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Governors’ Committee on Surgical Practice in
                    Hospitals and Ambulatory Settings:

An update

by R. Phillip Burns, MD, FACS

The Board of Governors’ Committee on Sur-
gical Practice in Hospitals and Ambulatory 
Settings remains active in its evaluation of 
multiple issues influencing surgical practice. 

A few of the prominent issues discussed and 
evaluated by the committee include the following: 
continued evaluation and promotion of patient 
safety efforts, continued diligence in analysis of 
surgical workforce needs nationwide, support for 
enhanced surgical quality evaluation in hospitals, 
and changes in surgical practice structure. 

Patient safety
The committee has worked diligently over the 

last two years to develop an enhanced, and more 
detailed, ACS Statement on Surgical Patient 
Safety. The finalized proposal was approved by 
the ACS Board of Governors in October 2008 and 
subsequently approved by the Board of Regents.1 

Many individuals on the committee contributed 
to the work that led to the final document, and we 
were provided additional assistance by some past 

members of the committee who have extensive 
experience and expertise in this area. 

The approved statement expands efforts to 
improve patient safety in several ways. It con-
tinues to emphasize the significance of accurate 
surgical site selection during the preoperative, 
time-out, and operative phases of the procedure 
in an effort to further reduce the incidence of this 
surgical complication. Additionally, the updated 
statement goes further than the previous ver-
sion and emphasizes the need for improvement 
in communication between all members of the 
operative team in the preoperative, intraopera-
tive, and immediate postoperative stages. 

The new statement offers some flexibility for 
individual institutional variation in regard to 
adopted standards for implementation of this 
improved communication scenario. For example, 
a previously tested communication outline by the 
World Health Organization has functioned well in 
other institutions and could be used as a starting 
point in most operating rooms. 2 Recent research 
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double gloving, blunt-tip suture needles, neutral 
zones, and protective sharp device use.4

Surgical workforce 
For three years, this committee has discussed 

and expressed their concern about current, and 
future, surgical workforce availability. This 
concern has been shared with, and championed 
by, the Executive Committee of the Board of 
Governors, the Board of Regents, and the ACS 
leadership. It is encouraging to the committee 
that the ACS leadership has intensified efforts to 
gain more accurate information regarding surgi-
cal workforce demographics with initiatives such 
as the ACS Health Policy Research Institute. It is 
well known that the surgical workforce shortfall 
is having a strong impact on adequate health care 
in rural areas, but many urban centers are now 
suffering from the lack of availability of surgeons 
willing to take emergency call. This problem 
cannot be easily corrected—and the fact that 
the ACS leadership is making this issue a prior-
ity is encouraging. Our committee will continue 
to contribute to the discussion and study of this 
problem. 

Surgical practice structure
Members of the committee continue to report 

significant change in the surgical practice struc-
ture’s business model across the country. The 
number of surgeons who currently work in an 
employment model appears to be growing rapidly 
as many are converting from time-honored mod-

has indicated significant improvement in patient 
safety as well as operating room effectiveness and 
efficiency when these steps are incorporated as a 
standard operating room algorithm of care.3 The 
ACS statement provides the added suggestion 
that defined points, or stages, of some operative 
procedures should be designated as “no hand-
off time”—when certain members of the team 
will not be rotated—to further enhance efficient 
and effective teamwork and therefore improve 
results. The statement also incorporates previ-
ous recommendations by both the ACS and The 
Joint Commission regarding safety issues such as 
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els of private practice to a variety of institutional/
hospital employee models. This rapid shift in the 
business model for a growing number of College 
members has been acknowledged by the Board of 
Governors’ Executive Committee. Some members 
are concerned that such shifts may ultimately 
become a threat to the structure and, possibly, 
the long-term viability of the ACS. Hopefully, 
further discussion, study, and ACS program pre-
sentations will highlight and elucidate the mag-
nitude and potential influence of such change. It 
is important to generate ongoing suggestions for 
dialogue topics between the Board of Governors 
and the Board of Regents to continue further 
collaborative evaluation of this issue. 

Quality/NSQIP
The committee continues to address issues of 

transparency in evaluation of surgical care out-
comes through peer-reviewed, surgeon-driven 
evaluation models such as the National Surgical 
Quality Improvement Program (NSQIP). The 

public image of the surgical community will be 
significantly enhanced by championing efforts to 
assess surgical quality, with the anticipation that 
those measures can be used to improve surgical 
care and outcomes. The public—and especially 
our patients—deserve to know that, both as a 
group and as individuals, surgeons are respond-
ing to transparency issues with programs that 
analyze shortcomings and provide a road map 
for improved surgical care. 
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their devices, yet they restrict the educational 
interaction between industry representatives and 
the physician. If this statement is generated in 
conjunction with other interested organizations, 
this effort may be a joint statement of clarification 
from the perspective of the College. Currently, 
this initiative is in the design stage. The second 
topic of concern is related to the need to retain 
advancing levels of independence during surgical 
training, which is becoming ever more difficult 
in the current environment of external controls. 
A statement from the College may allow a more 
reasonable and understandable approach to how 
we train our future surgeons. It is hoped that 
this statement might influence our educational 
process. 

For next year’s Clinical Congress in Washington, 
DC, the Socioeconomic Issues Committee will 
again schedule a panel session. The potential top-
ics under consideration for next year’s Congress 
include the following: The Surgeon’s Interaction 

with Industry; The Implications of an Employed 
Surgeon; Where the Business of Medicine Meets 
the Profession; Expectations of Surgeons Finish-
ing Training; and Surgical Training: Current 
Challenges and Whose Responsibility. Discussion 
is ongoing as to which topic is most pertinent for 
the following year, and which would contribute 
most to the members’ needs and concerns. 

Future considerations for the Socioeconomic 
Issues Committee encompass the scope of the 
surgeon’s world, and topics abound. The challenge 
is focusing on the issues that we can most have 
an effect on within our committee structure. The 
economy is likely to have an impact on what topics 
will be of the greatest concern to the membership. 
The Socioeconomic Issues Committee is open to the 
concerns of all members and would like feedback 
from surgeons who believe that an issue is going 
unrecognized. The committee would like to provide 
a voice for the surgeon experiencing challenges 
pertinent to the charge of this group. 
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