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Litt om meg selv....




Fyrtarn 1: Dr. Ernest A. Codman

Thesis 1917 - The end result idea

Hospitals, if they wish to be sure of improvement

Must find out what their results are

Must analyse their results, and find their strong and weak points

Must compare their results with those of other hospitals...

The “Idea” was simply the premise that hospital staffs would follow every patient
they treat long enough to determine whether or not the treatment was successful,
then learn from any failures, and how to avoid those situations in the future.




Fyrtarn 2: Bill Heald

Introduction of the “holy plane” by Bill Heald: Total Mesorectal Excision (TME)

Previous blunt technique ... O vy
Local recurrence of 15-50%

1982: “Holy plane”: sharp dissection
between the visceral and parietal
pelvic fascia

— Decrease in local recurrence
— Decrease in bladder and sexual
dysfunction.
. FIGURE 1: Mesorectal excision.
Wlbe et aI 2003: Adapted with permission from N Engl J Med 345:690-692, 2001.
Copyright 2001 Massachusetts Medical Society. All rights reserved.
— Local recurrence: 28%—>8%
— Survival: 55 271%




Fyrtarn 3: Avedis Donabedian

Evaluating the Quality of Medical Care

EDUCATION

Measuring the Quality of Surgical Care:
Structure, Process, or Outcomes?

John D Birkmeyer, MD, FACS, Justin B Dimick, MD, Nancy JO Birkmeyer, PhD

FIGURE 1 - SYSTEMS-BASED FRAMEWORK FOR DEFINING
QUALITY IN HEALTH CARE Theories adopted in surgery by Birkmeyer et al

Process Outcome

Structure: Organizational factors that define the system
Process: Refer to the care that patients actually receive

Outcome: Consequences of care
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What really matters for successful research
environments? A realist synthesis

Rola Ajjawi,' (@ Paul E S Crampton®® () & Charlotte E Rees® (5

\

Box 1  Characteristics of successful research environments’
1 Clear organisational research goals
2 Research productivity as a priority and at least equal
priority to other activities
3 A robust research culture with shared research values
4 A positive group climate
5  Participative_governance structures
6  Non-hierarchical and decentralised structures
7  Good communication and professionally meaningful
relationships between team members
8  Decent resources such as people, funding, research
facilities and time
9  Larger group size, moderately established teams and
diversity
10 Rewards for research success
11 Recruitment and selection of talented researchers
12 Research-oriented leaders with research expertise and

-

skill

/

Ajjawi R, Crampton PES, Rees CE. What really matters for successful research environments? A realist synthesis. Med Educ 2018.



o™ W O NN EE ... -

@
&
@
e
4
[
[
[
[
[
[
[
i
[
[
[
[
[
[ 3
. Interventions
[
i - Research strategy
[
' - People
[ | - Income, infrastructure
[ and facilities
: - Collaboration
u
[
[
: Contexts
8 - Individual (e.g. type of
i researcher: practice-based versus
' university-based; level of researcher:
: PhD, ECR or senior)
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[ health centre, school)
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Positive mechanisms

Organisation
(e.g. protected time,
efficient use of time)

Individual Relationship

(e.g. researcher (e.g. trusting

identity, strong relationships,
teaching-research supportive
nexus) leadership)

v
()

Organisation
(e.g. lack of
protected time,
excessive and multiple
other workloads)

Individual Relationship
(e.g. first-career (e.g. lack of
practitioners, lack mentoring,
of identification unsupportive
as researchers leadership)

Negative mechanisms
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Positive outcomes

- Subjective researcher benefits
(e.g. identity development,
competence, satisfaction)

- Objective research quantity
(e.g. increased outputs, grants)

- Objective research quality
increases

Negative outcomes

- Subjective researcher detriments
(e.g. liminal identities,
incompetence, dissatisfaction)

- Objective research quantity
(e.g. decreased outputs, grants)

- Objective research quality
decreases

Tl T T T T T T T T T TN TN T



FIGURE 1. Essential components
for achieving success as a sur-
geon-scientist.

Goldstein et al. A roadmap for an aspiring surgeon scientist in todays health-care environment. Annals of Surgery 2019

Supportive Environment

Department with a track
record of success

Available resources,
facilities, equipment, and
support staff

Protected time
Dedicated lab space
Access to collaborators

Financial Support

Competitive salary that
values academic
contributions

Adequate start-up package

Achievable benchmarks for
renewed institutional
support

Success as a
Surgeon-Scientist

Committed Mentors

Experienced investigator
Accessible and committed to
mentoring

Network of mentors to
provide varied skill sets

Social Support

Supportive family and
friends

Work-life integration

Realistic expectations




Best practices for Surgeon Scientist Research:
Program administration

Dedicated faculty research training program director

Dedicated personell to support infrastructure

Financial resources

Communicate a longitudinal perspective for professional development
Expose trainess to many types of research

Select mentor

Offer early fellowship — specific grant writing education

Plan in advance for enrollment in a PhD program

Barker JC et al. Facilitation Success of the Early Stage Surgeon Scientist Trainee: Growing the Surgeon SC|ent|st Pipeline.
Annals of Surgery 2021 )
) UiO s
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Best practices for Surgeon Scientist Research-
During the research years

* Provide protected time

* Develop a mentorship plan

*  Offer formal coursework and skill building

* Plan career development activities

* Organize research in progress and programmatic group meetings

* Facilitate opportunities for scientific presentations and professional networking

* Set expectations to publish original research, review articles, case reports, editorials, book chapters
* Schedule individual director trainee meetings to assess research progress

* Engage trainees in program feedback and innovation

Barker JC et al. Facilitation Success of the Early Stage Surgeon Scientist Trainee: Growing the Surgeon Scientist Pipeline.
Annals of Surgery 2021



ORIGINAL ARTICLE

Defining the “Tipping Point” to Success as a Surgeon—Scientist

An Analysis of Applicants and Awardees of the American College of Surgeons
Jacobson Promising Investigator Award

Juliet Emamaullee, MD, PhD, FACS,*1BR Tiffany Lian, BS,* Stacy Moroz, BS,*
Brian Zuckerbraun, MD, FACS, {1 Jeffrey Matthews, MD, PhD, FACS,§
and Ankush Gosain, MD, PhD, FACSTY

Forskningsp@rsmal: Hva kjennetegner kirurger som har akademisk suksess ?



TABLE 2. Evaluation of Research Impact, as Determined by
Number of Publications, Mean Journal Impact Factor, h-
Index, and m-Quotient Demonstrates That |PIA Awardees

Had Significantly More Publications at the Time of Applica-

tion

TABLE 3. NIH Grant Success Since Application Year

Remaining

A(pplicgg)ts f(\wardlelo;s » Awardees Applicants P
n-— n=
— — Total Applicants, no. 11 86
No'hi"cg;:fnat(';g’;)(m application) 40 (22-67) 70 55-100)  0.029 Persons who have received any NIH 11 (100.0) 50 (58.2) 0.007
Journal IF (at application) 44 (32-54) 46(36-59)  0.35 St e Appticeson (21
Median (IQR) mechanisms), no. (%) )
No. First/Last Authored 20 (11_32) 42 (28_57) 0.009 Tolal NIH grant fund? (all I:‘llndlng 48,986,776 76,165,103 0.15
Publications (at application) mechanisms) received since
Median (IQR) application ($) .
First/Last Authored Publications 4.3 (3.1-5.1) 5.0 (3.5-6.0)  0.204 Average NIH grant funds received 4,453,343 3,808,255 0.30
Journal IF (at application) since application per funded
Median (IQR) person, ($)
No. Publications (current) 103 (71-147) 133 (108-271) <0.001 Persons who have received an NIH 9(81.8) " 20 (23.3) <0.0001
Median (IQR) RO1 since application, No. (%)
Journal IF (current) 5.1 (3.6-6.1) 5.4 (4.6-6.5) 0.177 Mean time between JPIA and first 2.6 27 0.88
Median (IQR) NIH RO1 amongst RO1
No. First/Last Authored 49 (29-76) 77 (61-149)  <0.001

Publications (current)
Median (IQR)

First/Last Authored Publications 4.7 (3.6-5.9)
Journal IF (current)
Median (IQR)

h-Index (current)
Median (IQR)

19 (14-26)

Average m-quotient (current)  2.05 (1.28-2.51)3.69 (2.07-5.12)<0.0001

Median (IQR)

53(4.0-63) 0343

28 (22-39)  <0.001

recipients, y

‘Includes 1 R35 grant recipient.
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My Thoughts [ My Surgical Practice

Re-discovering surgical innovation - An essential component of the
academic surgeon

Surgical innovation depends on creativity and initiative to progress, developing a unique culture of continuous innovation.

Thereare no accepted definitions for surgical innovation but can bedefined as the introduction of new concepts, technologies,
techniques, approaches, processes, politics or combinations with eachother.



The new component of the Academic Surgeon

B.
A.
Surgeon

Academic
Surgeon
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Clinical Impact
Improve
quality of life

Impart
knowledge and
skills

Scientific Impact
Advance the
field

Inspire and
guide others

Surgical Innovation

Development
of cost
effective
solutions to
daily surgical
problems

NN

Patnent Care

N

Clinical Impact
Improve
quality of life




Hvordan gke antall publikasjoner og ekstern finansiering ?
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Forskning

snettverk — det er fremtiden!

Surgical site infection after gastrointestinal surgery in
high-income, middle-income, and low-income countries:
aprospective, international, multicentre cohort study

Jobatsorg Collsborstive
Summary

Background Surgical site infection (SS1) is one of the most common infections associated with health care, but its
importance as a global health priority is not fully understood. We quantified the burden of SSI afier gastrointestinal
surgery in countries in all parts of the world.

Methods This hort study included pati elective
or emergency gastrointestinal resection within 2week time periods at any bealth-care facility in any country. Countries
with participating centres were stratified into high-income, middle-income. and low-income groups according to the
UN's Human Development Index (HDI). Data variables from the GlobalSurg 1 study and other studies that have been
found 1o affect the likelihood of SS1 were entered into risk adjustment models. The primary outcome measure was
the 30day §S1 incidence (defined by US Centers for Disease Control and Prevention criteria for superficial and deep
incisional $51). Relationships with explanatory variables were examined using Bayesian multilevel logistic regression
‘models. This trial is registered with ClinicalTrials gov, number NCT02662231

Findings Between Jan 4, 2016, and July 31, 2016, 13265 records were submitted for analysis. 12539 patients from
343 bospitals in 66 countries were included. 7339 (58-5%) patient were from high-HDI countries (193 hospitals
in 30 countries). 3918 (31.2%) patients were from middle-HDI countries (82 hospitals in 13 countries).
and 1282 (10-2%) patients were from low-HDI countries (68 haspitals in 18 countries). In total, 1538 (12 3%) patients
had SSI within 30 days of surgery. The incidence of SSI varied between countries with high (691 [9-4%] of
7339 patients), middle (549 [14-0%) of 3918 patients), and low (298 [23-2%) of 1282) HDI (p<0-001). The highest SSI
incidence in each HDI group was afler dirty surgery (102[17 - 8%] of 574 patients in high- HDI countries: 74 [31-4%] of
236 patients in middle-HDI countries: 72 [39-5%] of 151 patients in low-HDI countries). Following risk factor
adjustment, patients in low-HDI countries were at greatest risk of SS1 (adjusted odds ratio 1- 60, 95% creds
1-05-2-37; p=0-030). 132 (21-6%) of 610 patients with an S5 and a microbiology culture result had an infection that
was resistant to the prophylactic antibiotic used. Resistant infections were detected in 49 (16-6%) of 295 patients in
highHDI countries, in 37 (19-8%) of 157 patients in middle-HDI countries, and in 46 (35-9%) of 128 patients in
low-HDI countries (p<0 - 001).

interpretation Countries with a low HDI carry a disproportionately greater burden of SSI than countries with 2
‘middle o high HDI and might have higher rates of antibiotic resistance. In view of WHO recommendations on SS1
prevention that highlight the absence of high-quality interventional research, urgent, pragmatic, randomised trials
based in LMICs are needed 10 assess measures aiming to reduce this preventable complication.

Funding DFID-MRC-Wellcome Trust Joint Global Health Trial Development Grant, National Institute of Health
Research Global Health Research Unit Grant.

Copyright © The Authorfs). Published by Elsevier Lid This is an Open Access article under the CC BY 4.0 license.
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SURGICAL PERSPECTIVE

Formal Research Training — An Essential Aspect for
Surgical Residency?

Richard Wagner, MD,* iR Louise Montalva, MD,1§ Augusto Zani, MD, PhD,1
Richard Keijzer, MD, MSc, PhD7

«More than ever, it is now undeniable that surgeons should invest more
in basic science — a formal research training such as PhD fellowships is
the best starting point to exactly this»




JOHN BARDEEN
Nobel Prize in Physics 1956
Nobel Prize in Physics 1972

“Scienceis a -
collaborative effort.

> 2







Richard Feynmans (forsknings) teser

Never stop learning

Assume nothing, question everything
Teach others what you know

Practice humility

Respect constructive criticism

Take initiative

Give credits where its due

Love what you do




Kvalitetsregister - Metastasespredning
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The impact of rectal cancer tumor height on recurrence rates and metastatic location: A
competing risk analysis of a national database®

Knut M. Augestad™ * -, Deborah S. Keller", Paul M. Bakak#*, Johnie Rose*, Siran M. Koroukian', Tom Oresland®,
Conor P. Delaney”

,,,,,,

Talbot IC, Ritchie S, Leighton M, Bussey HJ, Morson BC. The clinical significance of invasion of veins by rectal
cancer. British Journal of Surgery 1980 Nov 16;67:439-42.

50% of rectal cancers
have invasion of veins



Forskning ved Klinikk for Kirurgiske Fag AHUS

Hvordan gke antall publikasjoner og bedre samarbeid pa tvers ?

Knut Magne Augestad MD, PhD
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De er de sma ting som teller........

I Case Report

A Littre bleed

and our patient was discharged afiee

Navernber, 2010, a 1yesrold twin gir

y of fresh

d im her stool. 2days 2 days. At last follow-up in May, 2011, she was doing well

wo episodes of vomiting black and tar  Her twin vister sl ha

jons in the previous 2 months her  and ane episode with fres
parents had not been able to stop her crying for several 2011, ber sister had 4 * et
hours. The pregnancy and bir mal and the  but no ec i mucoss was ident
child had no other il On physical examination  was most pohably relsted to constipation and anal
he was pale. with no other vigny. She had noabdominal  fisures. Her umbilical hernia was asympromatic and
pain o palpable tumours, but she did have 2 non- conservative management was taken
tender 7 cm wmbilical bernia, which was  Our patient had & Litire hernia. & protrusion of ¥

eanly tedu Maemaglobin  concentration  was + diverticubum thiough an sbdominal opening

de Littre (1658-1726)." In the

90 g/l (normal range fo uthe-6 years first described by Alesi

110-150 g/1). She continued h blood per b Meckel's diverticuhum 1+ the persist
rectum. 24 h bater her haemaglobin was 81 g/1. and she al part of the omphaloenteric duct through
tequired a blood transusian which the midgut commu with the umbilical

o ography of the abdomen showed no invagination  vesicle untl the fith week sfier geatation.” A spectrum
remdntte or cther pathology. Endowcopy showed 1o source of 1 result dependent on the sage of arrest

- Tow bleeding in the somach or duodenum Meckes ution. Mechel s diverticulum is present

o (WTc) pertechnetste scintigraphy showed distinct  presentation as 2 bleeding Litre hernis in childrer

sowpes in & Meckels diverbcuhum (rcwopx

Trestment with a proton pumyp inhibilor was  sites are inguinal (S0%),
ven unti the surpcal procedure the following day A The most usial complcations

s is with CT

Radionuchide imaging with ¥Tc pertechnetate

established diagnostic technique ' The recommende

s (Littre hernis) was dissected frve from  trestment of Littre hernia is surgical, with resection o

rertculum was revecied  Meckels diverticulu

ial xac (figure B). The are of the fascis defect

ide e

with a 1-2 crm free margin an both sides and the intestine  The duagnosis of Littre

nd w-end Her postaperatave cou

e 3 patient with unexplained

> e i Vo 300 Soptam 1, 2083
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4 Max Temmesfeld
j @MTemmesfeld

First SLA print @3DLbab
@Ahus_no . Mirrored contralateral
scapula model for prebending
plate osteosynthesis of a
comminuted scapular fracture.

Oversett tweeten

2:04 pm - 5/14/21 - Twitter Web App

1 Retweet 2 liker

La deg inspirere av en av vare gode
undervisere pa Ahus!

Studentene skryter av undervisningen til klinisk stipendiat Jakob Vangen
Nordbe. I tillegg til gode forberedelser bruker Nordbg «ferskvaredisken»
pa Ahus flittig.

Jakob Vangen Nordbg er klinisk
stipendiat ved Kilinikk for kirurgiske fag
ved UiO og Ahus.

Han underviser pa modul 30g 8 i
ortopedi, som er en del av kirurgien som
handterer skader, deformiteter og
sykdommer i bevegelsesapparatet.

Nordbg holder bade kliniske smagrupper
og kurs for studentene.

Blir lagt merke til av
studentene

Nordbg er opptatt av at studentene skal
fa variert og god undervisning som gir
dem forstaelse for faget. Dette har

studentene lagt merke til.

Jakob Vangen Nordbg forbereder undervisningen

Pa midtevalueringen med studentene godt og bruker "ferskvaredisken" pa Ahus flittig.
og modulutvalget i modul 8, fikk han mye Foto: Privat.

skryt fra studentene for undervisningen

sin. Studentene mente at Nordbg gjer en kjempejobb som underviser og har et veldig godt
undervisningsopplegg. Det var tydelig for studentene at han planlegger timene godt.

Uio?




Teknologi forskning — er kult!

SCIENTIFIC REPg}RTS

OFEN Analysis of free text in electronic
health records for identification of
cancer patient trajectories

Fecened 170ctsber 2016 wagper Jensen™, Cristina Soguero-Ruiz’, Karl Oyvind Mikalsen', Rolv-Ole Lindsetmo®,
Accepted LIMarch 2017 Irene Kouskoumvekaki, Mark Girolami.”4, Stein Olav Skrovseth'* & Knut Magne Augestad®

Published: 07 Aprd 2017
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to death. (A) The path from chesl pam to cancer (neoplasms) (B) ‘The paths from chest pain to cancer
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