
Leadership conference focuses on 
quality, ethics, and future of surgery
by Diane S. Schneidman, Manager of Special Projects, Division of Integrated Communications

The American College of Sur-
geons presented the 2009 Lead-
ership Conference for Young 
Surgeons and Chapter Leaders 
in conjunction with the Joint 
Surgical Advocacy Conference 
on March 22 in Washington, 
DC. The meeting comprised 
three shared sessions for young 
surgeons and chapter leaders 
as well as a block of breakout 
sessions.

Leadership for quality 
improvement

Opening the conference was 
a joint plenary session featur-
ing Michael Glenn, MD, FACS, 
who was instrumental in de-
veloping and leading a quality 
improvement initiative at Vir-
ginia Mason Medical Center in 
Seattle, WA. He said the medi-
cal center got its “wake-up” 
call that it was time to take 
action when a postoperative 
patient was injected with a 
drug rather than saline solu-
tion and died. At least three 
similar adverse events had oc-
curred previously in the state, 
“but no one ever really talked 
about it,” Dr. Glenn said. After 
that incident, Virginia Mason 
set one goal for 2004, which 
was to promote patient safety.

To effect and manage orga-
nizational change, Dr. Glenn 
said that leaders need to cre-
ate a sense of urgency, build a 
guiding team, establish a clear 
vision, communicate effectively 

so that the other people in the 
organization will “buy into” 
the change, and empower ac-
tion. He also said that leaders 
should relentlessly promote 
the institution’s mission and 
the means of achieving it. They 
also must implement strategies 
to ensure that positive changes 
“stick.”

At Virginia Mason, the lead-
ership created a mandate for 
change and implemented a 
joint accountability model 
with the goal of becoming the 
“quality leader” in the region, 
Dr. Glenn said. To achieve 
this objective, the institu-
tion’s culture had to change. 
Previously, the physicians and 
staff at Virginia Mason put the 
provider first, viewed waiting 
as inevitable, and expected er-
rors to occur. The hospital also 
had a diffuse accountability 
structure and added resources 
regularly. The cultural mores 
now in place at the institution 
stress that the patient comes 
first, waiting is waste, and the 
goal is defect-free care, Dr. 
Glenn said. Virginia Mason 
also has adopted policies call-
ing for rigorous accountability 
and a cap on new resources.

In addition, the medical cen-
ter adopted the Lean systems-
based model for quality im-
provement, which Toyota used 
in post-World War II Japan to 
become a bestselling, highly 
trusted automaker. Under this 

system, an organization must 
identify value. Lean empha-
sizes the need to be responsive 
to the needs of the provider 
and other stakeholders—the 
patient, the payor, employers, 
and so on. “It’s really about 
having a better outcome for 
everyone,” Dr. Glenn said.

Ethics of leadership
LaSalle D. Leffall, Jr., MD, 

FACS, Charles R. Drew Pro-
fessor of Surgery at Howard 
University College of Medicine, 
Washington, DC, emphasized 
the importance of ethical prin-
ciples in leadership during a 
breakout session for young 
surgeon attendees.

Dr. Leffall said leaders define 
an organization’s mission, ob-
jectives, and priorities. He said 
an ethical leader must “always 
be willing to compromise on 
goals, but never compromise on 
principles.” An ethical leader 
also should be fair and be will-
ing to cut his or her losses, but 
“demand the best of everyone.”

Effective leaders anticipate 
disappointments and are will-
ing to listen, even to perspec-
tives with which they may 
disagree, Dr. Leffall noted. He 
also emphasized a concept he 
learned from Charles R. Drew, 
MD, who said, “Excellence of 
performance will transcend 
artificial obstacles made by 
man.”

Leaders should be able to 
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maintain a level of “equanim-
ity under duress” and “respect 
the dignity of the other per-
son,” Dr. Leffall said. A key 
part of showing consideration 
for patients is telling them 
the truth about their medical 
condition and their treatment 
options. “Sometimes the truth 
hurts, but overall, when you 
really look at it [being honest] 
is the proper thing to do,” he 
added.

“The physician invites trust,” 
Dr. Leffall explained. Patients 
are vulnerable and sometimes 
frightened when they must 
consult with a surgeon. It is the 
surgeon’s job to demonstrate 
responsibility, capability, and a 
focus on the primacy of patient 
care.

Ethical surgeons also show 
restraint in using treatments 
that may not be of real benefit 
to the patient. “Provide access 
to therapies that will realisti-
cally improve the patient’s 
health and condition,” and be 
forthcoming with information 
about why certain treatments 
will provide little or no advan-
tage, Dr. Leffall said.

The bottom line is “every-
thing we do has to be based on 
what we can do for the patient,” 
Dr. Leffall added. “Isn’t that 
what life really is all about—
seeing someone in need and 
giving aid? And when you do 
that, you have the satisfaction 
of knowing that you have done 
one of the best things that can 
be done.”

Outlook
Jon Chilingerian, PhD, as-

sociate professor of human ser-
vices management at Brandeis 
University’s Heller School for 

Social Policy and Management, 
Waltham, MA, discussed the 
hot issues in and outlook for 
surgical practice.

Trends he discussed included 
workforce shortages, payment 
issues, and the movement away 
from solo practice and toward 
large-group or hospital-based 
practice. Because these are 
uncertain times, the surgical 
profession “has a need for 
leadership and a need for a 
strategic vision,” Dr. Chilinge-
rian said.

In the past, physicians have 
tended to worry about the 
wrong issues. For example, 
during the Medicare and Med-
icaid debates of the 1950s and 
1960s, physicians argued that 
Medicare would result in the 
loss of physician autonomy 
and reduced income, “when in 
reality, by the 1970s, it made 
millionaires out of a lot of 
them,” he said. As it turns out, 
the real problem with Medicare 
was that it put unsustainable 
strains on the federal budget. 
“Now the ostensible problem is 
pay for performance,” but that 
may not prove to have been the 
real issue 10 years from now, 
Dr. Chilingerian said.

According to Dr. Chilinge-
rian, young surgeons who are 
trying to decide where and how 
they will set up their practices 
need to analyze the plusses 
and minuses of each situation 
before defining their objec-
tives and pinpointing their 
alternatives. More specifi-
cally, he suggested that young 
surgeons who are considering 
institution-based practice bear 
in mind that “hospitals are the 
most complex organizations on 
earth.” He also recommended 

reviewing the financial state-
ments of hospitals before mak-
ing any commitments.

Before choosing a practice 
location, “identify your com-
petitors—whether there are 
specialists or superspecialists 
in the area,” Dr. Chilingerian 
added. To remain competi-
tive, any business must offer 
services either at a lower cost 
or provide extraordinary per-
formance. “When you succeed, 
someone is going to come after 
you. So you’ve got to continu-
ally rethink your strategy and 
what you’re doing to differenti-
ate yourself,” he noted.

As quality improvement 
demands increase, surgeons 
will want to make sure that 
their hospitals are involved 
in programs, such as the ACS 
National Surgical Quality Im-
provement Program, that mea-
sure outcomes throughout the 
institution and compare them 
to other facilities, Dr. Chilin-
gerian said. When considering 
joining a practice, think about 
whether it’s a good cultural 
fit and “put financial consid-
erations aside. Ask questions 
about the group and quality 
measures,” he advised.

Organized surgery
L.D. Britt, MD, FACS, Chair 

of the ACS Board of Regents, 
spoke about leadership and the 
role of organized surgery in an 
era in which “clinical practice 
is being overwhelmed.” Chal-
lenges surgeons are facing 
relate to workforce shortages, 
growing demands for the use of 
health information technology, 
cost controls, Medicare reim-
bursement, health care reform, 
and disparities in care.
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“I think the College can take 
a stand, as one of the members 
of the ‘House of Surgery,’ to 
try and address many of the 
challenges that threaten the 
profession,” Dr. Britt said.

He noted that the College has 
been aggressive in its efforts to 
address surgical workforce is-
sues, ensuring that the media 
informs the public about the 
shortages in general surgery. 
Furthermore, the analysts at 
the ACS Health Policy and Re-
search Institute are conduct-
ing substantive research into 
this issue. Dr. Britt said that 
rural populations are feeling 
the most severe effects of the 
general surgeon shortage, not-
ing that 80 percent of general 
surgeons live in or near metro-
politan areas with populations 
of more than 50,000.

Dr. Britt also emphasized 
the need for surgeons to adopt 
electronic medical recordkeep-
ing systems and for the College 
to assist in this endeavor. Elec-
tronic medical records (EMRs) 
are going to be an important 
component of quality measure-
ment, yet only 17 percent of all 
physicians have installed and 
implemented EMR systems. 
Part of the problem is that adop-
tion of the technology is cost-
prohibitive for small practices, 
he explained. The ACS needs to 
think about what the organiza-
tion can do to help physicians 
transition to EMR. “If this is not 
done correctly, I think it’s going 
to spell the death of [clinical] 
practice,” Dr. Britt said.

In addition, Dr. Britt spoke 
about the need to control costs, 
noting that the U.S. spent 
$2.4 trillion on health care last 
year. He attributed the high 

costs to waste, administrative 
burdens, the provision of inap-
propriate services, and other 
factors.

With respect to Medicare 
reimbursement, Dr. Britt said, 
“We cannot continue to take 
cuts.” To deflect the scheduled 
21.5 percent payment reduc-
tion in 2010 and to prevent 
further cuts in the future, Dr. 
Britt noted that the College is 
asking Congress to repeal the 
use of the sustainable growth 
rate (SGR) in calculating re-
imbursement. The ACS also is 
recommending that Congress 
replace the existing formula 
with a system that would 
establish separate physician 
category targets or multiple 
conversion factors.

As for health care reform, 
“I believe it will happen,” Dr. 
Britt said, pointing to Presi-
dent Barack Obama’s com-
mitment to overhauling the 
health care delivery system. 
He noted that the College has 
disseminated the ACS State-
ment on Health Care Reform 
to members of Congress and 
other stakeholders. The ACS 
also has been working with 
other physician groups to 
develop a unified message on 
health care reform.

Furthermore, Dr. Britt said, 
the geographic and ethnic 
disparities in health care rep-
resent “the civil rights issue 
of this century. [Americans] 
should never tolerate dis-
parities in education, security, 
or health care.” All patients 
should have equal access to in-
novations in medicine. “What 
good is a scientific discovery if 
we can’t translate it to every-
one?” he asked.

Sessions for chapter leaders
Concurrent to the sessions 

described previously, which 
were intended for the young 
surgeon representative partici-
pants, were programs designed 
for chapter leaders. This por-
tion of the program included 
the following sessions and 
speakers:

•	 CME As a Bridge to Qual-
ity, presented by Murray Ko-
pelow, MD, MS, FRCPC, chief 
executive of the Accreditation 
Council for Continuing Medical 
Education (ACCME)

•	 State Legislative Update, 
presented by Mindy Baker, 
State Affairs Associate, ACS 
Divis ion of  Advocacy and 
Health Policy

•	 Strategic Planning the 
Tennessee Way, presented by 
Gayle Minard, MD, FACS, 
President of the Tennessee 
Chapter of the ACS

The disruptive surgeon 
During a joint plenary ses-

sion for young surgeons and 
chapter leaders, T. Forcht Dagi, 
MD, FACS, Vice-Chair of the 
ACS Committee on Periopera-
tive Care, spoke about disrup-
tive behavior. Dr. Dagi ex-
plained how surgeons can take 
a leadership role in preventing 
and addressing this hindrance 
to providing quality care.

“This is a real problem,” Dr. 
Dagi said. “It’s our problem, 
and we have to deal with it.”

In the profession’s effort to 
address disruptive behavior, 
The Joint Commission is-
sued a sentinel event alert on 
July 9, 2008, which is intended 
to stop hostile behaviors that 
undermine patient safety. The 
new Joint Commission stan-
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dard of behavior took effect 
January 1, when all health care 
organizations were called upon 
to create a code of ethics, Dr. 
Dagi said. The commission’s 
document also outlines meth-
ods of managing unacceptable 
conduct, including condescend-
ing language, verbal outbursts, 
threats, and physical intimida-
tion.

The Joint Commission’s di-
rective is just the most recent 
example of the profession’s 
efforts to control surgeons and 
other physicians who exhibit 
unprofessional behavior, Dr. 
Dagi noted. Another example 
is the ACS Statements on Prin-
ciples,  which indicate that 
Fellows should demonstrate 
effective communication skills, 
professionalism, and an aware-
ness of the surgeon’s role in the 

larger context of patient care. 
The College’s statement also 
addresses discrimination and 
harassment in the workplace.

Although the ACS and other 
physician groups have set stan-
dards of conduct, the surgical 
profession traditionally has 
tolerated the “l’enfant ter-
rible MD”—the surgeon who is 
disruptive but somehow is ex-
cused from typical standards of 
behavior because of his or her 
technical and cognitive talent, 
Dr. Dagi said.

Many surgeons aren’t aware 
of how their behavior affects 
the other members of the op-
erative team and patient care. 
“People will tell you that very 
rarely do they intend to be 
objectionable. They will tell 
you that they just want to get 
things done,” Dr. Dagi said. 

Surgeons need to be reminded 
that “language and behavior 
are very powerful tools.” 

Dr. Dagi asserted that sur-
geons must be involved in 
addressing disruptive conduct 
and must discuss problems as 
they arise. “These concerns are 
not going to dissipate. They’re 
only going to get worse [left 
unchecked],” he said.

Open forum
The conference concluded 

with an open forum in which 
the meeting participants were 
able to voice their concerns and 
to ask questions of Dr. Britt 
and Thomas R. Russell, MD, 
FACS, ACS Executive Direc-
tor. Issues discussed included 
health care reform, reimburse-
ment, and EMRs.

The American College of 
Surgeons and the Association 
of Women Surgeons are seeking 
applications from women sur-
geons who wish to be considered 
for the Early Career Women 
Faculty Mentorship Program. 
This opportunity to develop 
a mentoring relationship is 
open to early career assistant 
professors who are in academic 
practice in general surgery or 
a general surgery subspecialty. 

Applicants will be required 
to attend the 2009 ACS annual 

Call issued for Early Career Women 
Faculty Mentorship Program

Clinical Congress; therefore, 
only women surgeons who are 
planning to attend the annual 
Clinical Congress in Chicago, 
IL, this October should apply 
this year. Applicants must be 
Fellows or Associate Fellows of 
the College, or currently in the 
process of applying for Fellow-
ship in the ACS.

The application should de-
scribe how the mentoring rela-
tionship will be of benefit to the 
applicant in her career. Mentors 
will then be selected and as-

signed based on the preferences, 
career priorities, and goals of 
the applicant. All mentors will 
be surgical leaders with a record 
of excellence in mentorship.

Early career women faculty 
who are interested in this op-
portunity should send a one-
paragraph description of their 
current position, career goals, 
and mentorship program ob-
jectives together with a CV to 
mentor@facs.org. 

Applications must be received 
before July 1. 
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