AMERICAN BOARD OF SURGERY 2009 IN-TRAINING EXAMINATION
EXPLANATION & INTERPRETATION OF SCORE REPORTS

Attached are the performance reports and analysepdirticipants from your surgery program on th@20
American Board of Surgery In-Training Examinatiohhe materials include: four separate reports @92 as
described below; a norms table showing nationateayes for the total group and for each training yeeel;
score distribution graphs for each examinationydsyr level; charts that show total test percentdegach year
level, and, a table that shows the relationshipvbeh scores on the 2008 In-Training Examinatiomi8e
Level) and 2008 ABS Qualifying Examination.

Examinee names are listed on the repexégtly as coded on their answer sheets. If names wengroaded,
they will either be blank on the score reportsdamiification numbers will be inserted. In casd®re social
security numbers were not provided, “dummy” ID n@rh were assigned. Where year levels were not
provided, percentile scores could not be computeti these can be determined from the enclosed médece
charts. Likewise, percentiles for other year lewan be determined from these charts in cases wesigents
listed incorrect year levels on their answer sheéts noted in all previous correspondenites ABS will not
prepar e corrected reports.

Pur pose and Structur e of the I n-Training Examination

As noted in all documentation for the ABS ITE ouwbe years,the primary goals of the In-Training
Examinations are: 1) to describe a content domain of basic kedge important for successful clinical
practice; 2) to assess relative strengths and vesalkes of individual residents at a time early ehdagheir
training so that deficits can be corrected; antb3)elp directors of residency programs detectsacéaelative
strengths and weaknesses in their program. Sealtyfi the American Board of Surgery Booklet of
Information indicates that the In-Training Examioats are designed to test the general level of kedge
attained by residents regarding the fundamentalseobasic sciences and the management of clipichlems
related to Surgery

In order to reemphasize the primary goals of thiE, lthe Board moved to two versions of the In-Tnagni
Examination in 2006 — the Junior- and Senior-leseminations (IJE & ISE) — in order to incorporatgreater
number of questions that are relevant to each gsdapel of clinical activity. The Junior-level armination
incorporated increased emphasis on basic sciertc¢harclinical management items focused on thendisig

and evaluation of common surgical problems. OnSéeior-level examination, the clinical managemtams

had greater depth and breadth than before and abie Bcience items focused on areas that are deemed
important but apparently not well understood.

Approximately 60% of the Junior Level Examinatidems are designated as “basic science” and 40% are
designated as “clinical management”. For the Sdmeoel Examination, 20% are designated as “basense”

and 80% are designated as “clinical managememt’adtition, each item was also categorized intoajfrtbe

five content categories traditionally reported file In-Training Examination: 1) body as a whole; 2)
gastrointestinal system; 3) cardiovascular and iragpy systems; 4) genitourinary, head and neck,
musculoskeletal, and nervous systems; and 5) eingpdrematic, breast, and lymphatic systems. €Elaive
emphasis on each category is reflected in the nurabéems in each subtest (see Report “A/B” foe th
percentage breakdown). Surgical basic sciencesitgmecifically address anatomy, physiology, baalegiy,
biochemistry, pathology, and immunology.



ITE Scores

In addition to the above changes in structure amutent, there was also a change in the way scaees a
presented. As a result of these changes, the ngeahiscores on the 2009 examination may diffemftbose
on ABS In-Training examinations prior to 2006. ¢&tile scores, where examinee performance is c@dpa
to others in their national peer group (i.e., tragnyear level), are calculated for the Total Trst are no longer
calculated for examination subtests. Standardescfmr the Total Test and for the Clinical Managetrend
Basic Science subtests were again calculated i gb@se scores were not prepared in 2006 or 208¢pre
reports are designed to emphasize content mastdrgraabsolute level of knowledge (given the primatent
of the exam) rather than emphasize one’s performagiative to their peers (although percentiles staddard
scores are normative measures). Scores relasggbtafic subtest content focus on number of iteansect and
content descriptions of items that were missedtalTtest percentiles for some residents may difi@m prior
years due to the changes in test content. Ingodati scores may change for residents who tookJtimeor-
Level Examination in 2008 but the Senior-Level Exaation in 2009. Neither the percentiles nor stadd
scores are comparable across the two versionseofTtB due to different norm groups and differerdt te
composition.

One must be cautious in comparing residents’ pémamect scores from year to year since the diffycof the
examination can change each year. No direct staficomparison of changes in test difficulty das made
with examinations from the past few years sincedasstions are not repeated for several years.example,
the average total scores on the IJE from 2006 tiroR009 were 66%, 70%, 69%, and 68% correct,
respectively; averages for the ISE in the samesyware 64%, 67%, 72%, and 66% correct, respectiviye
cannot say whether these differences are due togekan performance of residents or changes in ievedion
difficulty.

Despite the inability to statistically equate cuatrevith previous examinations (due to lack of comimanchor
items), the_2009 Senior-Level examination is caljaimuch more difficult than last yeabut similar to
difficulty values in 2006 and 2007. At face valtige the 2009 Junior-Level examination seems dlighbre
difficult than examinations in the past two yeafdumerous difficult items, deemed by the Test Guttee as
representing important content material, were methin final scoring on both examinations; sevieahs were
correctly answered by relatively small percentagfeesidents (7% of IJE items and 12% of ISE itemBhis
year, only 1% of examinees scored 80% correctgirdrion the ISE (compared to 15% in 2008 but oPfryii3
2007); clearly, there was a ceiling effect on ssara the 2009 ISE. On the IJE, 12% scored 80%ecbar
higher (compared to 18% in 2007 and 15% in 20Q8)conclusion, both 2009 examinations seemed more
difficult than the 2008 examinations (particularly the | SE).

Given the stated purposes of the ITE, the changegamination structure and score reporting areggded to
reemphasize the importance of the keyword feedpagkided with examination results. Keywords ilhasé
potential strengths and weaknesses of programsresidents, indicating areas that may not have been
mastered. Keywords are intended to provide gemscriptors of item content. They are intendedewery
general, relating to a topic area rather than mdyréocusing on more specific content. Hopefutlye listing of

a keyword for an item answered incorrectly wouldtivade the resident to review resource materiat tha
discusses the general topic.



Relationship between ITE and the ABS Qualifying Examination

Data showing the relationship between the 2008 dgdr@vel In-Training Examination and the 2008 ABS
Qualifying Examination are presented in a sepasatdion at the end of this document (PredictingcEsE on
the Qualifying Examination from In-Training Examtiem Scoregs The correlation between scores on the two
examinations was 0.58 (corrected correlation 06).6The relationship between ITE percentiles aassH-ail

on the QE was relatively strong (correlation of).92pproximately 92% of those examinees who scaisave
the 30th percentile on the In-Training Examinatpassed the Qualifying Examination on their firdeiapt,
compared to only 72% below the”Bﬁercentile. (However, many who scored very lowtlos 2008 ITE did
not take the 2008 QE).

I mportant Note for Program Directors

The In-Training Examinations are designed to asaemssident’s knowledge base. An adequate knowledg
base is considered to be a prerequisite for clir@gpertise or competence. While written examoratscores
may be related to clinical competence, Programdiore need to keep scores in perspective. For gheammigh
clinical management scores may not assure thademtsi are clinically competent if they cannot apiblgir
knowledge in clinical situations. Low scores may match Program Directors’ ratings of clinical quetence

if the ratings, themselves, are not reliable oridvaheasures. Also, one must recognize that written
examinations, in general, have some inherent ltraita in the extent to which they measure highdeoskills.

In summary, the Board has continually maintainedt tin-Training Examination scores reflect medical
knowledge and, as such, represent only one asgeovevall “competence”. Other competencies to be
considered are patient care, interpersonal and ecomwation skills, professionalism, practiced-baksatning
and improvement, and systems-based practice. Ttmepetencies represent a summative assessment of
residents’ knowledge, clinical skills, attitudesbits, and technical expertise. Such assessmentsbaiously
very complex and require the skilled judgment aigfam Directors.



2009 | TE Score Reports

While the content and structure of the examinatiand specific examination scores have changed &sl no
above, the Board has prepared score reports tkatralogous in structure to previous ABS In-Tragnin
Examination reports. Reports prepared for eaclgrpro are described below. There are separaterdamd
Senior-Level Examination versions of each report.

Program Summary - Report A/B (Junior- and Senior-L evel Examinations)

This report presents a list of examinee scorehiemotal Test, on the Clinical Management and Satdsasic
Science subtests, and on the five major Body Systebtests included in the examination. Examination
structure and content is described at the top df eaport. Examinees are listed according to rifi@ing-year
level marked on their answer sheeRercent correct scores are reported for each subtest. These scores
represent the percentage of subtest content mdgigreach resident. In addition, each examinpersentile
score on the Total Test is calculated within each tragryear level This score indicates the percentage of
examinees that scored below a particular percanéctoscore within that year level. For exampleeeacentile

of 60 indicates that the examinee’s score was hithen 60% of other examinees at the same traiyéag-
level. A percentile score of O indicates that #xaminee scored in the lowest 0.5% of all examirsdbat
particular training-year level. Percentiles ar¢ available for cases where residents did not @gear level

on their answer sheet or for those designated &df*S Standard (scaled) scores are presented for the Total
Test as well as for the Clinical Management andd@8sience subtests. These scores are calculatedthe
total examinee group (regardless of year leveheyTare linear transformations of raw scores tHatrarily set

the mean/average of the total group equal to 5d@Qtza standard deviation equal to 100. The scives each
resident's performance level relative to the erdgikaminee group for the specific examination (défe norm
groups for Junior and Senior exams). Finafigtional average percent correct and standard scores are also
shown for each training-year level. These averagesalso summarized in the attached “National N6rm
table.

Examinee Perfor mance - Report C (Junior- and Senior-L evel Examinations)

An individual performance report is provided fockaexaminee in your program. All subtest scoresaleed
above are included in the individual examinee repAiso, the keywords/phrases of all items thatekaminee
answered incorrectly are listed according to subtés keeping with the “diagnostic/prescriptivetipose of
the In-Training Examination, it is intended thatioents follow-up on content of questions that thegsed.

ltem Summary - Report D (Junior - and Senior -L evel Examinations)

As Program Director, you are provided with a sumnvelnich groups items according to content categaaied
lists the keywords/phrases of the questions anslhieoerrectly by your residents. The number ofdests in
each year level of training in your program whooimectly answered the questions is shown. As nabex/e,
keyword answered correctly/incorrectly by your desits can indicate particular areas of strengthi{ness in
your program.

Items Not Included in Final Scoring - Report E (Junior- and Senior-L evel Examinations)

This is a listing of the keywords describing thasens not included in final scoring of the 2009Training
Examination. For the most part, these reflect qoestthat were very difficult or questions that ntegve had
other possible correct answers. Program Diredtave a listing of all examination keywords in Reépd and
E. Itis the intent of the ITE Examination Comraétthat the total list of keywords reflects impattepics for
study.



AMERICAN BOARD OF SURGERY

2009 IN-TRAINING/SURGICAL BASIC SCIENCE EXAMINATION

NATIONAL NORMS: AVERAGE SUBTEST SCORES BY TRAINING YEAR LEVEL

Junior Examination (1JE) Senior Examination (I SE)

Training Year Leyel: Level | Level Il IJE Total Group* Level llI Level IV Level V ISE Total Group**
(N/% of Residenty (2224/56%)  (1715/43%) (3965) (1509/40%) (1117/30%) (1034/28%) (3749)
Standard Scores
Total Test 470 539 500 466 512 539 500
Clinical Management 467 542 500 462 512 544 500
Basic Science 474 534 500 493 506 507 500
Percent Correct Scores
Total Test 65 72 68 64 67 69 66
Clinical Management 64 72 67 63 66 69 66
Basic Science 66 72 69 68 69 69 68
Body as a Whole 64 71 68 62 64 65 63
Gastrointestinal 68 77 72 65 69 71 68
CV, Respiratory 58 66 61 60 64 66 63
GU, Head & Neck, etc. 72 77 74 71 73 74 73
Endocrine, etc. 67 73 70 64 67 70 67

* “N” for the Junior Examination total group inclad 11 Level Ill examinees, 12 staff, and 3 exansvel®o did not specify year level.

*x “N” for the Senior Examination total group inales 23 Level | & Il examinees, 22 Level VI examisiegnd 41 staff.
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AMERICAN BOARD OF SURGERY IN-TRAINING EXAMINATION

PREDICTING SUCCESS ON THE QUALIFYING EXAMINATION FROM
IN-TRAINING EXAMINATION SCORES

For years, the Board has analyzed the relatiortstyween performance on the ABS In-Training
Examination and the ABS Qualifying Examination. isTmeport illustrates the relationship
between the 2008 In-Training Examination and th@8Qualifying Examination. Given the
radical modifications to the In-Training Examination 2006, where the examination structure
split the examination into Junior and Senior resideersions, results and correlations are not
necessarily comparable to prior years. One migipeet the correlation between the two
examinations to improve since examination conteas rtshifted from a 50/50 Basic
Science/Clinical Management split to an 80/20 B&ience/Clinical Management split.  With
increased emphasis on Clinical Management, the oBéevel In-Training Examination
structure more closely resembles the Qualifyingriiration structure.

Over the years, In-Training Examination-QualifyiBgamination correlations have ranged from
.54 to .66. A total of 894 examinees took both2B88 In-Training Examination and the 2008
Qualifying Examination. The correlation betweemrss on the two examinations was .58 in
2008, within the range of values seen in recentsyealhe corrected coefficient in 2008
(accounting for examination unreliability) was .Gfjain, similar to values observed over the
past few years. Several residents who scored llovthe ITE did not take the QE in 2008,
restricting the range of scores and lowering thegmitade of the correlation While the
relationship is moderately high, one would expechs differences between performance on one
examination when compared to performance on theroth

An expectancy chart illustrating the relationshiptviieen success on the 2008 Qualifying
Examination (first-takers) and percentile scoreshen2008 In-Training Examination is provided

in Table 1. The relationship is graphically poyed in Figure 1. The correlation between ITE
percentiles and Pass/Fail on the 2008 QE is highzat Table 2 combines results for 2007 and
2008; these data are graphically portrayed in [Edlrthe correlation between ITE percentiles
and passing or failing the QE is very high for toenbined group.

While it is generally true to say that a residdmiudd score well on the Qualifying Examination
if he/she scored well on the In-Training Examinatione cannot predict with absolute certainty.
This year, there were only eight examinees aboge6th percentile on the 2008 In-Training
Examination who failed the 2008 Qualifying Examioat(compared to nine examinees last year
and fewer in prior years). Several examinees bétmnv10th percentile on the 2008 In-Training
Examination passed the 2008 Qualifying Examinatiof%, compared to 58% last year and
42% in 2006). However, as noted above, many examsimgth low In-Training Examination
scores do not take the Qualifying Examination imiaiesdly after completion of their residency.

In summary, the relationship between In-Trainingamination (Senior Level) and the
Qualifying Examination scores is similar to recgatrs. The correlation in 2008 was .58 (.66
corrected value). The correlation between ITE gatite scores and Pass/Fail on the 2007 QE
was high at .92. Approximately 92% of those exaamthat scored above the 30th percentile
on the In-Training Examination will pass the Quahfy Examination on their first attempt,
compared to only 72% below thet@ﬁercentile, similar to totals in prior years. ésual, a few
exceptions were observed where those who scordddmghe In-Training Examination failed
the Qualifying Examination, while several of thageo scored low passed.
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TABLE 1

AMERICAN BOARD OF SURGERY

THE RELATIONSHIP BETWEEN IN-TRAINING EXAMINATION
TOTAL SCORES AND QUALIFYING EXAMINATION PERFORMANCE
(2008 EXAMINATION RESULTYS)

IT/SBSE
Per centile

Range: Level V # Pass (%) # Fail (%) Total
96 - 100 36 (100%) 0 (0%) 36
91- 95 56 (98%) 1 (2%) 57
86 - 90 35 (100%) 0 (0%) 35
81- 85 55  (93%) 4 (7%) 59
76 - 80 43 (100%) 0 (0%) 43
71- 75 47 (98%) 1 (2%) 48
66 - 70 22 (92%) 2 (8%) 24
61- 65 49 (93%) 4 (8%) 53
56 - 60 57 (97%) 2 (3%) 59
51- 55 50 (91%) 5 (9%) 55
46 - 50 29 (88%) 4 (12%) 33
41 - 45 41 (87%) 6 (13%) 47
36- 40 43 (83%) 9 (17%) 52
31- 35 30 (73%) 11 (27%) 41
26 - 30 37 (86%) 6 (14%) 43
21- 25 37 (88%) 5 (12%) 42
16 - 20 36 (78%) 10 (22%) 46
11- 15 31 (66%) 16 (34%) 47
6- 10 26 (63%) 15 (37%) 41
0- 5 14 (42%) 19 (58%) 33
TOTAL 774 (87%) 120 (13%) 894 (100%)



TABLE 2

AMERICAN BOARD OF SURGERY

THE RELATIONSHIP BETWEEN IN-TRAINING/SURGICAL BASIC SCIENCE

EXAMINATION AND QUALIFYING EXAMINATION PERFORMANCE

(2007-2008 EXAMINATION RESULTS)

IT/SBSE
Per centile

Range: Level V # Pass (%) # Fail (%) Total
96 - 100 80 (100%) 0 (0%) 80
91- 95 98 (99%) 1 (1%) 99
86- 90 88 (100%) 0 (2%) 88
81- 85 91 (96%) 4 (2%) 95
76 - 80 81 (100%) 0 (3%) 81
71- 75 87 (99%) 1 (7%) 88
66 - 70 54 (96%) 2 (4%) 56
61- 65 78  (94%) 5 (7%) 83
56 - 60 120 (94%) 8 (9%) 128
51- 55 95 (90%) 10 (8%) 105
46 - 50 75 (89%) 9 (11%) 84
41 - 45 82 (82%) 18 (12%) 100
36 - 40 95 (85%) 17 (14%) 112
31- 35 72 (79%) 19 (14%) 91
26 - 30 82 (81%) 19 (19%) 101
21- 25 60 (81%) 14 (29%) 74
16- 20 56 (76%) 18 (27%) 74
11- 15 65 (68%) 30 (31%) 95
6- 10 39 (61%) 25 (43%) 64
0- 5 43 (53%) 38 (58%) 81
TOTAL 1541 (87%) 240 (13%) 1781 (100%)



ABSITE - QE Percentile Correlation - 2008

Senior Level Exam - PGY-5 Residents Only
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Figure 1 : Relationship between 2008 I n-Training Examination per centiles (Senior L evel)
and Pass/Fail on the 2008 ABS Qualifying Examination




ABSITE - QE Percentile Correlation - 2007-8
Senior Level Exam - PGY-5 Residents Only
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Figure 2 : Relationship between 2007 & 2008 I n-Training Examination per centiles (Senior
L evel) and Pass/Fail on the 2007 & 2008 ABS Qualifying Examination; combined data files
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