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Executive Summary

Background

A 1977 study by the National Academy of Sciences found that 69 per-
cent of operations performed by residents at Veterans Administration
(va) hospitals were unsupervised. To find out whether vA had corrected
this problem, the Ranking Minority Member, Senate Veterans’ Affairs
Committee, asked GAO to determine whether (1) surgical residents in va
hospitals were being adequately supervised, (2) vA was monitoring the
adequacy of this supervision, and (3) such supervision in VA hospitals
was comparable to that in non-vA hospitals.

During fiscal year 1984, 105 of vA’s 172 hospitals participated in surgi-
cal residency programs. These programs usually involve a medical
school, a VA hospital, and one or more other hospitals through which a
resident rotates. vA estimated that in 1984 it trained about 7,000 surgi-
cal residents and that about 47 percent of all surgical residents in the
United States serve a rotation at a vA hospital.

After issuance of the National Academy of Sciences’ report, vA head-
quarters issued criteria for supervision of residents, and vA’s manual
stated that headguarters was responsible for monitoring the va hospi-
tals’ supervision.

Ga0 reviewed surgical resident supervision at 10 va and 15 non-vA hos-
pitals and sent a questionnaire to VA supervising surgeons and residents
at 28 vA hospitals.

GAO could not assess supervision at VA hospitals using vA’s criteria for
supervision because they were too broad. Therefore, Ga0 developed
more specific criteria. Thirty-seven medical organization officials pro-
vided input into these criteria, and 31 of them generally agreed with
GAO's final criteria. The criteria establish the minimum supervision
needed to ensure quality patient care and effective resident training.

GAO's criteria set out minimum levels for preoperative, intraoperative,
and postoperative supervision. The preoperative criteria require the
supervising surgeon to see the patient, discuss the case with the resi-
dent, and write or countersign the preoperative note regarding the diag-
nosis and treatment decisions. The intraoperative criteria set out
minimum supervision according to the resident’s experience. The post-
operative criteria require the supervising surgeon to see the patient and
discuss the case with the resident within 24 hours after surgery.
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Results in Brief

Principal Findings

Executive Summary

Only 34 percent of the 148 surgical cases GAO reviewed were in compli-
ance with all of GAO’s criteria for adequate supervision. The adequacy of
supervision varied considerably among VA hospitals visited.

VA headquarters did not adequately monitor vA hospitals to assure that
they were adequately supervising surgical residents and the monitoring
within the hospitals varied in quality.

In response to GAO’s questionnaire, surgeons and residents indicated that
supervisory actions generally occur slightly more frequently at non-va
hospitals than at vA hospitals.

Adequacy of Supervision

Although supervision varied among va hospitals, compliance with the
intraoperative criteria was generally adequate. However, compliance
with all the preoperative and postoperative criteria was insufficient, as
shown in table 1.

Table 1: Percentage of Cases
Reviewed in Compliance With All GAO
Supervision Criteria

Preoperative Intraoperative Postoperative
VA Hospital Criteria Criteria Criteria
Atlanta : ' 6 100 60
Charleston 100 100 8
KansasCity 43 100 23
Lomalinda 42 100 5
Memphis 8 g2 7 o3
Palo Alto T 100 73
Sepulveda T et 100 ) 62
Washington T a7 /?—“—1_00—%“‘_%
West Haven - a7 3% 13
West Los Angeles 18 @ 46

The hospitals’ enforcement of va headquarters’ criteria varied, thus
affecting residents’ supervision. For example, vA's and GAO’s criteria
required a supervising surgeon'’s note in the medical records confirming
the diagnosis and need for surgery. However, in 44 percent of the cases
GAO reviewed, the supervising surgeon did not write or countersign a
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Executive Summary

note. Only one VA hospital visited was in compliance with this require-
ment for all cases reviewed. The hospital enforced the requirement by
not allowing surgery to start without such a note in the medical records.

Monitoring

va headquarters’ primary means of monitoring supervision consists of
reviewing annual audits submitted by VA hospitals. However, as of
March 6, 1985, 33 percent of the va hospitals did not submit the results
of their audits for fiscal year 1984. Moreover, only one of the reports
submitted contained enough information to monitor preoperative,
intraoperative, and postoperative supervision. The regional directors
are responsible for enforcing the requirement to submit the results of an
armual audit. However, vA headquarters had not told them which va
hospitals had not complied with the requirement.

In addition, va headquarters has not issued specific requirements for va
hospital monitoring of supervision, and the quality of monitoring varied.

Non-VA Supervision

The 74 cases GAO reviewed supported the results of the questionnaire
indicating that the level of vA hospitals’ supervision was slightly lower
than at non-vA hospitals. Table 2 shows the compliance for cases GAO
reviewed at non-vA and vA hospitals.

Tabile 2: Comparison of Non-VA and VA
Hospitals’ Compliance

Number of Cases in Compliance With All:

Preoperative Intraoperative Postoperative
Type of Hospitals o Criteria Criteria Criteria
Non-VA - 41 of 66 {62%) 710f73(97%) 60 0f 71 (85%)
VA 66 of 129 (52%) 133 of 144 (92%) 77 of 131 (59%)

The non-vA supervising surgeons have incentives that seem to promote
adequate supervison of residents. For instance, non-vA surgeons said
that most health insurers require that, in order to be reimbursed, the
supervising surgeon must examine the patient. vA supervising surgeons
do not have the same incentives.

Recommendations

To help assure adequate supervision of surgical residents, GAO recom-
mends that the Administrator of Veterans Affairs direct the Chief Medi-
cal Director to
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Executive Summary

Agency and Other
Comments

L30T VA TGN Cr- A Vol MpSeaA ¥ LAV e b )

as GAO’s criteria;

require that va hospitals enforce criteria for surgical resident
supervision;

take specific steps to improve headquarters’ monitoring of supervision,
including directing headquarters to notify the regional directors of miss-
ing annual audit reports so that they can enforce the requirement that
audit reports be sent to va headquarters; and

specify the system that the VA hospitals should use to monitor and
report on the supervision of surgical residents.

revise va headquarters’ criteria on supervision to be at least as speci
Y quarters’ Criteria on supervision to be €4ast as specl

VA concurred with most of GAO’s recommendations and said a directive
implementing them would be issued immediately. va disagreed with por-
tions of the recommendations to revise and enforce its criteria. How-
ever, after reviewing va’s comments, GAO still believes that vA should
implement all the recommendations. The comments received from the
non-vA hospitals and the medical schools ranged from general agreement
with the report to disagreement with some of GAO’s findings.
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Chapter 1

Introduction

In 1977, a National Academy of Sciences (NAS) study on the Veterans
Administration’s (vA’s) health care system found that “There was no ;
supervision by a full-time or part-time staff surgeon in 69% of opera-

tions performed by residents.” A medical malpractice suit relating to

surgery performed by residents at the Charleston, South Carolina, va

medical center in December 1981 again raised concerns about vA's

supervision of surgical residents. As a result of these concerns, Senator ;
Cranston, Ranking Minority Member of the Senate Committee on Veter-

ans’ Affairs, requested that we follow up on the NAS study and review

VA’s supervision of surgical residents. (See app. 1.)

Residents and
Residency Training

Residents are persons who have completed medical school and are par-
ticipating in graduate medical training. They are physicians and in some
states may be licensed to practice.

The U.S. Liaison Committee on Medical Education has indicated that i
graduate medical education (residency training) is essential. This com-
mittee, which accredits medical schools, has stated that the undergradu-
ate phase of medical education is no longer sufficient to prepare a
student for independent medical practice. Graduate training is needed to
allow the physician to develop expertise in a special branch of medicine
and expand the knowledge and skills acquired in medical school to
assume personal responsibility for patient care.

The Accreditation Council for Graduate Medical Education (ACGME)
accredits residency programs. ACGME categorizes residency programs by
specialty and for each specialty has a residency review committee,
which sets specific standards and reviews the programs. ACGME has
identified nine surgical residency programs: general surgery, colon and
rectal surgery, neurological surgery, ophthalmology, orthopedic surgery,
otolaryngology, plastic surgery, thoracic surgery, and urology. Depend-
ing on the specialty, the surgical residency programs require from 4 to 7
years. General surgery, the program having the most surgical residents
at VA, is a b-year program.

VA'’s Role in Surgical
Residency Programs
and Relationship With
Medical Schools

vA's three health care objectives are to provide quality medical care to
veterans, to educate and train medical personnel, and to conduct
research. Resident training is an important part of the second objective.

During fiscal year 1984, 105 of va’s 172 hospitals participated in surgi-
cal residency programs. These programs usually involved a medical
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Chapter 1
Introduction

school, a VA hospital, and one or more other hospitals through which a
resident rotates.

The medical schools usually sponsor the residency programs and there-

fore are responsible for the programs’ overall management. However,

ACGME requirements and VA’s guidance indicate that each vaA hospital is %
ultimately responsible for the quality of its residency programs. In addi-
tion, ACGME and vA have stated that quality patient care should take
precedence over residents’ training. vA guidance states that the vA hos-
pital surgical service chief is responsible for providing appropriate
supervision to ensure high standards of patient care. The staff surgeons
at the vA hospitals directly supervise the residents. Therefore, although
the medical school is responsible for managing the overall residency pro-
gram, the vA hospital is responsible for the quality of resident training it
provides and is solely responsible for the quality of patient care.

vA’s Department of Medicine and Surgery, which oversees VA hospitals,
has standard affiliation agreements with the medical schools. These
agreements require a dean’s committee to be set up to cooperate with va
hospital personnel in establishing residency programs and maintaining
the hospital’s training programs at the same quality as those in the affil-
1ated medical school.!

According to the president of the Association of American Medical Col-
leges, the distinction between the responsibilities of the affiliated medi-
cal school and the va hospital become blurred because they share many ;
of the same staff surgeons (who are paid on a salary basis). About 79

percent of the staff surgeons at the vaA hospitals with surgical residents

are part-time vA employees. These part-time staff often practice at the

medical school hospital as well as the vA hospital. In addition, va hospi-

tals also use consultants, who also may be on the medical school staff, to !
supervise residents. VA pays consultants on a per-visit basis.

The Department of Medicine and Surgery authorizes each va hospital a !
certain number of resident positions based on the approved residency

programs. The residents rotate through these positions, so the actual

number of residents at a va hospital over a year’s time exceeds the

number of positions authorized. For instance, the VA hospital in Wash-

ington, D.C., has 24 positions, and about 100 residents rotate through

ISince the dean’s committee consists of medical school officials, when we refer to medical school
officials in this report, we are including the committee.
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Chapter 1
Introduction

Problems With VA’s
Supervision of Surgical
Residents Noted in
NAS’ 1977 Report

Objectives, Scope, and
Methodology

these slots each year. The rotations at the vA hospitals generally last
from 1 to 6 months.

In fiscal year 1984, va funded 1,871.5 surgical resident positions in its
hospitals and, according to vA estimates, trained about 7,000 surgical
residents. According to vA's Associate Deputy Chief Medical Director,
about 47 percent of all surgical residents in the United States serve a
rotation at a vA hospital.

In addition to finding that 69 percent of the operations performed by va
residents were unsupervised, in a 1975 survey NaS found that 15 per-
cent of the full-time staff surgeons and 12 percent of the part-time sur-
geons thought vA had too little supervision of residents. In addition, 25
percent of the residents responding to the NAS survey said they received
inadequate supervision and 41 percent felt that the quality of supervi-
sion at vA hospitals was lower than at the non-va hospitals.

NAS recommended that:

“A staff surgeon should be present for all regularly scheduled surgery. For
emergency surgery, a staff surgeon should be in attendance in no less than
70% of cases. Appropriate procedures for monitoring and reporting on
these requirements should be instituted.”

vA agreed with NAS’ findings but said that a staff surgeon need not
actively participate in all surgical procedures because the need for
supervision varies with the skill and training of the resident. In addi-
tion, vA argued that having a staff surgeon present for 70 percent of all
emergency cases was unrealistic. Further, vA said NAS could not substan-
tiate that the NAS-recommended actions were needed, because the data
did not indicate that these changes would result in improved patient
care or reduced mortality or morbidity. vA said it would

issue and strengthen the standards for proper supervision and
monitor compliance with the established requirements.

Our objectives were to evaluate

the adequacy of supervision of surgical residents at vaA hospitals,
the adequacy of vA’s efforts to address NAS' recommendations,
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the va central office's efforts to ensure vA hospitals’ uniform compliance
with VA guidance on supervision, and

the vA hospitals’ supervision of residents compared to that at non-va
hospitals.

To achieve these objectives, we developed a criteria paper defining ade-
quacy of supervision of surgical residents; visited 10 va hospitals and 15
non-vA hospitals; interviewed va hospital, central office, and regional
office officials; and sent questionnaires to vA staff surgeons and surgical
residents. We performed this review between April 1983 and March
1986 in accordance with generally accepted government auditing
standards.

During our preliminary work, we determined that supervision of surgi-
cal residents was most crucial when the diagnosis and treatment were
decided, during the surgery, and right after surgery. Therefore, our
review covered preoperative, intraoperative, and postoperative supervi-
sion of surgical residents for inpatient operations. We evaluated super-
vision only as it related to patient care and did not review functions
mainly related to resident education, such as conferences and seminars.

Our preliminary work indicated that vA’s criteria for adequate supervi-
sion were too broad and that NAS’ recommendations were too rigid to use
in evaluating supervision. (See ch. 2 for a discussion of VA’s criteria and
NAS’ recommendations.) In addition, the various professional organiza-
tions we contacted did not have specific criteria for resident supervi-
sion. Therefore, we developed our own criteria defining adequate
supervision of surgical residents.

These criteria are a consolidation of comments received from 37 surgical
and medical professionals on which there was general agreement. (See
ch. 2 for a more detailed description of the criteria.) We used the criteria
to assess the adequacy of VA’s instructions and practices concerning
supervision of surgical residents. Because it is difficult to determine the
quality of the interactions between the residents and the supervising
surgeon, the criteria address the supervising surgeon’s involvement and
location, and not the quality of supervision. For instance, when the
supervising surgeon was in the operating room, we assumed he/she was
adequately supervising the resident; we did not differentiate between
whether the supervising surgeon should be operating, assisting, or
observing. Likewise for preoperative and postoperative supervision, if
the supervising surgeon discussed the case with the resident, we did not
evaluate the quality of the discussion.
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Between September 1983 and July 1984, we visited 10 vA hospitals to
obtain information on their policies and practices on supervising surgi-
cal residents. We judgmentally selected the VA hospitals to obtain a mix
of characteristics in residency programs. These characteristics included
(1) the size of the residency program, (2) the distance from the medical
school, and (3) the surgical specialties of the programs. (See app. II for
information on the vA medical centers we visited.)

To compare the amounts of supervision at vA and non-vA hospitals, we
visited the medical school, its hospital, and in some cases, a private or
public non-va hospital affiliated with the same residency programs as
the vA hospital. In total, we visited 15 non-va hospitals between Decem-
ber 1983 and July 1984,

At each hospital, we met with the director and/or chief of staff, chief of
surgery, and other supervising surgeons, as well as officials responsible
for the hospital’s quality assurance program. We reviewed pertinent
files and records regarding policies, guidance, and monitoring of super-
vision of surgical residents. To determine the actual supervision, we
randomly selected about 15 operations at each va hospital and about 5
at each non-va hospital. We chose operations from the week, or 2 weeks,
if necessary, before our visit. Cases from 2 weeks were used if the
number of applicable cases from 1 week was less than 50. (See app. II1
for the methodology used to select cases and determine the supervision
that occurred.) We stratified our samples so that we would get a mix of
general surgery and other surgical specialties. At the VA hospitals, we
also chose at least one emergency operation.

To obtain the non-vA hospitals’ cooperation during our visits, we said we
would not identify the supervision observed with the individual hospi-
tals. This did not affect our study, as our purpose was not to assess the
non-vA hospitals but rather corpare their practices to those at the va
hospitals.

The methodology we used at the VA and non-vA hospitals to identify the
staff surgeons’ supervision of residents was reviewed and approved by
GAO’s Chief Medical Advisor and discussed with various medical/surgi-
cal professionals. We determined the involvement of the supervising
surgeon based on interviews and medical records. We interviewed the
staff surgeons, residents, anesthesiologists, and nurses present for the
operation regarding the role of the supervising surgeon. In total, we
interviewed 417 people at the vA hospitals and 339 people at the non-va
hospitals. We reviewed hospital records {for example, operating room
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logs and nurses’ worksheets) and patients’ medical records (for exam-
ple operation report, anesthesia record, and progress notes) to deter-
mino uﬂnnﬂnar t ’ 'nvelwnmehf waa decnmonf d

mine whethe
he data collected on the cases reviewed at the vA and non-vA hospitals

cannot be generalized to all surgical cases performed at the hospitals we
visited. However, the cases are an indication of how specific cases were
supervised and the practices for supervision of residents at those
hospitals.

We sent a questionnaire on resident supervision to about 1,000 surgical
residents and staff surgeons at 28 randomly selected va hospitals. (See
app. IV for the description of the sampling methodology.) We asked the
supervising surgeons and residents to indicate the frequency with which
supervising surgeons performed a particular supervisory action. In addi-
tion, we asked supervising surgeons and residents who had worked at

non-vA hospitals similar questions regarding supervision at non-va hos-

nitals. Regnonses to our guestionnaire gave us an indication of the

PFRUGALDS. AVOATPPULLOND W VAL YUDOLIULMLGEL U WS Rdl dattasouualsain ULovae

supervision of residents throughout the vA system and at non-vaA hospi-
tala Qoo ann YV fartha mitactisannaira ragiiliae Y Wa camerorad tha ~vag
LAlo., \WTC ap/py. ¥V 1UlL ulic qucau\uulauc 1EDULLY. ) YY T l.UlllPalCu blll’: qur:a-
tionnaire results w1th r fmdlngs at the va and non-vA hospitals visited

P PR . . e e 1 nrrer

and to the resuits of q stionnaire repurtea in its 1977 bEllﬂy

At the VA central office, we spoke with the officials in the offices of
Professional Services and Academic Affairs and the former Medical
Inspector and Evaluation Office.? We also spoke with officials in various
regional directors’ offices. We reviewed the vA instructions on supervi-
sion of residents, as well as vA’s mechanisms for monitoring and evalu-
ating supervision of surgical residents. We also met with NAS officials to
discuss their study.

We did not determine the effect of differences in supervision of
residents on the quality of care However, we noted that in a 1983 letter

PALACEINS DAL LT QRRallly Lalt. 12V we noted tharin a 1330 Avv w4

to the VA hospitals, vA's Chief Medical Dlrector stated that supervision

of recidante affacte hoth natient eara and recidant training A 10R1
AL URDIULALLD GALLLLD DVLLL POALIVLEL VALY QW L UOIUICLIL UL Gl UILE. Y LJIOL

Associatio of American Medical Colleges publication also stated that

narralides e st even e b It e o3 LI PP V. SN, S Sy -,

quality of supervision, patient care, and resident training go hand in

hand.

2A March 3, 1985, organizational change within the Department of Medicine and Surgery split the

Medical Inspector and Evaluation Office into two new offices—the Office of Quality Assurance and

SQICAL INSPECIOT anNG Lvaluadlon UINICe 1 wa DEW QIIICCS—Ing LITICE OF Quallly ASSurandce aha

the Office of Medical Inspector.
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However, the effect on patient care of residents receiving inadequate
supervision is difficult to determine. According to the chairman of the
Residency Review Committee for Surgery, rarely can a complication or
death from surgery be attributed solely to the lack of resident supervi-
sion. Many other factors enter into each case. For instance, the patient’s
age and physical condition may affect the outcome of an operation.
Also, high morbidity or mortality rates at a hospital could have many
causes. It would be difficult to isolate and identify the role resident
supervision plays in these rates. However, we believe that adequate
supervision of surgical residents is desirable and, generally, should
result in higher quality care than inadequate supervision.
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Chapter 2

VA Should Revise Its Criteria for Adequate
Supervision Of Surgical Residents

VA’s Supervision
Criteria Are Open to
Interpretation

In 1978, after NAS’ study, va issued criteria on the supervision of surgi-
cal residents. Although these criteria have been updated and improved,
the current criteria are broad and open to varying interpretations.

Because vA’s criteria were too broad to use to assess the adequacy of
supervision of residents and we were unable to identify specific written
criteria prepared by a medical or surgical organization, we developed,
using the input of 37 medical professionals, specific criteria for the
supervision of surgical residents.

Our criteria are more specific than vA’s and, therefore, less open to
interpretation. As we discuss in chapters 3 and 4, vA's criteria were
interpreted differently among the 10 vA hospitals we visited. Therefore,
we believe vA should revise its criteria to be no less specific than ours.

In 1978, vA issued criteria on supervision of surgical residents. This
guidance was updated several times, most recently in April 1984. The
new criteria are basically a restatement of the previous criteria. The
new criteria clarified some requirements, but added ambiguity to
another. (See table 2.1 for a listing of vA’s current criteria.)

VA’S criteria are general and open to interpretation. Each vA hospital can
implement its own guidance on supervision of residents provided it con-
forms with the criteria. At the 10 VA hospitals we visited, the guidance
varied,

VA'’s Preoperative Criteria

VA’S preoperative criteria state that supervising surgeons must provide
“appropriate supervision.” They also require supervising surgeons to
write preoperative notes. However, the criteria do not explain “‘appro-
priate supervision.”

Three of the VA hospitals we visited had preoperative guidance that was
more specific than the “appropriate supervision’ required by VA.
Charleston, West Los Angeles, and Kansas City va hospitals required
the supervising surgeon to see the patient or discuss the case with the
resident.

Six of the vaA hospitals we visited had guidance that allowed noncompli-
ance with va’s criteria. Guidance at five hospitals allowed the supervis-
ing surgeon to countersign a resident’s note rather than requiring the
supervising surgeon to write the preoperative note. In addition,
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Supervision of Surgical Residents

although West Haven vaA hospital’s regulations required a preoperative
note written by the supervising surgeon, its regulations allowed a pre-
operative conference with the resident to be a substitute for a note.

VA'’'s Intraoperative Criteria

VA's revised criteria specify five levels of acceptable intraoperative
supervision:

(1) The resident assisting the staff surgeon;

(2) The staff surgeon acting as assistant to the resident; 5
(3) Presence of the staff surgeon in the operating room for consultation;
(4) Presence of the staff surgeon in the surgical suite; and i
(5) Presence of the staff surgeon within the medical center complex or an :
adjacent health care facility and available for immediate call to the operat-
ing room. (As a general guideline, the staff surgeon shall be able to be phys
ically present within 15 minutes.)

Except for level 5, these levels have basically remained the same since
va originally issued its guidance in 1978. Before April 1984, level 5
called for the supervising surgeon to be within the medical center com-
plex and available for immediate call to the operating room, but did not
specify a time limit.

The five levels cover a wide range of supervision, and determining
which level is appropriate is left to the supervising surgeon on the case.
The criteria state that “'the appropriate degree of supervision during
magjor surgical procedures may be achieved by one or more” of the five
levels.

Four of the va hospitals we visited had written guidance requiring the
supervising surgeon to be in the hospital or on the hospital grounds dur-
ing an operation by a resident. Three vA hospitals used the vA criteria
outlining the five levels of supervision. Memphis vA hospital’s guidance
required the supervising surgeon to be within 15 minutes of the operat-
ing room, and the West Haven va hospital had guidance outlining six
levels of supervision which required the supervising surgeon to be at
least in the medical center during scheduled surgery. '

Charleston VA hospital’s guidance allowed the supervising surgeon to be
outside the hospital if the chief resident was in the operating room and
the supervising surgeon was immediately available by telephone for
consultation. This guidance was not in compliance with vA's criteria.
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At three of the va hospitals, oral guidance differed from written guid-
ance. For instance, at the Palo Alto va hospital, the chief of surgery said
that he told the supervising surgeons that they should be in the operat-
ing room during surgery, whereas the written guidance allowed the sur-
geons to be within the medical center complex. At the West Haven va
hospital, the written guidance required the supervising surgeon to be in
the medical center. However, the operating room staff interpreted the
“medical center” to include the medical school, which is more than 15
minutes away.

VA’s Postoperative Criteria

Need to Identify
Specific Written
Criteria

VA's postoperative criteria, like its preoperative criteria, state that the
va hospitals must provide “appropriate supervision’” but do not define
it. Half of the vaA hospitals we visited did not expand on these criteria.

The Charleston and Memphis vA hospitals had guidance requiring post-
operative notes by supervising surgeons, and the Sepulveda and West
Los Angeles vA hospitals had guidance requiring supervising surgeon
notes throughout the patient’s treatment. Two specialties (orthopedics
and otolaryngology) at the Kansas City va hospital also had specific
postoperative guidance requiring the supervising surgeon to see the
patient and/or discuss the case with the resident. The other five va hos-
pitals visited had no specific guidance covering the supervising sur-
geons’ postoperative supervisory actions.

We decided not to use vA's criteria to assess supervision at the hospitals
we visited because those criteria were broad and open to interpretation.
Therefore, we looked outside of va for criteria on adequate supervision
of surgical residents.

Medical and surgical professionals told us that NAS’ recommendations
(see ch. 1) were too rigid to use as criteria for adequate supervision. Of
the 19 officials we initially talked with, 13 said that supervising sur-
geons need not be in the operating room during all scheduled surgery
performed by residents. They agreed that, within certain limits, the

supervising surgeons must use their judgment in determining the proper .

level of supervision. Three officials also commented that NAS’ recom-

mendation that the supervising surgeon be in the operating room during :

70 percent of all emergency surgery performed by residents was arbi-
trary. They said that adequate supervision must be determined case by
case rather than by prescribed percentages.
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Development of GAO’s
Criteria

We then turned to medical! and surgical organizations to obtain specific
criteria. However, the organizations we contacted indicated that the
medical community has little written criteria because it, like vA, relied
on the supervising surgeons’ judgment to determine adequate supervi-
sion. For instance, ACGME's residency review committees set out special
requirements for residency training programs in the various surgical
specialties, stating that the residents must be “‘adequately supervised”
but not defining that term. The Joint Commission on Accreditation of
Hospitals (JCAH) required that residents treat patients “under the appro-
priate degree of supervision.” No specific requirements were stated
except for requiring documentation in the medical records substantiat-
ing the supervising surgeons’ participation in and supervision of the
patients’ care. The American College of Surgeons’ only specific criteria
on the supervision of residents indicated that one supervising surgeon
should be responsible for the patient during all phases of treatment.

Since we were unable to identify specific written criteria for evaluating
the adequacy of supervision of residents, we decided to develop criteria
acceptable to the medical community and specific enough to use to eval-
uate supervision at va hospitals.

We contacted 19 medical professionals representing medical organiza-
tions, such as the various Residency Review Committees, JCAH, the
American Board of Surgery, and others. (See app. VI for a complete list
of individuals and organizations contacted.) These officials were from a
cross-section of the medical community, not just surgical organizations.
They were officials involved in and concerned with resident training
and/or patient care and included individuals from organizations respon-
sible for accrediting residency programs and hospitals, as well as offi-
cials representing professional organizations and certifying boards for
the surgical specialties.

We asked these officials to specify the minimum acceptable supervision
for the various levels of surgical residents, keeping in mind the need for
both quality patient care and resident training. We consolidated their
responses into a draft criteria paper.

This draft was sent for comments to the original 19 medical profession-
als and another 18 officials representing other medical and surgical

organizations. We analyzed the responses received and made changes to
finalize the criteria paper. Of 37 officials contacted (including 3 of the 4
vA and former va officials who reviewed the draft), 31 generally agreed
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with our criteria. Of the remaining six officials, four did not comment on
the final criteria, and two neither agreed nor disagreed with them. (See
app. VII for the final criteria paper.)

Our criteria set out the minimum supervision needed for quality patient
care and resident training. Within these minimums, supervising sur-
geons must use their judgment to determine the appropriate level of
supervision. The criteria recognize that residents should be given
increased responsibility as they progress through the residency program
and that decisions on the level of supervision depend on the residents’
knowledge, skill, and experience, as well as the complexity and risk of
the operation.

For our review, we defined *supervising surgeons’ as staff and consult-
ing surgeons who have completed the appropriate surgical residency
program and ‘“‘chief residents” as residents in their last year of a resi-
dency program. The preoperative phase includes the time from the
patient’s admittance to the hospital until surgery, the intraoperative
phase covers the time of surgery, and the postoperative phase is the
period after surgery. This review addresses only the first 24 hours after
surgery, because our sample of cases was taken from operations imme-
diately before our visits and the full postoperative hospitalization might
have extended beyond our visit. Several surgeons indicated that the
first 24 hours after the operation is a crucial period.

Two overall principles for supervision apply during all phases of the
patient’s treatment: (1) the supervising surgeon should always be quali-
fied in the applicable surgical specialty and (2) one supervising surgeon
should be responsible for each patient during hospitalization. This sur-
geon should monitor the patient’s condition during the preoperative,
intraoperative, and postoperative phases.

Our criteria for supervision during all three phases are outlined in table
2.1. Preoperatively, the minimum supervision includes the supervising
surgeon discussing the case with the resident, seeing the patient, and
documenting agreement with the diagnosis and treatment plan by writ-
ing or countersigning a preoperative note in the patient’s medical record.
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Table 2.1: Comparison of VA's and GAO’s Criteria for Supervision of Surgical Residents

GAOQ Criteria -

Residents should be given increased respon-
sibility as they progress through the resi-
dency program.

Overall requirements

The responsibility or independence given to
the residents should depend on their knowl-
edge, manual skill, and experience, as well

as the complexity and risk of the operations.

To ensure the quality of patient care and
proper supervision of residents, one super-
vising surgeon should be responsible for
each patient during hospitalization.

The supervising surgeon should afways be
one qualified in the applicable surgical spe-
cialty

Supervising surgeon should:

—see the patient,

—discuss the case with resident, and
—write or countersign a preoperative note.

Intracperative supervision—scheduled sur-  First-year rasident operating:

gery —supervising surgeon should be in operat-

ing room.

Preoperative supervision

Chief resident operating:
—supervising surgeon should be within 15
minutes of operating room.?

Cther residents operating:
—supervising surgeon should be in operat-
ing room or surgical suite 2
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As residents advance in th?traini'ng pro—f

VA Criteria

gram, they may be given progressively
increasing levels of responsibility.

The degree of responsibility will depend on
the resident’s general aptitude, demon-
strated competence, prior experience with
similar procedures, and the complexity and
degree of risk involved in the anticipated pro-
cedure.

To ensure the quality of patient care and
proper supervision of residents, one super-
vising surgeon should be responsible for
each patient during hospitalization.

Residents meating certain requirements are
exempt from the supervision requirements.
Supervising surgeon must:

—provide appropriate supervision and
—write a preoperative note.

The appropriate level of supervision may be
achieved by one of the foliowing:

—The resident assisting the supervising sur-
geon.

—The supervising surgeon acting as assis-
tant o the resident.

—Presence of the supervising surgeon in the
operating room for consultation.

—~Presence of the supervising surgeon in the
surgical suite.

—~Presence of the supervising surgeon
within the medical center complex or an
adjacent facility and available for immediate
call to the operating room (generally, within
15 minutes).
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GAO Criteria

VA Criteria

Emergency surgery

All residents should contact the supervising
surgeon before surgery.®

Chief resident operating:
—supervising surgeon should be available
by telephone.p

All residents must contact the supervising
surgeon before surgery.

Supervising surgeon may elect to be physi-
cally present or available by telephone,
depending on the expertise and level of the
resident and the nature of the case.

Postoperative supervision
(within the first 24 hours after surgery)

Supervising surgeon should:
—see the patient and

Supervising surgeon must:
—provide appropriate supervision.

—discuss the case with resident.

&f the operation is extremely risky or complex, the supervising surgeon should be in the operating room
no matter what the levet of the resident.

PIn life-threatening situations the resident may starl life saving procedures before contacting the super-
vising surgeon or while the surgeon is en route to the hospital.

For intraoperative supervision, we divided operations into four phases:
making the initial incision, confirming the diagnosis, performing the sur-
gical procedure, and closing the wound. As the initial incision and the
wound closing are generally not as critical as the other two phases, the
supervising surgeon may be within 15 minutes of the operating room
during those times. When the diagnosis is confirmed and the procedure
performed, however, the location of the supervising surgeon depends on
the skill and experience level of the resident performing the surgery
subject to the following minimum criteria.

For scheduled surgery, the supervising surgeon should be in the operat-
ing room when a first-year resident is the surgeon, in the operating room
or surgical suite when a resident other than a first-year or a chief resi-
dent operates, and within 15 minutes of the operating room when a
chief resident operates. A chief resident may supervise a more junior
resident in the operating room, but the supervising staff or consulting
surgeon should be within 15 minutes of the operating room. The 15-
minute response time begins when the supervising surgeon is contacted
and ends with the supervising surgeon being appropriately dressed and
in the operating room. In most cases, this would require the supervising
surgeon to be within the hospital or an adjacent building.

For emergency surgery, the resident should contact the supervising sur-
geon before surgery. If the chief resident is the surgeon, the supervising
surgeon may decide not to go to the hospital but rather remain available
by telephone. If a resident other than the chief resident performs the
surgery, the supervising surgeon must go to the operating room. In life-
threatening situations, the resident may start life-saving procedures
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before contacting the supervising surgeon or while the surgeon is en
route to the hospital.

The criteria for adequate postoperative supervision include the super-
vising surgeon seeing the patient and discussing the patient’s postopera-
tive treatment with the resident within 24 hours after the operation.

Supervising surgeons must use their judgment to assess the resident’s

abilities and the operation’s complexity and risk before determining the

level of supervision. The above criteria are minimums; the supervision

should be increased when the complexity and risk of the surgery :
increases or when the resident performing the surgery lacks the neces-
sary knowledge, skill, or experience.

VA’s Criteria Are Less
Specific Than GAO’s

Although vaA’s April 1984 changes improved on its previous criteria, the

current criteria are still not as specific as ours. Unlike our criteria, vA’s 3
criteria do not define appropriate preoperative and postoperative super-

vision, address the specialty of the supervising surgeon, or generally tie

the level of supervision to the case complexity or experience of the

residert.

VA's revised criteria improved on its previous criteria by stressing that
they contain only minimum requirements for supervision and that the
individual vA hospitals should not adopt more liberal policies than those
of the affiliated medical center. The new supervision criteria also add
the requirement that the supervising surgeon be within 15 minutes of
the operating room during surgery. Previous criteria allowed the super-
vising surgeon to be anywhere in the medical center complex, which
could be defined to include an entire medical school campus if the cam-
pus were located adjacent to the vA hospital.

Other vA guidance required one supervising surgeon to be assigned to a
patient upon hospitalization. vA’s revised criteria emphasize that the
responsibility for the treatment of the patient and supervision of the
residents rests with that surgeon. This is similar to our criteria, which
require that one supervising surgeon be responsible for the patient’s
care throughout his or her hospitalization. However, vA’s criteria do not
specify that the supervising surgeon be of the appropriate specialty, as
ours do. In addition, vA’s criteria still state that preoperative and post-
operative supervision must be “appropriate” but do not define ‘“‘appro-
priate.” Our criteria specify that the supervising surgeon should see the
patient and discuss the case with the resident.
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Regarding intraoperative supervision, VA’s criteria identify five levels of
intraoperative supervision but leave the decision as to when these levels
would be appropriate entirely to the supervising surgeon’s judgment.
Our discussions with medical and surgical professionals indicated that
not all five levels of supervision would be appropriate for residents with
little experience or for complex operations. Our criteria specify the mini-
mum supervision appropriate for the level (year) of the resident and
allow the supervising surgeons to increase the supervision beyond the
level indicated but not to decrease it below that level.

VA’s revised criteria also added a provision that exempts residents from
supervision if they meet certain requirements. To be exempted, a resi-
dent must (1) have a faculty appointment at the affiliated university,
(2) be board eligible or board certified, (3) be licensed, and (4) be
granted specific clinical privileges through the normal credentialing pro-
cess at the va hospital. According to va central office officials who
helped develop these criteria, the exemption was meant to apply to chief
residents who have completed one surgical residency program and were
currently in another; for example, thoracic residents who have com-
pleted a general surgery residency before being accepted in the thoracic
program. The exemption would allow those residents to operate on cases
in their completed specialty.

Because the new criteria were issued after most of our fieldwork was
complete, we did not determine how this provision was being imple-
mented. However, the chief of staff at the West Haven va hospital indi-
cated that it intended to use the provision to allow general surgery chief
residents to function as supervising surgeons. He indicated that many of
the fifth-year chief residents would meet the requirements of the
provision.

We told the chief of staff that vA central office officials had told us that
this application of the provision was not their intent. He said that West
Haven would implement the provision as they had interpreted it. How-
ever, in March 1985, the hospital’s chief of surgery said that they had
not exempted and would not exempt chief residents from supervision.

Conclusions

Because vA’s criteria are general and open to various interpretations,
they do not, in our opinion, provide adequate guidance for supervision
of residents. As discussed in chapters 3 and 4, we believe that vA’s lack
of clear criteria affected the adequacy of supervision and its ability to
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monitor because supervising surgeons had different interpretations of
adequate supervision.

To have consistently adequate supervision in all vA hospitals, vA should
clarify and make more specific its guidance on adequate supervision.
Therefore, because our criteria are more specific and less open to inter-
pretation than vA’s, we believe VA should revise its criteria to be no less
specific than ours.

Recommendation to the
Administrator of
Veterans Affairs

We recommend that the Administrator direct the Chief Medical Director
to revise VA criteria on supervision of surgical residents so that the crite-
ria are no less specific than our criteria. The revised criteria should

define the “appropriate” actions for preoperative and postoperative
supervision,

relate the five levels of intraoperative supervision to the level of the
resident and complexity of the case,

address the credentials of the supervising surgeon, and

clarify the provision exempting certain residents from the criteria.

Agency and Other
Comments and Our
Evaluation

In a September 23, 1985, letter commenting on a draft of this report (see
app. VIII), the Administrator agreed with our recommendations to
revise VA's criteria to define appropriate actions for preoperative and
postoperative supervision and to clarify the provision exempting certain
residents from the criteria. He said a directive would be immediately
issued to implement the recommendations.

In our draft report, we recommended that va revise its criteria to
address the specialty of the supervising surgeon. va agreed with the
concept but pointed out that a more accurate measure of surgeons’ abili-
ties to perform a particular operation is whether they are credentialed
to perform that operation. Surgeons may be credentialed to perform
operations outside of their specialty; conversely, they may not be
credentialed for certain types of operations within their specialty. We
agree that surgeons’ credentials more adequately reflect the operations
they should supervise; therefore, we changed our original recommenda-
tion to reflect vA's comments,

VA did not concur with our recommendation to relate the five levels of

intraoperative supervision to the level of the resident and complexity of
the case. vA stated that such rigid requirements would not allow for
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important components of quality education: increased responsibility and
decreased supervision as the resident progresses. VA said that only
immediate supervisors can adequately assess the degree of supervision
required for a particular resident.

We do not believe our criteria for intraoperative supervision are rigid.
They merely set the minimurm supervision for various levels of
residents. The minimum levels recognize the need for decreased supervi-
sion as the resident progresses and give the supervising surgeons the
flexibility to use their judgment. Within the minimums stated in our cri-
teria, the supervising surgeons should use their judgment to determine
the amount of supervision needed by the resident. The supervising sur-
geons should assess the residents’ skills and the complexity of the case

and, if necessary, increase the supervision beyond the minimum of our
criteria.

VA also argued that, on emergency cases, the supervisor should be con-
tacted before surgery but that the supervisor’s presence should be left
to his or her judgment. We still believe that because of junior residents’
lack of experience and the potential for a misdiagnosis, vA should set
minimum requirements stating that if the surgical resident performing
the operation is not a chief resident, the supervising surgeon should be
present in the operating room. Our criteria allow the resident to perform
life-saving procedures while the supervising surgeon is en route to the
hospital in a life-threatening situation. Most of the professionals who
reviewed our criteria paper agreed with this criterion.

We also received comments on our draft report from three medical
schools and two non-vA hospitals. (See apps. IX to XIII.) Two respon-
dents specifically addressed our criteria. The other three addressed
technical aspects of the report.

Grady Memorial Hospital was supportive of our criteria but stated that
the minimum supervision set out for second- and third-year residents
should be increased. In its comments, Grady expressed the hope that va
will take the lead in improving the supervision of residents and that va’s
efforts will influence city and county hospitals to do the same.

The University of Tennessee disagreed with our criteria and preferred
vA’s. The university’s comments reflected the same thoughts as vA’'s—
namely, that the supervision of the resident should be left to the judg-
ment of the supervising surgeon.
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Again, we point out that our criteria were based on comments from 37
medical and surgical professionals. The levels of supervision set out in
the criteria are based on agreement by most of those professionals. The
criteria set out only the minimum levels of supervision. Supervising sur-
geons should use their judgment within those minimums.
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VA'’s Criteria and Their
Enforcement Have Not
Assured Adequate
Supervision

VA hospitals were supposed to comply with vA’s criteria even though w
did not believe they were adequate. Therefore, we measured the ade-
quacy of vA’s supervision of residents using both vA’s and our criteria.
The supervision at the vA hospitals we visited varied considerably.
Although intraoperative supervision was generally adequate, preopera:
tive and postoperative supervision were inadequate and often did not
comply with VA’s or our criteria. The responses to our questionnaire
from supervising surgeons and residents at 28 randomly selected va
hospitals indicated a lack of compliance throughout the vA system. We
believe the lack of compliance occurred because vA had not precisely
defined adequate supervision and vA hospital enforcement of va’s
supervision requirements differed.

To measure the adequacy of supervision, we reviewed a total of 148
surgical cases at 10 vA hospitals to see if they met vA’s and our criteria
for supervision of residents. We found differences in the vA hospitals’
enforcement and interpretation of VA’s criteria which resulted in little
consistency among the vA hospitals.

Table 3.1 shows the percentage of cases reviewed at each va hospital
that met all of our criteria for preoperative, intraoperative, and postop-
erative supervision. Of the 148 cases reviewed, 51 (34 percent) were in
compliance with all of our criteria. None of the vA hospitals complied
with all the criteria for all the cases we reviewed.
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‘able 3.1: Percentage of Cases
leviewed in Compliance With GAO’s
.riteria for the Three Phases of

iurgery®

|
Preoperative Intraoperative Postoperative

VA Hospital Criteria® Criteria Criteria
Atlanta - 46 100 60
Charleston 100 100 85
Kansas City 43 100 23
Loma Linda 42 100 55
Memphis - 82 92¢ 93
Palo Alto T 46 100 73
Sepuiveda o 67 100 62
Washington ' - 47 100 79
West Haven o 21 36 13
West Los Angeles N 18 03 46

8In some cases, we were unable to assess compliance because the interviewees did not remember
cases; we were unable to interview the supervising surgeon and/or residents due to scheduling con-
flicts; or we could not resolve differences in responses between interviewees. The percentages do not
inctude the cases where we could not determine compliance or noncompliance (2 cases in the preoper-
ative, 4 in the intraoperative, and 17 in the postoperative phase).

BPreoperative supervision criteria apply to scheduled cases only; therefore, we did not include the 17
emergency cases in these percentages

“The noncompliance represents one emergency case.

Compliance With
Preoperative Criteria
Was Insufficient

We reviewed 131 scheduled cases at the 10 vaA hospitals visited for com-
pliance with vA’s and our preoperative criteria. The vA criteria required
a preoperative note written by a supervising surgeon; our criteria
required a note written or countersigned by a supervising surgeon, In
addition, our criteria required the supervising surgeon to see the patient
and discuss the case with the resident before surgery. VA required the
supervision to be “appropriate” but did not define that term.

As table 3.2 shows, we found that most supervising surgeons at these vA
hospitals saw the patient and discussed the case with the resident
before surgery. However, in 57 cases (44 percent) the supervising sur-
geon did not write or countersign a note indicating agreement with the
residents’ diagnosis and treatment plans. Only 33 of the cases (25 per-
cent) were in compliance with VA’s criterion for a preoperative note
written by a supervising surgeon.
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Table 3.2: Compliance With GAO’s Preoperative Supervision Criteria

Discuss the Case With the

See the Patient Resident

Write or Countersign a Note

Cases Did Not

Cases Cases

Cases
Cases Did Not

Cases Did Not
VA Hospitais® Complied Comply Unknown Complied Comply Unknown Complied Comply Unknow:
Atlanta (13) E - T 1 6 7
Charleston (14) [ T P 14 .
Kansas City (14 12 2« w4 . .7 T8 &
Loma Linda (14) ﬁvﬁml—ﬁp—uﬁ?r T2 4T—“T—~”§~———_9———_§W—
Memphis (11) I T S R . 9 2¢ N
Palo Alto (13) T - T T 1 6 6
Sepulveda (12) R 8 4 -
Washington (15) 3 1 1 141 . 8 7 T
West Haven (14) D A T . 3 11
West Los Angeles (11) - S T . 1 2 9
Total (131) 106 15 10 123 3 s 73 57 1

3Numbers in parentheses indicate the number of scheduied cases we reviewed.

PWe could not determine compliance in these cases because the interviewees did not remember the
cases; we were unable to interview the supervising surgeon and/or residents due to scheduling con-
flicts; or we were unable to resolve differences in responses between interviewees.

°ln these cases, preoperative notes were written by staff surgeons other than the supervising surgeon
responsible for the operation.

9File could not be located

Most supervising surgeons we talked with did not offer an explanation
on why they did not write or countersign preoperative notes. Two
supervising surgeons said that the residents were responsible for writ-
ing the note, and three told us that they did not know vA required a
preoperative note. The chief of surgery at the Palo Alto vA hospital said
that getting supervising surgeons to write or countersign preoperative
notes was difficult because they did not see the purpose of such notes.

The supervising surgeons did not see the patients before surgery in 15 of
the scheduled cases we reviewed. In 13 of those cases, the supervising

surgeons said that they did not need to see the patient because the cases
were simple. In the other two cases, the supervising surgeon said he par-

ticipated only in surgery and was not involved in preoperative or post-
operative care.

Although overall the va hospitals we visited had low compliance with
the criterion for the supervising surgeon to write or countersign a note,
the Charleston and Memphis vA hospitals had high compliance for the

Page 32 GAO/HRD-86-15 VA Surgical Supervision



Chapter 3
VA Hospitals Should Improve Their
Enforcement of Supervision Requirements

cases we reviewed. These hospitals’ high compliance may be due to their
emphasis on preparing a preoperative note. At Charleston, the guidance
stated that surgery would be canceled if the supervising surgeon had
not written a preoperative note, and several operating room nurses men-
tioned that some operations had been delayed until the note was writ-
ten. Memphis had a specific form for the preoperative note and
indicated that compliance with this criterion had improved since the
form had been approved in April 1983.

In addition, when asked about guidance on supervision of residents,
seven of the nine supervising surgeons we talked to at Memphis and six
of the eight we talked to at Charleston specifically mentioned the
requirement for a preoperative note. All of the vA hospitals we visited
had guidance requiring preoperative notes written by supervising sur-
geons. However, no more than three supervising surgeons at each of the
other vaA hospitals specifically mentioned this requirement when asked
about what guidance they are given regarding the supervision of
residents.

ntraoperative Supervision
Vas Generally Adequate

VA’s criteria specified five levels of acceptable intraoperative supervi-
sion but let the supervising surgeon determine which level was appro-
priate. Our criteria identified minimum levels of supervision for the
various levels of residents. Both required the supervising surgeon to be
within at least 15 minutes of the operating room.

Our review of 148 cases at the 10 vA hospitals found a wide variance in

the application of VA's intraoperative criteria. As table 3.3 shows, super-
vision ranged from supervising surgeons being in the operating room for
all cases reviewed at one VA hospital, to supervising surgeons being over
15 minutes away in 9 of the 15 cases reviewed at another hospital. At 7

of the 10 va hospitals we visited, all the cases for which we could deter-
mine compliance were in full compliance with our criteria.
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Table 3.3: Supervising Surgeon Location During Surgety and Compliance With GAQ’s Intraoperative Criteria

Compliance With
Intraoperative Criteria for
Location of Supervising Surgeon During Surgery Supervision

Within Qver 15 Minutes Cases
in OR® 15 Scheduled Emergency Cases Did Not

VA Hospitals® inOR® Suite Minutes Surgery Surgery Unknown® Complied Comply Unknow
Atlanta (14) 9 2 . . . 3 14 .
Charleston (15) 13 . 1 . . 15 .
Kansas City (15) 11 1 2 . .1 14 .
Loma Linda (15) BEEE . < . . . 15 .
Memphis (15) 6 . 5 . 2 2 12 1
Palo Alto (15) 15 . . . . . 15 .
Sepulveda (14) 14 . e . . . 14 .

Washington (16) 8 6 . . 2 16

West Haven (15) 4 . . 9 1 1 5 9
West Los Angeles (14) 6 . 5 1 2 . 13 7
Total (148) 102 9 13 10 5 9 133 1

aNumbers in parentheses indicate the number of cases we reviewed.

POperating room,

“We could not determine location or compliance because of a difference in the responses from inter-
viewees. In some cases, although we could not determine the precise location of the supervising sur-
geon, we could still determine the compliance. For instance, in one of the cases at the Washington VA
hospital, four interviewees said the supervising surgeon was in the operating room and the other three
interviewees said he was in the surgical suite. Although we could not determine his exact ccation, bott
locations would be in compliance with our criteria.

Overall, 92 percent of the 148 cases we reviewed complied with our cri-
teria for supervision. Table 3.4 shows the criterion that was not met in
the 10 scheduled cases and I emergency case.
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Table 3.4: Criterion Not Met for the Cases Out of Compliance

Most Senior Resident in Location of Supervising

Number ot Cases Operating Room Surgeon Criterion Not Met

Scheduled

8 Chief resident Over 15 minutes away Supervising surgeon within 15

] minutes of operating room

i Chief resident In another city Supervising surgeon within 15
minutes of operating room

1 4th year resident Over 15 minutes away Supervising surgeon in surgicai
suite

Emergency - -

1 3rd year resident In medical center complex Supervising surgeon in operating
room

In the 10 scheduled cases where the supervising surgeon was over 15
minutes away from the operating room, the surgeon did not believe this
type of supervision was inadequate. Several supervising surgeons indi-
cated that they believed the residents could handle the case and that if a
problem developed the residents would call them.

In one of the cases at the West Los Angeles vA hospital, the two
residents in the operating room during the surgery both mentioned that
a particular supervising surgeon covered the case, and one resident indi-
cated that the supervising surgeon was available by phone in Los Ange-
les. However, when that supervising surgeon checked his calendar, he
said he was in Chicago during the operation but that he thought another
surgeon may have covered the case.

The emergency case that did not meet the intraoperative supervision cri-
teria involved a third-year resident. The supervising surgeon was in the
medical center complex and said it was a straightforward procedure and
that he was available if needed.

Although three va hospitals had cases out of compliance, at two of these
hospitals the cases appeared to be exceptions rather than the standard
practice. At the West Haven va hospital, however, this was not the case.
In nine of the 14 scheduled cases we reviewed, the supervising surgeon
was at the medical school, over 15 minutes away. At the Sepulveda va
hospital, which is about 20 minutes from its affiliated medical school,
the supervising surgeons were in the operating room during all the cases
reviewed.
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The West Haven supervising surgeons indicated that the cases we
reviewed were typical in that supervising surgeons were usually at the
medical school or medical school hospital in either their offices, the labo-
ratory, or the operating room during operations similar to the cases we
reviewed. This type of supervision was in compliance with the West
Haven staff’s interpretation of its written guidance, which considered
the medical school part of the medical center complex.

To determine how frequently this occurred, we went beyond our
planned methodology and compared the vA hospital’s and the medical
school hospital’s operating room logs for April 1984, We found that dur-
ing 25 (15 percent) of the 163 operations performed at the vA hospital
that involved residents, the supervising surgeons were alsc responsible
for or participating in surgery at the medical school occurring at the
same time they were responsible for or participating in surgery at the va
hospital.

West Haven officials agreed with our findings and indicated that they
intended to improve the supervision of surgical residents. (See p. 40 for
the results of our second visit to West Haven.)

VA Hospitals Had
Inadequate Postoperative
Supervision

VA’s postoperative supervision criteria, like its preoperative criteria,
stated that the vA hospitals must provide “appropriate supervision” but
did not define that term. Our criteria required the supervising surgeon
to see the patient and discuss the patient’s treatment with the resident
within 24 hours after surgery.

At none of the vA hospitals we visited were all the cases reviewed in
compliance with GAO’s postoperative criteria. The Memphis vA hospital
came closest, with only one case out of compliance. As shown in table
3.5, compliance with the criterion to see the patient within 24 hours
after surgery was lower than compliance with the criterion to discuss
the case with the resident. However, in nine cases the supervising sur-
geon neither saw the patient nor discussed the case with the resident.
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Table 3.5: Compliance With GAO's Postoperative Supervision Criteria

See the Patient Discuss the Case
Cases Cases Did Cases Cases Did
VA Hospitals® Complied Not Comply Unknown® Complied Not Comply Unknown®
Atlanta (14) - 6 2 8 m a2 "
Charleston (15) 12 ) T
Kansas City (15) - 4 1w T 2 2
Loma Linda (15) - 7 s 3 11 A4 3
Memphis (15) D Y R
Palo Alto (15) T T _\ 2 .
Sepulveda (14) R e e T
Washington (16) e R T
WestHaven (15 o 4 R 3
West Los Angeles (14) - & 5 3 8 a2
Total (148) - a4 a5 19 "7 18 13

ENumbers in parentheses indicate the number of cases we reviewed.

BWe could not determine compliance in these cases because the interviewees could not recall the case,
we were unable tc interview the supervising surgeon and/or residents due to scheduling confiicts, or we
could not resolve differences in responses between interviewees.

In 45 (30 percent) of the 148 cases reviewed, the supervising surgeons
said they did not see the patient within 24 hours after surgery. Listed
below are typical comments, followed by the number of cases with such
comments.

« The supervising surgeons usually did not cover the postoperative phase;
they came in only for surgery (3 cases) and preoperative supervision
(1 case).

+ The supervising surgeons were at the va hospital only on certain days,
which did not include the 24-hour postoperative period (10 cases).

+ The supervising surgeons considered the cases minor so they merely
spoke to the resident (14 cases).

» The supervising surgeon normally saw patients within 48 hours but not
within 24 hours (5 cases).

+ The supervising surgeon trusted the residents’ ability to take care of
patients (3 cases).

» The supervising surgeon was out of town the day after surgery
(3 cases).

+ The patient had a dressing over the wound, so there was nothing to see
(1 case).

In five cases the supervising surgeons offered no comments.
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In 18 of the cases reviewed, the supervising surgeon and resident did
not discuss the case within 24 hours of surgery as required by our crite-
ria. In nine of those cases, supervising surgeons offered the following
comments.

The supervising surgeons were at the vA hospital only on certain days or
they covered only the operation itseif (3 cases).

The cases were minor so discussion was not needed (2 cases).

The resident was instructed to call if there was a problem (2 cases).

The supervising surgeon was not in the city during the operation or
postoperative care (1 case).

The surgical residents were not involved in the postoperative care

(1 case).

The supervising surgeons did not recall the circumstances in three cases
and were not interviewed due to scheduling problems in four cases. In
the other two cases, supervising surgeons responded that they had dis-
cussed the case with residents but the residents indicated that the cases
were not discussed.

The two most frequent reasons given for not seeing the patient and dis-
cussing the case postoperatively with the resident were that (1) the
cases were minor so the supervisory action was not needed and (2) the
supervising surgeon’s scheduled workdays at the va hospital precluded
involvement in preoperative, intraoperative, and postoperative
supervision.

The supervising surgeons’ work schedules led to the noncompliance with
our criteria in 14 of the cases we reviewed. Although vA’s guidance
requires one supervising surgeon to be assigned to a patient, at six of the
vA hospitals visited, at least one of the supervising surgeons said he did
not meet the postoperative criteria because his part-time schedule pre-
cluded it.

In one case at the Sepulveda va hospital, a consultant who performed a
total hip replacement said that he normally did not see patients after
surgery; he just supervised or performed surgery. He suggested that we
check to see if any other supervising surgeons checked on the patients’
condition. A supervising plastic surgeon at the Kansas City vA hospital
said that postoperative supervision was inadequate for plastic surgery
patients because general surgery residents provided the postoperative
care. This supervising surgeon, the va hospital’s only plastic surgeon,
was scheduled to work in the hospital about 5 hours a week, while the
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one plastic surgery resident at the vA hospital was scheduled to work 2
days a week.

Several hospitals we visited appeared to comply with our criteria even
though they used part-time or consultant supervising surgeons. For
instance, both Charleston and Memphis had high postoperative compli-
ance for the cases reviewed. Yet, 87.5 percent of Charleston’s and 82.1
percent of Memphis’ supervising surgeons worked part time. Except for
the Washington vaA hospital, at all the vA hospitals visited, over 70 per-
cent of their staff surgeons worked part time.

Questionnaire Responses
Supported Our Findings

Generally, the supervising surgeon and resident responses to our ques-
tionnaire supported our findings at the 10 va hospitals we visited, and
respondents to our questionnaire indicated higher levels of supervision
than the respondents of NAS' 1977 study.

QOur questionnaire responses indicated that supervision varied among vA
hospitals. For instance, at one hospital, only 35 percent of the supervis-
ing surgeons and 29 percent of the residents responding said that in a
majority of the cases the supervising surgeon sees the patient within 24
hours of the operation. At another hospital, all supervising surgeons and
95 percent of residents who responded said that the supervising surgeon
sees the patient within 24 hours.

The questionnaire results also indicated a fairly low compliance with
the criterion to write or countersign a preoperative note. About 63 per-
cent of the supervising surgeons and 51 percent of the residents at va
hospitals perceived that supervising surgeons wrote or countersigned
preoperative notes in all or almost all cases. We found compliance in
only 56 percent of the cases reviewed.

During our visits we found that intraoperative supervision differed
among VA hospitals. The questionnaire results also indicated a wide
range of intraoperative supervision among vA hospitals. The number of
supervising surgeons responding that supervising surgeons were present
for the performance of scheduled procedures in all or almost all of the
cases ranged from 42 to 100 percent. Resident responses were similar.
Overall, 79 percent of the supervising surgeons and 62 percent of the
residents responding said the supervising surgeon was present for
scheduled procedures in all or almost all cases.
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West Haven: A Case
Study in Improving
Supervision

The responses to our questionnaire also supported our findings on post-
operative supervision. According to the respondents, the most common
postoperative supervision was the supervising surgeon discussing the
case with the resident, and postoperative supervisory actions generally
occurred less frequently than preoperative and intraoperative actions.

By comparing some of our responses with the results of NAS’ question-
naire, we found that supervising surgeons and residents indicated
higher levels of supervision in our questionnaire.

NAS reported that 15 percent of full-time and 12 percent of part-time
supervising surgeons who responded to its questionnaire thought that
there was too little supervision of residents. In response to our question-
naire, 4 percent (3 percent full time and 5 percent part time) said that
surgical resident supervision is less than adequate to assure optimal
patient care, and 5 percent (3 percent full time and 7 percent part time)
said that resident supervision is less than adequate to assure optimal
resident education.

In addition, NAS reported that 25 percent of the residents responding
said they received inadequate supervision and 41 percent thought that
the quality of education was lower at the va than at the non-vaA hospi-
tals. In our questionnaire, 5 percent of the residents responding said
that resident supervision is less than adequate to assure optimal patient
care and 16 percent said supervision was less than adequate to assure
optimal resident education. Twenty-five percent of the residents who
had worked at a non-vA hospital also responded that non-vA supervision
is somewhat more adequate than vA hospital supervision to assure opti-
mal education.

The West Haven va hospital’'s compliance with our criteria was low for
all phases of the patients’ treatment. The supervising surgeons at West
Haven generally discussed patients with the residents before and after
surgery, but many did not see the patients or were not present for sur-

gery. The supervising surgeons on these cases thought this supervision
was sufficient.

The West Haven va hospital director told us that the surgical service
had been without a chief for about a year. Before that, one person was
both the chief of surgery and chief of staff. In addition, the hospital
relied heavily upon part-time and consultant supervising surgeons as it
had only two full-time surgeons.
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Just before our visit, a new chief of surgery was hired. He described the
situation at West Haven as “supervision by phone” and stated that this
was unacceptable. He said that to improve supervision, three or four
more full-time supervising surgeons were needed, and the medical
school would have to emphasize to its part-time and consulting supervis-
ing surgeons the importance of supervising surgery at the va hospital.

About 5 months after cur original visit, we returned to West Haven to
determine whether the supervision of surgical residents had improved.
We randomly selected six cases and interviewed 32 people involved in
those cases. Two of the six cases were in total compliance with all our
preoperative, intraoperative, and postoperative criteria; two cases were
in compliance with all criteria except the supervising surgeon’s preoper-
ative note; and two cases (urology and orthopedic cases) were not in
compliance because the supervising surgeon was over 15 minutes away
during the operation. From these results and the comments we received
concerning the general supervision during our second visit, it appears
that supervision of surgical residents had improved, except within the
urclogy and orthopedic specialties. Twenty of the 32 people we inter-
viewed indicated that supervision was closer and the supervising sur-
geon was usually in the operating room except in urology and
orthopedic cases.

The chief of surgery recognized that urology and orthopedics still had
problems and said that he was in the process of correcting them. He said
the problems in urology would be corrected by scheduling the surgery
on days when the new part-time surgeon was at the vA hospital. The
problem in orthopedics would take longer to correct as the hospital
relied totally on part-time and consultant surgeons on the medical school
faculty to cover orthopedic surgery and the medical school was having
some problems recruiting staff. Some interim measures were taken, such
as transferring all emergency surgery in orthopedics to the medical
school hospital.

The officials at the va hospital attributed the improvements in supervi-
sion to the efforts of the new chief of surgery. Shortly after our first
visit, the chief of surgery and the chief of staff issued memorandums on
the supervision of residents which clearly stated that no surgery should
take place without the supervising surgeon in the operating room or in
the va hospital. To enforce this guidance, operations were delayed until
the supervising surgeon complied. The chief of surgery also convinced
the medical school to emphasize the importance of supervising residents
at the va hospital. The va hospital has also shifted resources within its
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budget to allow for two more full-time supervising surgeons and addi-
tional part-time supervising surgeons.

Conclusions

Our review of surgical cases at the 10 vA hospitals and the questionnaire
results indicated that compliance with our criteria and with VA's criteria
varied among VA hospitals. We believe these variations occurred
because va had not precisely defined adequate supervision, and vA hos-
pitals differed in their enforcement of supervision requirements.

The recent West Haven va hospital experience shows that a VA hospital
can improve supervision, Perhaps the most important factors are the
people who oversee supervision at the va hospital—the chief of surgery
and the chief of staff—and their definitions of adequate supervision. If
these managers do not enforce supervision of residents or do not define
adequate supervision, the supervision can be inadequate.

In chapter 2, we discussed vA’s criteria and recommended that they be
revised to be no less specific than ours. We believe that because va's
criteria were broad and interpreted differently among the vA hospitals,
they did not lead to adequate supervision. For instance, some supervis-
ing surgeons we interviewed said they did not need to see the patient
before or after surgery. These surgeons may have been in compliance
with the vA criteria, which merely stated that supervising surgeons
must provide “‘appropriate supervision” for the preoperative and post-
operative care of patients. In our opinion, however, such supervision
was not adequate to assure high-quality patient care and resident
education.

In addition, we believe the vA hospitals’ enforcement of VA criteria
affected supervision of residents. We noted only a few instances where
VA’s criteria were enforced. Only one VA hospital we visited enforced
VA’s requirement for a supervising surgeon’s preoperative note, and this
was the only hospital where all cases we reviewed were in compliance
with the requirement. Also, at six va hospitals, the chief of surgery
allowed noncompliance with vA’s criteria by approving part-time and
consultant surgeons’ schedules that precluded the same surgeon from
supervising a resident during all three phases of treatment. To help
ensure that all vA hospitals have adequate supervision, we believe the
VA hospital chiefs of surgery should enforce vA’s criteria by (1) allowing
only supervising surgeons whose schedules will permit supervising all
three phases of surgery to supervise residents and (2) not allowing sur-
gery to proceed unless the preoperative criteria are met.
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We recormmend that the Administrator direct the Chief Medical Director
to require that vA hospital chiefs of surgery enforce criteria for surgical
resident supervision. This enforcement should include

not allowing surgeons whose schedules do not permit supervising all
three phases of surgery to supervise residents and

not allowing scheduled surgery to proceed unless the preoperative crite-
ria are met.

In his September 23, 1985, letter, the Administrator concurred with the
recommendation to not allow surgery to proceed unless the preoperative
criteria are met. However, he did not agree with the recommendation
requiring that supervising surgeons have schedules that permit them to
supervise all three phases of surgery. vA stated that many of its super-
vising surgeons are part-time employees and that requiring them to
supervise all three phases of surgery ‘‘represents an ideal situation
which is unattainable.” VA commented that most surgeons in private
practice are members of groups and that the various phases of care
might be done by any member of the group.

We believe this criterion is necessary. Our criteria paper, which was
developed with input from 37 medical and surgical professionals, states
that for quality patient care as well as proper supervision of residents,
one supervising surgeon should be responsible for each patient during
hospitalization. The American College of Surgeons has this as its only
specific criterion on supervision of residents. In addition, vA’s guidance
supports this criterion. The guidance states that the responsibility for
treating the patient and supervising the the resident rests with one
supervising surgeon. VA requires one supervising surgeon to be desig-
nated as the physician in charge of the patient’s treatment. We did not
collect information during our review on whether the non-va surgeons
we sampled were in group practices. Therefore we cannot comment on
VA's statement.

However, we believe that this requirement is realistic and attainable, as
evidenced by our visits to the Charleston and Memphis vA hospitals. At
both hospitals, over 80 percent of their surgeons were part time, yet our
review of 15 cases at each hospital indicated a high compliance with this
criterion. At both Charleston and Memphis, in only 2 of the 15 cases
reviewed did the supervising surgeon not supervise all three phases of
the patient’s hospitalization.
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VA Hospital
Monitoring Efforts
Lacked Uniformity

VA hospitals are required to monitor supervision of surgical residents
and to use several means for such monitoring. In our visits to 10 VA hos-
pitals, we found their reviews of supervision varied in quality and quan-
tity. In addition, the responsibility for vA central office’s monitoring and
follow-up of surgical resident supervision was fragmented among three
offices within the central office and the regional directors. As a result,

such monitoring was spotty.

vaA should revise its guidance to clarify how its hospitals should monitor
supervision. The central office should also improve its own monitoring
of supervision by assigning primary responsibility for monitoring to the
Office of Quality Assurance or the Surgical Services office within the
Department of Medicine and Surgery.

vA recommended that its hospitals document the involvement of the
supervising surgeon during surgery to enable the hospital to monitor the
adequacy of the intraoperative supervision. We found that 4 of the 10
va hospitals visited did not follow this recommendation before our visit
but had begun the required documentation by the end of fiscal year
1984. In addition, va hospitals’ chiefs of surgery and various quality
assurance committees within the hospitals are required to monitor resi-
dent supervision. We found that the central office had not provided
guidance specifying how to use these mechanisms and the vaA hospitals’
use of the mechanisms varied both in the number of reviews performed
and in the quality of those reviews.

Four Hospitals’ Monitoring
Systems Did Not Meet
Central Office
Requirements

The VA guidance on supervision of residents recommended that vaA hos-
pitals monitor the supervision of surgical residents by recording the
supervising surgeon’s name and involvement in surgery in a permanent
record, such as the operating room log. Using this as a guideline, the va
hospital chiefs of surgery have been allowed to develop their own moni-
toring systems. As a result, some hospitals have used the monitoring
method suggested by the central office and others have not.

Of the 10 va hospitals we visited, 6 (Atlanta, Charleston, Kansas City,
Sepulveda, West Haven, and West Los Angeles) recorded the name and
level of involvement of the supervising surgeon on the operating room
log or operation report and sometimes both. The level of involvement
was usually recorded through the use of codes representing the five
levels of intraoperative supervision indicated in the vA central office
guidance.
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At the time of our visits, the Memphis, Loma Linda, Palo Alto, and
Washington va hospitals did not record the level of supervision being
provided. For instance, at Memphis, the supervising surgeons were
recorded as ‘‘present” or “available” on the operation report. The loca-
tions of supervising surgeons listed as “available” were not recorded. At
the Washington hospital, 3 of the 11 operating room nurses interviewed
recorded the supervising surgeon as a second assistant on an operation
when the supervising surgeon merely looked in on a case, and 2 others
indicated they listed the supervising surgeons even if they were not in
the operating room. This lack of accurate records did not allow the va
hospital to monitor intraoperative supervision through the medical
records, because there was no reliable indication of whether the super-
vising surgeon was in the operating room, in the surgical suite, in the va
hospital, or elsewhere.

Officials at all four of the above-mentioned hospitals said that they
planned to implement a system for recording the level of supervision
during surgery. At our final meeting with Memphis officials, they gave
us a copy of a revised form for use by the nurses to record the level of
supervision during surgery. In addition, the fiscal year 1984 annual
reports for the Loma Linda, Palo Alto, and Washington va hospitals
indicated that after our visits, they too had implemented a system to
record the level of intraoperative supervision.

VA Hospital Audits of
Supervision Vary in
Quantity and Quality

VA's guidance stated that (1) the hospitals’ chiefs of surgery were
responsible for ensuring full supervision of surgical residents at vA hos-
pitals and (2) hospital directors and the chiefs of staff had overall
responsibility for seeing that the chief of surgery maintained a system
to ensure compliance with the va criteria on supervision. Each va hospi-
tal was to conduct an annual audit on supervision of surgical residents
and send the audit results and a description of the hospital’s monitoring
system to the central office. The guidance did not specify how to con-
duct the audit or what aspects of supervision to audit.

In July 1983 testimony before the Senate Committee on Veterans’
Affairs, va’s Associate Deputy Chief Medical Director stated that in
addition to the annual audit, each vA hospital’s quality assurance pro-
gram reviewed resident supervision. A vA hospital’s quality assurance
program could identify the supervision of residents as a problem
through special audits or through continuous monitoring elements, such
as the surgical case (tissue) review, infection control review, blood utili-
zation review, and therapeutic agents and pharmacy review.
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vA's guidance requires each hospital to have a quality assurance pro-
gram' and mandates continuous monitoring functions, as well as special
audits to review specific problems. However, vA’s guidance on the qual-
ity assurance program did not specifically require the vaA hospitals to
include a review of supervision of residents.

In April 1984, vA’s new guidance on supervision of residents stated that
VA hospitals’ monitoring systems should review supervision of residents
in all appropriate internal evaluations. The guidance listed two VA hos-
pital committees: the clinical executive board and the quality assurance
committee.

As indicated in table 4.1, the 10 vA hospitals used different mechanisms
to review supervision of residents. At three hospitals, the chief of sur-
gery relied on the quality assurance mechanisms to monitor supervision,
whereas at three others, the chiefs of surgery performed the reviews
within their office. At four hospitals, both surgical service and the qual-
ity assurance personnel reviewed supervision. The clinical executive
board and the quality assurance committee did not perform independent
reviews at any of the vaA hospitals we reviewed, but rather discussed
audits performed by other committees. Generally, the most recent audits
performed and evaluated by the 10 vA hospitals that were comparable
to our review of supervision at the va hospital had results similar to
ours.

10ur report, VA Has Not Fully Implemented Its Health Care Quality Assurance Systems (GAQ/HRD-
85-57, June 27, 1986), reviewed VA’s quality assurance program at 13 VA hospitals and found that
they had not implemented the quality assurance programs required by VA'’s regulations.
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Table 4.1: Mechanisms Used to Monitor
Supervision in Fiscal Years 1982 and
1983

;
. | i

Quality i
Surgical Assurance Continuous ‘
Office Special Monitoring
VA Hospitals Visited - Audits® Audits® Mechanisms |
Atlanta X !
Charleston ) - X X
Kansas City (‘*: ) X X ,
Loma Linda X X i
Memphis - X X
Palo Alto S X X
Sepulveda S X '
Washington - X
West Haven - x X
West Los Angeles - X X
Total - 7 4 6

2Five of the surgical office audits and one of the guality assurance audits were the annuai audits .
required by the VA central office. H

Although all of the vA hospitals we visited had reviewed some aspect of
supervision of surgical residents through surgical office audits or qual-
ity assurance special audits during fiscal years 1982 and 1983, the
emphasis and frequency of the reviews differed. For example, the Kan-
sas City va hospital's quality assurance coordinator conducted two
audits during 1983. The focus of these reviews was to determine
whether intraoperative supervision was documented. The Memphis vA
hospital’s quality assurance coordinator conducted three reviews on
supervision of surgical residents during 1982 and 1983. One addressed
the supervision of emergency cases, and the other two audits focused on
the requirement for preoperative and postoperative supervising surgeon
notes. Charleston was the only vA hospital visited where the level of
intraoperative supervision and preoperative documentation was audited
monthly; others reviewed intraoperative supervision less frequentiy.

In addition, the size and quality of the audits varied. For instance, Mem-
phis’ only audit in 1983 on intraoperative supervision consisted of
reviewing 12 emergency cases, whereas Atlanta’s 1983 audit of the
same area included all 3,056 operations performed that year. Both the
Memphis and Atlanta vA hospitals evaluated the data collected to deter-
mine the adequacy of supervision. On the other hand, for the annual
audit of supervision, the West Haven va hospital compiled data on the
level of supervision for all 1,880 fiscal year 1983 operations but did not
evaluate the data.
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VA Central Office
Monitoring Is Limited

We also reviewed the vA hospitals’ use of continuous monitoring mecha-
nisms to monitor the adequacy of resident supervision, including the
four reviews specifically mentioned by the Associate Deputy Chief Med-
ical Director in his July 1983 testimony. We found that the only continu-
ous monitoring mechanism used by more than one va hospital to review
supervision of residents was the medical records review. This review
was used at 6 of the 10 va hospitals visited to monitor the number of
progress notes by supervising surgeons.

The Charleston va hospital’s tissue review committee audited preopera-
tive and postoperative notes by supervising surgeons in 1983. However,
none of the other continuous monitoring reviews specifically cited by
the Associate Deputy Chief Medical Director addressed supervision of
residents at the vA hospitals reviewed.

At each of the 10 vaA hospitals, we reviewed the minutes of the clinical
executive board and the quality assurance committee to see if they
addressed resident supervision. This topic was addressed by the clinical
executive board at all 10 of the va hospitals we visited and by the qual-
ity assurance committee at 4 of those hospitals. Neither the committees
nor the boards performed their own reviews but rather reviewed audits
on supervision performed by others and/or emphasized the importance
of supervision of residents or documentation of supervision.

Three central office program offices were responsible for monitoring the
supervision of surgical residents at the vA hospitals: Surgical Service,
Affiliated Education Programs Service, and Medical Inspector and Eval-
uation Office (MIEO). However, on March 3, 1985, MIEO was abolished and
its functions split between two new offices: the Office of Quality Assur-
ance and the Office of Medical Inspector.

Officials of these offices told us that they can recommend changes at the
vA hospitals, but they do not have the authority to enforce the recom-
mendations. The regional directors have direct-line supervision of hospi-
tal directors in the regions and have the responsibility to follow up on
recommendations contained in internal and external reports.
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Surgical Service Had
Insufficient Information to
Monitor VA Hospitals’
Supervision of Residents

One-Third of the VA Hospitals Did
Not Report on an Annual Audit

As discussed earlier in this chapter, vA’s guidance on supervision of
residents directs each va hospital with surgical residents to perform an
annual audit on supervision. The results of the audit and a description
of the hospital’s monitoring system are to be included in a report sent to
the vA central office’s Surgical Service. The annual report is due at the
Surgical Service 30 days after the end of the fiscal vear.

The Director of the Surgical Service said he relied on the annual reports
to monitor supervision of residents, yet about one-third of the vaA hospi-
tals with surgical residents did not submit reports addressing the ade-
quacy of supervision in fiscal years 1983 and 1984, and most reports
submitted did not contain adequate information to monitor supervision.

In fiscal year 1984, 105 vA hospitals had surgical residents and were
required to describe their monitoring system and report the results of an
audit on supervision. Figure 4.1 shows how many va hospitals had
reported on supervision of surgical residents at the conclusion of our
audit work (March 1985) and differentiates between the va hospitals
that sent in results of audits and those that merely made statements on
policy or described guidance.

As can be seen in figure 4.1, 35 (33 percent) of the 105 va hospitals did
not submit reports addressing the adequacy of supervision. In fiscal
year 1983, 37 percent of the vA hospitals did not submit such reports.

Of the 10 va hospitals we visited, 2, Kansas City and Washington, did
not submit the results of an audit for fiscal years 1982-84. According to
the Kansas City chief of surgery, vA’s instructions were unclear about
what was expected, and the central office did not question the hospital’s
failure to submit results from an annual audit of supervision. In 1982-
83, the Washington va hospital provided the central office with a copy
of the guidance it issued on resident supervision. Again, the chief of sur-
gery stated that he received no feedback from the vA central office on
the reports. Although we brought vA’s requirement to their attention
during fiscal year 1984, neither the Kansas City nor the Washington va
hospital had submitted a report as of March 5, 1985.
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Figure 4.1: Breakdown of VA Hospitals
Reporting on Supervision in Fiscal Year
1984
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The Deputy Director of the Surgical Service, who was responsible for
reviewing the 1984 reports, said that he called those vA hospitals that
had not submitted reports. However, he said that since the Surgical Ser-
vice is a staff office rather than a line office, he has no authority to
enforce the requirement. The regional directors have that authority, but
they do not have the information necessary to enforce the requirement.
The Director of the Surgical Service said that the regional directors do
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Most Reports on Annual Audits Do
Not Contain Adeguate Information
to Monitor Supervision

not receive copies of the annual reports and the Surgical Service does
not notify the regional directors of missing annual audits.

The Director of the Surgical Service said that each vA hospital was
allowed to set up its own system to monitor the supervision of its surgi-
cal residents and could report the results of its annual audit in any for-
mat. He said that the Surgical Service did not give the va hospitals any
guidance on how to monitor the supervision, conduct the audits, or
report the results.

We reviewed the fiscal year 1983 reports and compared them to the fis-
cal year 1984 reports. Because we found the 1983 and 1984 reports to
be similar, we did not perform all the detailed analyses on the latter.

The fiscal year 1983 and 1984 annual reports on supervision that were
sent to Surgical Service varied considerably. Of the 70 reports submitted
for fiscal year 1984 that discussed the adequacy of supervision, 17
addressed supervision during all three phases of treatment, 44 covered
some combination of the three phases, and 9 were general statements
for which we could not determine what phase they covered. The 1983
reports were similar.

Most of the 1983 and 1984 reports were unclear or did not include
enough information for an independent reviewer to evaluate the level of
supervision. In fiscal year 1983, only the Iowa City vA hospital included
enough information in its annual report to monitor supervision during
all three phases of treatment. However, the data format did not allow
easy analysis.

The sample sizes used in the va hospital annual audits varied. For exam-
ple, in fiscal year 1983, Memphis’ data on supervision of surgical
residents were taken from a review of 21 cases selected from one month
(Merphis reported 5,184 operations during fiscal year 1983), whereas
Gainesville used data from all of its operations during fiscal year 1983
(4,137 operations).

In addition, the presentation of audit results varied from general state-
ments on supervision of residents to detailed data on the levels of super-
vision. Figure 4.2 shows the report submitted by the Clarksburg, West
Virginia, vA hospital, which did not indicate how compliance was deter-
mined and had little value to an independent reviewer trying to monitor
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vA hospitals’ supervision. Clarksburg’s fiscal year 1984 report was
similar.

Figure 4.2: Clarksburg VA Hospital’s Report on Supervision for Fiscal Year 1983

The Surgical Service at the VAMC of Clarksburg, West Virginia is in full
campliance with the Circular 10-81-107 concerning Supervision of Surgical
Procedures Performed by Resident Physicians, RCS 10CB-14.

Source: Veterans Administration Surgical Service

In fiscal year 1983, 29 va hospitals used coding systems to describe the
level of supervision. However, the systems differed among the vA hospi-
tals, and six hospitals did not define their systems. Figure 4.3 illustrates
the annual audit report submitted by the Miami vA hospital that identi-
fied the percentage of operations performed at various levels of supervi-
sion for each of the surgical specialties. However, neither this report nor
Miami’s 1984 report defined what the coding system 1-6 represented.

Other VA hospitals used terms to describe the level of supervision, but in
seven reports the terms were unclear. For instance, the VA hospitals
used the terms “on call,” “on station,” “on standby,” and “ABT"’ (avail-
able by telephone, beeper, or intercom) to describe the supervising sur-
geon’s involvement in the case. None of these terms indicated the
surgeon’s actual whereabouts, which could have been in the va hospital,
another hospital, their offices, their homes, or elsewhere.

When we asked the Director of the Surgical Service if he knew what
some of the terms meant, he said he was not sure. If the coding systems
or terms used to describe supervision are not well defined, the Surgical
Service cannot use the report for monitoring.
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Figure 4.3: Miami VA Hospital’s Report on Supervision for Fiscal Year 1983

CRITERIA FOR STAFF PHYSICIANS

1 2 3 4 5
General Surgery 1% 367% 18% 6% 31%
Thoracic Surgery 11% 33% 26% 2% 26%
Plastic Surgery = 23% 39% 2% 31%
Urology Surgery - 8% 15% - 46%
Orthopedic Surgery 1% 58% 17% 1% 21%
Neurology Surgery - 77% 14% 47 4%
Ophthalmology Surgery 2% 927% 27 2% 1%
Otolaryngology Surgery - 61% 17% 27 20%
Pheripheral Vascular Surgery - 12% 9% 2% 17%
Oral Surgery 1% 5% 28% 3% 617

8%

2%

5%

1%

Source: Veterans Administration Surgical Service

Eleven of the fiscal year 1983 reports addressed documentation of
supervision rather than the adequacy of supervision. Figure 4.4 shows
the annual report from the Minneapolis VA hospital, which addressed
only whether the supervising surgeon was recorded in the operation
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report. Reporting on the recording of the supervising surgeon will not
enable the Surgical Service to monitor the level of supervision.

Figure 4.4: Minneapolis VA Hospital's Report on Supervision for Fiscal Year 1983

1. ALl veports ot eperations performed during the month of September were re-
vicwed for documentation of respensible surgeon. There were 337 operations
performed and the vperation reports had the responsible surgeon listed. This
represents 100% conpliance. Below is the breakdown:

DATE #OPERATIO_N‘S #Not, DOC.
September 1 15
2 21
> 4
6 15
7 18
3 16
9 14
10 3
12 15
13 16
14 17
15 16
le 18
19 14
20 16
21 13
27 12
2! 16
24 1
20 19
27 15
28 11
79 14
30 18
TOTAL 337 0

Source: Veterans Administration Surgical Service
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Although only one vA hospital included enough information to monitor
supervision during all three phases, other audit reports did include ade-
quate information for the Surgical Service to monitor some aspects of
resident supervision at a vA hospital, For example, 21 hospitals included
an analysis of supervising surgeons’ preoperative notes. At the San
Juan, Puerto Rico, va hospital, the notes were checked to ensure that
the supervising surgeon had confirmed the residents’ findings, diagno-
sis, and plan of treatment. However, San Juan’s reports did not identify
the level of intraoperative supervision. Using well-defined terms or
codes, eight VA hospitals reported on an analysis of intraoperative
supervision by specialty and level of supervision. This type of analysis
gave an indication of the adequacy of supervision.

Figure 4.5 shows part of a report from the Lake City, Florida, VA hospi-
tal which presented results of a review of the supervising surgeon’s pre-
operative approval for the operation and the intraoperative supervision
provided; postoperative supervision was not addressed by Lake City.
The analysis of intraoperative supervision included even the level (year)
of the resident in a manner similar to our criteria.
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Figure 4.5: Lake City VA Hospital's Report on Supervision for Fiscal Year 1983

TOTAL NUMBER
OF OPERATIONS

SECTION MONTH PERFORMED A B < D E F
I. GENERAL SURGERY Oct. 114 20 64 5 24 1 0
Nov. 109 7 82 10 9 1 o
Dec. 26 10 61 o] 25 0 0
II. UROLOGY Oct. 44 6 38 o] 0 ] 0
Nov. 40 16 24 0 0 0 0
Dec. 27 27 0 0 Q 0 0
III. OPHTHALMOLOGY Oct. 6 6 (4] 0 0 o] o]
Nov. 1 1 0 0 0o 0 0
Dec. 6 6 0 0 0 0 0
Iv. DENTAL Oct. o] (o] o} 4] 0 0 0
Nov. 1 1 0 0 0 0 0
Dec, 0 0 0 o} (o} 0 0
TOTAL OPERATIONS 444 100 269 15 58 2 0
PARTICIPATION % 22.5% 61% 3% 13% 0.45% 0%
CODE
A - Attending, scrubbed and primary surgeon
B - Attending, scrubbed and assisting housestaff
C - Attending, not scrubbed but in room during portion of surgery
D - Attending in O.R. suite or adjacent surgical offices
E - Attending in Medical Center
F - Attending consultation, Emergency

Source: Veterans Administration Surgical Service
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Figure 4.5: Lake City VA Hospital's Report on Supervision for Fiscal Year 1983 (Continued)

CRITERIA FOR SUPERVISION OF SURGICAL RESIDENTS

AUDIT CHECK LIST

YES NO
1. Staff surgeon in attendance in operating room for

major procedures when performed by resident post-

graduate year 1 or 2 level. 100% 0%
2. Staff gsurgeon in attendance or in the operating

room for consultation for major procedures when

narfarmad hey vvasnddant nAack_ovadiinta wronr 1 1awal 1NNY ny

HCLLULHIGU W A LUtLlIL PUDI— ssauuabc JCGL - LGV L E AV Y ] Jre
B> Ot £L mccotmmman 3L mtm mmmm P SO T -
> JLdll Sulgevld -l-.ll .LII.II.IlI:u.Ld-I-C area or une UPﬁLdL.Lug

room, and immediately available when major pro-

cedures performed by resident post-graduate year

4 or 5 level. 100% 0%
4, Staff surgeon has validated residents preoperative

findings and approved the surgical procedure. 100% 0%
5. Staff surgeon has approved the operation and was

immediately available on surgical procedures

performed by residents outside of regular

working hours whatever the time. 100% 0%
6. Operation Report (SF-516) indicates responsible

staff surgeon i1 attendance as assistant or

immediately available when surgical procedures

are performed by residents in the operating

room, 100Z 0%
7 Thoa ~masa dmer wmoamm Tan dmddratran tha aseegd Ao 1
LA Lll!: UPCLQLJ. 6 PRS0y J-UE AlULLaELCD LIIC ﬂULBJ.L-d.L

residents' post-graduate year level and the

responsible staff surgeon in aitendance, 100% 0%

Source: Veterans Administration Surgical Service
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This type of report could be used as an initial check on the supervision
at a vA hospital. Any vA hospital where the percentage of cases in com-
pliance with vA’s criteria was low or the number of intraoperative cases
with the supervising surgeon outside of the operating room or surgical
suite was high could be flagged by the Surgical Service for follow-up.

The Director and Deputy Director of the Surgical Service said they do
not have established criteria to evaluate the annual reports. The Direc-
tor, who reviewed the reports before fiscal year 1984, tried to identify
improvements from year to year and any data in the reports that
seemed unusual. If data indicated a potential problem in supervision,
the Director said he called the vA hospital or discussed it with the hospi-
tal's chief of surgery during his next visit to the hospital. However, the
Director stated he did not visit va hospitals very often. In March 1985,
the Deputy Director of Surgical Service, who was responsibie for
reviewing the fiscal year 1984 reports, said that he had not yet evalu-
ated them. He was familiarizing himself with the reports and wanted to
develop a method to evaluate the information.

The lack of criteria for compliance affected not only the vA central
office’s evaluation of the reports but also the va hospitals’ internal eval-
uation of compliance. Through our review of fiscal year 1983 annual
reports, we found that vA hospitals interpreted compliance differently.
For instance, in the example above, the Lake City vA hospital deter-
mined compliance with intraoperative guidance based on the level of the
resident. On the other hand, the West Los Angeles vA hospital reported
that 97 percent of its operations were adequately supervised because
the supervising surgeon was at least in the facility during surgery per-
formed by a resident. However, in about 42 percent of its operations, the
supervising surgeon was not in the operating room, and in 78 percent of
the urology surgery performed by residents, the supervising surgeon
was outside the operating room or surgical suite. According to our crite-
ria, only if a chief resident was present and the operation was not com-
plex would this level of supervision be adequate. However, West Los
Angeles did not evaluate the level of the supervision based on the level
of the resident and complexity of surgery. Therefore, both Lake City
and West Los Angeles could report high compliance with the vA criteria,
but because each had a different interpretation of compliance, the ade-
quacy of supervision could differ,
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VA's Criteria for Reviewing
VA Hospitals’ Supervision
of Residents Are Vague

MIEOQ? was responsible for assessing quality of care at vA hospitals. This
office coordinated and administered the quality assurance program and
reviewed reports of incidents that may adversely affect patients during
hospitalization. MIEO also periodically conducted reviews through the
Systematic External Review Program (SERP), which evaluated the qual-
ity of care at vA hospitals. SERP reviews are peer reviews conducted by
team members from other vA hospitals, who review services throughout
the hospital. SERP reviews include an examination of supervision of sur-
gical residents.

SERP reviews are performed on a 1- to 4-year basis depending on the
rating of the vA hospital during the previous SERP review, For instance, a
va hospital rated exemplary in providing quality patient care would be
scheduled for a SERP review in 4 years, whereas a VA hospital with
severe deficiencies in a patient care area would be scheduled for a
review in 1 year.

In May 1984, SERP teams began using improved guidance to evaluate
supervision of surgical residents. Before that time, SERP reviews primar-
ily addressed documentation of supervision rather than adequacy of
supervision. The new guidance goes beyond documentation and
instructs the SERP team to also review the adequacy of the va hospital
monitoring system on restdent supervision and the adequacy of supervi-
sion during surgery.

The new guidance recognizes that the complexity and degree of risk of
the surgery should affect the level of the supervision of residents. How-
ever, it does not tie the level of supervision to the level of the resident,
as our criteria do. Instead, SERP guidance states that in a ‘“‘majority of
cases,” appropriate intraoperative supervision would consist of the
supervising surgeon being in the operating room or surgical suite but
that, in some cases, the supervising surgeon couid be anywhere in the
medical center if there was adequate justification. The guidance does
not define what justification is needed for the supervising surgeon to be
out of the operating room. According to the SERP team leaders, the inter-
pretation of the “justification” needed would be based on the profes-
sional judgment of the SERP team member conducting the survey. They
agreed that this could lead to varying standards as the team mermbers
change from one review to another.

20n March 3, 1985, MIEQO's evaluation function, including periodic hospital reviews, became the
responsibility of the newly created Office of Quality Assurance. The investigation and review of inci-
dent reports became the responsibility of the Office of Medical Inspector.
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Also, the SERP guidance for reviewing supervision directs the SERP
reviewers to review 10 patients’ medical records for the level of
intraoperative supervision. However, our review of the medical records
at the 10 vA hospitals visited indicated that the information on supervi-
sion contained in the medical records varied among vA hospitals. At the
time of our visits, 4 of the 10 vA hospitals did not have a system for
recording the level of intraoperative supervision. Therefore, the SERP
reviewers could not assess intraoperative supervision at those hospitals
simply by reviewing patients’ records.

In addition to the SERP reviews, MIEO was responsible for investigating
and reviewing reported incidents that may adversely affect patients
during their hospitalization, including deaths during surgery and surgi-
cal complications. According to the vA central office official responsible
for reviewing these reports, supervision of surgical residents had not

surfaced as a problem in any surgical investigations conducted in 1983
or 1984.

Affiliated Education
Programs Service Did Not
Directly Monitor
Supervision of Residents

Although the Affiliated Education Programs Service within the Depart-
ment of Medicine and Surgery is responsible for monitoring supervision
of surgical residents, its only involvement was ensuring that vA hospi-
tals had enough supervising surgeons to meet the residents’ training
needs. The Service did not focus on the quality of patient care.

The Assistant Chief Medical Director of Academic Affairs, who oversees
the Service, said that his staff did not review medical records to deter-
mine if supervision was being provided, but they may have reviewed
data on the number of supervising surgeons available to train residents.
One method they used was to add up for each specialty within a vA hos-
pital the staff surgeons’ availability of time to make sure there was at
least one fuli-time equivalent. They said this was not foolproof as two
half-time employees may work the same days, leaving no coverage on
the other days. The Service also reviewed accreditation letters for resi-
dency programs at the vA hospitals and requested the hospitals to indi-

cate corrective action on problems identified by the residency review
committees.

While the Affiliated Education Programs Service does not directly

review supervision of surgical residents, it may identify vaA hospitals
with too few supervising surgeons to adequately train residents.
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Non-VA Organizations
Perform Limited
Monitoring of
Supervision

Although this information may be useful for the Service’s purposes, ade-
quate staff coverage at vA hospitals does not necessarily result in ade-
guate supervision.

In addition to the vA hospital and central office monitoring efforts, the

affiliated medical schools, the residency review committees, and JCAH

oversee VA hospitals’ supervision of residents. The affiliation agree-

ments between the medical schools and vA hospitals indicate that the ;
medical schools will advise the hospital directors and other staff in the
supervision of the VA residency programs. In his July 1983 testimony,

the va Associate Deputy Chief Medical Director stated that the resi-

dency review committees, which accredit residency programs, assure

that supervision at the va hospitals meets the criteria for approval of

the residency program. In addition, four central office officials indicated {
that JCAH would identify inadequate supervision in its reviews.

We talked with the deans and chairmen of the departments of surgery

at the nine medical schools affiliated with the vA hospitals we visited.

The medical school officials had differing views on their responsibilities

for assuring adequate resident supervision. For instance, officials at the .
medical school affiliated with the Charleston vaA hospital reviewed i
monthly reports on supervision at the vA hospital. The officials at the ;
medical school affiliated with the Atlanta vA hospital, however, said

that the medical school did not monitor supervision. They relied on the

vA hospital’s chief of surgery to identify problems.

In 1983, vA’s Chief Medical Director sent a letter to all deans of the affil-

iated medical schools requesting that the dean’s committee discuss resi-

dent supervision at the VA hospitals. All the medical schools we visited

discussed supervision of surgical residents within their dean’s commit-

tees during 1983, and some of the medical schools took an active role in
reviewing and ensuring adequate supervision of surgical residents. Med-

ical school officials affiliated with the Charleston vA hospital and the 5
Kansas City va hospital have received monthly reports on the supervi- '
sion being provided at those hospitals. The other medical school officials

we talked with said they monitored supervision informally, either

through residents’ comments or through the overlap of part-time super-

vising surgeons between the medical school and vA hospital.

According to the chair of the department of surgery, the medical school
affiliated with the Palo Alto vA hospital felt the same responsibility for
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its residents at the va hospitals as it did for those at the university hos-
pital. He cited an example of a supervising surgeon being removed from
the medical school faculty, and therefore from the staff at the vA hospi-
tal, because he was not in the operating room at the va hospital for the
critical portion of the operations he was supervising.

However, the other medical schools we visited have generally relied on
the vaA hospital to identify and correct problems. For instance, officials
at the medical school affiliated with the West Los Angeies va hospital
discussed supervision with the va hospital’s chief of surgery but did not
obtain data on the level or type of supervision. The officials at the medi-
cal school affiliated with the West Haven vA hospital discussed supervi-
sion of residents in November 1983 and concluded that it was not a
problem. Five months later we found supervision to be inadequate. Once
the chief of surgery at the va hospital told the dean of the medical
school that the supervision at the West Haven va hospital needed

improvement, the medical school cooperated in helping to improve the
situation.

According to the associate director of the hospital accreditation program
of JCAH, its reviews covered many issues and may have addressed super-
vision of residents. However, JCAH reviewers primarily looked in the
medical records for evidence of supervising surgeon involvement. For
instance, the JCAH reviewers may have reviewed patients’ records for a
supervising surgeon’s preoperative note. At the 10 vaA hospitals we vis-
ited, the most recent JCAH reviews did not address the adequacy of
supervision of surgical residents, but 3 of the 10 reports commented on
poor documentation by professional staff. JCAH had visited the West
Haven vA hospital in June 1983 and did not mention a deficiency in
supervision in its report.

The residency review committees accredited the residency programs
based on information submitted by the medical school and the results of
a visit by inspectors. Depending on the committees’ needs, the inspectors
may be generalists (Ph.D.’s or M.D.’s who can review any of the resi-
dency programs) or specialists (doctors trained in the pertinent spe-
cialty). The committees generally reviewed a program every 2 to 5 years
depending on the speciaity and the quality of the program.

Although the residency review committees obtained general information
on the supervision of residents, they usually did not perform detailed
reviews of supervision. The chairmen of the residency review commit-
tees on general surgery and neurological surgery said that through the

Page 62 GAO/HRD-86-15 VA Surgical Supervision



Chapter 4
VA Should Improve Monitoring of Surgical
Resident Supervision

visits, the inspectors verify information and obtain perceptions of the
residency program. The committees base their approval of the program
on the statistical and descriptive information provided by the medical
school and the reports of the inspector’s interviews with program direc-
tors, faculty, residents, and deans.

Based on this information, the residency review committees had identi-
fied residency programs at va hospitals with inadequate supervision.
However, none of the most recent reports on the surgical residency pro-
grams at West Haven indicated any problems with supervision. The
urology residency program at West Haven was most recently approved
in February 1983, and ophthalmology and otolaryngology were last
approved in 1984. The most recent approval of the other surgical resi-
dency programs at the hospital occurred before December 1981.

Conclusions

vA had issued few specific requirements for va hospital monitoring of
supervision; therefore, the frequency and quality of the monitoring
varied among hospitals.

In addition, the three offices within the vA central office that are
responsible for monitoring the adequacy of supervision of surgical
residents had not effectively monitored vA hospitals’ activities. The
annual audits used by the Surgical Service did not have adequate infor-
mation to monitor supervision at all vA hospitals. The Affiliated Educa-
tion Programs Service did not review the adequacy of supervision, and
VA’s criteria for monitoring supervision were not well defined and could
vary, depending on the reviewers’ interpretation.

The lack of specific VA guidance on monitoring caused the variance in vA
hospitals’ monitoring and reporting on supervision. vA’s guidance should
outline the specifics of an acceptable monitoring system, including the
mechanism(s) that should be used to monitor and document supervision.
These monitoring requirements should also indicate a standard format
for the annual audit sent to the Surgical Service,

vA and ACGME have stated that quality patient care should take prece-
dence over residents’ training. Therefore, we believe that either the
Office of Quality Assurance or the Surgical Service office should be
made primarily responsible for monitoring supervision of surgical
residents. The office having primary responsibility should receive all
pertinent information on the supervision of residents, including the
results of annual audits. The designated office should notify the regional
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directors of the va hospitals not sending in an annual audit on supervi-
sion so that the regional directors can enforce this requirement. The
periodic SERP reviews should be maintained, with improved criteria, as :

check on the vA hospital monitoring systems and the accuracy of va hos
pital reports sent to the central office.

If, as recommended in chapter 2, VA revises its criteria for adequate
supervision of residents to be at least as specific as ours, the problem of

inconsistent interpretation by the va hospitals and the central office
should be alleviated.

Recommendation to the We recommend that the Administrator, through the Chief Medical
. . Director,
Administrator of

Veterans Affairs + designate either the Office of Quality Assurance or the Surgical Service

office within the Department of Medicine and Surgery as having the pri-
mary responsibility for monitoring supervision of residents and indicate
that all pertinent information on such supervision should be given to
that office,

specify and standardize the system(s) the vA hospitals should use to
monitor and report on the supervision of surgical residents, and

direct the regional director to assure that the va hospitals send the Sur-

gical Service the results of their annual audits of the adequacy of surgi-
cal resident supervision.

In his September 23 letter, the Administrator concurred with the above
Agency Corqments And recommendations. He stated that the Surgical Service would be desig-
Our Evaluation nated as having the primary responsibility for monitoring supervision
and that the Service will develop a standardized system of monitoring
and reporting for va hospitals. The monitoring and reporting system and

instructions to notify the regional directors of missing annuai reports
will be incorporated into a va directive.
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Supervision of Residents

In addition to reviewing supervision at the va hospitals, we used the
results of our questionnaire and our visits to the 15 non-va hospitals to
compare the va and non-va hospitals' compliance with our criteria. The
questionnaire responses indicated that the level of va hospitals’ supervi-
sion was slightly lower than at non-va hospitals. Postoperative supervi-
sion showed the largest differences and intraoperative supervision the
smallest differences between non-va and va hospital performance of
supervisory actions. This was supported by our visits to the 15 non-va
hospitals.

The non-vA supervising surgeons have incentives that seemed to pro-
mote adequate supervision of residents. Non-va surgeons said that the
reimbursement requirements of third-party payers, fear of malpractice
claims, and private patients’ relationships encourage them to perform
supervisory actions. The vA hospital supervising surgeons did not have
these same incentives.

: ’ The response to our questionnaire sent to the supervising surgeons and
VA HO,S pltals . residents at 28 vA hospitals indicated that generally the respondents
Comphance With perceive that supervisory actions occur slightly more frequently at non-
GAO’s Criteria Was VA hospitals than at va hospitals. In addition, as table 5.1 shows,
. residents responded that they receive somewhat more supervision at
Shghtly LOWGOI' Th,an non-vaA hospitals than at vA hospitals during all treatment phases. The
Non-VA Hospltals supervising surgeons’ responses showed the same trends.

For each supervisory activity, we also compared each physician’s
response of how frequently the activity occurred in the vA hospital to
that physician’s response of how often it occurred in the non-va hospi-
tal. For every supervisory activity, most physicians reported about the
same frequency of occurrence in both types of hospitals. However, in all
activities but one, of those physicians who did not report the same fre-
quency of occurrence in both types of hospitals, more reported a greater
frequency of occurrence in the non-va hospital than reported a greater
frequency of occurrence in the vA hospital. Therefore, as table 5.2
shows, there is a slight but consistent indication that supervision is more
extensive in non-vA hospitals than in vA hospitals.
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‘able 5.1: Resident Questionnaire Responses on VA vs. Non-VA Hospitals’ Supervision
Percent of Residents Responding That They Received

Somewhat More  About the Same Amount Somewhat Less

Supervision at Non-VA  of Supervision at VA and Supervision at Non-VA

’hase of Treatment Hospitals Non-VA Hospitals Hospitals

’reoperative phase 44 ) 43 13
ntraoperative phase:

Scheduled cases 35 56 8

Emergency cases - 56 13

Sostoperative phase 42 45 14

Note: Percentages may not add to 100 percent due to roundging.

Table 5.2: Supervising Surgeons’ And Residents’ Responses on the Frequency of Supervisory Actions
Less Frequently at VA About the Same Amountat  More Frequently at VA

Hospitals VA and Non-VA Hospitals Hospitals
Supervising Supersising Supervising
Supervisory Actions Surgeons Residents Surgeons Residents Surgeons Residents
Preoperative: ’ - o R
Talk to the patient 2 5T 69 3 6
Examine the patient 16 29 82 66 3 5
Discuss the case with the resident ' 1 8 o8 - 83 2 9
Write a preoperative note 16 17 79 70 5 14
Intraoperative: S
Supervising surgeon is in the operating o - -
room during scheduled surgery 4 13 95 84 1 3
Supervising surgeon is in the operating - I
room during emergency surgery 8 15 90 79 2 6
Postoperative: o
See the patient 29 35 69 60 3 5
Discuss the case with the resident 8 14 30 81 2 5

The cases we reviewed supported the questionnaire results. For the
cases we reviewed, VA hospital compliance with our criteria for supervi-
sion was somewhat lower than at non-vaA hospitals. We reviewed a total
of 74 cases (68 scheduled and 6 emergency cases) at 15 non-vaA hospitals
and compared the results to the 148 (131 scheduled and 17 emergency
cases) cases reviewed at the 10 vA hospitals. The resuits are shown in
table 5.3.
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Table 5.3: Comparison of Non-VA and VA Hospital Compliance With GAO Criteria
Cases in Compliance With All:2

Preoperative Criteria® Intraoperative Criteria Postoperative Criteria
Type of Hospitals Number Percent Number Percent Number Percen
Non-VA 41 of 66 62 710t73 97 60 of 71 8
VA T 66 of 129 T 52 1330f 144 92 77 of 131 5!

3Cases for which we could not determine compliance were not included in this analysis.

bAppiies only to scheduled cases.

Supervising Surgeons’ Similar to the results regarding va hospital supervision, the question-
Preoperative Notes Were naire results indicated lower compliance at non-vA hospitals with the
Lacking at Both VA and criterion to write or countersign a preoperative note than with the other

. preoperative criteria. About 72 percent of supervising surgeons and
Non-V A Hospitals

about 52 percent of the residents responding said that supervising sur-
geons wrote or countersigned preoperative notes in all or almost all
cases at non-vA hospitals. The percentages for the supervising surgeon
seeing the patient and discussing the case with the resident were higher.

At the 15 non-vA hospitals we visited, in 63 percent of the cases in
which we could determine compliance, the supervising surgeon wrote or
countersigned a preoperative note; in 96 percent of the cases, the super-
vising surgeons saw the patient; and in 98 percent, the supervising sur-
geons discussed the case with the resident preoperatively.

Most supervising surgeons did not explain why they did not write or
countersign a preoperative note. However, four supervising surgeons
indicated that they signed the patient’s history and physical examina-
tion, rather than the preoperative note.

The supervising surgeon did not see the patient before surgery on three
cases, each at a different hospital. In two cases where the supervising
surgeons did not see the patient before surgery, they indicated that
these were “‘chief resident cases” or “service cases.” At these hospitals,
the general surgery chief residents in the fifth year of a residency pro-
gram had their own service where they could independently admit the
patient and schedule and perform surgery. The chief residents in this
service were required only to discuss the case with the supervising sur-
geon before surgery. The other case in which the patient was not seen
by the supervising surgeon was a cataract patient who had been seen by
another supervising surgeon during a clinic appointment,.
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At Non-VA Hospitals the

Supervising Surgeon Was
Usually in the Operating

Room During Surgery

About 83 percent of the supervising surgeons and 75 percent of the
residents responding to our questionnaire indicated that in all or almost
all scheduled cases at a non-vA hospital, the supervising surgeon was in
the operating room during an operation performed by a resident. For
scheduled procedures performed by a resident at a VA hospital, about 79
percent of supervising surgeons and about 62 percent of resident
respondents indicated the supervising surgeon was in the operating
room in all or almost all cases. The responses regarding emergency sur-
gery were similar to those for scheduled surgery.

For the cases we reviewed, the va hospitals were only slightly behind
the non-va hospitals in percentage of intraoperative compliance with
our criteria. As the questionnaire responses indicated, the supervising
surgeon was more likely to be in the operating room at a non-vA
hospital.

At the 15 non-vA hospitals we visited, 69 of the 72 cases (96 percent) in
which we could determine the location of the supervising surgeon, the
surgeon was in the operating room during the confirmation of the diag-
nosis and the performance of the procedure. At the va hospitals, the
supervising surgeon was in the operating room during the confirmation
of the diagnosis and performance of the procedure in 102 of the 139 (72
percent) cases in which we could determine the supervising surgeon’s
location.

In two of the three non-vaA cases where the supervising surgeon was not
in the operating room, the cases were “chief resident” or ‘“‘service”
cases. The other case was an emergency case.

Two cases were not in compliance with our criteria. One of the chief
resident cases was not in compliance because a supervising surgeon was
not within 15 minutes of the operating room. At this hospital, once
residents were designated as chief residents, they were given the
authority to operate alone on certain cases. For instance, if a patient
came into a clinic or emergency room and did not have a private physi-
cian, the chief resident could offer to be the patient’s physician. A hospi-
tal official estimated this occurred for about 1 percent of the hospital’s
patients per year.

The other case of noncompliance with our criteria was an emergency
case. This case was performed at a community hospital by a third-year
resident, and the supervising surgeon was not notified of the surgery.
Instead, the chief resident approved this case. This hospital did not
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require the resident to call the supervising surgeon before surgery; the
chief resident made the decision to call or not.

Non-VA Hospitals Had a
Higher Level of
Postoperative Supervision
Than VA Hospitals

The questionnaire responses indicated that supervising surgeons and
residents perceived that at non-vA hospitals supervising surgeons com-
ply with the postoperative supervisory actions more frequently than at
VA hospitals. For instance, 82 percent of the supervising surgeons
responding said that supervising surgeons postoperatively discuss the
case with the resident in all or almost all cases at non-vA hospitals,
whereas 73 percent of them responded that this occurs in all or almost
all cases at VA hospitals.

The questionnaire responses indicated that postoperative supervision
had the largest difference between non-vA and va hospital performance
of supervisory actions. A much greater proportion of respondents
reported more frequent postoperative supervision at non-va hospitals
over VA hospitals than reported more frequent preoperative or
intraoperative supervision at vA hospitals.

Our case reviews supported the questionnaire results. The non-va hospi-
tals visited had a higher compliance rate for postoperative supervision
than the va hospitals we visited, and postoperative supervision showed
the largest difference in compliance between the non-vA and vA cases we
reviewed. Supervising surgeons postoperatively saw the patients and
discussed the cases with the resident in 85 percent of the cases
reviewed.

In the eight cases at non-vVA hospitals where the supervising surgeons
did not see the patient within 24 hours, the supervising surgeons pro-
vided the following reasons.

The resident was allowed to handle the postoperative care either
through a personal decision by the supervising surgeon (3 cases) or
through hospital policy allowing a chief resident’s service (1 case).
Another supervising surgeon did the postoperative care (2 cases).
The patient was transferred to another hospital (1 case).

One supervising surgeon gave no explanation.
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The president of the Association of American Medical Colleges and sev-
eral non-vA surgeons told us that reimbursement requirements of third-
party payers, fear of malpractice claims, and personal relationships
with patients motivate supervising surgeons to perform many of the
supervisory actions required by our criteria. The vA hospital surgeons
do not have the same incentives.

The president of the Association of American Medical Colleges, the exec-
utive director of the American Board of Surgery, and others said that
most third-party payers would not reimburse supervising surgeons for
surgery performed by residents unless the supervising surgeon was in
the operating room during the surgery. For instance, Medicare regula-
tions require the supervising surgeon to *‘be present and ready to per-
form . .. a major surgical procedure” in order for the surgeon to be
eligible for reimbursement or the hospital to be able to collect for the
surgeon’s salary. The regulations also require the supervising surgeon to
“personally examine the patient”” and “confirm or revise the diagnosis.”
In addition, several supervising surgeons indicated that progress notes
are required at non-vA hospitals to document supervision for insurance
companies.

Three supervising surgeons mentioned concern over malpractice claims
as the motivator behind certain supervisory actions at non-va hospitals.
These supervising surgeons said that since they are personally liable for
the care, they will be more involved in the patient care (for example, see
the patient every day).

Thirteen supervising surgeons indicated that because patients think of
them as their primary physician, the supervising surgeons are more
involved in the care. The supervising surgeons see the patients in their
offices, diagnose the problem, and arrange for the patient to be admitted
to the hospital. The resident may have little involvement in the preoper-
ative or postoperative care. Some supervising surgeons indicated that
they may be in the operating room or actually perform the surgery
because of the relationship with the patient, not because the resident is
not qualified.

Supervising surgeons in the va system do not have these same

motivators. VA generally does not obtain reimbursement from third-
party payers, VA physicians have greater protection from malpractice
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claims (38 U.S.C. 4116),! and according to va’s Director of Surgical Ser-
vice, VA patients often think of the resident rather than the supervising
surgeon as their primary physician,

VA has proposed legislation that would enable the agency to collect from
private health insurers. In a recent report (Legislation to Authorize va
Recoveries From Private Health Insurance Would Result in Substantial
Savings, GAO/HRD-85-24, Feb. 26, 1985), we analyzed concerns raised by
the insurance industry and others about this legislation and concluded
that va should not be precluded from recovering costs of medical care
for privately insured veterans. We estimated that in fiscal year 1982, vA
would have recovered at least $98 million to $284 million from private
health insurance. If this legislation is enacted, va will have to ensure
that its supervising surgeons meet the requirements of the private insur-
ers so that VA can receive reimbursement for the surgeons’ salaries.

!f 2 VA physician is acting within the scope of his or her duties, the United States, not the physician,
is the liable party.
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Request Letter

ALAN K. SIMPSON. WYO., CHAIRMAN
STROM T +URMOND, & C. ALAN CRANSTON, CALIF.

ROBERT ¥. STAFFORD, VY. JENNINGS RANDOLPH, W, va
FRANK H. MURKOWEK), ALASKA SPARK M. MATSUNAGA, HAWAN
ARLEN SPECTER, Pa,

DENNIS DE CONCINI, 4RIZ
JEREMIAH DENTON, ALA GEORGE J. MITCHELL, MAINE
RUDY BOSCHWITZ. MINN

WHnited States Senate

COMMITTEE ON VETERANS" AFFAIRS
WASHINGTON, D.C. 20610
March 3, 1983

Honorable Charles A. Bowsher
Comptreller General of the United States
General Accounting Office

Washington, D.C. 20548

Dear Charles,

The recent press reports (copy of one example enclosed) regarding the
medical malpractice suit brought by Mr. Hubert Gaddy relating to
surgery performed at the Charleston Veterans' Administration Medical
Center in December 1981 raise anew the concerns regarding the super-
vision of surgical residents in VA medical centers that were expressed

by the National Academy of Sciences (NAS) in its 1977 study entitled
“Health Care for American Veterans',

In 1ts study, NAS found that "[t]here was no supervision by a full-
time or part-time staff surgeen in 69% of operations performed by

residents." In light of this finding, NAS made the following recom-
mendation:

Surgery performed by residents should be supervised by

a staff surgeon. A staff surgeon should be present for all
regularly scheduled surgery. For emergency surgery,

a staff surgeon should be in attendance in no less than

70% of cases. Appropriate procedures for monitoring and
reporting on these reguirements should be instituted.

The VA concurred generally with this recommendation but expressed the
view that "it is not necessary for a senior surgeon to participate in
all surgical procedures” and "a requirement that a senior surgeon be

present on 70 percent of all emergency cases is unrealistically high".

Although the VA has taken certain actions to carry out this NAS recom-
mendation, as the Chief{ Medical Director described in a February 19,

1982, letter to me (copy enclosed), I believe that there is a need for
a detailed follow-up on this issue that is so vital to the well-being
of veterans undergoing surgery in VA medical centers.

Thus, as the Ranking Minority Member of the Committee, I am requesting
that you carry out a study, in follow-up to the NAS study and the
situation at the Charleston VAMC, on the specific question of the
adequacy of the supervision by VA staff surgeons of surgical residents
in VA medical centers. At a minimum, your study should address the
fecllowing issues: the extent to which surgical residents are not
being supervised either adequately or at all while conducting surgery;
the adequacy of the VA's e¢fforts to address the overall NAS recom-
mendation; the effectiveness of the agency's efforts to ensure unifornm
compliance throughout the system with directives or guidance from VA
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Central Office on this issue; and how the current situation within the
VA relating to active supervision of surgical residents compares with
the situation in non-VA teaching hospitals. An additional focus of
your inquiry should be on the responsibility of dean's committees and
others in VA affiliated medical schools for supervision of surgical
residents, as an educational function that is inherent in Policy
Memorandum Ne. 2 and affiliation agreements,and on what vole do and
should affiliated medical school personnel play in establishing and
implementing supervision policies and procedures.

In preparation for undertaking this study, I ask that the GAO personnel
assigned to carry it out consult with individuals at NAS, including
particularly those who had the principal responsibility for the portion
of the NAS study on surgery, regarding their approach to the prior study
and any recommendations they might have for CAO regarding methodology
for carrying out the folilow-up study. In addition, I ask that CAQ,
with advice from NAS regarding possible membership, constitute a panel
of physicians, including thosc both from within and ocutside the VA,

to act as advisers to GAO in the planning and execution of this study.
i also believe that it would be appropriate for physicians and others
who will be designing and carryving out the study for GAQ to discuss

the proposed study with individuals on various residency review
committees -- including the medical, psychiatry, and surgery

committees -- of the Liaison Committee for Graduate Medical Education
in order to obtain their views on the gencral issue of supervision of
surgical residents.

Pricr to actually beginning the study but after consulting with NAS,

I ask that the GAO personnel assigned meet with the Committee Minority
staff regarding the proposed methodology, personnel and other resource
allocation, and timetable.

The issue of adequate supervision of surgical residents within the VA
is a very important one and, in light of the serious problem at the
Charleston VAMC, I believe your investigation of this matter should
receive priority attention.

Thank you for your continuing assistance, I look forward to working
with you in proceeding with this review. Your staff should contact
Bill Brew, Minority Counsel, (x42074) regarding this matter

With warm regards,

Cordgdally,

A anston
Rankifig Minority Member

Enclosures

cc: Honorable Alan K. Simpson
Honorable Strom Thurmond
Honorable Harry N. Walters
Dr. Donald L. Custis
Dr. Frank Press
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In Reply Reter To:

Honorable Alan Cranston
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Infted States Senate ADWIW

Washington, D.C. 20510

Thank youw for your letter expressing concern as to standards
for surgical supervision in the Veterans Administration.

Medical students,

since they are not licensed practitioners,

are by definition always under the direct supervision of a
licensed physician when participating in direct patient

care.

Tolliver case. Subsegquently,
Minneapolis VA Medical Center to re-emphasire the importance
strict supervision of medical students when participating

)
oI

Thig regulation wase in foree at the

_______ time nf tha

steps were taken at our

in the administration of anesthesia, specifically:

1.

Medical students, when performing tracheal
intubation, will be directly supervised by
an anesthesiologiat, and

The placement of an endorracheal tube by any
experieaced individual will be visually checked

by & supervisor.

Many of our nurse anesthetiate are highly trained and have
many years of experience in the administration of anesthesia
in complex surgical procedures on~poor risk patients. They
are always, however, under the dfrect superviston of an

anesthesiologist or s surgeon.
nurse anesthetists in VA surgical’
maintenance of quality care. Their team effort,

. The “support provided by our
programs is vitsl for the

particu-

larly in programs where full-time anesthesia services are

St available s
Lol a.LWayE6 &8vVairidoDae, 15

absslitale coecaszo=g
BUBULULELY TECESSALY.

A8 you are aware, the Veterans Adeministration has formulated
detailed directions for the supervision of surgical proced-
ures performed by resident physicians. These are outlined
in Circular 10~81-107 which we enclose.

112
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It is important to emphasize that Veterans Administration's
Chiefs of Surgical Services are fully responsible for the
medical and surgical care rendered their patiencs, They
are, therefore, directed to devigse a system of resident
supervision that will ensure the best possible surgical
Tesults while providing training which will allow each
resident to achieve a high level of competence. Explicit
directions for the achievement of this goal are embodied in
the Circular.

A detailed audit of surgical resident supervision accoum-
pacies the Annual Narrative Report of the Surgical Service
sent from each VA medical center to VA Central Office,
Surgical Service, at the end of the fiscal year. These
audits are carefully monitored. If they are found to be
iacomplete or if they reveal an unsatisfactory level of
supervision, the Chief of Surgery i3 directed to take
iomediate remedial measures. In cases of serious noncom-
Pliance, site vigits may be made by responsible surgecns to
ensure a proper system of supervisica. From the very small
number of untoward surgical incidents in such a large health
care system, wWe feel that our methods of surgical super-
vision are proving ta be effective.

As a result of thorough investigation, the text of which we
sent you 1in a previous communication, all anesthesia person-
tel 1in the Tolliver case were counseled by the Medical
Center Director and Chief of Staff. It was their decision
that more punitive action was not warcvanted.

Thank you for your continuing interest in our veterans.

Sincerely,
nk A
\I v

"

DONALD L. CUSTIS, M.D.
Chief Medical Director

Enclosure
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Information on VA Hospita

s Visited

Surgical
Specialties
Residents With Affiliated Medical Distance to Medical Affiliated Non-VA
VA Hospital Authorized Residents School School Hospital o
Atlanta, Georgia 20 8 Emory University 2 miles Grady Memcrial
Charleston, South Medical University of less than
Carolina 18 8 South Carolina 1 mile
Kansas City, Kansas 20 8 University of Kansas 8 miles
Loma Linda (Jerry L. Loma Linda University Less than Riverside General
Pettis), California 9 6 o 1 mile
Memphis, Tennessee University of Tennessee  Less than Baptist Memorial
31 8 - 1 mile
Paio Alto, California Stanford University 3 miles Kaiser Permanente,
20 8 - Santa Clara
Sepulveda, California University of California 15 miles Harbor General
14 5 at Los Angeles®
Washington, D.C.2 24 7 Georgetown University 5 miles Fairfax
George Washington 4 miles
University N
West Haven, Yale University 4 miles
Connecticut 21 8
West Los Angeles, University of California 2 miles Harbor General
California 40 8 at Los Angeles®

awashington VA hospital is affiliated with both Georgetown and George Washington universities.

PBoth Sepulveda and West Los Angeles are affiliated with UCLA.
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Methodology Used to Select Cases and Review
the Supervision of Surgical Residents

We selected surgical cases at 10 vA hospitals and 15 non-vA hospitals,
interviewed all available staff who were present for the surgery, and
reviewed the medical records on the cases selected.

Selection of Cases

PR o

At each vA hospital, we initially examined the operating room log, the
official listing of operations at a hospital, for the week before our visit.
We selected recent cases so that staff involved in the case would be
more likely to remember the supervision that took place. Since our
review covered resident supervision only on inpatient surgery, we elimi-
nated all outpatient surgery and surgery in which a resident did not par-
ticipate. If the number of applicable operations during the week selected
was less than 50, we examined additional days or weeks in the operat-
ing room log.

To identify differences in compliance between general and specialty sur-
gery, we wanted our sample to contain both types. Once we had over 50
applicable cases, we separated the general surgery from the specialty
surgery cases, and using a random number table, we selected our sample
cases from both types of cases,

If our random selection did not include an emergency surgery case, we
added one to our sample. We wanted to determine whether compliance
with our criteria differed between scheduled and emergency surgery.
Because vA hospitals do not usually handle many emergency cases, the
emergency case selected was the most recent such case.

At the non-vaA hospitals, we made the case selection arbitrarily, rather
than randomly. This was necessary because some hospitals did not have
a written operating room log, and although most of the hospitals we vis-
ited handled numerous operations each week, residents participated in
only a small portion of them. Therefore, to save time, we met with a
hospital official who recognized the residents’ names and we arbitrarily
chose operations from the previous week. If the hospital official told us
that a resident was involved in surgery and the case was inpatient sur-
gery, we included that case in our sample. We generally selected three
general surgery and two specialty cases this way. Six emergency cases
were included in our initial sample selections. If an emergency case was
not included in our initial selection for a non-va hospital, we did not add
one to our sample.

At some non-va hospitals, we modified this selection process because of
the hospital’s concern over patient confidentiality. For instance, at one
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hospital we initially selected nine cases, and the first five cases in which
the hospital got the patient’s oral agreement to let us look at their medi-
cal records became our sample.

At three va hospitals fewer than 15 cases and at two non-va hospitals
fewer than 5 cases were included in our results. This occurred because
not all outpatient surgeries or surgeries without resident involvement
were eliminated during our case selection. After we started interviewing
the staff involved in the operation, we realized that the case involved
outpatient surgery and we dropped it from our sample. At one hospital
we picked another case to replace the dropped case, but at three hospi-
tals we did not, because our work was almost complete. At two hospitals
we also dropped cases because we were unable to interview the super-
vising surgeons and residents on the case because of scheduling
conflicts.

Officials at one non-vA hospital told us that residents receive differing
amounts of supervision depending on the supervising surgeon (private
or faculty) and the type of patient (private and having own doctor, or
not having a specific doctor). Therefore, we selected six cases at this
hospital: two from each type of supervision identified by the hospital
officials.

Review of Medical
Records

At both the vA and non-vA hospitals, we examined available documents,
such as the progress notes, operating room log, operating room work-
sheet, operation report, and anesthesia record or their equivalents for
each case selected. Progress notes are daily records of the patient’s con-
dition and/or treatment written by a resident or supervising surgeon in
the patient’s medical records. The operating room log is usually tran-
scribed from the operating room worksheet, which is completed by a
nurse during the operation. The operating room log and worksheet list
the surgeons (resident and supervising surgeons) for each operation. A
resident or supervising surgeon dictates the operation report after the
operation. It describes the procedures performed. The anesthesiology
staff complete the anesthesia record during the operation. The anesthe
sia record usually lists the supervising surgeon and the residents in the
operating room during surgery.

We reviewed the daily progress notes for the supervising surgeon’s pre-
operdtive note or countersignature indicating agreement with the diag-
nosis and treatment plan and the supervising surgeon’s involvement in
the postoperative treatment phase.
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We reviewed the other medical records for an indication of the supervis-
ing surgeon’s involvement in the surgery. The operating room log, work-
sheet, operation report, and anesthesia record generally have the
supervising surgeon’s name, if the supervising surgeon was in the oper-
ating room. However, at some hospitals the supervising surgeon’s name
was also listed if the supervising surgeon was responsible but not in the

operating room.

To determine whether the va hospitals or the va central office could use
the medical records to monitor the adequacy of resident supervision, we
first reviewed the records for consistency in recording the supervising
surgeon’s name. If we found the records to be inconsistent, we con-
cluded that it was not useful to use the records as an indication of the
supervising surgeon’s involvement. If the records were consistent, we
determined the supervising surgeon’s role and,/or presence in the operat-
ing room based on a simple majority of the records. We then compared
the role of the supervising surgeon indicated in the medical records to
the role of the supervising surgeon determined from the interviews to
check the reliability of the medical records for monitoring supervision.

£}
Interviews

On each selected case we tried to talk to the supervising surgeon(s), resi-
dent(s), anesthesiology staff, and operating room nurses who were in
the operating room during surgery. Generally, a supervising surgeon and
one or two residents are involved in the patient’s care during all three
phases of treatment. In addition, at least one anesthesiologist or nurse
anesthetist and two operating room nurses are in the operating room

during surgery.

We interviewed the anesthesiology staff and the operating room nurses
present in the operating room regarding the supervising surgeon’s loca-
tion and role during surgery on a particular case. In addition, we asked
the nurses to explain how they filled out the operating room worksheet
and whether it reflected the supervising surgeon’s location and/or role.
We also asked the anesthesiology staff whether the anesthesia report
reflected the presence of the supervising surgeon in the operating room.

We questioned the supervising surgeons and residents about the super-
vising surgeon’s role during the preoperative, intraoperative, and post-
operative phases of a patient’s treatment. In addition, as the residents
usually complete the operation report, we asked them whether that
report reflected the supervising surgeon’s role.
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After we interviewed all the available staff involved in a case, we
arrived at a conclusion about the supervision on the case. For the pre-
operative and postoperative supervision, we accepted the supervising
surgeons’ word on whether they saw the patient before surgery and
within 24 hours after surgery. The supervising surgeons could have seen
the patient when the residents were involved elsewhere; therefore, only
the supervising surgeons really knew whether they saw the patient.
Both the supervising surgeons and residents should have known if they
discussed the case with each other, so the conclusion reached on
whether they discussed the case was determined using a simple majority
of the supervising surgeons and residents interviewed on a case. If there
was no simple majority, we said we could not determine whether the
case was discussed with the resident.

We determined the intraoperative role and location of the supervising
surgeon by assigning points to the people interviewed as follows. If
there was no simple majority, we said we could not determine whether
the case was discussed with the resident.

Residents—3 points.
Supervising surgeons—2 points.
Anesthesiology staff—-1 point.,
Nurses—1 point.

We gave residents the most points because they assume a high degree of
responsibility in the patient’s surgical care and should be familiar with
each case. Also, residents are the individuals for whom supervision is
intended; therefore, they should be most aware of whether the supervis-
ing surgeon was present in the operating room. We weighted supervising
surgeons’ testimony second, because their recall of a case should have
been as good as the residents. However, supervising surgeons may have
an incentive to report that they were present in the operating room. As
a result, unless supervising surgeons indicated a lower level of supervi-
sion than residents, their testimony was weighted second to the
residents. If a supervising surgeon indicated a lesser amount of
intraoperative supervision than the other interviewees, we accepted the
supervising surgeon’s reply as the actual supervision given.

We assigned one point to the testimony of anesthesiologists, nurse anes-
thetists, and operating room nurses. These persons’ roles with the
patient are more limited than that of the surgeons because they are gen-
erally involved only in the intraoperative phase. Consequently, they
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Check on Past
Supervision

participate in more operations, and their recall of a particular case may
be less accurate than the surgeons’.

We totaled the points for each response. The response with the most
points became the level of supervision on that case provided at least a
three-point spread existed between that response and the next highest
total. If the point spread was less than three, we indicated we could not
determine the supervising surgeon’s role or location on that case. For
example, if the two residents and one anesthesiologist (3 +3+1=7
points) said the supervising surgeon was in the surgical suite during the
operation and the supervising surgeon and twonurses(2+1+1=4
points) said the supervising surgeon was in the operating room, we con-
cluded that the supervising surgeon was in the surgical suite. However,
if in the above case the anesthesiologist had said the supervising sur-
geon was in the operatingroom (3 +3=6vs.24+1+1+1=5)we
concluded that we could not determine the location of the supervising
surgeon.

We also questioned the staff on the supervision that usually occurs at
the va hospital or non-va hospital. We wanted to determine whether the
cases selected were reflective of the usual supervision at the hospital.
We totaled these answers and compared them to the conclusions
reached on the selected cases.

Because the vA central office was aware of the request for us to review
supervision of residents and we notified the va hospitals before our vis-
its, we wanted to ensure that the hospitals did not change the supervi-
sion just for our visit.

Therefore, at those hospitals where we concluded that the supervision
of residents was in compliance with our criteria and the medical records
accurately reflected the role of supervising surgeons, we reviewed an
additional 15 medical records, randomly selected from a week in Febru-
ary 1983, before the request for our review. We then reviewed the
records in the same manner as the first 15 cases, primarily to ensure
that they were consistent and then to determine the role of the supervis-
ing surgeon. We compared the results of this record review to the
review of the first 15 cases and identified differences. At the five va
hospitals where we performed this review, we found no significant dif-
ferences between the supervision reflected in the two reviews of the
medical records. Therefore, it appeared that the va hospitals visited did
not significantly change their supervision during our visits.
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Sampling Plan

In February 1984, we conducted a survey of both supervising and resi-
dent surgeons at selected vA hospitals. The survey consisted of a ques-
tionnaire mailed to surgeons, asking for information about their
background and perceptions of the type and amount of supervision of
surgical residents at vA and non-vaA hospitals. (See app. V for a copy of
both the supervising and resident surgeon questionnaires with aggregate
responses to each item.)

To project our results from a sample of VA hospital supervising and resi-

dent surgeons to the universe of all VA hospital supervising and resident -

surgeons, we divided vA hospitals into four strata according to the
number of resident surgeons on staff as of April 15, 1982. Then we
chose a random proportional sample of hospitals from each stratum.
Table 1V.1 shows the va hospitals sampled from each stratum.

Table IV.1: Hospitals Sampled by

Stratum

Stratum | Stratum H Stratum Ill Stratum IV

(30 or More) (20 to 29) {1010 19) (Less Than 10)

Dallas Augusta Albany Biloxi

Hines Durham Buffalo Clarksburg

Long Beach Gainesville Cincinnati Dayton

Oklahoma Lexington Des Moines Mountain Home

Wood Louisville Loma Linda Salem
Northport Madison Tuskegee
Pittsburgh Wilmington West Roxbury
Richmond Wilkes-Barre

We sent questionnaires to all supervising and resident surgeons on staff
as of October 26, 1983, at each of the hospitals we sampled. Tables IV.2
and IV.3 give the size of the universe and survey and respondent popu-

lations for va resident and supervising surgeons.

Table 1V.2: Sampling Plan for Resident

Surgeons

Survey Not Undeliverable

Universe Sample Responses Applicable® Questionnaires

Stratum | 544 170 124 4 1

Stratum I 761 182 125 2 9

Stratum 1l 41 3 124 97 2 5

Stratum IV 129 49 43 1 1
Strata

combined 1,847 525 389 9 16

aPhysicians we surveyed who should not have been part of the universe, e.g., anesthesiclogists.
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Table 1V.3: Sampling Pfan for

Supervising Surgeons Survey Not Undeliverable
Universe Sample Responses Applicable* Questionnaires
Stratum | 561 180 148 11 3
Stratum Il 818 190 144 9 1
Stratum Hi 451 L 115 102 7 0
Stratum IV 237 o 74 55 14 1
Strata
combined 2,067 559 449 41 5

8Physicians we surveyed who should not have been part of the universe, e.g., anesthesiologists.

Sampling Errors

We projected our survey results from a sample of vA hospital supervis-
ing surgeons and residents to the universe of all vA hospital supervising

surgeons and residents. Because these projections were made from a sta-
tistical sample of surgeons, each estimate has a sampling error. A sam-
pling error is the most an estimate, derived from a statistical sample,
can be expected to differ from the actual universe characteristics we are

estimating.

Sampling errors are usually stated at a specific confidence level—in this
case 95 percent. This means that the chances are 95 out of 100 that, if
we surveyed all VA hospital surgeons, the results would differ from the
estimates we have made, based on our sample, by less than the sampling

error for that estimate.

For this study the sampling error for each estimate does not exceed plus
or minus 12.2 percentage points for supervising surgeons and pius or
minus 8.0 percentage points for resident surgeons from all strata. For
supervising and resident surgeons combined, the sampling error for each
estimate does not exceed plus or minus 7.6 percentage points. This
means that the chances are 95 out of 100 that our estimates of supervis-
ing surgeons’ backgrounds or perceptions will be within 12.2 percentage
points of the actual background or perception values. For resident sur-
geons, they will be within 8.0, and for supervising and resident surgeons
combined, they will be within 7.6 percentage points of actual universe

values.
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This appendix shows how the 389 residents and 449 supervising sur-
geons who responded to our survey answered each question. For each
question, the percentage next to each response is the weighted propor-
tion of residents or supervising surgeons answering the question who
chose that particular response. The letter “n” indicates the number of
supervising surgeons or residents who answered each question.

Many of the questions required responses in one of five categories: ““in
0-19% of the cases,” “in 20-39% of the cases,” “in 40-59% of the cases,”
“in 60-79% of the cases,” and “in 80-100% of the cases.” To simplify
reporting the questionnaire results in our narrative, we chose descrip-
tive phrases to use in place of the percentages in the five categories.
These phrases are: in a few if any cases, in some cases, in about half of
the cases, in a majority of cases, and in all or almost all cases.
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INTROOUCT 100

The U.5. General Accounting Qtfice, an agency
of the Congress, ls conducting a review of residant
surgecn supervision at Veterans Adminlstration
Mad(cel Centers (VAMCS). In addition ta visiting
several VAMCs, wa'rs 2sking attending surgeons at
Veterans hospitais to respong to this quastion—
ngire about surgical resident supervision and other
hospital practices.

Your candld and objective responses are ssseén-
tial In order for us +o provide the Congress wIith an
informative regort on this subject. All Information
you provice wili ba kept confidential. Tha number
on this questicnnaire «wiil be used in our follow=up
atforts. |+ will be separated from your responses
before «e bDegin our data analysis to protect the
contidentiaiity of the information you provice.
Plaass note the skip instructions next to specific
responses in seversl questions. Thay will help you
avold others that mignt not pertafn *o you. Cis~
regard numbérs in parsnthreses. They are ccoes for
for keypunching,

Zlgaase complete the quasticnnaire and return .t
in the enclased ¢nvelope within 2 weexs from
-acsip?, If passibis. !f you have any gquastions
cali Michelis Roman collect at (202} 389-5287. 3he
will be nappy to help you.

Thank you for your cooparation. |1 *the avent
+hat tha retyrn enveigpe s misplaced, the return
address is:

U.S. Genaral Accoynting Jffice
YA Ayait 3ite

1425 X Strast, N.+o.
Aashington, T.2. 20420

U.5. GENERAL ACCOUNTING OFF ICE
SURYEY OF ATTENDING
SURGECHS AT YETERANS {1-5)
ADMINISTRAT ION MED ICAL

LAY SR

CENTERS

BACKGROUMD | NFORMAT |ION

1. Are you currentiy a staff surgeon at a VAMC?
(CHECK ONE.) n=448 (6)

1, [ 1 YesIm(5KIP TO 3.) 6.8
2. ! 1 Mo 3.2
2. Approximataly when were you mest recentiy a
statf surgeon at a YAMC? (ENTER THE LAST MONTH

AND YEAR YOU HELD YOUR MOST RECENT VAMC S0ST.)
(7=10)
month / year
Z. What [s tThe name of *ne YAMC whars you are cyr-
rentiy a staff surgeon? |f you are not currently a

VAMC staff surgeon, enter the name of the VAMC
whara you most ~ecentiy were.

HAMC
A
(11=-1z)
4. For approximately now long have you been/were you a
statf surgeon at thls vAMC? (CHECK CNE.) (13)
n=447
1. 1 Lass *“han " year 12.8
2. 1 At jeast 1| year hut iess than 2 1 1.6
5. F i At (east 2 years but Ies3 *han 3 3.5
4. 71 AT leas* 3 years bus iess *han 1 9.4

At least 4 years cut less than 5 10.7

ET IS years or more 47 .
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5. Wwhat 1s/was your primery syrgicail specialty at

this YAMC? (CHECK ONE.) n=449 (14-15)
O0ts [ ] General 28,

02. | ] Colon & Rectst (o, )

05. | ) Neurologleal 7 )

04. 1 ) Opntnsimology 12.5

05, 1 1 Orthopedic 13.0

06. ¢ I Ototaryngoiogy 1q 6

07. I 1 Plastic ¢ 5

08. ! | Thorsele 8.7

oM. | ] urology 9.6

10. 1 1 Other (Specify.) 0,2

Vascular 4.0

6. Are you certifisd tor this surgical speclaity
by an American Surgicel Speciaity Board? (CHECK
ONE.! n=444 118)

1.

[ 1 Yas, cortified 89 .|

i 1 No, eligibie but not certitied 10.2

1 1 Ho, nelther certitied nor elligibie 0.7

7. Do you navae s tacuity sppclintment at s medlical

B. Do/dld you supervise resldents In your speciaity at
this YAMC? (CHECK ONE.) =448 us)

e 1 Yos M=-(CONTINUE.} gg 7

2. 1 1 No  J{3STOP HERE AND RETURN THIS (o 3
QUESTIONNAIRE. THERE !§ NO
NEED TO COMPLETE THE REMAINING
QUESTIONS. IT IS MPORTANT,

ROWEVER, 70 RETURN TH|§$ QUES-
TIONNAIRE. )
! AT AV,

Answer questions 9 through 16 in reiation to your
current surglcal staff axperience at 2 VAMC. [f you ara
not currentiy a VAMC statt surgeon, answer thase
quastions In relation to the YAMC whers you most
recentiy wera.

4. whet traction of time are/wers you empioyed by the

VAY (CMECK ONE.) n=445 uw
1. 1 1 we 17.1
FI 1174 9.8

3.0 1 a/8 6.0
4

4. | 1 /2 11.2

5. 1 1 %8 18.0

6. 1 1 3/4 2.9

7.1 118 11,2

schooi? (CHECK ONE.) n=44 1 ur
8. [ ) Fuil=tima 22.2
1.0 1 Yes 96.2
9. 1 1 Other ispacity) l.&
2.1 ) No 3.8
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10+ Listed below are activities an attending surgeon might engage in during a2 patlent's preoperstive phase of
treatment. Conslder attending surgeons in your speclelty at the VAMC. Approximately how oftean, 1f aver, o
+hey sngage [n each activity when a rasident is involved In a patlent's care? (CHECK ONE SOX FOR EACH ROW.)

In 0=19%{1n 20-39%|in 40-59%|in 60-79%|in 90-100%
of the |of The of the of the of the
cases cases cases cases cases
Attanding surgeons: 1 2 3 4 5
1+ Talk 7o the patient =447 4.9 8.9/ 13.5 | 14.3] s8.4 |2
. )
2. Examine the patient n=447 3.7 7.50 12.6 1 15.8| s0.6 |
3. Review the medical records n=442 4.9 5.0 9.3 16.3| 64.6 Q22
4. Consult with the resident about the
patient's diasgnosis and treatment =445 1.0 0.5 0.5 6.6 91.2 3
8. ]
Write or countersign the prmraflvnqu?‘uaz 14 .6 6.1 6.1 I 10.4 62.6 (24)

11. Listed below are activities an attending surgeon mignt engage In during a patient's postcperatlve phase of
treatment. Consider attending surgeons In your specialty at the VAMC. Approximatsely how ottan, 1f aver, do
they engags [n each activity when & resident [s (nvolved In a patlent's cars? (CHECK ONE BOX FOR EACH ROW,)

tn 0=19%[tn 20-39%|In 40~59%11n 60-79%)1n 80-10C%
of the |of the of The of the aof the
cases cases casss cases cases
Attending surgeons: 1 2 b3 2 5
1. Sea the patlient within 24 hours after
surgery n=447 12.4 4.2 12.2] 17.8 43.3 | @9
2. Examins the patient within 24 hours sfter
surgery n=446 14 .1 14.9 14.6] 20.3 36.1 (261
3. Review the medical records within 24 nours
atter surgery n=446 19.3 i9.6 15.0 19.5 26.7 z1)
4, Consult with the resident within 24 nours
aftsr surgery about the patient's condition
and treatnent plan ne446 5.0 3.2 3.8 14.9] 73.0 | '%®
5. Writs or counters!ign tha postoperative
note n=445 33.8 10.3 1.6 14 .6 29.8 291
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12. LisTed below are actions that usually goccur during surglcal procedures. Consider attendlng surgeocns in your
specialty at the YAMC. Approximately how oftsn, [f @ver, are they In tha operating room during elective las
opposed to emergency) surgery when a resldent performs the surgery? (CHECK ONE BOX FOR EACH ROW.)

I; 0=19%}in 20-39%{1n 40-59%|1n 60-79%|in BO-100%
of the ot the of the at the of the
cases cases cases cases cases
Attending surgeon In operating room when: 1 2 3 4 5
1. Th Thi ¥ Inist d
o onesvnesis 1s administerec 444 113.9 | 2.8 | 17.7] 8.3 37.3 |
2. The Initial [ncislon 1s made (&2}
=444 3.4 9.3 15.3 15.2 56 .7
3. The dlagnosis is conflrmed n=&4 1 0.7 1.5 5.1 14 .81 77.9 32)
4. The surgice! procedure Is deciced =437 0.9 0.2 4.3 10.0 84 .6 {33
5. The surglcal procedure is periormed n-445 0.7 .4 4.9 13.9 76.1 (34}
6. The wound Is closed n=445 16.0 18.7 17.7 24.6| 23.0 (35)

13, Listed balow sre actions *that ususlly occur during syrgicat procedures. Consider sttending surgeons 1n your
specialty ot the VAMC. Approximately how often, |t ever, are tnhey In the cperating room during smergency
surgery when a resident parforms the surgery? (CHECK ONE BOX FOR EACH ROW.)

In 0=19%|in 20-39%|(n 40-39%|In 60-79%|in 80-100%

cf the |ot the ot the of the of the

cases cases cases cases coses

Attending surgeon in operating room whan: 1 2 b3 4 5
1. The anesthesiz Is aoministered n=438 14 .8 12.5 14.3 16.1 42.% (36)
2+ The lnitlal inclsion Is made n=438 | 7.8 10.4) 12,4 12.3] sz | BT
3. The diagnosis Is confirmed n=433 3.7 3.5 10.§ 11.2 70.6 138)

. leal? is i
4 The surglcal! procedure is decided p=i33 3.2 3.1 8.9 1.4 774 (39)
5. Th ical Ll i f ¢

© surgical procedure is performen =417 3.5 3.2 9.5 1.4 72.4 (40
Lﬁ. The wound |s closed n=439 22.5 14 .8 15.0 21.1 26.6 a1}
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14. We would 11ke to know the amount of suparvision VAMC surgical rasidents cecelve.
we maan the fraquency of communication between attending and resident surgeons about cases, and the

fraquency af observation of residents by artendings. Do attending surgeans In your spaclalty at the VAMC

comiyn | cate wlth/cbserve rasident surgecns more often than, as aften as, or less often than nesded during

{CHECK ONE BOX FOR EACH ROW.)

of the phasas describsd below?

By amount of suparvision

aach
Much | Somewhat SomewnatiMuch
more more About as)liess fess
often |often otften oftan atten
than than as than Than
raedad|needed |needed |neaded naaded
Attending surgeons: 1 2 3 4 5
j« Cammunicate «ith residents durlng the preaperative
phase n=446 10.3) 20.60 65.8] 1.s|2.01 @
2. Observe residents during the precperative phase (43)
. 9.5 16.8 66 .6 5.10 2.0
3« Communicate wlth residents during the intrasopers—
hs | h (44)
Ve phase n=445 18.3] 2411 55.8] 0.9 1.0
4. Jb idents durl the intr T h (455
sarve rasidants durfng he fnfragasfarde Phese l19.s) 25.6 s2.4) 1.8l 0.9
5. Communlcate »ith rasidents during the postopera-
tiva phase L} (46}
n=445 6.9 16.47 69.7 S.60 1.4
6. Observe residents during the postoperative phase ! 47
| TN 5.1 10 91 53,2 12. 30 1.48]

15. Ha

s the VAMC provided you with written and/or

oral guidance Jescribing YAMC practices and
procedures regarding surglcal resident

supervision?

(CHECK ONE BOX N EACH ROW.)

Yes NO
1 2
j

1. Recalved written
guidance . _, 9,

s6.435.p

2. Recelved oral
gu!duncen=[‘25 75.824 . (4G}

16, Sased on your axperience, is YAMC surgical resldent

supervision mora than, atout, or less than adequate
to assura cptlimal patient care and resident
aducation? (CHECK OME BOX FOR EACH ROW.)

\ (
More Less
+han About than
adagquate| agaquate | adequate
i 2 3 7
i« Assure optimal
patient care {50}
a=447098 31:4 3.8
2. Assyre optimal
rasident 51
sduestlonn_u4h 56.4138.9 | 4.7
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SRGICAL REQURDS

Question 17 concerns the accuracy with wnlch VAMC surgical records reflect what occurs durlng surgery. Once
agalin, answer this quastion based on your current experience at a VAMC. 17 you are not currently a statt
surgeon et a VAMC, answer It [n relation to your most recent VYAMC surgics! post.

17. Listed below are operatlve report and operating room log entries.

Part A: Based on your experlenca, in approximatatly wnat proportion of YAMC surgleal! cases are each of These
entries recorded? (CHECK OME BOX FOR EACH ROW.!)
PARY 8: When esch entry Is recorded, In spproximstely what proportion ot cases is 11 recorded accurately?

(CHECK ONE BOX FOR EACH ROW.!

PART A: RECORDED? PART 8: RECORDED
ACCURATELY ?
in tn In in
In 0=| 20~ | 40~ |60~ |BO~ in
19§ 39% | 59% 1793 [100% fow,
of of of |of ot in In It
+he tha | the {the |the most |some; any,
ceses ;casas|cases|cases|cases coses|cose| cases
1 2 3 4 5 1 2 3
1, Name of attending surpecn In operative
report n=437 1.010.5 {2.4]4.4{91.7¢52)(95.2(3.2) t.6[t36) n=433
2. Invotvement of attending surgeoh !s noted
In operative report n=é4 32 9,6( 1.7 6.211.471.A01B6.219.1]4.7|(57) n=420
3. Neme of attending surgeon 1n op#rating
room 1ag n=431 1.0 0.4 1.8 2.494.4542093 . 4f4 . 1| 2.5{138) n=42§
4. Involyement of attending surgeon s noted
In operative room fog .4 16 6.6/ 0.9 3.3 5.484.Q155)|89.46.6| 4.0)(%% n=414
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1 1 AT y

18. Within the past 3 years, have you held & surgl-
cal staft position supervising resldents at 2
YAMC other than the one you noted in questlion

7

37 (CHECK ONE.) T=44% (601
1. 1 Yes 5.8
2. 0 1 No e(SKIP TO 213 942

19. Based on your YAMC experience w[Thin *he past 3
years, would you say the traquency of communica~
tion betweaen attending and resldent surgecns,
and the fraquency of observation ot residents dy
attending surgeons varies |Ittie, somewhat, or
greatiy from VAMC to YAMC? (CHECK ONE BOX FOR
EACH R0OW.)

Varles |Varfaes
Iitrie, [some— (Yarles
it any {what (greatly

t. Frequency ot
commun | catlon
between 25.8B)41.9132.4 51)
attending and
resigent

sur s
Py

2. Frequency ot

observation |a¢ | |30.6/33.3
of resicants (62)

by attend—
i ur
ing syrgeons

20. Please dascriba the variarion, if any.

STi ITIONS AT YA 1T,

21. Within the past three years, have you held, or
are you currently holding, a staft position
supervising resicents in your surglcal speclaity st

a non-¥A hospitei? (CHECK ONE.} D=44l 63)

1. 1 1 Yes, currentily staff surgeon at a aon-VA
hospl+al 7.

2. | ] Yes, have been a staft surgeon at a

non=VA hospltal in the past 3 years,
but not currently 4.7

3. 1 1 No, have not been a
staff surgeon at a non- (SKIP TO 32.)
VA hospitai dyring the
¢ 24.3
past 3 years

22, Check The type of non=VA hospltal where you have had
the mostT éxperience as a srtatf surgeon quring *he

pest 3 years. (CHECK ONE.} n=322 (64)
1. [ ] University medicai centar 77 .7
2, L | Private hospital other than unlvarsity

medicai canter 10.1

[

Public hospltal ather tThan VAMC (Plesses
spacity.)

10.6

rs

Qther (Pleass specify.!

1,3

L 2N IR N I IR R R R T I R BT N I Y
* WePLEASE NOTE: Answer questions 23 througn 3} -
* in relation to the non=VA hsoplTal «here you have *
* had the most surjical sxperfence durling the past =

* three years. b
L I IR N R I T IR I B R B R R RN N R I I I B A 3
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23, Listed below are activities an attending surgeon might enmgage in during & patlant's precpsrative phase of
treatment. Consider attending surgeons In your specialty at this non-VA hosplital. Approximarely how often,
1f ever, do they sngage (n sach activity when 8 resident Is involved in a patient's care? (CHECK ONE BOX
FOR EACH ROW.)

In 0=19%|in 20~39%|(n 40-59%|In 60-75%|in 80~100%
of the |of the of the of the of the
cas8s cases cases Coases cases E
Attending surgeons: 1 2 3 4 5
t+ Talk to the patient n=326 2.1 3.5 7.0 12.5 | 74.9 | %
2. Exsmine tha patlent n=327 1.5 3.8 7.6 1 12.4 | 74.7 | '®®
3. Review + ical ree (67)
eview the medica r-rordsn=327 2.7 2.8 6.1} 15.0 73.3 ¢ i
4. Consylt «ith the resident about the
jent's di ] t 68)
petient’s dlsgnosis snd Troatmely 0.0 0.3 1.5] 4.5 | 93.8 8
5. write or countersign the pracgerative ncfeJ 7.7 6.7 5.8 8.2 71.6 (69)

24. Listed below are activities an attending surgeon might engage In during a patient's postoperative phase of

treatmant. Consider attending surgecns In your spscialty at this non~vA hospltei. Approximately how often, !
It ever, do they sngage in each activity whan a resident Is Involved In 2 patient's care? (CHECK ONE BOX %
FOR EACH ROW.j i
(In 0=19%]in 20-39%i 1n 40-59%|1n 60-79%]In 80-100% ¢
of the (of the of the cof the aof tne -

cases cases cases cases casas
Attending surgeons: 1 2 3 4 5 :

1. See the patient #Ithin 24 hours after
suroery n=327 4.7 6.2 9.9 12.06 67.2 70)

2. Examine the patlent within Z4 hours after
surgery n=327 5.8 7.4 10.8 | 14.) 61.9 U0

3. Review the medicel records within 24 hours

atrer surgery n=327 10.8 8.9 16.51 17.9 5i.9 1072

4. Consult with the resldent witnin 24 hours
after surgery sbout The patient's condition
an¢ Treatment plan

n=327 2.0 Pl 2.541 12.1 | 82.3 0¥
S. write or countersign the p%s&?ﬂve note 18.1 5.5 10.3 1.1 5.0 a5
180

Dup.(1=5)
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9. L1sted below ars actions that usually occur during surgical procedures. Indicate how often, [f ever,
attending surgeons in your speclaity at this non-¥A hospl+al ars in the cperating room during elective (as
opposed to emergency! surgery when a resident performs the surgery. (CHECK ONE BOX FOR EACH ROW.)

.
In 0=19%]in 20=35%1in 40-99%](n &0-79%||n 80-100%
of the |of the ot the ot the af the
cases [=.1 0 2] cases cases casas
Attending surgeon In operating room wnen: 1 2 3 4 5
1. The anssthesia Is admlnlsfarodn=328 13.0 16.8 13.5 23,6 39 .1 &)
. The Initial Incisfon Is made 4, 3.9 ool 13| 1raa gy sray |
3. The slagnosls is contirmed . _4,, 0.3 0.5 4.0 13.4|s1.8 [
4. The surgicat procedurs is ““'%'3320 0.9 0.3 2.1 7.9 88.8 (91
5+ The surglcal procadurs 13 performed, . 0.6 0.8] 3.5 | 11.7¢183.4 1UO
. 1
. The wound s closed 0=327  _|16.7 16.71 20,0 | 20.5] 28,0 |V

6. Listed below are actions that usually occur during surglca) procedures. indicate how aften, if ever,
attending surgeons la your specialty at this non=VA hospital are In the operating room guring emergancy
surgery when a resident performs the surgecy. (CHECK ONE 30X FOR €ACH ROW.)

o 0=19%1n 20-39%)in 40-59% 1n 650-19%]1n 80-100:1
of tha |of the of tre of tre of the
cases cases cases cases cases
Attending surgeon In oparating room shen: 1 2 5 4 2
1. The anesthesla Is aomlnlnoredn=325 13.5 9.1 17.1 19.6 40 .8 a2y
2. The Initlal Inclsion !s made n=126 3.5 i1.5 12 .4 16.1 56.6 (8]
3. The diagnosis is contlrmed n=320 1.3 1.8 9.1 12.3 715.5 {14}
4. The surgicai procedurs |s dgclﬂq_g32l 1.0 2.4 6.8 10.6 79.5 as
5. The suyrgical procedure s per‘rﬁr‘:m%dz“ 1.0 ] 2.0 8.2 13.5 75.3 {16}
6 Tne wound |5 closed n=326_ |20.5 Tlh.l 16.9 | 17.5(31.0 Jun
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27. We would 1Tke to Know the amount of supervision non=VA surgical residents recelvs. By amount of supervision
we mean The frequency of cammunication about cases Detween attending and resident surgeons, and the
trequency of observation of residents by sttending surgeons. Do sttending surgeons In your specialty at
this nan=YA hospltal communicate wlth/cbserve residents more often than, as often as, or less cften than
nesded guring each of the pheses described below? (CHECK ONE BOX FOR EACH ROW.)

Much | Somewhat Somewhat |Much
more [more less tess
oftan |often About asjotten often
than than otten as|than than

Attanding surgeons: 1 2 3 4 5

1. Communl|cats wlth resldents during the preaperative
phase n=325 12.2{21.8 {61.7 | 2.3 |2.,0|"®

2. Ovserve residents durlng the pmmivvo phase
=

atlzoor [eo.2 | e |1.9] Y

3. Communicate with resldents during the Intraocpera—
tive phase n=325 15.7125.7 [57.2 0.6 { 0.7 2n

21y

4., Dbserve residents during the In?;mrgﬂva phasa 16.1]26.6 55.6 1.1 0.7 |

5. Communlcate with residents during the postopers—
tlve phase n=325 10.7120.7 63.4 3.9 1.37 G

6. Observe res!genrs during +he postoperative phase 2%
n=i24 2.9] 18,3 a4 .9 §.0 L3

28. Has This non~VA nosplta! provided you with 29. Basad on your saxperlence, is surgicel reslcent
written and/or oral guidance deseribing its supervislon at this non=VA hospital more than, about,
practices and procadures regarding surgical or iags than adequate to assure optimal patient
resident supervision? {CHECK ONE BOX FOR care and resident sducation? (CHECK ONE BOX FOR
EACH ROW.! EACH ROW.)
Yes No More Less
than Aboyt +han
1 2 adequate | adequate|adequats
1. Received written 1 2 3 i
guidence n=315131.468.51 4 '
1. Assure optimal
2. Recalved oral patlent care (26}
gu|q.,,c.n=316 55.%46.& (2%) n=2327 1.6 L 37,2 12
2. Assure oprimal
resident (2m |
dugalied 7 59.5 137.4 | 3.1
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30. Consider the four phases of treatment |lsted beiow.

Qased on your axperisnce, do resldent surgeons at

non=Y¥A hosplitals racelve somewhdT more, about the sams smount, or somswhat less supervision durlng @#ch than
resident surgeons at VAMCs7 (CHECK ONE BOX FOR EACH ROW.}

Non-VA residents
Non=VA res!dents recelve about the |Non-YA résidents
receive somewhat same amount of receive somewhat
|more supervision supervision as |les3 suparvision
than YAMC res(dents{YAMC residents than VAMC resldents
1 2z 3
1. During the precperat|ve phase
of freatment . .32g 30.4 59.1 13.5
2. Ouring the postoperative pnase
af trestment 2326 31.0 58.8 10.3
3. During scheduled surgery
n=326 18.5 75.3 6.2
4. Dyring emergency surgery
n=326 19.9 74.2 5.9

(28}

29

(30}

(31

31. Consider how wel! surgical resident supervision assurss optimal patient care ana resident education. Based
on your experience, would you say that non-YA nospltal surgical resident supervision is somswhat more
adsquate thon, about as adequate =s, or somewhat less adequate than the YAMC's in each respect?

B0X FOR EACH RCMW.)

Non—=¥A supervision

|somewhat more
adequate than VAMC

Non—=¥A supervision
|sbout a3 adequate
as VAMC

Non=YA supervisicn
somawhat |ess
adequate +han VAMC

f 2 3
n=326
1. To assure optimal patient care 15.1 81.7 3.2
2, To assure optimal resident
edycation n=326 V4.0 79.1 6.9

{CHECK ONE

32

32. Plesss anter any additional comments you mignt nave about surgical reslgent supsrvision at VA or other
hospitals In the space below or on the back of this page.
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The U.S. General Accounting Office, an agency of
the Congress, !s conducting & review of resident
surgeon suparvision st Yeterans Administration Medi-
cal Centars (YAMCs). In additlon to visiting seve-
ral YAMCs, we are asking I[ndlviduais who are or were
serving surglcal residencies at Yeterans hospitals
to respond to this questlonnaire sbout surgicat
residant supervision and other hospltal practices.

Your candld and objective responses are sissn-
tlal in orger for us to provios the Congress w({th an
informative report on this subject. All Information
you provide wlll be kept contidentlai. The number
on this quastionnaire wiil de used in our follow=up
atforts. 1t will be separated from your responses
betore we begin our data analysls to protect the
contidentiailty of the Informaticn you provide.
Please note the skip Instructions next to specitic
respcnsas in saveral quaestions. They wil! heip you
avold others that might not pertafn *o you. Dis-
regarg numbers In parentheses. They are codes for
keypuncning.

Pieasa completa and return the questionnaire
within 2 weeks from receiot If possibie. |f you
have any questions call Mlichaiie Romar collect at
(202) 389-5287. She wiii be happy to heip you.

Thank you tor your cooperation. In the avent
that the raturn enveiope (s misplaced, the return
address Is:

U.S. Geners) Accounting Otflice
YA Audit Site

142% X Street, Nw

washington, DC 20420

DACKEROUMD | NFORMAT 1ON_
T+ |6 whet year of residency are you? (CHECK ONE.)
n=388 85}
1. 1 st 16.3
2. 1 2nd 18.8
3. 1 3rg 20.2
4. I 4th ib.4
5, 1 5+h 15.2
6. 1 6t 7.8
T 1 Other (Specify.) g .2

2. what type
currentiy

01,

22,

03.

4.

0%.

06.

Q7.

08.

09.

4

U.5« GENERAL ACCOUNT ING OFF ICE
SURYEY OF PHYSICIANS WHD
HAYE SERYED SURGICAL RESIDENCIES
AT VETERANS ADMINISTRATION
MEDICA. CENTERS

I AN |
(1-5)

of surgical residency program are you
In2  (CHECK ONE.) =189 (71-8}
Ganerali 45 |

Coton & Rectal 5
Neuroiogicai 3 g
Qphthalmoiogy
Orthopedic

Otal aryngoiogy

P

Thoracic
Uraiogy

Other (Specify.) .5

12.1

12.5

8.8
astic 4.0

2.9

9.8

Vascular .2
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3. Are you currently serving a surgica! resigency 7. Cons!der the most recent surgical resldency rotation
rotation at a Yeterans Administration Medical you served at a VAMC. Approximately how many months
Center (VAMC)? (CHECK ONE.} n=386 9 di¢ this rotation lest? (ENTER NUMBER.)  (14-15}

6.

e 11 Yes 33,7

2o 11 NogmelSKIP TO OUESTION 6.) gg . 3

8.
Are you currently & chief resjdent? (CHECK
OMEL L34 g
1. 1 Yes 30.7
2., 1 1 No 69.3
9.

Approximately how many months have you been at
this VAMC on thls rotetion? (ENTER NUMBER.)
(=122

q_—?__h%IP TO QUESTION 9.)
Duration in months

Have you ever served & surgical resldency

rotation at a VAMC? (CHECK ONE.) n=262 (I3)
1. 1 1 Yesws{CONTINUE.} 100.0
FE 1 No I={STOP HERE AND RETURN THIS

QUESTIONNAIRE. THERE 1S NO NEED
TO COMPLETE THE REMAINING
QUESTIONS. T 15 IMPORTANT,
HOWEVER  TO RETURN THIS

OWEVER, TO RETUAM THIS

QUESTIONNAIRE.) (.0

e ——————
Dyration in momths

were you 8 chief resicent durlng your most recent
YAMC syrgleal resigency rotatlion? (CHECK ONE.)

n= (16}
e | 1 Yes 33,
2, 1 1 Ro gg.9

Enter below the name of the VAMC where you are
current!y a rasident surgeon. If you 2re not
currently a YAMC surglcal regident enter the most
recent VAMC where you served a surgical residency.

VAMC
A,
(7=-18

AN ATDT OO0 TR ITA Ot

[ 4 [ < T
AV DINAIOULE ¥ A DULICAL O I YISIUIT

LI g




Appendix V
Questionnaire Results

.

AT ¥

Answer questlons 10 through 16 in relation to your current surglcai rotation at a VAMC. |f you are not

currently serving a surgical residency rotation at s VAMC answer them In relation to the mogt recent one you
have served at a VAMC.

Listed beiow are acrivitlas an sttending surgeon might sngage (n during a patient's preogerative phase of
treatnent. Consider attending physicisns [n your surgical speciaity at the VAMC, Approximately how aften, I+
sver, do they engage In each activity when & resident Is Invoived In s patient's carel (CHECK ONE BOX FOR
EACH ROW.}

In 0=19%}in 20-39’IM 40=59%{1n 60-79%|!n 80~100%
of the [of the at the of the of the
cases cases cases casas cases
Attending surgecns: 1 2 3 4 s
1. Talk to the patlient {191
n=339 L2.8 13.7 10.4 17.41 46.0
2. Examina the patient 2o
ox 186 dh.3 15 .7 12.3 21.3] 33,8
5. Review the medicai records (zn
—oa3f1 A7 A 10.8 LA b 2. 35.3
4. Consuit «ith The resident about the
patlant!s dlagnosis andpfrangen” 6.1 2.2 6.6 | 12.2] 75.0 | ¥
3. write or countersign ﬂlngmoraﬂu note 21.1 6.9 8.6 12.3 51.1 {93 3]

Listed below are activities an attending surgeon mignt engage in during a patlent's postoperat|ve ohase of
treatment. Conslder attending physicians In your surgical speclialty at the VAMC. Approximateiy how often, [f
evar, do they angage In each activity when a resident fs invcived jn & patient's care? (CHECK ONE BOX FOR
FACH ROW.)

m 0~19%|in 20-39%|In 20-59%] in 60=-79%|In BO-100%
of the |of tne of the of the ot the
cases cases cases cases cases
Attending surgeons: 1 2 3 4 3
1. Sea the patient «ithin 24 hours after surgery (24}
n=385 19.1 16.5 16.5 13.0! 34.8
2, Examine the patient witnin 24 hours after surgery (25)
n=385 22.4 21.8 16.4 13.4 26.1
3. Review the medical records wlthin 24 nours after
surgery n= 32.4 20.1 15.7 14 .4 17.5 (26)
4. Consuyit with the resident within 24 nours after
surgery about the patlent's conditlon and trest~
ment plan 227
n=386 4.9 8.2 9.0 21.4 56.5
8. write or countersign the nost—operative note 34 .1 12.3 —[ 14 .0 { 4.7 24.9 28)
Yas . - . . .
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12, Listed below are actions that usually occur during surglcal procedures. Conslder sttending physicians in
your surgleal speciaity at the VAMC. Approximately how often, 11 sver, are they In the operating room
during sisctive (s opposed to emergency! surgery when a resldent performs the surgery? (CHECK ONE BOX FOR
EACH ROW.}

in 0-19%}(n 20-39%|1In tO—SQ’TIn 60-19%1In BO-100%
of the [of the ot the of the of the
Cases casas cases Caass cases
Artending surgeons in operating room when: 1 2 3 4 5
'+ The anasthesia |5 administeces 25.4 f21.1 | 17,6 | a7.0f 187 |
2 Tne Initial (ncision is negg, 8.1{13.8 | 18.7 | 19.7] 39.7 | ©
3. The dlagnoesis is nonfi%.,s 3.3 4.6 13.0 1.6 59.4 31)
4. The surglcel procedure rI]s_gf’a.d 2.8 4.5 9.0 19.1 64 . 6 32}
5. 7The surglca! procedure A’.B{J‘"‘“ 2.6 5.1 12.1 18.5 61.8 (33
€. Trhe wound 1s closed .. 21.7123_7 16.8 8.9 15.0 138

13. Listed beiow are actlons that ususlly occur durlng surgical procedyres. Conslcer attending physiclans in
your surgical specialty at the VAMC. Approximateiy now otten, 1f ever, are they In +he operating room
during emprgency surgery when a resident performs the surgery? [CHECK UNE BOX FOR EACH ROW.)

I:a 0=19%{1n 20-39%|1n 40=-59%{1n 60~79%|in BO=100%
of the ;of the of The of the of The
cases cases cases cases cases
Attending surgeons |n operating room when: 1 e 3 4 5
1. T hesia | aminkst d 3%
fo anesThaste fe ae R 160 25.3 | 1a.9 | 1a.a | 194 25.9 |
2. The Initlal kncigion ‘ﬂ,":g'[,q 15 118 13.9 20 39 g 136)
3. The diagnoals Is confirfifsg g §.50 9.7 | 12.10% 11.3f 57.4 | OV
4 The surgical procedure |4 gerided 7.7 9.0 | 11.1| 12.4] 59.8 |8
5. The surgical procedure |s parformed (39)
oxifi 1.4 9.1 i0.9 16.4) 58.2
6. The wound I3 closed  5.348 29.3 | 22.0 | 15.0| 17.0| 16.6 | “®
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14, We woul3 Ilke to know the amount of sypervision YVAMC surgical residents racelive.

By amount of supervision

wo mean the frequency of communication between attending and resident surgeons about cases, and ths fre—

quency of cbservation of resl|dents by attendings.

Do attending pnysiclans In your surgical speclalty at the

VAMC communicate wlth/cbserve resident surgeons more often than, as often as, or less aften than needed

during sach of the phases descrided below?

(CHECK ONE BOX FCR EACH ROM.!

oral guidance describing VAMC practices and
procedures regarding surgical resldent

supervision?

(CHECK ONE BOX FOR EACH RCW.)

e

Receivad written

guidance

%=373 I54.245.8 7

2. Recaived oral

guldance n=37173.126.[9 (48

Much | Somewhat Somawhat |Much
more  |more Aboyt as|less less
often jotten often often of ten
then |{*han as than +han
Attanding surgecns: 1 2 3 4 3
1. Communicate with residents during the preocparative
phase {41)
_n=385 2.5 10.51 78.0 7.1 1.8
2. Observe resloants during the precperative phase (42
n=384 2.1 6.7 17.5 10.3 3-2
3. Communicate with reslidents during the !mtraocpera=
tive phase n=38 3.9 16.2 73.5 5.2 1.1 43)
4, Qbserve residents during the intrsoperative phase (44}
na380 4.3 19,01 69.84 6.1 1 0.
5. Communicate with residents during the postopera—
tive phase =384 2.1 4.4 7.6 13.8 2.1 (4%)
6. Cbsarve rasidents during vha.estoparative phase 1.3 4.7 74.7 16.3 L 2.9 (46)
PANE Y- TA
t5. Has the VAMC provided yoy with written and/or 16.

Based on your experience, s VAMC surgice! ~esigent
sypervision mors than, about, or less then adequata
to assurs optimal patient Zare and resident
education? (CHECK ONE BOX FOR EACH RCW.)

More Less
than About +han
acaquate| adequate| acmcuate

-

1. Assure optimal
patient, S¥%s | 37.6

2+ Assure optlimal
resfcant {50}

education
35.7 1 13.5

$7.3 | 5.1 "9

n=38%5 28.8
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SMGICA, RECORDS

Quastion 17 concerns the accuracy with which VAMC surglcal records reflect what occurs during surgery. Oncs
again, snswer thls quastion based on your current exparlence at & YAMC. |f you are not currently & surgical
rasident at a YAMC, answer |t in relation T0 your most recent VAMC surglcal rotatlon.

17. Listed belowx are operative report and operating room 'og sntries.

Pert A: Based on your experience, |n approximateiy what proportion of VAMC surgical cases are each ot *hess
entries reacordec? (CHECK ONE B0X FOR EACH ROW.)

PART B: wnen each entry ls recorded, 1n approximately what proportion of cases |s |+ reacorded accurately?
{CHECK ONE BOX FOR EACH ROW.)

PART A: RECORDED? PART B: RECORDED
ACCURATELY?
In in In in
In O=| 20~ | 40~ {60- [30- In
19% 395 | 59% |79% 1008 fow,
of of of |ot ot In mn It
The the | the |[the |[the most |soms| any,
cases |coses|cases|cases|cases cases |case cases
t 2 3 4 5 1 z 3
1. Nams of sttencing surgeon In operative
report (51 {55)
u=379 0.5 /0.9 1.3 3.0094.5 B5.7p.5({3.8 =37¢
2- Involvement of attending surgeon (s noted
In operative report 377 16.6) 3.9 7.8/ 9.162.5132)B5.26.3|8.4|(36) n=364
3. Name of zttending surgeocn In operating
room tog n=361 0.310.6/ 1.7 2.395. 130B5.30.8[4.0[57) n=359
4. involvemant of attending surgeon is noted
in operstive room log N=342 11.6[2.11 7.3 5.773.954,B5.75.9|8.4](s, n=338
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OTHER YAMD SURGLCAL ROTATIONS 2. Approximately how long was the most recant surglcal
resldency rotation you completed at a non~YA
18. Within the past 3 years have you completed 8 hospital? (ENTER NUMBER.)
surglicel residency rotation at any YAMC other
then the one you noted in question 37 (CHECK (63=64)
MNE.D na3BS (%9} ODuration In months
1. 1 Yes 14.9 23. What typs of surgical residency dld yoy serve at
this non-VA nospital? (CHECK ONE.) {65=66)
2o 0 1 NoB(SCIP TO QUESTION 21.) gg | n=346
01. 1 | Generai 48.2
19, Based on your VAMC sxperience within the past 3
yesrs, would you say the fraquency of communica~ 02 | I Colon & Rectal 0.0
tlon between attending and resldent surgeons,
and the frequency of cbservation of reslidants by 03. [ ] Neurological 4.3
attending surgeons varlies !(ftie, somewhat, or
greatly from YAMC to YAMC? (CHECK ONE BOX FOR 04. 1 1 Ophthalmology 11.2
EACH ROW.)
r — 0%, [ 1 Orthopedic 11.9
VYarles |varles
little, |some— [vVaries 08. | 1 Orolaryngology §.9
If any |what Igrestly
07. [ 1 PFlastle 3.2
1 2 3
B. | | Thoraele 4.2
1. Frequency of
commun i cation 09. I 1 wurology 7.%
betwesn attend-
Ing 4and resi- 30.151.4118.5 ( a0 0. [ 1 Qther (Specity.) _0.3 Vascular 0.5
gy goons
24, Oncs agaln, consider the most recent surgical
2. Frequency of res{dency rotation you've completed at a non-VA
whsarvation hospital. (n what type of hospltal 11d you serve
ot resigents 25.153.8121.1 this residency? (CHEQK OME.) n=339 (67
by attending 61)
sur‘g.o{{lis& l [ 1 University medical centsr §3.0
2. 1 Private hospital other than university
20. Please describe the variation, if any. medlcal center 20.5
3. I Publlc hospital other thsn VAMC (Plaass
specify.)
8.6
4oL I Other (Pleasa specify.)

ARSICAL RESIDENCIES IN NOW-VA HOSFTALS

21,

Have you aver completsd a surglcal residency
rotation at & non=VA hospl+al? (CHECK ONE.)

n=384 62)
1. | 1 Yes 90.3
2. [ 1 NopmiSKIP TO QUESTION 34.)

9.7

1.9

LR I B R I B A N AR 2L I I S

* PmPLEASE NOTE:
In ralation *o the most recent surgical residency *
rotation you've completed at 3 non=YA hospitar.

Answer questions 2% +hrougn 33 ¢

EECE R I A N B I N I A Y B SRR I U I I Y
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25. Listed below are activities an attending surgeon might engoge In during s patisnt's precperative phase of
treatmant. Consider attending physicians [n your surgicai speclaity st this non-YA hospltal. Approx i mateiy
how often, |t ever, did they sngage In sach activity when 2 resident was involved in a patient's corel
{CHECK ONE BOX FOR EACH ROW.)

(—In 0~19%|in 20-39%|in 40~39%|1in 60-79%)in 80-100%
ot *he jot The of the of the of +he
cases coses ceses cases cases
Attending surgeons; ] 2 3 4 -]
1. Taiked to the patient {68}
n=346 4.1 6. 8-2 15,5 55,4
2. Examined the patient (69)
n=346 5.7 i 9.3 20.2 1 57,1
3. Reviewsd the medice! rscords {70
n=343 7.2 9.9 11.3 22.1 49.5
4, Consuited with the resident sbout the
patlent's diagnosis and trestment an
_n=346 ].2 3.1 1 20.2 61.5
5. wWrote or countarsigned the precperative
note n=344 14 .4 8.7 10.2 15.2 LSX-S “72)

26, Listeo balow are sctivities an attending surgeon mignt engage In durlng 2 patient's postoperat|ve phase of
treatment. Consicer the attending physicisns in your surglcal speciaity at tnis non-VA hospitai.
Approximateiy how otten, [f ever, dig they engage In asch activity when a resiagant was Invoived in 2
patiant's core? (CHECK ONE BOX FOR EACH ROW.)

—
in 0~19%(in 20-39%|in 40~59%)in 60~-79%{In BO-100%
of the jof the of the of the af the
coses cases cases cases cases
Attending surgeons: 1 2 3 4 5
1. Saw the patlent within 24 nours after
surgery N=345 6.0 7.3 5.7 17.9) 63.1 [§23)
—
2. Examined the patlent within 24 nours after
surgery n=345 8.6 7.6 12.2 17.4 54.2 (7a)
3. Reviewed the medical records within 24 nours
atter surgery n=343 12.3 17.1 16.9 16.5( 37.2 1%
4. Consulted witn the residents within 22 nours
after surgery sbout the patient's condition
ana treatment plan (763
n=3435 3.6 2.8 6.6 19.1 67.9
5. orote or countersigned the post-opsrative
ncte (77}
n=3d4 21.5 13 .6 0.2 13 .8 L 4
1¢80
buP1-5)
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27. Listed below are acrlons that usually occur during surglcal procedures.

Indlcate how often, 1 f aver,

attending physicians in your surgical specialty at this norn=YA haspital were In the cperating room during

alact(ve las opposed to emargency’ surgery when a resident performed the surgery.

ROW.}

In 0=19%}1n 20~39%8]in 40=-59%|1n 60~79%11n 80-100%
af the |of the ot the ot The af the
cases cases cases casas casss
Attending surgeon In operating room when: 1 2 3 4 ]
i« The anesthesia was administered na.346 16.9 15.6 16.8 20.1 30.6
2. The inltial Incision was made =345 6.7 9.1 12.4 19,1 52.7
3. The diagnosTs was conflrmed n=343 0.6 3.6 7.8 15.9 72.1
4. The surglcal procedurs was declded 41 Q.7 1.8 5.6 13.1 78.9
5. The surglicel procedure was parformtdn,u'e 0.6 2.0 9.6 13.4 74.5
6. Tre wound vas closed .34 23.8 | 17.3 [ 17.2 | 21.7 | 20.0

28, Listed below are actions thar usually occur during surglical procedures.

Indlcate how often,

It aver,

(CHECK ONE BQX FOR EACH

(6}

{7}

8)

(9)

[$10}]

an

attending physicians 1n your surgical specialty at this non=v¥A hospital were In fthe operating room during
SMergency surgery when a resident performed *he surgery.

(CHECK OME 30X FOR EACH ROW.)

In 0-192]1n 20-39%|1n 40-59%|tn 60-75%{ n 80-1002
of the (of the atf tha of the of the
cases cases cases cases cases
Attending surgeon |n operating room when: ! 2 3 4 5
1. The anesthesia was aaministeresd n=344 16.7 13.9) 16.9 17.4] 35.2
2. The inl*ial Incision was made n=344 10.5 P1.7) 13.1 14.0] 50.7
3. The diagnosls was confirmed n=343 4.8 7.4 10.2 12.741 65.0
4. The surglcal procedurs was declded na 342 2.9 7.8 9.0 10.3¢1 70.1
5. The surglcal procedure was performedn= 344 3,9 5.8 10.0 i1.7 68.6
6. The wound was closed n=34 73 27.1 17.2 16.2 18.5¢ 20.9

a2y

(13)

a)

(k-2

(18}

amn
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29. we would J ke tO know the amount of supervision nom-V¥A surgical residents receive, By amount of supervision
we mean the frequency of communication about cases between attending and resloent surgeons, and the tre~
quency of obsearvatlon of residents by attending surgeons. Did &ttending physicisns in your surgical
specialty at this non=YA hospltsl commusnicate w!th/observe resldent surgeons more cftan than, as otften as,
or iess often than needed during sach of the ohases described below? {CHECK ONE 80X FOR EACH ROwW.!

Attending surgeons:

Much | Somewhat Somewhat | Much
more  imore tass less
often joften About asjotften often
than [thean ofren as|than than

nesded |nesded |nesded |nesdsd neaded

1 2 3 4 5
1. Communicate w!th residents during the preopsrative
ohese n=345 4.9 [19.9 |57.9 (12.9 [4.3 ae)
2, OQbserve resldents during the prsoperastive pnase (19)
n=3 4,3 (16,7 63.9 3.2 3.9
3, Communicate with resicents during the intraopera-
tive phase n=345 5.7 116.5 J71.7 4.6 11.5 (20}
4. Observe reslidents during *he intraoperative phase (21}
D 2.5 117 .1 106 1.5 1.2
5. Communicate with residents during the postopera—
tive phase (22}
L _asc 4.5 12.86 €9.1 12.4 1.4
6. + 1 + i
Observe residents during *he pastopgrativg phase |5 5 his.7 l64.6 114.0 2.1 (22
30. Did tnls non-YA hospital provide you with

written end/or orel guidance describing [+s
practices ans procedures regarding surgicat
rasident supervision? (CHECK ONE BOX FOR
EACH ROW.)

31. Based on your experience, |s surgical resident

supervision at this non=vA hospital more than,
abou*, or less than adeguate to assure optimel
patlient care and resident education? (CHECK ONE

BOX FOR EACH ROW.!

Yes | No More Less
+han About than
1 z adequate | adequate | adequate
1. Receivea written 1 2 3
guidan 24
=382 37.462.p 1. Assure optimal
2. Recelved oral atient 126)
gul danpe J 25 P =4t | 49.01047.9 | 3.1
ne 8 10.429.l6 2. Assure optimal
resicent
sducation 2n
aslib 35 2054 2 106
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52. Consider the four phases of treatment |lsted below. Sased on your experience, do resldent surgesons at
DON-YA hospitals receive somewhat more, sbout the same amount, or yomewhat !ess supervision during each
phass than rasident surgeons st VAMCs? (CMECK ONE BOX IN EACH ROW.)

Non=VA residents
Non-¥A resldents receive ghoyt +he [Nom=VA residents
receive jomewnat |sams amoynt of rece!ve somewhat
more guperviglon sypervislion as | supervision
Then YAMC residents|VAMC residents than VANMC residents
! 2 3
F. Curing the preoperative phase
of treatment (28)
n=345 44.Q 43,1 i2.8
2. Durlng the postoperative phass
of treatment (29)
=343 41.7 44 .8 13.7
3. During scheduled surgery (301
n=346 334 26 .4 2.3
4. Ouring emer sur 31
9 Q'HC'IA‘HQQI:CJY 312 - E e W |

33. Conslider now well surgical resident supervision assyres optimal patient care and rasident education. Sased
on your experience, woul!d you say that non-VA hosplta! surgical resident supervision 1s somswhat more
adequate than, about as adequate as, or somewhat lass adequate than the VAMC's 1n mach respect? (CHECK ONE
BOX FOR EACH ROW.)

NOn-VA supervisfon [Non=YA supervision{Non-VA supervisfion
Jomewhat mors about as adequate |scmewhat legs
adequate than VAMC |as VAMC adequate than YAMC
1 2 3
1. To assure optimal pa T car (321
ure optinal patignr care 22.7 73.1 4oL 3
2. To assure optima) resident
education 13
A=345 25.0 2.6 12.4

2(80)

34. "lease antar any additional comments you mlght have about surglcal resident suparvision at VA or other
hospltals [n the space below or on the back of this page.
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Appendix VI

Officials Contacted on Criteria for Supervision
of Surgical Residents

Table VI.1: People Who Were Interviewed Regarding Adequate Supervision and Who Later Reviewed the Draft Criteria Paper

Position

Organization

John Chase, M.D.

Former Chief Medical Director

Department of Medicine and Surgery,
Veterans Administration

D. Kay Clawson, M.D. Chairman Residency Review Committee for Orthopedic
Surgery

William F. Collins, M.D., Ph.D. Chairman Residency Review Committee for
Neurological Surgery

John A.D. Cooper, M.D., Ph.D. President Association of American Medical Colleges

Raiph G. DePalma, M.D. Chief of Surgery George Washington University

Bill M. Domm, M.D. Chief of Staff Hampton VA Medical Center

Douglas K. Duncan, M.D.

Associate Director

Hospital Accreditation Program, Joint
Commission on Accreditation of Hospitals

F. Henry Ellis, dr., M.D, Chairman Residency Review Committee for Thoracic
Surgery

Laurence V. Foye, Jr., M.D. Director - San Francisco VA Medical Center

John B. Henry, M.D. Dean o Georgetown University

James W. Humphreys, Jr., M.D. Executive Directer h American Board of Surgery

Joseph E. Johnson lIl, M.D, Chairman Residency Review Committee for Internal

Medicine

Ronald P. Kaufman, M.D.

Vice President for Medical Affairs

George Washington University

Frederick M. Lane, M.D.

Former Professional Staff Member

Committee on Health Care Research on the
Veterans Administration, National
Academy of Sciences

John A Libertino, M.D.

Vice-Chairman

Residency Review Committee for Urology

Hiram C. Polk, MD. Chairman Residency Review Committee for Surgery
Owen M. Rennert, M.D. Chairman Residency Review Committee for Pediatrics
Richard D. Richards, M.D. Member Residency Review Committee for

Ophthaimology

Robert B. Wallace, M.D.

Chairman of Surgery

Georgetown University
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Officials Contacted on Criteria for
Supervision of Surgical Residents

Table V1.2: People Who Reviewed Draft Criteria Paper

Name Position Organization

Terry D. Allen, M.D. Chairman Residency Review Committee for Urology

Henry H. Banks, M.D. Secretary American Board of QOrthopedic Surgery

James R. Calilison, M.D. Chairman Residency Review Committee for Plastic
Surgery

John C. Gienapp, M.D. Secretary Accreditation Council for Graduate Medical
Education

William P. Graham Ill, M.D. Secretary/ Treasurer American Board of Plastic Surgery

C. Rollins Hanlon, M.D. Director American Coliege of Surgeons

Timothy M. Hosea, M.D. House Staff Representative Accreditation Council for Graduate Medical
Education

Carl W. Hughes, M.D. Assistant Chief Medical Director for Veterans Administration

Professional Services

David G. Kline, M.D. Chairman American Board of Neurological Surgery

J. Tate Mason, M.D. Secretary American Board of Urology

Frank G. Moody, M.D. President Society of Surgical Chairmen, Council of

Academic Societies, Association of
American Medical Colleges

Norman D. Nigro, M.D. Secretary American Board of Colon and Rectal Surgery

George Reed, M.D. Chairman American Board of Otolaryngolegy

Melvin L. Rubin, M.D. Chairman American Board of Ophthalmology

Herbert Sloan, M.D. Secretary American Board of Thoracic Surgery

Philip M. Sprinkle, M.D. Chairman o Residency Review Committee for
Otolaryngology

Jonathan D. Trobe, M.D. Chairman . Residency Review Committee for
Ophthalmology

David M. Worthen, M.D. Assistant Chief Medical Director for Veterans Administration

Academic Affairs
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Appendix VII

GAO Criteria for Supervision of
Surgical Residents

Definition of Terms

This appendix consists of a paper that sets out our criteria for adequate
supervision of surgical residents during the preoperative, intraopera-
tive, and postoperative phases of a patient’s treatment. We developed
this paper from comments of 37 medical professionals representing a
variety of medical organizations. Initially, we talked with 19 medical
experts concerning supervision of residents and, from their comments,
drafted a paper setting out minimum standards for such supervision.
This paper was then sent out for review to the original 19 and an addi-
tional 18 medical professionals. Based on the comments received, we
made appropriate changes to arrive at this final version.

Adequate supervision involves two sometimes conflicting goals—train-
ing the residents and ensuring the quality of patient care. For example,
residents may need to gain confidence and experience in making their
own decisions during an operation. However, the patient’s interests may
not be best served by having a resident perform surgery without a
supervising physician! present.

The criteria in this paper attempt to balance these goals and set mini-
mum levels for adequate supervision of surgical residents. Supervising
physicians must use their judgment to determine the supervision needed
for each case, while maintaining at least these minimmum levels.

For the purpose of this paper, ‘‘surgery” is confined to inpatient opera-
tions. The preoperative phase starts when the patient is hospitalized
and ends when the patient goes to the operating room. Although the
postoperative phase may last for several days after the surgery or until
discharge and the supervising physician should see the patient periodi-
cally during that time, this paper addresses only the supervision during
the first 24 hours after the operation.

The term “supervising physicians’ refers to attending and consulting
surgeons. “Surgical residents” include residents in any of the surgical
specialties: general surgery, colon and rectal surgery, neurological sur-
gery, ophthalmology, orthopedic surgery, otolaryngology, plastic sur-
gery, thoracic surgery, and urology. “Chief residents” are residents in
their last year of a residency program.

IThe terms “supervising physician” used in this appendix and ‘‘supervising surgeon” used in the
main report are interchangeable.
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GAO Criteria for Supervision of
Surgical Residents

Even though the criteria refer to the complexity and risk of operations,
these terms are not defined because they may differ depending on the
type of operation and the patient’s condition. For instance, the complex-
ity and risk of a simple hernia operation will differ for a 20-year-old
patient in good health and a 65-year-old patient with a heart condition
and diabetes. Supervising physicians must determine the complexity
and risk of each operation.

Overall Criteria for
Supervision

The following criteria apply to the supervision of surgical residents dur-
ing all phases of the patient’s treatment. 5

1. Residents should be given increased responsibility as they progress
through the residency program.

2. The responsibility or independence given to residents should depend
on their knowledge, manual skill, and experience, as well as the com-
plexity and risk of the operations.

3. To ensure the quality of patient care and proper supervision of

residents, one supervising physician should be responsible for each

patient during hospitalization. This physician should monitor the :
patient’s condition during the preoperative, intraoperative, and postop- 3
erative phases.

4. The supervising physician should always be one qualified in the
applicable surgical specialty.

Preoperative
Supervision

During the preoperative phase, the patient is prepared for the operation,
and the supervising physician confirms the resident’s diagnosis and
treatment plan. The minimum standards for adequate preoperative
supervision follow.

5. Supervising physicians should discuss each case with residents before
surgery. This applies regardless of the resident’s level.

6. Adequate preoperative supervision requires the supervising physi-
cian to see the patient after admission and before surgery.

7. The supervising physicians should write or countersign progress
notes to indicate that they agree with the diagnosis and the treatment u
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Surgical Residents

plan. This does not affect the care given, but it documents the supervis-
ing physician's involvement in the case.

Intraoperative
Supervision

Operations can be divided into four phases: a. Making the initial incision.
b. Confirming the diagnosis. ¢. Performing the surgical procedure. d.
Closing the wound.

The need for supervision varies according to the phase of the operation.
For instance, making the initial incision and closing the wound are gen-
erally not as critical as confirming the diagnosis and performing the sur-
gical procedure. Confirming the diagnosis is important to identify any
unexpected complications and verify the need for the planned proce-
dure. Obviously, the actual procedure and the technique used determine
the surgery’s outcome. Therefore, unless noted otherwise, the following
criteria address the supervision needed to confirm the diagnosis and i
verform the procedure,

Scheduled Surgery

8. When a first-year resident operates, a supervising physician should
be in the operating room.

9. When residents other than a first-year or a chief resident operate, the
supervising physician should be in the operating room or operating room
suite.

10. When a chief resident is operating, the supervising physician should
be within 15 minutes of the operating room. (The 15-minute response
time begins when the supervising physician is contacted and ends with
the supervising physician being appropriately dressed and in the operat-
ing room. In most cases, this would require the supervising physician to
be within the hospital or an adjacent building.)

11. A chief resident may supervise a more junior resident in the operat-
ng room except on complex and high-risk operations. The supervising
physician should be within 15 minutes of the operating room.

12. The supervising physician should be in the operating room when a
resident of any level performs a procedure for the first time.

13. When any resident is performing the less critical phases—that is,

making the initial incision and closing the wound-—the supervising phy-
sician should be within 15 minutes of the operating room.
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14. If the case or the procedure is extremely complex or high risk, the
supervising physician should be in the operating room during all four
phases of surgery, no matter what the level of the resident.

Emergency Surgery

Postoperative
Supervision

The following criteria apply for emergency surgery.

15. The resident should contact the supervising physician and discuss
the case before surgery. In life-threatening situations, there might not be
enough time to call the supervising physician immediately, but the resi-
dent should call the supervising physician immediately following com-
pletion of life-saving procedures.

16. If a chief resident is operating, the supervising physician may decide
not go to the hospital, but he or she should be available by telephone. If
the operation is complex or high risk, the supervising physician should
go to the operating room.

17. The supervising physician should be present in the operating room
for operations performed by residents other than the chief resident.

18. In urgent situations and with the supervising physician’s approval,
the resident may start the surgery before the supervising physician’s
arrival.

The following criteria address adequate postoperative supervision.

19. Supervising physicians should see the patient and discuss the post-
operative treatment with residents within 24 hours after surgery.

20. The supervising physicians need not write or countersign progress
notes indicating their agreement with the postoperative treatment plan.
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Advance Comments From the
Veterans Administration

Office of the Washington DC 20420
Administrator
of Veterans Affairs

Vete[ans
Administration

SEP 23198

Mr. Richard L. Fogel

Director, Human Resources Division
U.5. General Accounting Office
Washington, DC 20548

Dear Mr. Fogel:

Your August 9, 1985 draft report "Supervision of Surgical Residents at VA
Hospitals Can Be Improved" has been reviewed., 1 agree that the Veterans
Administration (YA) needs to change some of the VA criteria for the supervision of
surgical residents, and concur with most of the General Accounting Office (GAO)
recommendations. A directive, covering all the recommendations in which the VA
concurs, will be issued immediately, with the revision of VA Manual M-2, Part I,
Chapter 26, concerning supervision of residents to follow.

Because the GAQ evaluators believed VA's criteria to assess supervision were too
broad to use, they developed criteria based on input from 37 officials of medical
organizations. Ido not believe that VA medical centers using VA criteria should be
faulted for noncompliance with GAO-generated criteria, especially since the report
does not demonstrate any link between the issue of supervision of residents and the
quality of the surgical training program or quality of care.

My comments on the recommendations are enclosed.

Sincerely

HARRY N. WALTERS
Administrator

Enclosure
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VA'S RESPONSE TO THE DRAFT REPORT "SUPER VISION
OF SURGICAL RESIDENTS AT YA HOSPITALS CAN BE IMPROVED"

GAQ recommends that | direct the Chief Medical Director to revise VA criteria on
supervision of surgical residents so that the criteria is no less specific than the
GAOQ criteria and should

--define the "appropriate" actions for preoperative and postoperative
supervision,

I concur that "appropriate" actions can and should be established, constituting
criteria of acceptable preoperative and postoperative resident supervision. For
example, a preoperative note signed or countersigned by the supervisor, indicating
that he had seen the patient and discussed the case with the resident, could serve
as the criterion for preoperative supervision. The same procedure can apply to
postoperative management.

--relate the five levels of intraoperative supervision to the level of the
resident and complexity of the case,

I do not concur in this recommendation because the VA system for determining the
degree of supervision required for any given resident is flexible enough to allow the
use of judgment after considering the resident's level of training, past experience,
and the evaluation of his/her capabilities. Only immediate supervisors can
adequately assess the degree of supervision required for any particular resident.
Relating the year level of a resident's training to the complexity of the case could
not be achieved practically since there are toc many variables in evaluating the
case versus the evaluation of the resident's capabilities. Development of skills and
judgment of surgeons in training cannot be equated to their chronological year of
training because people develop skills at different speeds. Making rigid
requirements about the degree of supervision would be counter to the philosophy of
surgical training that calls for decreasing the amount of supervision as skiils and
judgment progress. The American Boards in the various surgical fields require
graded responsibility, and increasing the amount of responsibility and decreasing
the amount of supervision are considered important compenents of quality
education.

1 agree that for scheduled cases the supervising surgecn should routinely be in the
medical center. On occasions where circumstances prevent this, the supervising
surgeon should be, at the most, within 15 minutes of the operating room. For
emergency cases, however, the supervisor should be contacted before surgery
begins, and the supervisor's presence should be left to his/her judgment. For
example, if the supervising surgeon is available by phone, he may decide not to
return to the hospital if he knows that a senior resident is assisting a junior
resident and that they are quite capable of performing the surgery. The
supervising surgeon should return to the operating rcom when complicated surgery
such as a ruptured aortic aneurysm or a case of multiple trauma is contemplated.
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--address the specialty of the supervising surgeon, and

I concur, in part, and believe that the supervising surgeon should be properly
trained in the specialty appropriate for the care of the patient involved. Surgeons
of various designated specialties may be trained, experienced, and credentialed to
perform the same procedures. For example, general surgeons and otolaryngologists
are both trained to perform radical neck dissections, so that physicians in either
discipline could appropriately supervise such cases done by residents in either
specialty. Conversely, one general surgeon may have been trained and had
experience in performing peripheral vascular surgery and should supervise such
cases, whereas another general surgeon (both have board certification in general
surgery) has had no such experience and should not be the supervisor in such a case.
These distinctions will be made by appropriate credentialing, not necessarily by
which specialty board the surgeon has been certified.

--clarify the provision exempting certain residents from the supervision
criteria.

I concur.

GAO also recommends that I direct the Chief Medical Director to require that VA
hospital chiefs of surgery enforce criteria for surgical resident supervision. This
enforcement should include

—not allowing surgeons whose schedules do not permit supervising all
three phases of surgery to supervise residents, and

I do not concur because this recommendation represents an ideal situation which is
unattainable. Residency training programs are located only in VA medical centers
affiliated with a medical school. Because of this, many staff surgeons are part-
time employees. In some cases, the supervising surgeons are consultants, not YA
employees. It would not be feasible to integrate the duties of physicians who work
both in the VA and in affiliated facilities to require this type of full-time
responsibility. In private practice, for example, most practitioners are members of
groups, each member is known to the patients and the various phases of care might
be done by any member of the group. The same physician may not, at all times,
accomplish preoperative, intraoperative, and postoperative care.

--not allowing surgery to proceed unless the preoperative criteria are
met.

I concur.
GAO recommends that I, through the Chief Medical Director,

--designate either the Office of Quality Assurance or the Surgical
Services office within the Department of Medicine and Surgery as
having the primary responsibility for monitoring supervision of
residents and indicate that all pertinent information on supervision of
surgical residents should be given to that office,
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1 concur. The Surgical Service in the Department of Medicine and Surgery will be
designated as having the primary responsibility for monitoring and keeping
information regarding the supervision of surgical residents. The Office of Quality
Assurance will participate as appropriate.

--specify and standardize the system(s) the VA hospitals should use to
monitor and report on the supervision of surgical residents, and

I concur. The Surgical Service, in cooperation with appropriate YA Central Office
officials, will develop a standardized system of monitoring and reporting on the
supervision of surgical residents. This will be incorporated into a directive that
will be issued immediately, pending revision of the part of the VA Manual
concerning supervision of residents.

--direct the office receiving the results of VA hospitals' annual audits
to notify the regional directors of missing reports so that they can
enforce the requirement.

I concur. These instructions will also be incorporated into the directive and the
revised VA Manual chapter.
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Advance Comments From the UCLA School
of Medicine

UNIVERSITY OF CALIFORNIA, LOS ANGELES UCLA

BEHKELEY « DAVIN - IRVINE + LOS ANGELFES - RIVEBSIDE - NaN DIEGO SAN FHANC IO

SANTA BARBARS + SANTA CRUZ

A P

OFFICE OF THE DEAN
UCLA SCHOOL OF MEDICINE
CENTER FOR THE HEALTH SCIENCES
LOS ANGELES, CALIFORNILA 50024

September 4, 1985

Mr. Richard L. Fogel

Director

Human Resources Division

United States General Accounting Office
Washington, D.C. 20548

Dear Mr. Fogel:

Thank you for your letter of August 9, 1985, asking for my written
comments on those sections of your draft-report entitled "Supervision
of Surgical Residenic at VA Hospitals Can Be Improved" concerning the
Sepulveda and West Los Angeles YA hospitals, Harbor General Hospital {the
Harbor-UCLA Medical Center) and "the medical school hospital™ (the YUCLA
Medical Center.)

The report cites the presence or absence of adequate preoperative,
intraoperative and postoperative notes and documented consultaticn as in-
dices of the supervision of residents in selected cases. By these criteria
intraoperative supervision was generally concordant and adequate in the four
U.C.L.A. affiliated hospitals, but preoperative and postoperative super-
visions were not concordant and not adequate at the West Los Angeles VA
Hospital by standards formulated by the auditors in this study.

The presence or absence of documented consultation would be expected
to vary depending upon such factors as the kinds of operations and the length
of hospitalization. These variables may account for some of the discordant
figures. For exampie, the West Los Angeles V,A. Hospital has one of the
shortest durations of hospitalization for surgical patients in the Veterans
Administration. At Wadsworth attending Clinical Faculty often discuss
patients with the residents pre and postoperatively and may scmetimes
not have recorded their expert supervisory discussions.

Morbidity and mortality review of surgical patients at Madsworth
and Sepulveda Hospitals are and have been regularly and scrupulously
conducted by expert U.C.b.A. faculty. It is clear from these reviews that
surgical patients at those haspitals, as well as the others affiliated with
UCLA, have received splendid care, These resuylts are the best test of the
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Mr. Richard L. Fogel September 4, 1985
Page 2

adequacy of the supervision and selection of residents, However, the
records of supervision audited are not unimportant, and we have Jaunched
a campaign to improve performance wherever it is indicated,

Under separate cover, I shall return to you the draft, as you
requested.

With best wishes,

Sigcere1y yours,

‘ >
7 s Al /i/o/

-~ SHERMAN M. MELLINKOFF,

SMM/eg
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Advance Comments From the University of
Tennessee College of Medicine

[U_U\THIB THE UNIVERSITY OF TENNESSEE Conege of Medicine
Center for the Health Sciences Office of the Dean

boe oAUk

FAEMEHS ® kNOY VI E 8 T BATANT NS 8 ek
September 12, 1985

Richard L. Fogel

Director

Human Resources Division

United States General Accounting Office
Washington, 0.C. 20548

Dear Mr. Fogel:

1 am writing in response to your request concerning the GAD study on
supervision of surgical residents at VA hospitals. Enclosed are our written
comments for inclusion in your final report.

Should you have any questions concerning our response, please feel free to

contact this office.
Sincerely yours, -
kL L
/:j VJL L, O it :

Robert L. Summitt, M.D.
Dean, College of Medicine

RLS/pd

Attachment

3 North Dunlap ® Memphis, Tennessee 38163 @ (9011 528-5526
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Now on p. 21.

Now on p. 23.

Now on p. 23.

Now on p. 23.

Now on p. 24.

New on p. 25 and 26.

Now on p. 69.

THE UNIVERSITY CF TENNESSEE Cotnge of Msdine
Center for the Health Sciences Department of Surgery
RAEBAPSIG & kb L E O Al ANOOGE & Sl AT

Comments on draft report to Congress on
Supervision of Surgical Residents at VA Hospitals Can Be Improved

The overall impression is that the GAO criteria reflect inadequate
understanding of the educational process of surgical residents and would
greatly interfere with residency training. I believe that this matter
should be submitted to the Residency Review Committee for Surgery and to
the American Board of Surgery. I have seen similar systems instituted in
private hospitals, generally with inferior residency programs.

Page 18 - The decision as to the appropriate degree of supervision
depends upon the Jjudgement of the surgeon who is respensible for the case.
It varies with the individual staffman, with the individual resident, with
the specific patlent and his condition. No clear criteria and rules can
be written to reflect this judgemental call of a professional.

Page 20 - The VA requirement that certain residents are exempt from
supervision should remain. The GAD criteria for intraoperative supervision
of first year surgeon is at best inappropriate. First year residents can
be supervised by more senior residents for such conditions as these as I &
D of perirectal abcesses, amputation of fingers and toes and selected
hernias and appendectomies. This is good training for both the junior and
senior resident.

Page 21 — The top half of the page, the VA criteria, 1s considerably
better than the GAO. The GACQ requirement for a supervising surgeon in the
operating room when resident is operating is unnecessary for gocd patient
care and severely debilitating tec residency training. The emergency
situation in the GAO criteria is the same as above. Much emergency surgery
is perfectly appropriate for a PGY2,3, or 4 year resident to perform
without supervision or for a Junicr resident to carry out with more senior
resident supervision.

Page 21 - The supervising surgeon does not need to see every patient,
in the first 24 hours after surgery. This is srbitrary, unrealistic, and
Unnecessary.

Page 24 - The intraoperative supervision discusses points previously
made., Parenthetically, this audit report seems to reflect an assumption
that the staffman’s presence has an effect on quality of patient care.
This is not documented anywhere and, in fact, most experienced surgeons
agree that patients in a training setting with graded residents receive
better medical care than those without residency training programs. These
requirements should not be instituted until there is objlective evidence
that the lack of staff has an adverse effect on patient care.

Page 27 - The GAQ criteria specifies the supervision appropriate for
the level of the resident. This 1s inappropriate as previously menticned.

Page 86 - The data on non-VA hospitals is apparently biased in favor
of the community hospital. The hospitals used in this study should be
identified, as the numbers do nct seem to fit what would happen in a mejor
teaching institution such as The MED, Grady, Parkland and so forth. The

956 Court Avenus ® Mamphis, Tennessee 38163 ® (901) 528-5509
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Nowonp. 71,

quoted 1% of hospital patients per year is totally misleading. For
example, the Baptist Hospital with 1500 patients, only 22 of them are
resident service patients. The majority of the patients do not have
residents involved in the service and, therefore, basing the percentage on
hospitals total patients is meaningless and greatly misleading. Same
comments would hold for postoperative care.

Page 89 - The issue of governmental reimbursement for surgeons is
irrelevant to the quality of care or the training of residents.
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Note: GAD comments
supplementing those in the
report appear at the end of
this appendix.

Now on p. 78.

See comment 1,

. M Office of the Dean C ddress:
Yale University O of te D Compus s,

333 Cedar Street
PO. Box 3333
New Haven, Connecticut 065i0-8055

August 29, 1985

Mr, Richard L. Fogel, Director
Human Resources Division

U. S. General Accounting Office
Washington, D. C, 20548

Dear Mr, Fogel:

The draft report of the GAQO study on supervision of
surgical residents at VA hospitals has come to my attention in
Dean Rosenberg's absence. I write at this time to bring to your
attention a factual error in Appendix II on page 95. The
distance from the West Haven VA Hospital to Yale University is
not ten miles, The correct distance from the VA Hospital to the
School of Medicine is two miles,

Additional comments may be forthcoming from this
institution after we have had further time to study the proposed
report which was received on August 23, Thank you for your
consideration in sending us a copy of the draft.

Sincerely,

Q.—@, d{aau’f

Arthur Ebbert, Jr., M/ D.
AE:gm Deputy Dean
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R
AW, W A W AV i
AQO Uomments

The following are GAO’s comments on the Yale University School of
Medicine’s August 29, 1985, letter.

1. In examining a map of the New Haven-West Haven vicinity, we found

that the shortest driving distance between West Haven vA hospital and
Yale University School of Medicine is 4 miles. We changed appendix II to

reflect this mileage.
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Hospital, Memphis, Tennessee

Now on p. 70.

BAPTIST MEMORIAL HOSPITAL
MEDICAL CENTER
B989 MADISON AVENUE
MEMPHIS, TENNESSEE 38146

HENNY E. BEASLEY JOSEPH H POWELL, PRESIDENT

ADMI M STRATIVE ASSISTANT

September 4, 1985

Mr. Richard L. Fogel

Director

United States General Accounting Office
Human Resources Division
Washington, D.C. 20548

Dear Mr. Fogel:

I am writing in response to your August 9, 1985, letter to our president, Mr. Joseph Powell,
concerning your study of the supervision of surgical residents in VA hospitals,

In reviewing the chapter (Chapter $) pertinent to Baptist Memorial Hospital (BMH) I have only one
comment for your consideration. Would you kindly delete the word "large” on page 87, third
paragraph, line two? I realize that this is a very minuscule point to make. However, [ make it simply
because we are the largest private hospital in the U.S. and the incident in which you describe could,
therefore, be associated with BMH.

Thank you for the opportunity of reading the aforementioned draft. It was well written and contained
many points of interest. Please do not hesitate to contact me if I can be of further assistance to you.

Sincerely,

<
S
%\&_&u\
Kenny E. Beasley
KEB:vkl

BAPTIST MEMORIAL HEALTH CARE SYSTEM, INC

BAFPTIST MEMORIAL HOSPITAL
“MECICAL CENTER
S EAST
SHEGIIMAL REMABILITATION CENTLR
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Kaéance Comments From Grady Memorial
Hospital, Atlanta, Georgia

Grady Memorial Hospital

JW Pinkston Jr B0 Butler Street SE. Allanta, Georgia 30335
Exacubve Diractor
e September 16, 1985

Asa G Yantey MD
Medical Drrector

Oarlere B Jenking
Assocate Direcior

BarparaE Bilex
Associate Director

Betty C Blawe AN Mr. Richard L. Fogel

Associate Duectar: Director

Dwecror ot Nursing Human Resources Division

Carl O Bun i i i

A e Dhracion United States General Accounting Office
Frscal Aans Washington, D. C. 20548

Roted . Parnsh Jr
Associate Duector

Dear Mr. Fogel:

s e

N Thank you for your letter dated August 9, 1985 wherein
wmsate you extended the privilege to comment on the draft of
Thormas L Colher a proposed report relative to the supervision of surgi-
Assisiant Adrmirvstrator cal residents at Veterans Administration Hospitals.
CharlesE Oelane I am delighted that the Veterans Administration likely

Ass:Stan Admwvstraion will increase the SUPEIViS ion of surgj_cal residents.

In response to your extending the privilege that written
comments may be made, please note the below c¢omments
and suggestions:

1. Agree that the supervising surgeons c¢ertainly
should examine all patients and write or countersign
the diagnostic problems and plan for treatment.

2. The line item indicating that the supervising
surgeons should be in the operating room when a lst
year resident operates is agreed tc and is very good.
However, 2nd vyear and 3rd year residents need close
supervision and this should be provided by the supervis-
ing surgeons and chief residents as well. 4th year
residents should be supervised by 5th year residents
{(within the building) and the patient's diagnosis and
plan of treatment and surgical procedure should be dis-
cussed and documented with the supervising surgeon
before the case starts. I agree that the supervising
surgeon should be within 15 minutes of the operating
room and moreover in contact with the operating room
as the procedure is carried out to inquire as to the
progress being made and the condition of the patient.

3. There 1s no doubt but that adequate and close
supervision makes for increased safety for patients,
does not inhibit surgical 1learning and experience on
the part of residents, but rather aids both of these
factors of learning and experience in the life of a
resident. A good check point is as the report indicated
-- no case will bedgin in the surgical suite until there
is documented evidence that the supervising surgeon
has participated in the planning of care and the diag-
nosis of the surgical disease. '
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Appendix XTI
Advance Comments From Grady Memorial
Hospital, Atlanta, Georgia

(401939)

It 1s believed that the Veterans Administration has
a responsibility to tighten-ship in regard to the super-
vision of surgical residents for such improved surgi-
cal supervision would spread to other hospitals in a
teaching complex and would be helpful in regard to atti-
tude and effectiveness of surgical learning and educa-
tion. Hopefully the Veterans Administration will take
a vigorous lead in this direction and very likely the
excellent results and approaches to surgical education
will favorably influence surgical supervision in city
and county hospitals. In most private hospitals, the
private surgeon supervises the care and operation rather
closely,- though this is not always the case. However,
Veterans Administration Hospitals and city and county
hospitals should upgrade their supervision such that
it will be of the same high gquality as the nation's
finest private hospitals.

Expenses and costs are of prime importance in many city
and county hospitals as efforts are made to improve
the supervision of surgical procedures. If the many
millions (about 23 million) of persons who have no third
party hospitalization insurance were covered by Medicaid,
or some such third party payment scurce te hospitals,
then the city and county hospitals would be better able
to afford sufficient npumbers of supervisory medical
staff to adequately supervise surgical procedures and
the care of medical patients including children and
pregnant women which would improve immensely the health
care system in our nation. Many well motivated, hard
working but low income individuals such as those who
serve as maids in homes, operate small beauty shops
or barbershops, paint houses, tend lawns, or work at
minimum wage jobs,- these individuals should be required
to pay some very small and reasonable amount into a
program such as Medicaid in order that city and county
hospitals may realize enough income as these patients
are treated, to be able to afford better diagnostic
and therapeutic equipment and hire supervising surgeons
for improved supervision.

Again, thank you for the privilege of comment.

Sin ly,

G. Yancey, M. D. i /
Medical Director, Grady MemoXrial Hospital
Associate Dean, Emory University School of Medicine

AGY:mc
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