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The implementation of the 80-hour workweek
in American residency programs has aroused
significant debate within the surgical commu-

nity regarding the length of surgical training. Cur-
rently, surgical residents have to be trained more
efficiently in less time and are expected to provide
perfect, error-free care once they graduate into the
real world of surgical practice.

Cultural changes
The surgical culture has transformed as well. The

motivations to pursue a surgical career have
changed. There is a team rather than individual
approach to patient care. Residents’ expectations
are now different, with lifestyle quality being an
important determinant of career choices among
medical graduates and an increasing priority for
the emerging generation of surgeons.

Although many residents today have demon-
strated a growing unwillingness to train for many
years, most do want to pursue subspecialty train-
ing. Those individuals who currently opt for a sur-
gical career now face dramatic differences in atti-

tudes, expectations, and the way they are perceived
by the already established surgical family.

The younger generations of surgeons who go into
practice have to deal with the current professional
liability crisis, decreased reimbursement, and the
public’s expectations of state-of-the-art care as a
sine qua non. Becoming a good surgeon is a com-
plex, lengthy process, especially when new qual-
ity-assessment tools are being instituted with a con-
tinually growing emphasis on patient safety.

How long?
It is in this changing environment that some have

questioned how long general surgery training
should take. As the clinical experience obtained by
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residents decreases with the 80-hour workweek, it
has been suggested that the traditional five years
of residency are too few to create proficient sur-
geons, and that additional years of training are nec-
essary. But in reality, is five the magic number of
years required to learn the art of surgery? Experi-
ence garnered through decades of training general
surgery residents tells us that it is. Yet, from a
purely technical standpoint, how many cases does
one really need to perform to be proficient? Defin-
ing mandatory basic skills is difficult because a
surgeon is more than a technician. The develop-
ment of a resident into a competent surgeon re-
quires much more than just exposure to a certain
number of cases.

A well-rounded surgeon has a very complex set
of competencies, including pristine ethics and a vast
fund of knowledge about when, how, and why to
operate, as well as when and why not to do so. The
principles of general surgery are broad and exten-
sive. Whatever the cost, we cannot lower our train-
ing standards and sacrifice the quality of prospec-
tive surgical graduates. Just as inadequate raw
materials will create an inadequate end product,
inadequate training will create inadequate sur-
geons. Minimum requirements are necessary so
that when residents go into surgical practice, they
feel comfortable dealing with the diverse types of
cases and situations they will encounter in their
communities. Hence, no one knows with certainty
how long it will take for residents to achieve this
level of expertise.

A different issue arises for those surgeons who
pursue academic careers. These very dedicated in-
dividuals reinforce their training and experience
with research and laboratory work, significantly
lengthening their years of postgraduate education.
With the current work-hour limitations, those resi-
dents who want to be the surgical educators of the
future may ultimately require even longer train-
ing periods than the ones currently in place.

Because of the time constraints associated with
the current system, more efficient methods of edu-
cating residents are being developed. Surgical resi-
dency programs are using the laboratory as a learn-
ing tool, virtual reality simulation training, and a
modular curriculum. Experience gained from the
military as well as from the airline industry proves
that practice makes perfect. This totem can be ap-
plied to surgical training through the use of simu-

RAS-ACS symposium
to address these issues

The Resident and Associate Society of the Ameri-
can College of Surgeons (RAS-ACS) symposium at
the 91st Clinical Congress in San Francisco, CA,
will explore the question of “Truncated training
for the surgical resident—The future or fallacy?”
The session will take place Sunday, October 16, 1:00
to 4:00 pm.

Each year the RAS sponsors a symposium on a
topic targeted at surgery residents and young sur-
geons. This year’s presentation will examine the
issue of training for residents proceeding to surgi-
cal specialties. The aim will be to provide insight
into the future of surgical training and how trun-
cated training would affect the trainees, training
programs, and patients. Attention will be paid to
the possible advantages and pitfalls of reducing the
number of years a surgical specialist has to train.
The discussion will also focus on the effects of al-
tered training on limited work hours, long-term fi-
nances, and family life.

The objective of the annual symposium is to dis-
cuss topics that not only challenge the College cur-
rently but that may also affect the future. The sym-
posium this year will consist of four speakers, who
will offer opinions on both sides of the issue to gen-
erate maximum discussion. Each panel member
will speak for 20 minutes and will take questions
at the end of the entire session.

This year’s panel includes Barbara Bass, MD,
FACS, a Regent and the current chair of the Ameri-
can Board of Surgery. She will start the discussion
by giving us her insights into both the short- and
long-term impact of truncated training. To help us
understand the pitfalls of this type of training,
Lawrence Levin, MD, FACS, will share with us the
experiences of the plastic surgery division at Duke
University Hospital, Durham, NC. A third speaker
will discuss the reasons why vascular surgery has
adopted truncated training as the primary mode
of training young surgeons. Finally, Amit Kumar,
MBBS, a vascular surgery fellow at Rochester (NY)
University, will give the trainees’ perspective.

Attendance is open to all RAS members as well
as all residents, fellows, and medical students. An
open-microphone discussion will promote audience
participation.
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lators that provide limitless opportunities to prac-
tice in a safe environment. Surgical residents may
need to complete homework assignments in order
to fulfill their academic requirements.

Subspecialty training raises different issues.
Some surgical subspecialties are attempting to
implement fast-track specialization. This perspec-
tive is rooted in the assumption that training path-
ways that focus on core topics related to that sub-
specialty will provide similar, if not better, educa-
tion in less time.

But, again, how much training does one really
need in order to be surgically proficient in a sub-
specialty? Despite individual differences in perfor-
mances, both from an academic and practical stand-
point, general surgery training is a core precursor
pathway that is necessary to provide the funda-
mental basis of surgical knowledge and technique.
It provides the common grounds and standards for
the creation of a strong platform from which addi-
tional specialized training may progress.

How long this basic general surgery training
should take varies according to subspecialty, with
some requiring completion of a full five-year pro-
gram before additional subspecialty training be-
gins. Some people have challenged this approach,
and the current standards required to enter cer-
tain subspecialties, such as plastic, cardiac, tho-
racic, vascular surgery, and others, may disappear
in the future. Whether it is possible to learn surgi-
cal principles and technique regardless of the case
is a subjective question. Likewise, how a general
skill can be transferred into a specialty-specific skill
varies according to the individual surgeon. But, do
you need to be a “super-pluri-potential” general
surgeon before going into a subspecialty? Is reduced
training time for specialists a disaster waiting to
happen? Are we weakening surgical training and
sacrificing quality by letting all these changes hap-
pen?

Demand versus need
There is a public demand for subspecialized sur-

geons, the best in their field. But, in reality, there
is a public need for well-rounded general surgeons,
especially in rural communities. Arbitrarily creat-
ing a line that divides fundamental from specialty
training is impossible. Surgery cannot be compart-
mentalized; yet, for example, if your area of inter-
est is breast surgery, do you really need to be profi-

cient in trauma and transplantation? Is perform-
ing a pancreatectomy relevant to a plastic surgeon?
Does a cardiac surgeon need formal training in
colorectal surgery? Which skills are truly neces-
sary and transferable?

These questions present surgical educators with
an enormous challenge as to how we deliver the
necessary skills and knowledge to the next gen-
eration. Lowering standards to fit lifestyles is un-
acceptable, especially in an era of surgical quality
improvement programs, possible pay-for-perfor-
mance, the growing predominance of volume as an
indicator of quality, and the persistent liability cri-
sis. Inadequate training will initiate a domino ef-
fect that will yield significant consequences for the
future of surgery.

I consider myself an old-fashioned young surgeon.
I believe training is a lifelong effort and part of a
never-ending contract with our patients. Yes, all
surgeons are not created equal, but, even account-
ing for individual differences, surgeons are natu-
ral-born leaders. We cannot turn back. Changes
are here to stay. What we need to do is adapt to
the new culture, modify the current teaching
schemas, and defy the present challenges with
quality and patient safety as our endpoints, while
maintaining the fundamental values of surgery.

Today’s surgical residents and young surgeons
are the future of our profession. The important
task is to instill the motivation, dedication,
honor, service, respect, honesty, responsibility, and
other core values of our profession in the new
generation, regardless of how long their train-
ing takes.
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