
College news

A. Brent  Eastman,  MD, 
FACS, was elected Chair of 
the Board of Regents of the 
American College of Surgeons 
during the College’s annual 
Clinical Congress, held in 
Chicago, IL, October 11–15. 
A general, vascular, and trau-
ma surgeon, Dr. Eastman is 
chief medical officer of Scripps 
Health and the N. Paul Whit-
tier Endowed Chair of Trauma 
at Scripps Memorial Hospi-
tal La Jolla, CA. He is also a 
clinical professor of surgery– 
trauma at the University of 
California, San Diego.

In his role as Chair of the 
Board of Regents, Dr. Eastman 
will work closely with the ACS 
Executive Director and will 
chair the Regents’ Finance and 
Executive Committees. The 
College’s 22-member Board of 
Regents formulates policy and 
is ultimately responsible for 
managing the affairs of the Col-
lege. The Board’s diversity and 
the variety of experiences and 
interests among its members 
enable the Regents to repre-
sent views related to myriad is-
sues in contemporary surgery.

Dr. Eastman has been instru-
mental in the development of 
trauma systems worldwide. 
He is one of the co-founders of 
San Diego County’s trauma sys-
tem and has lectured and helped 
put trauma systems into place 
in countries including the U.S., 
England, Argentina, Canada, 
Mexico, Australia, Brazil, South 
Africa, India, and Pakistan. He 
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participated in the ACS/AAST 
Distinguished Visiting Surgeon 
in Combat Casualty Program at 
the U.S. military hospital, the 
Landstuhl Regional Medical 
Center, Landstuhl, Germany, 
in July 2007. He subsequently 
was granted and assigned the 
distinction of Honorary Member 
of the U.S. Army Medical Regi-
ment, by order of the Surgeon 
General.

A Fellow of the American 
College of Surgeons since 1976, 
Dr. Eastman began serving on 
the College’s Board of Regents 
in 2001. In addition to serving 
as a Regent, Dr. Eastman has 
been an active member of many 
College committees, particu-
larly the College’s Committee 

on Trauma (COT). He helped 
create, and was the first chair 
of, the COT Trauma System 
Consultation Committee and 
is an instructor for the inter-
nationally renowned Advanced 
Trauma Life Support® course. 
In addition to chairing the 
COT, Dr. Eastman has chaired 
the College’s Scholarship Com-
mittee and Central Judiciary 
Committee.

He is an active member of 
many leading surgical organi-
zations, including the Ameri-
can Surgical Association, the 
American Association for the 
Surgery of Trauma, Interna-
tional Society of Cardiovascu-
lar Surgery, Society of Clinical 
Vascular Surgery, and the 
Pacific Coast Surgical Associa-
tion. In addition, Dr. Eastman 
served as chair of the Cen-
ters for Disease Control and 
Prevention (CDC) Research 
Agenda Steering Committee 
and is a member of the Board of 
Scientific Counselors, National 
Center for Injury Prevention 
(CDC). 

Throughout  h i s  d i s t in -
guished career, Dr. Eastman 
has authored or co-authored 
multiple publications and ar-
ticles related to trauma. He 
served on the Institute of Medi-
cine (IOM) committee that in 
2006 published the landmark 
report, The Future of Emer-
gency Care in the United States 
Health System .  This year, 
shortly before his election as 
Chair of the Board of Regents, 
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Dr. Eastman delivered the 
Scudder Oration, the signature 
speech on trauma care at the 
annual Clinical Congress.

Dr. Eastman received his 

medical degree in 1966 from 
the University of California, 
San Francisco, where he also 
completed a surgical internship 
and residency and served as 

chief surgical resident. In ad-
dition, Dr. Eastman spent one 
year as a surgical registrar at 
Norfolk and Norwich Hospital, 
Norwich, England.

A new Joint Commission 
newsletter t it led Sentinel 
Event Alert urges health care 
leaders to step up efforts to 
prevent errors by taking the 
zero-defect approach used in 
other high-risk industries such 
as aviation and nuclear energy. 
The newsletter suggests that 
a thorough and appropriate 
evaluation of errors is neces-
sary to prevent future occur-
rences. The Joint Commission 
is advocating greater involve-
ment by health care trustees, 
executives, and physician lead-
ers, contending that the overall 
safety and effectiveness of a 
health care facility ultimately 
depends on administrative and 
clinical leaders who set the 
tone and drive improvements. 

To improve patient safety, 
the newsletter recommends 
that the governing body, chief 
executive officer (CEO), senior 
managers, and medical and 
staff leaders at health care or-
ganizations implement a series 
of 12 specific steps, including 
the following:
•	 Define and establish an 

organization-wide safety cul-
ture that includes a code of 
conduct for all employees
•	 Institute an organization-

A look at The Joint Commission

New alert focuses on leadership’s role
wide policy of transparency 
that sheds light on all adverse 
events and patient safety is-
sues
•	 Make the organization’s 

overall safety performance a 
key, measurable part of the 
evaluation of the CEO and all 
leadership
•	 Create and communicate 

a policy that defines behaviors 
that are to be referred for disci-
plinary action, and a timeframe 
for that action to take place
•	 Add a human element to 

safety improvement by having 
patients communicate their 
experiences and perceptions to 
leadership

Other strategies for improv-
ing safety include creating a 
culture of safety where adverse 
events are openly discussed 
without fear of reprisal; ensur-
ing that caregivers involved in 
an event that results in unin-

tentional patient harm receive 
attention that is just, respect-
ful, compassionate, supportive, 
and timely; and rewarding and 
recognizing staff whose efforts 
contribute to patient safety.

In addition to specific recom-
mendations contained in the 
newsletter, The Joint Commis-
sion urges health care organi-
zations to use the Leadership 
chapter of its accreditation 
standards to improve patient 
safety. The standards require 
health care organizations to 
create systems to support a cul-
ture of safety, and provide the 
human and financial resources 
necessary to assure safety. The 
standards also cover reporting 
systems for adverse events and 
near-misses, and the design of 
processes to support safety.

The complete Sentinel Event 
Alert is available at http://www.
jointcommission.org. 

Correction
The name of Anton N. Sidawy, MD, FACS,  was spelled incorrectly in 

the October 2009 Bulletin article, “Members in the news” (page 37). 
The editors regret the error.
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