/
Low Job Autonomy High Job Autonomy

Consultative/ Consensus/
Participative Laissez-Faire

Programmability

1 2

High Programmability/ | High Programmability/
Low Job Autonomy High Job Autonomy

Autocratic/ Consultative/
Benevolent Autocratic Participative

Low High
Capability for Autonomy

Flamholtz EG, Randle Y. Growing Pains: Building Sustainably Successful Organizations- 5t Ed.
Hoboken, NJ: John Wiley & Sons, Inc; 2016.
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