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ditorial comment: Regarding “moral angst for surgical

esidents: A qualitative study”
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The manuscript titled “Moral angst for surgical residents:
qualitative study,” which is published in this issue of the
merican Journal of Surgery, is the third publication by
uthors from the University of Toronto exploring the role
layed by surgical residents in the academic health care
ystem and the relationship between patients and resident
hysicians. The 3 articles, taken together, offer further in-
ight into those factors contributing to stress in the surgical
esidency. The first article1 used a qualitative case study
echnique to assess the level of knowledge that patients had
egarding residents and resident training. The authors ob-
erved that the level of knowledge patients had about resi-
ents and their role in the care model was low. Despite a
ack of knowledge, however, there was patient trust in the
ealth care system and any anxiety regarding the presence
nd involvement of residents was low.

In the second article,2 the authors interviewed practicing
urgeons across a University Medical Center, exploring
heir perceptions of the residents’ role in the perioperative
are of patients, as well as resident involvement in surgery.
his study showed that surgeons recognize the trust that
atients place in them and regard the residents as an asset in
he teaching hospital. Surgeons are comfortable allowing
esidents to operate independently but do not voluntarily
nform patients about resident involvement.

This final article in the trilogy assesses the residents’
erception of their role in patient care and identifies several
hemes. Residents feel that they are able to develop a good
elationship with their patients but do perceive that the
atient is not well informed about their role in surgery.
esidents recognize that they do enjoy a degree of indepen-
ence and prefer operating with another resident under staff
upervision; there are clinical situations, however, in which
hey feel some ethical stress when the opportunity for in-
ependence may be beyond their skill set. In the event of
dverse complications, residents feel ethically obligated to
isclose errors.
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There are several common themes that emerge from
hese articles. Patients feel comfortable receiving care in an
cademic teaching model but have little knowledge of the
ole that residents play in their care. This is reinforced by
he residents’ perception that patients are not well informed
bout resident involvement in perioperative care. None-the-
ess, both residents and patients appear to have a good rela-
ionship. It appears clear that patients are not informed about
he extent of resident involvement in their operative interven-
ion; however, surgeons do not feel compelled to voluntarily
nform patients regarding resident involvement. This may put
he resident in a difficult position when patients ask who will
erform an operation and, postoperatively, when complica-
ions occur. Situations that may be made more difficult and
tressful when the patient does not know and understand the
ull extent of the resident’s involvement in their care.

Generically, the stresses associated with residency have
een addressed with increasing frequency. Martin3 classi-
ed the following challenges of residency: identifying time
nd organizational demands; managing uncertainty and
motional discomfort; learning to work effectively with
thers; increasing personal communication skills; and
earning shared responsibility. Luthy et al4 reported that
esidents discussed similar themes when queried about
ifficulties associated with training. These included com-
unication, feelings of disrespect, constraints of collab-

rative work, work overload, and responsibilities to the
atient. It is not unreasonable to assume that these pres-
ures can result in the increased incidence of depression,
nger, and cynicism observed in residents.3,5

Recently, authors have tried to link resident stress, work
ours, and patient safety. Although there has been a signif-
cant emphasis on work hours and patient safety, it does not
ppear that there is solid evidence, at this point, that the
imitation of work hours has impacted patient safety in a
easurable fashion. Fletcher et al6 published a systematic

eview of the literature from 1966 to 2004, evaluating
hether adherence to the Accreditation Council for Gradu-

te Medical Education standards for resident work hours
ad an impact on patient safety. The results were variable

nd inconclusive. Numerous endpoints were assessed in-
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luding mortality, morbidity, intensive care unit transfers,
edication errors, readmission rates, fever, and the number

f diagnostic tests ordered. None of the studies reviewed
howed a reduction in morbidity or mortality. One study7

eported an increase in adverse events associated with cross
overage and night float models. A Task Force on the
esident 80 Hour Work Week chartered by the American
ollege of Surgeons8 also acknowledged that there has been
o evidence-based study linking surgery resident duty hours
ith improved safety.
Both Martin3 and Luthy et al4 indicated that communi-

ation was a common factor associated with resident stress.
uthy amplified the concept, identifying resident difficul-

ies communicating with and being respected by seniors.
avenport et al9 were able to directly correlate reported

ommunication and collaboration between attending and
esident physicians with patient morbidity. To confirm
ssumptions proposed by the Institute of Medicine that
rocesses, teamwork, and working conditions influence pa-
ient outcomes, the authors used a multi-item survey of
rganizational climate safety factors (teamwork, job satis-
action, management, safety climate, working conditions,
nd recognition of stress) to assess the influence of these
actors, along with perceived levels of communication and
ollaboration, on surgical morbidity and mortality using
ata from the Veterans Health Administration National Sur-
ical Quality Improvement Program database. Although
hey were unable to show correlation with the organiza-
ional climate safety factors, they did show that positive
ommunication and collaboration between attending and
esident physicians did correlate with lower risk-adjusted
orbidity.
As is apparent, themes commonly appearing in discus-

ions of residency-associated stress and, more recently, the
ssociation between these stress factors and patient safety
ave included communication and collaboration. Luthy et
l4 and Knifed in the report published in this month’s
merican Journal of Surgery have added the concepts of

eam ambiguity, and role identification. Knifed has further
uggested that clinical independence and resident skills and
ompetencies may play a role in resident “angst” or stress.
uthy alluded to this, as well, by suggesting the presence of
gap between medical school and clinical practice.
Increasing economic constraints are impacting medical

chools and the way in which medicine is learned. Hospital
dmissions and inpatient medical care have decreased; there
as been a corresponding shift in care to the outpatient
etting. The spectrum of patients seen by medical students
nd their involvement in the care of patients has signifi-
antly decreased. As a consequence, students have an in-
onsistent exposure to inpatient medical problems and com-
lications. Clinical skills, including the ability to obtain a
istory and complete a physical examination, organize and
ynthesize data, and arrive at a diagnostic and management
lan, are variable. Graduating physicians are coming to

esidency with variable and unpredictable clinical skill sets.
espite this variability in skills, the resident is still expected
o address a wide variety of emergent clinical problems,
ften off hours and without direct supervision. Decisions
ade in the face of uncertainty may result in increased

tress, inappropriate management, an increased risk of error,
nd patient harm.

Although work hours have been a popular focus of recent
iscussion, it may be more likely that communication, team
efinition, role identification, and competencies play a
reater role in stress associated with the surgical residency.
n a previous editorial in this journal,10 I surmised that
urgery, as a specialty, will need to address the fact that
urgical care is increasingly adopting a team construct.
oles must be defined, and all members of the team must be

dentified, acknowledged, and respected. It is apparent from
tudies that patients possibly understand the role of resi-
ents in their general care but that they do not fully under-
tand the role of residents in the operating room. They
ppear willing to accept the concept if they are prepared and
ducated, however. With increasing patient advocacy, this
ole will need to be acknowledged at some point. Resident
nvolvement in patient care has been associated with med-
cal errors,11 and resident involvement in the operating
oom has been shown to increase the duration of some
rocedures.12 I had recommended in that editorial that spe-
ific orientation and education should be provided for pa-
ients receiving care in an academic medical center regard-
ng the role of residents. It would be best to address this
rospectively, rather than retrospectively after problems
rise and full disclosure is mandated by a third party. I
ould now add to that 2 additional recommendations. At-

empts to objectively assess the Accreditation Council for
raduate Medical Education competencies, particularly

ommunication, professionalism, and systems-based prac-
ice, should be supported by both the medical center and the
raining programs. The data would suggest that not only is
t important to facilitate communication among members of
he surgical care team, as medical team training exercises
ave done, but also to inform and communicate with the
atient. Finally, to ensure baseline clinical skills and to
acilitate increased resident confidence, clinical competen-
ies should be assessed at the beginning of a residency and
t critical junctures during the residency. Based on objec-
ively identified levels of competence, education can be
ocused, deficiencies can be remediated, and faculty will be
ble to make a more objective decision regarding the level
f independence given to a resident.

Thomas G. Lynch, M.D.*
Department of Surgery, College of Medicine,

University of Nebraska Medical Center, Omaha, NE
68198-3280, USA
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