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The combination of shorter working weeks for surgical trai-

nees, increased complexity of surgical procedures, and a

greater concern for patient safety has made it obvious that

initial training of technical skills should take place outside

the operating room.1 No industry in which human lives

depend on the skilled performance of responsible operators

has waited for unequivocal proof of the benefits of simula-

tion before embracing it. There is an overwhelming body of

literature supporting the use of simulation-based training

when acquiring surgical skills and the question is no

longer if trainees should practice on simulators but how.2

The effective implementation of simulation in the surgical

curriculum is still a big challenge and it has become evident

that simply buying a simulator is not enough for learning to

occur.3 To develop a successful simulation centre, it is

important to structure the training according to best evi-

dence practice.

Simulation offers unique opportunities compared with tra-

ditional training on patients. It is suddenly acceptable to

learn through errors and studies have indicated that direc-

ted, self-regulated learning can be superior to instructor-led

learning.4,5 It must be emphasized that many more skills are

incorporated into the technical training of a surgeon

(including the cognitive skills of anatomic recognition,

decision making, alternate planning, and so forth), and

that the simulators are but one part that can contribute to

the overall improvement in performance and assessment of

proficiency.

Furthermore, simulation can provide a standardized testing

environment where trainees can demonstrate their compe-

tence without risk to patients or the need for intervention

by a supervisor. The mastery learning principle where trai-

nees train to a fixed criterion has impact on patient out-

comes and the test itself increases the motivation of trainees

and the retention of skills (testing effect).6,7

Short course versus distributed learning

Substantial evidence shows that distributed learning

is superior to massed practice as several hours of uninter-

rupted training result in fatigue and cognitive overload to a

degree that impairs or even hinders active learning.8 Despite

this evidence, simulation-based training is often being deliv-

ered as traditional, day-long, instructor-led courses ending

with a certificate of attendance instead of a final test to

ensure basic competency.

The first masters level course, MSc in surgical skills and

science, was pioneered in 2005 at Queen Mary University

of London and to date this is the only university offering a

higher education degree for acquiring operative surgical skills

by simulation. The course is based on the teaching principle

that distributed learning is superior and proficiency in opera-

tive technique requires practice, repetition, and time.

Traditional courses are easy to schedule but require much

simulation equipment as hands-on training is essential

when learning surgical skills. It is highly efficient to have

two people share a simulator and support each other (dyad

training) but more than two trainees per simulator will dilute

active participation and reduce motivation.9 Individual, dis-

tributed training where trainees practice for 1–2 hours at a

time can be logistically challenging, especially when staff are

needed to attend to expensive and/or complicated simulation

equipment, direct the self-regulated learning and give feed-

back to increase the efficiency of training.10

Developing simulation centres and learning
from others

Developing a surgical simulation centre is not an easy task

and success is not guaranteed even if all of the evidence-

based principles are adhered to. Local constraints regarding

resources in terms of economy, space, personnel, and
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simulation equipment make it impossible to create one

single best answer of how to do it. However, by studying

the experiences of others, we may be inspired to implement

initiatives that would work well in our own environment

and avoid making the same mistakes as others before us.

The Journal of Surgical Simulation would like to facilitate

this notion of learning from others’ experiences by introdu-

cing a new series called Simulation Centres that will allow

faculty from centres around the world to publish a detailed

report of their facilities.

The manuscript

We invite all leading teaching centres worldwide to submit a

manuscript as described below.

The description does not need to qualify as scholarship in the

traditional sense but will be subjected to careful editorial

decision and peer review. Influential simulation centres with

a strong surgical focus and unique features that could inspire

others in the simulation community will be prioritized.

The manuscript should consist of the following elements:

(1) Introduction and history

(2) Facilities and equipment

(3) Courses

(4) Instructors and support staff

(5) Trainees and/or research students

(6) Research and publications

(7) The future, which should include your perceived secret for suc-

cess and tips on success in learning

(8) Key personnel and contact information

(9) Good photographs and, if possible, a video of the centre

We start the series off with descriptions of two collaborating

but very different centres.

(1) CRESENT, the Center for Research, Education and Simulation

Enhanced Training at King Fahad Medical City in Riyadh, Saudi

Arabia, a high-resource centre, is leading in the Arabic world and

is currently building the first simulated hospital in the world.11

(2) The Simulation Centre at Rigshospitalet in Copenhagen,

Denmark, has a very research-oriented approach to surgical

simulation with 13 PhD students and ongoing research projects

in many surgical fields.12

We hope you will enjoy this new addition to our journal

and urge you to consider submitting descriptions and

experiences from your own centres.
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