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We need more details.

PRACTICE PERFECT

	 Practice Perfect is a 
continuing every-issue col-
umn in which Dr. Shapiro 
offers his unique personal 
perspective on the ins and 
outs of running a podiat-
ric practice.

Th e  A m e r i -
c a n  B o a r d 
of Foot and 
A n k l e  S u r -
gery (ABFAS) 

recently released the re-
sults of this year’s resi-
dency in-training exam-
inations (ITEs) for the 
first two resident years 
(PGY-1 and PGY-2). The 
PGY-3 residents must 
wait until November to 
receive their results. Res-
idents will also take the 
American Board of Podiatric Medi-
cine’s (ABPM) In-Training examina-
tion in February. Now you might be 
a little ambivalent about these exam-

inations given the multilayered real-
ity of these tests. From the perspec-
tive of a residency program director, 
we need more from our examination 
bodies.
	 On the surface, the ITEs are 
a standardized method to exam-
ine our residents as they proceed 
through their training. They take 
a didactic examination (both the 
ABFAS and ABPM) and a com-

puter-based patient simulation 
(CBPS) through the ABFAS. In a 
very real sense, these exams are 
extensions of a board examination 

series that students take while in 
school through the National Board 
of Podiatric Medical Examiners 
(NBPME) and function as interme-
diaries along the process toward 
final board certification. As anyone 
who has been through the residen-
cy training process knows, it is not 
easy to create objective assessment 
methods.
	 A lot of residency evaluations 

are based more on subjective obser-
vation and impressions by attend-
ings than anything concrete and ob-
jective. Because of this issue, I’m 
highly supportive of the existence of 
the ITEs, and my program willingly 
participates and pays the expense 
yearly.
	 However, my problem is with 
how the test results are reported. Fig-
ure 1 shows the information enclosed 
in a report. Now, there’s no issue 
with the categories or the comparison 
between the individual’s score and 
others in the PGY-1 and -2 years. It 
is good that they break the sections 
down into parts (as opposed to a sim-
plified report that just lists, for ex-
ample, didactic and patient work-up 
sections).
	 The complaint is what the report 
does not say. Within each exam-
ination category, it is impossible to 
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a bit more to provide information to 
residency personnel. However, it still 
doesn’t help. The problem is there 
are two forms of examinations, sum-
mative and formative, and the ITEs 

currently only provide summative in-
formation. The residents receive a 
“grade” (mostly a comparison against 
the mean).
	 Residency programs, though, 
need formative information. The 
real point of these examinations 
is to give our residents and pro-
grams feedback on how they are 
doing, and to empower us to make 
recommendations to study specif-
ic topics more (for the residents) 
and to show residencies where their 
overall deficiencies are. If all of the 
residents at a particular program 
score below the average on their 
imaging section, then that residency 
might want to adjust their imaging 
rotation or add imaging activities to 
their academics.
	 In the past, the ABPM released 
the actual examination after resi-
dents completed the ITE. It’s not 
known if they are still doing this, 
but the directors loved knowing the 
content. We could incorporate the 
test into our academics, reviewing 
specific questions during our aca-
demics. It also allowed us to direct 
residents to specific areas of study. 
In the long-term, it may not be a 
sustainable action for the boards 
because there is a finite number 
of questions and writing questions 
takes a lot of work. But there is a 
solution.

Tagging!
	 A reasonable compromise solu-
tion is to tag each of the questions 
on the examinations with informa-
tion about the content. This simply 
requires the boards to become a bit 
more granular with what they are 
already doing. The podiatry schools 

know what the content of the actual 
question was. For example, looking 
at the “Diagnostic Studies/Medical 
Imaging” section, it is impossible to 
know if questions examined resident 
knowledge on MRI, radiography, 
scintigraphy, CT, or other modalities. 
Was ultrasound included? Similar-
ly, “Surgical Principles” is such a 
broad category that one could never 
evaluate a resident’s specific level 
of knowledge. Residents and pro-
gram faculty are left with a vague 
gestalt. The CBPS section is no dif-
ferent. The “Physical Examination” 
category tells us nothing. Physical 
examination of what? What was the 
pathology?

	 The ABFAS publishes a guide 
to help residency directors, and in 
that guide, they include informa-
tion to try to help. Figure 2 shows 
an excerpt from a table included in 

the 2018 guide. Since the table is 
too large to include here, I pulled 
the imaging section for our readers’ 
consideration.
	 We can applaud the ABFAS for at-
tempting to break down the sections 

The problem is there are two forms of examinations, 
summative and formative, and the ITEs currently only 

provide summative information. 
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Figures 1A and 1B: Score report from the ABFAS In-Training Examination. Year and name removed for 
anonymity.

Foot Surgery Didactic In-Training Examination
Subject Area	 Your Score	 PGY 1 Mean	 PGY 2 Mean
Diagnostic Studies/Medical Imaging	 480	 397	 433
Surgical Principles	 410	 394	 437
Surgical Procedures/Techniques	 340	 386	 426
Procedural Perioperative Management	 330	 404	 441
Complications	 490	 398	 436
General Medicine	 410	 399	 424
                                                                        Total	 400	 389	 425
RRA Surgery Didactic In-Training Examination
Subject Area	 Your Score	 PGY 1 Mean	 PGY 2 Mean
Diagnostic Studies/Medical Imaging	 540	 423	 442
Surgical Principles	 550	 369	 391
Surgical Procedures/Techniques	 460	 327	 357
Procedural Perioperative Management	 650	 357	 394
Complications	 580	 345	 376
        Total	 550	 351	 381
Foot Surgery CBPS In-Training Examination
Case Management Area	 Your Score	 PGY 1 Mean	 PGY 2 Mean
Physical Examination	 620	 447	 483
Diagnostic Procedures/Labs/Imaging	 590	 448	 475
Diagnosis	 480	 440	 486
Treatment (application of surgical principles and medical	 420	 435	 480
        management to determine treatment of patient
                                                                        Total	 500	 432	 469

 FIGURE 1A

RRA Surgery CBPS In-Training Examination
Case Management Area	 Your Score	 PGY 1 Mean	 PGY 2 Mean
Physical Examination	 320	 362	 410
Diagnostic Procedures/Labs/Imaging	 550	 386	 423
Diagnosis	 480	 368	 416
Treatment (application of surgical principles and medical	 330	 362	 406
        management to determine treatment of patient
                                                                        Total	 360	 359	 403

 FIGURE 1B
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know that their resident is lacking 
knowledge about the radiography 
of osteoarthritis.
	 Since these exams are in general 
good ideas and mandatory for resi-
dency accreditation, it would be best 
if the boards could provide more spe-
cific formative feedback to empower 
both residencies and their residents 
to improve. PM

are already doing this, so we know 
that it’s possible. As someone who 
writes examination questions at the 
WesternU College of Podiatric Med-
icine, it is laborious but far from 
impossible.
	 Let’s take an example based on 
the “Diagnostic studies/medical im-
aging” section from Figure 2. You 
need to write a question in which 
you’re testing a resident’s ability to 
diagnose osteoarthritis from a foot 
radiograph. The question requires 
them to understand that the radio-
graphic signs of osteoarthritis are 
the following: asymmetrical joint 
space narrowing, eburnation, os-
teophytes, periarticular cysts, and 
intra-articular osseous bodies. The 
resident attempts to answer the 
question on the exam, and they get 
it wrong.
	 If this question were tagged, that 
tagging might look something like:
	 Foot Surgery > Didactic > Di-
agnostic Studies > Radiography > 
Pathology > Osteoarthritis

	 Each “>” indicates movement 
down the topic toward more specif-
ic information. There are any num-
ber of formats to this, and what 
has been suggested here is only 
one. As an examiner writes their 

questions, they would tag those 
questions down to the most spe-
cific topics. These tags could then 
be listed in a large table or spread-
sheet as a reference for directors 
and residents.
	 In this specific example, the 
resident answered incorrectly. The 
ABFAS could then report “Incor-
rect” and the tagging tree listed 
above. They would not have to di-
vulge any other information about 
the question, thereby maintain-
ing their test bank integrity. This 
would allow a residency director to 
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PRESENT Podiatry

PRESENT Podiatry (podiatry.com) is a podiatrist-owned-and-run company that proudly serves as the largest 
provider of online CME to the podiatry profession. One of the key lectures in their online CME collection is 
highlighted below.

Dr. Shapiro is editor of PRESENT Practice 
Perfect. He joined the faculty of Western Uni-
versity of Health Sciences, College of Podiatric 
Medicine, Pomona, CA in 2010.

Figure 2: Didactic imaging section from the ABFAS Guide for Residency Directors.

Since these exams are in general good ideas and 
mandatory for residency accreditation, 

it would be best if the boards could provide more 
specific formative feedback to empower both residencies 

and their residents to improve.




