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The training of a competent urologist is a complex 
multidimensional process. As in any learning process, 
educational activities must address objectives in the 

cognitive, affective, and psychomotor domains.1 Simulation 
is but one teaching strategy and should be integrated into a 
well-developed training curriculum. It is critical that educa-
tors understand the benefits and advantages of simulation-
based training over other teaching strategies and implement 
such methods when and where appropriate.2  

High-fidelity and expensive simulation platforms, such 
as cadavers and virtual reality simulators, are not always 
necessary for effective trainee learning. More inexperienced 
learners, such as junior residents, can have very effective 
simulated learning on low-fidelity and material models, 
which is probably reflected in their positive assessment of 
their simulation experience in the survey-based study by 
Lobo et al in this issue CUAJ.3 Senior residents really need 
the higher fidelity platforms to improve their more advanced 
and specific surgical skills learning needs. However, the 
observation that residents are not using the skills training labs 
because the practice is not mandatory and they are too busy 
reflects the importance of making simulation-based practice 
an integral portion of the curriculum. This requires building 
time within the resident educational activities on a regular 
basis to accommodate this formal practice. 

Simulation is best implemented to reinforce a principle of 
learning or to practice a specific skill, such as suturing and 
knot-tying or safe patient handover. The benefits of simula-
tion training are as follows:

•	 Builds on existing knowledge base
•	 Addresses the learner’s needs in a practical and clini-

cally relevant way that has immediate application 
•	 Permits repetitive practice of skills to an expert-

defined, prescribed level of proficiency in a risk-free 
environment

•	 Ideally provides immediate feedback from experts 
and gives trainee a chance to complete the task using 
knowledge of errors or complications experienced 
during the practice session

The simulation activity should have clearly delineated 
performance expectations that are defined by the experts 
and can be objectively measured. The debriefing step at 
the conclusion of a simulation is crucial to clarify lessons 
learned from the experience.4 This requires educators skilled 
in the debriefing process to ensure a constructive review that 
allows participants to explore, analyze, and synthesize their 
actions and thought processes, emotional states, and other 
information from the activity and to improve performance 
in clinical practice. Participant engagement is a hallmark 
of strong debriefings because it leads to deeper levels of 
understanding and increases the likelihood of the knowledge 
gained being used in a clinical setting.5  

It is reassuring that in their study, Lobo et al determined 
that 92% of Canadian urology residency programs (CURPs) 
currently have access to a surgical skills lab. Unfortunately, 
the percentage of CURPs that have urology-specific SSLT 
has increased only marginally, from 59% to 69%, in the 
past eight years. It is not surprising that the main barriers 
to the development and implementation of SSLT include 
lack of protected time for faculty to develop and imple-
ment these sessions, lack of funding, and lack of protected 
academic time for residents to participate, as these have 
persisted over the past two decades. As has been previously 
delineated, a significant responsibility for these shortcomings 
lies with the current certification process from the Royal 
College of Physicians and Surgeons of Canada, which does 
not include a formal evaluation of technical skills.6 With 
clear guidelines for competency in specific required techni-
cal skills for urologic surgeons, nationwide training curricula 
could be developed to provide appropriate simulation-based 
learning in these domains and establish expert-determined 
proficiency levels for each of these skills. This would then 
assist training programs to determine exactly what the SSLT 
needs to provide and help faculty develop and implement 
these teaching strategies. It would also assist in determin-
ing a realistic budget for SSLTs and more effective budget 
parameters by which to seek grant and institutional funding. 
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Recently, due to the complexity of modern patient care, 
simulation-based training has been used to provide error-
response and group training for the high-reliability teams 
working in environments such as the operating room.5 Much 
can be learned by the high-reliability team experiencing 
errors and practicing responses in their daily work environ-
ment. As in the aviation industry, where team simulation 
training is used to ensure passenger safety, the healthcare 
sector can improve medical safety and efficiency by hav-
ing entire healthcare teams take part in a simulation-based 
practice and debriefing process. It will be most beneficial for 
urology trainees to begin learning these important commu-
nication skills early in their clinical experience and this can 
be facilitated in a simulated-based learning environment. 

Given that good simulation-based practice addresses train-
ing requirements for urologic trainees in a practical and clini-
cally relevant way, the need for simulation facilities, technolo-
gies, and resources in Canada can be expected to continue.
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