Responsibility and Authority in American Surgery

J. ENGLEBERT DUNPHY, M.D., F.A.C.S., Portland, Oregon

FIFTY YEARS AGO AN IDEAL conceived by Franklin
H. Martin became a reality. The American College
of Surgeons was established “not for pecuniary
profit, but for the bencfit of humanity . . . .”** The
aims of this organization and the reason for its
cxistence lie in its disinterested and unselfish
efforts to elevate the standards of the profession,
moral as well as intellectual, to foster research, to
cducate the public.

Today, this College, a fellowship of more than
25,000 accomplished surgeons pledged to this
ideal, is the most influcnial surgical body in the
world. It is my honor 10 welcome the initiates of
1963 to this Fellowship and my duty to speak to
them of matters surgical. I have chosen to discuss
the relationship between authority and responsi-
bility in surgery. Tt is axiorpatic that one cannot
accept responsibility without authority. It is less
evident, and generally forgotten, that since Magna
Charta and the negation of the divine right of
kings, most authority, at least in a democracy, de-
rives from responsibility. The subject has cogent
implications for all of us.

Responsibility is an essential condition of the
surgeon's daily work. It is the guiding circumstance
of his life. Yet, because of this overpowering con-
centration. on the problem at hand, namely the
lives of his patens, the surgeon is often Jess con-

*Articles of Incorporuton, A.C.s., Directory, 1962,
page 727.
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scious of his responsibility to larger but less im-
mediate issues. Let me illustrate this by an obvious,
and for those of us who oceasionally look backward,
a somewhart painful example. There was & Lime
when the surgeon assumed responsibility for all the
details of operating room conduct and asepsis.
This responsibility gave him authority. He was
the master of thc opcraring room. If he requested
4 change in procedure, it was done, and no ques-
tions asked. Today if he proposes the same sort of
thing, he is apt to encounter a wall of bureaucratic
opposition extending through several echelons of
nurses to hospital administrators, and finally to a
committee, some of whom have never been in an
operating room! The responsibility has been shifted
and with it has gone much of the authority. There
are many reasons for this and the result is not
nccessarily all bad, but it illustrates what can
happen.

I invite consideration of an area where we possess
authority but where we must look to our responsi-
bilities if’ we are to keep it. Standards of surgical
cducation and training have been established in
America without infringing upon the initiative and
freedom of the individual surgeon. Although this
has made the highest quality of surgical care avail-
able, there are forces in our society which in a
misguided arrempt to make things better would so
regiment the practice of medicine and surgery that
the result would be stultifying mediocrity.

Tt is a curious paradox that the more closely an
organization approaches perfection, the more fla-
grant its shortcomings appear, This is true of a
Navy ship or of a baseball team and is particularly
the case with the medical profession today. We
have never before produced such high quality and
generally available care to the public. The reputa-
tion of any individual doctor with his patients has
never been better. :

Yet, as a group, as a social body, we have never
been so criticized,

The problem can be illustrated with particular
reference to surgical cducarion and training. Any
social body, whether it be a private club or the
government of a great country, requires a com-
bination of central control and individual inde-
pendence if it is ro function effectively, Without
central control and guidance, progress is impos-
sible. 'There is either confusion or anarchy. With-
out independence and initiative there is stagnation
and medixrity. The stronger the central control
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and the less it represents the social grovp as a
whole, the morc initative, independence and ulu-
mare freedom are suppressed. The record from
pre~-war Germany to present-day Cuba is the same.
But these changes do not come about solely be-
cause of a isguided or evil leader. The social
body itself allows it 1o happen because its members
become indifferent to their responsibilities.

I would like now to consider the profession or
medicine as a social body. Our mission is the pre-
vention of discase and the best possible care of the
sick and injured. To this end we have built great
schools, vast research Jaboratories and splendid
hospitals. W¢ have climinated the charlatan, the
quack and the proprietary medicat schoo! from our
ranks. This has ¢come about through a loose but
effective central cuntrol, namcly, joint co-operanve
action on the part of our leading medical societies,
particularly the American Medical Associaton, the
Associgtion of American Medical Colleges, our
medical schools, state licensing boards, charitable
organizativns and foundarions such as the Rocke-
feller and, increasingly of late, the federal govern-
ment. All of this has been for the good, but we
must bear in mind that today the strongest single
figure in this coalition for progress is the federal
government.

MasTeRS ESTABLISH AUTHORITY

Now et us focus down on the surgical profes-
sion as a social body. We must go back nearly 600
ycars o the Guild of Surgeons in London. At that
time, the practice of surgery was in the hands of
the barber surgeons, and represented nothing but
initiarive and independence. There was no central
control. All was confusion and anarchy and thc
victims were the public. It was essential that some
teechanism be established to distinguish between
the skilled and the unskilled surgeon. To this end
owo masters selected from the Guild of Surgeons
were sworn before the cowt of Aldcrmen of the
City of London and authorized to supervise the
practice of surgery. Since that time, there has been
a background of authority influencing the practice
of surgery in England. lortunately, the origio and
excrcise of this authority has rested largely with
the professional body of surgeons. Today in Great
Brirain, no one can practice $urgery or a surgical
specially without being properly quafified and
having a specific appointment as a consultant.

In our own country, the situation is quite dif-
ferent. The American Collcge of Surgeons was

founded in 1913, It was modeled somewhal after
the Royal Colleges but with no Jegal aurhorization.
It sought to improve the qualiry of surgery by
stimulating postgraduate education and by recog-
nition of surgical atrainment. Much was accom-
plished. Further progress came in 1916 when the
American Board of Ophthalmology was founded,
followed by Amcrican Boards of Otolaryngology,
in 1924, and of Obstetrics and Gynecology, 1n
1530. The American Board of Surgery was founded
in 1937 for the protecrion of the public and the
good of surgery. It also has no legal authority and,
therefore, has consistently refused to define re-
quirements for membership on hospital staffs, and
it has never concerned itself with the attainment
of special privileges or recognition for its diplo-
mates in the practice of surgery. Its pnmary pur-
posc is to pass judpment on the education and
training of broadly comperent and responsible
surgeons and not 10 designate who shall or shall
not perform surgica) operations.

QUALIFICATIONS ASSURED BY BOARDS

However, the Advisory Roard of Medical Spe-
cialtes, which is made up of representatives of the
various specialty boards, the Association of Ameri-
can Medical Colleges, the American Medical Asso-
ciadon and other inrcrested groups, has specifically
stated thar the purpose of a specialty board is ““to
insure the public that persons claiming to be spe-
calists presumably with special eficiency in onc
or another branch of mcdicine, actually possess
the qualificavons they claim.” No legal support for
this concept has ever been sought or thought neces-
sary. It has been assumcd that with tbe education
of both the public and the profession, individuals
seeking to specialize in various fields would patu-
rally follow established channcls. Generally speak-
ing, this is the case. ‘I'he public has become in-
creasingly conscious of the identty of qualified
specialists. Indeed, op recominendation of the
profcssional staft of many hospitals, only qualified
specialists are listed 28 such. Finally, the federal
government has recognized the existence of board
certificarion borh in the Armed lorces and in the
Veterans Administration.

Last year this College, through the Board of
Regpents, issued a fundamental statement* on the
cducation and training of surgeons which should
be familiar 0 all Fellows. In short, it calls upon
any doctor who aspircs 10 hecome recognized as a
surgeon to follow the established and clearly de-
fined requirements of the American surgical spe-
cialty boards. In essence, this puts in writing what
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has been recognized for many years, namely, that
the basic aims of this College and the specialty
boards of svrgery are the same—the benefit of
humanity.

Surgery as a social body is calling upon its mem-
bers present and future to recognize their responsi-
bility. The authority for this must come from our
own responsibility.

Best Care For L1 s Common ORJECTIVE

What are our spexific responsibilities? First,
vigorous, intelligent and self-sacrificing support of
existing surgical socictics, especially this College
and the Surgical Section of the American Medical
Association, is essential. Surgeons have been lax
about this, a8 a result of which we have witnessed
attempts to establish a spurious “board of ab-
dominal surgery.” Sceondly, we must enljst the
support of our colleagues in medicine and in gen-
eral practice. "I'he Academy of General Practice
has as its primary aim the education, especially the
continuing postgraduate education, of the generalist
and family physician. There is no conflict of in-
terests here. There is plenty of room to discuss
details, but we have but one common objective—
educadon and training [or Lthe best care of the sick.

The question is not who should or should not
do surgery. "I'he question is how can anyone who
intends ro do surgery be so educated that he will
bring only the best to his pauents. "I'here is real
need for a study of this problem. There arc many
small communites where, at least at the present
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time, a surgeon cannot resurict his practice to
surgery. We have some very able surgeons in my
part of the country who are obliged 10 do general
practice. They aperate as well and they operate
very well because they have been cducated as sur-
geons. We must so improve our educational pro-
grams that for the small or isolared commumnity we
can provide surgeons who also ¢ngage in general
practice rather than gencral practitioners who do a
licde surgery. 1 would say the minimum require-
ment should be a rotating internship and three
years of surgical residency but this is a marter for
serious study and re-appraisal.

AMERICANS INDERTED TO A.M.A.

Finally, the American Medical Association must
formally support the utilization of established edu-
cationa) programs for all who scck 1o become
surgeons. More than any other body, the American
Mcdical Associarion is responsible for the high
qualiry of care at present provided 10 the American
public. For more than 100 years, it has given re-
sponsible leadership in such vital arcas as medical
education, internship and residency training, hos-
piral standardization, approval of new foods and
drugs, medical cthics and padent-doctor rclaton-
ships. Being a democranc institution, it moves
slowly and not always in a straight line. lts motves
are often musinterpreted and sometimes deliber-
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arcly distorted. It is a target for all critics either 10
the right or 10 the fef of its posidon. Somenmes
its image is marred by its own spokesmen, cven as
occurs in the goveramcept of the United States.
But, if it [@led cither (rom outside pressure or
inside indifference 10 carry on the responsible
lcadership it has exercised in the past, it would be
a sad day for this country.

Before closing, let me ¢all artention to a closely
rclatcd problem requiring the authority of respon-
sibility, namely, the increasing need for person-
alized family care in the mijdst of specialization. It
{s a sad paradox that the more specialized we be-
come aud the higher the guality of the care we
have to offer, the more dificult it is to render it to
the whole paticnt. This ix of grear coneern o sur-
geons, because surgical care begins with diagnosis
and cnds with rehabilitation. The decision 1o oper-
ate, especially in diseases such as peptic ulcer,
rests upon balancing the effect of environmental
and a host of sucial influcnces on the course of the
patient’s illness. All oo often, especially in the
case of certain cancers, the most carefully planned
operation ends in prolonged jlloess, debilitagon
and death. Surgery cannot divorce itseif from these
responsibilities and yet it cannot meet them all
alone,

Team work with a competent, sympathetic and
broadly «ducated family doctor is the only way
that the surgeon can meet his responsibilities. This

is the role that the general pracutioner so often
performs today. His position is the key to medicine
of the future. His stature must be identical with
that of the specialist whether family care is eventu-
ally recognized as a specialey or gor.

This is one of the most pressing problems facing
American medicine. Surgeons must take a respon-
sible interest in jt, because it is iropossible to pro-
vide high quality surgical care without that knowl-
edge of the whole patient which only a family
phbysician can supply. Some of the happicst and
most cnriching cxpericnces of a surgeon’s life
come from careful and critical consultation with
his colleague the physician. When that collcague
18 & family physician and a personal friend and the
decision brings hope, comlorl and ultimarcly health
to a gravely ill human being, the total experience is
the esseice and the joy of medicine. The idea of a
“family doctor’” is more than un old-fashioned
tradition and a thing of the past. It is the key to
the future of specialization. It is the only way we
can bring science 1o the art as well as art to the
science ol medicine. We have a grave responsibility
to this end.

Initiates of the American College of Surgeons
for 1963, Lhese arc not idle marters { bave Jaid be-
fore you. Our profession is a *service of friend-
ship.” Our joys come from the giving of ourselves
to our fellow man. But, our responsibiliies extend
beyond daily devoted care to the patient. Only 1n
their total fulfillment will we find the authority “to
elevate the standards of the profession, 1o foster
rescarch, to cducarte the public.”



