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ir"tl sall of you know, the president of this Association
Ll the prerogative of choosing his topic for this address,
< Bl Iquickly rejected the most obvious topics. To attempt
-lell you anything concerning the achievements of tho-
0 surgeons in recent years would be like gilding refined
B8, since this year's program covers every subject, which
i sure will be amply aired and discussed during the
ious sessions. 1 dare not depress you by looking into a
; stal ball .ind predicting the villainous changes our spe-
E _galty, or .-cdicine in general, is soon to experience.
dinstead, T would like to give you my personal perspective
surgical giants.

A As a child, I often heard my (ather refer to certain
¢ ndividuals a5 surgical giants. I can recall my vision of a
gargantuan being, dressed in operating-room attire,
ing a scalpel. Not until I was older did I realize he
3s referring to a person of extraordinary abilities—one
is knowledgeable in the theory and practice of sur-
, who has advanced his specialty by contributing to
heliterature, who has developed a large clinical practice,
and who has the dexterity to perform surgical procedures

é?llh a minimum of risk to his patients.
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I am proud to have had a father who was a surgical
giant (Fig. 1). Through my intimate relationship with
him, I also had the opportunity to know some of his men-
tors, colleagues, and students. M y relationships with them
varied from only a cursory acquaintance to strong and
lasting friendships. Partly from what I learned from these
acquaintances and partly from my interest in history, but
mainly from my own experience as a surgeon for more
than 40 years, [ wish to hypothesize how and why the
surgical giants have grown in number and changed with
time,

I realize it is not humanly possible for all of you to be
pleased with or agree with the views presented. Some may
even be offended by one or more of my impressions, but
let me assure you—no malice is intended. It will be obvi-
ous that some individuals are an exception to some of my
opinions.

The period I wish to cover coincides with the lifetime
of this organization, The American Association for Tho-
racic Surgery (AATS), and the changes [ will mention
did not occur abruptly.

Our Association was organized in 1917 by a group of
New York physicians who saw the need for a society
devoted to intrathoracic diseases, The impetus for move-
ment came from our founder, Dr. Willie M eyer, who read
a paper before the surgical section of the annual meeting
of the American Medical Association (AMA) in 1913
entitled, “Extrathoracic and Intrathoracic Esophagoplas-
ty in Connection with Resection of the Thoracic Portion
of the Esophagus for Carcinoma.” In his paper, he pre-
sented the first successful esophageal resection for cancer
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Fig. 2, Increase in surgical giants with time,

talented ypq versatile groyp of clinical surgeons (his

i umes of operatjong while the vy ainder of surgeons country, or Probably any other, hys eyer produced.
t relegated thejr practices to uUncomplicated operations Never in history hys , single Program produced such
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ership of Alfred Blalock. This group, occasionally
_igeferred to as the Blalock Mafia, was by necessity very
*Sompetitive to survive their pyramid system residency,
and yet they were supportive of one another because of
b ¥fheir extreme devotion to the Godfather.
}i‘ g,,;g’l'he trainces of Owen Wangensteen were equally
‘*'ﬁnprcssive in their achievement and their contributions to
¥ :é?&udiac surgery. A few years later, Dr. Michael DeBakey
§ ¢ (Fig. 3) trained a cadre of men whe propelled vascular
" surgery toward becoming a recognized specialty.
T;«Therc appeared 10 be 2 precipitous increase in the
#development of surgical giants immediately after World

engrossed in directing huge departments, which included
pot only general surgery but also many subspecialties,
.The gold standard for the success of a department was

o monies awirded became the measuring stick of accom-
j:lishmcnt. The control of their empires left little time for
ithe professors to spend in the operating room. By reason

‘that circumstance, clinical surgery became the domain
of the Junior staff and residents-in-training, particularly

e senior residents, Physicians trained in the 1940s and
9505 had abundant opportunities to experience senior

Jesponsibility in a large volume of cases, particularly
Mbecause many city, county, and Veterans Administration
ghospitals had adequate funding and were staffed almost
e lusively by house officers. It was not uncommon to
O hear among the medical students that if you needed an
» & operation, you should look not for the professor, but rath-
@'er for one of the young staff men or a senjor resident.

¢ o Hence,m: .- of these trainees left their training programs

%fecﬁng as cinically competent as their mentors, if not

" more so. Although they respected and admired thejr
i % chiefs and were grateful for their training, they did not
& < need to refer patients to their professor or his institute,

-";f_Thus, with time, the referry pattern changed, and more
and more patients remained within or were referred to
. Lommunity hospitals, decreasing the referrals to teaching
-hospitals—5 philosophy that, in general, continues today.
+ The trainees were allowed to benefit from a large clin-
ical €xperience not only as a result of the professors’
s decrease in clinjcy activities but also by improvements in
B9 the organization of surgical specialty teaching, [n 1917,

% the ophthalmologists created the first specialty board.
3 Theirs vi. . the first effort to determine and uphold basic
&~ Tequiremens jn education and experience to qualify can-
T didates for examination and certification, By 1923 the

edical Education and Hospitals, adopt-
pecialty training, one of which was that
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the training would be under the supervision of a physician
recognized as an expertn the particular specialty, having

American College of Surgeons, and the American Board
of Surgery were held to adopt uniform standards for res-
idency training in surgery, to sponsor a single inspection
service for hospitals offering such training, and to improve
and publish a list of acceptable residency programs. The
deliberations of this tripartite committee by 1953 had
established the Conference Committee on Graduate
Training in Surgery and, subsequently, the Residency
Review Committee for Surgery.
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Fig. 4. Number of major operations performed by residents
completing a 2-year program.

The Residency Review Committee for Thoracic Sur-
gery (RRC) was established in 1967 and is composed of
two members from each of the three sponsoring organi-

ical Education of the AMA,

The primary purpose of the RRC s to assure proper
training and education of residents. Before the written
essentials of the RRC, many programs allowed only clin-

consuming, and largely unrewarding ancillary duties (o
progress in management of the care of the patient and to
eventually make demanding decisions. Review of the
number and type of operations performed by the residents
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Fig. 5. Number of specific type of operations performed by
residents completing a 2-year program.
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personnel specifically assigned to do research, thus free.
ing the staff surgeon for time in the operating room,
The numbers game became an important status sym.
bol in the minds of most surgeons, particularly - s e
advent of modern vascular and cardjac surgery  The
number of patients available for a thoracic—cardiovascu—
lar operation in the second half of thjg century s

tniatin il i, A}L& ik hi‘x

has become easier to attain. The young surgeon of today
is busier than ever, exemplified by the fact that 85% of all
cardiac operations and 75% of all general thoracic oper-

according to the manpower study conducted by this
Association and the Society of Thoracic Surgeons.*
Thoracic-cardiovasculur surgeons, because the
length of their training and the sophistication ¢! . ieir
operations, have been viewed us the most prominent or
authoritative surgeons within most institutions, In 1972,
94 surgeons certified by the American Board of Thoracic
Surgery were chairmen of departments of surgery, repre-
senting over a third of aj] chairmen, and almost al] of these
were in prestigious institutions. Furthermore, most of
these chairmen were actively practicing clinical thoracic-
cardiovascular Surgery. Today, only 45 chairmen hold
certificates from the American Board of Thoracic Sur-
Bery, representing 16.5% of al| chairmen. In reviewing the
names, [ recall to the best of my knowledge that only 21
are active in the practice of thoracic-cardiovascular - :r-
Bery, representing fewer than 8% of all depart ot
chairmen, Why, then, are thoracic-cardiovascular - .. -
geons being passed over s departmental chairmen?
Obviously, many of us who attempted to direct gener-
al surgical services, byt had a greater desire to meet the
challenges of cardiovascular surgery, allocated most of
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: 'grcncrgics in the latter direction. The job of directing the
eral surgical service und training program was usual-
Jy delegated to a person with less prestige and authority;
# not, these programs sulfered the consequences of lack
?E{attcntion. Hence, at the earliest opportunity, deans and
‘medical directors elected to appoint general surgeons or
‘sencral thoracic or vascular surgeons who were not
“4Jnvolved in cardiac surgery to chair surgical departments.

4 “In fact, many successful chairmen, both then and now.

ho had thoracic certificates found the challenges of car-
L‘liac surgery too demanding and were either unwilling to
Fdevote the necessary time or were not technically compe-
t enough to achieve acceptable results in cardiac sur-

B2

& Currently, of 93 thoracic residency programs, only nine
or fewer than 10%) are affiliated with an autonomous

& Sprograms are administered as a section in the department

A
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of surgery. Thus thoracic surgeons have relinquished their

8% The majority of the pioneering work and advances in
ascular surgery was made by thoracic surgeons. Shortly
eafter, with the introduction of extracorporeal circu-
Jation, most thoracic surgeons turned their attention to

.. mthe development of modern cardiac surgery. When the
e American Board of Surgery decided in 1984 to issue cer-

b . .
; ."@ﬁﬁcat&s of special competence in vascular surgery, one

“#avenue for obtaining certification was via a thoracic sur-
gical residency program, and approximately one third of
the progr.1s were udministered through the thoracic
frout& Toduay, there are 71 vascular residency programs,
butonly two of these are in a thoracic residency program,
~and the training in vascular surgery must be separated
" from any training in cardiothoracic surgery during the
specified year. Accordingly, the thoracic surgeons have
& delivered to general surgery a specialty to which they
2 themselves gave birth.
Another fundamental change is the amount and source
+ Of financial remuneration of surgical giants. At my alma
- mater, Tulane University, at the beginning of the centu-
ry, Dr. Rudolph Matas received no income from the uni-
< versity (Fig. 6). His income (rom teaching was derived
from fec:: ollected from the students for his lectures. In
© later yeurs, he did receive an annual salary of $4,000;
however, he was able to amass a fair fortune from his
exclusive private practice. The Flexner report, in 1910,
Tecommended full-time faculty for medical teaching, and
most universities adopted this philosophy. My father
me the first full-time professor at Tulane in 1927, His
salary was $8,000, and any professional fces were turned
over to the dean’s office. In 1934, policy was changed so

34
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Fig. 6. Sizeofstaffand budget of the Department of Surgery,
Tulane University.

that professors could retain professional fees, but no
greater than 15% of their time could be spent in private
practice. [ can recall my father stating many times that
a surgeon’s ability was inversely proportional to his
income. In fact, most university professors at that time
believed that money was the root of all evil. [ vividly
remember Dr. Wangensteen’s telling my father of his
concern about the large amounts of money his young fac-
ulty was receiving from performing heart surgery in those
formative years. His fear was that their research and sCi-
entific achievements would suffer.

Needless to say, in recounting the contributions of
Lillehei, Lewis, and Varco, we realize that these fears
were unfounded. Jim Maloney, in 1970, in his presiden-
tial address before the Society of University Surgeons
entitled, ““A Report on the Role of Economic Motivation
in Performance of Medical School Faculty,” conducted a
study to evaluate the effects of intellectual and economic
motivation on patient care and teaching. He documented
that significant problems were associated with a strict
full-time system and that a geographic system with
financial incentives was consistent with excellence in all
components of academics. He forecast that clinical prac-
tice and its derived income would become progressivcly
important to the vitality of a surgical department. His
crystal ball proved to be correct, because all institutions
eventually required departments to tender 2 financial
account of their activities,

[n 1940, the budget for the Department of Surgery at
Tulane was $33,000, and the staff was composed of two
professors, two assistant professors, and an instructor,
along with three non-MDs—a secretary, a photographer,
and a medical artist (Fig. 6). By 1965, the budget of the
department had increased to $154.852. The departmen-
tal makeup consisted of four professors, four associate
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professors, two assistant professors, one instructor, and |2
non-MD stafl members. A few members of the faculty
were active in private practice and were allowed o retain
their fees. In 1972, the budget of the department totajed
$234.058 and was com posed of seven professors, six asso-
ciate professors, one assistant professor. and 1§ non-MD
stall members. No faculty practice plan was in effect ot
this time, and the surgeons were able to recejve direct
compensation for their practice, which in the case of a few
was immeasurable. Last year, the budget of the depart-
ment was 5.4 million dollars, At present, a school-wide
laculty practice plan is in place, and the 5.4 million rep-
resents a net fee from which practice costs and various
university taxes have been removed. Thus that figure
reflects the total amount of moncy the department has to
work with for thut year, The faculty consists of 12 profes-
sors, five associate professors, four assistant professors,
wo instructors and 44 non-MD staif members, Neediess
to say, management of surgical department of today
mimics big business and requires a staff of business man-
agers.

T'am convinced that although the lif; estyle of the surgi-
cal giants has changed greatly, their basic work ethic has
not altered with time. Earfier this century, surgeons
became steadfast pen pals, carrying out transmission of
surgical progress through the mail. Available means of
transportation were tedious: hence, when surgeons gath-
ered for meetings, they spent extended periods together.,
because a short stay was hardly worth the effort. Travel
by train for 2 1o 3 days was not uncommon, and us vur-
ious members of 4 society boarded the train along the
itinerary o a particular destination, [riendships were
renewed, and frequently the entire scientific program
would have been discussed by the time of arrival, Until
1940, most professors were full time, and the my jority of
their time was spent in undergraduate teaching, Most of
their endeavors took place during the academic year, and
in the summer they had a plethory of [ree time. Although
the work cthic exerted S0 strong an influence (hat most
spent this leisure time in clinical orexperimental research,
many took advantage of the opportunity to spend long
periods visiting colleagues, cither stateside or abroad.
Strong friendships were created, and visitors would stay
atthe homesof colleagues. I remember many of the giants
whostayed at our home—Allen, Blalock, Churchill, Cole,
Coller, Wangensteen, Zollinger, and others, Not bcing
interested in medicine as achild. 1 thought of them as |
did my father—doctors who “operate on dogs und
people.” The friendships of most of the giants at that time
were forged through their academic associations and fos-
tered through the long periods of contact at meetings,
visits and travel clubs, The role of travel clubg diminished
because of multiple society meetings and advances in

“
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communication, al though some of the older, more estab.
lished ones that are very dear 1o their members )y exist,
Inrecent years, new clubs of particular interesy - iinoyr
speciilty have been organized.

During this century, growth and developmeny iy Many
fields of technology have changed the work ethic and fife,
style of surgeons. Communications have advanced from
the wireless (o telecommunication satellites, and trans.
portation has gone from the Wright brothers’ first Aighy
at Kitty Hawk (o Apollo’s voyage (o the moon. In the pagt
50 years, the explosive growth in thorucic-cardiovascular
technology has ailowed greater number of surgeons to

become giants, Rapid air travel has allowed surgeons to

meetand discuss surgical topics within ashort time frame,
During the 19605 and 1970s, many cardiovascular syr.
geons had such strong clinical demands that thev would
g0 to the extreme and Ayouttoa meeting to give - aper,
fly back the same day, and then fly out again o day later
after performing a serics of operations at home,

Although such extreme Mmeasures were undertaken
mainly to accommodate a busy schedule, other contrib-
uting factors were the desire to control patient referrals
and to indulge in self-importance, inasmuch as some
believed their uniqueness precluded their duties being
carried out by anyone else. For years, the program com-
mittee of the AATS selected und designed the program
insuch a fashion that 4s many members as possible would
be present through the entire meeting. However, in 1991,
they recognized the time constraints of their members and
attempted to redesign the program so members would
only need to attend the meeting when subjects  the
program were relative to their interests. Instead o: «dg-
ing in the homes of colleagues, today’s surgeons stay at
hotels to muke better use of their time. In this way, they
have control over their commitments, such as putting
slides together for 4 lecture, but they are also able to per-
form everyday business uctivitics while away from home
with the help of portable Dictaphone machines, faxes, and
multiple telephone calls to their secretaries or nurses to
ensure regulation of their business und proper care of their
paticnts,

Although among  thoracic-cardiovascular surgeons,
friendships of today are not founded on relationships
formed during fong meetings and intimate visits. the
advances in technology that improved lifestyle alic r
more frequent visits and probably more exclusivel vl
time, which has resulted in cqually strong friendships.
Some of the closest relations in our speciulty were fostered
and made sccure during modern surgical training when,
becausc of the stress and demand, residents tended to re{y
on euach other. This js in contrast to the early part of this
century. when surgeons did not undergo lengthy formal
training, vigorously structured as we know it today.

s i
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¥ he lifestyle of those in training has also changed. In
@ first half of the century, the personal and social lives
Bthose in training was of no concern, Professors in that
& would not allow those in training to be married. What
uld Harvey Cushing’s reaction have been to learn that
Bday the Special Requirements of the RRC for general
pd thoracic surgery, [V A 2¢, reads: “'It is the responsi-
Bility of the program director to ensure assignment of
easonable in-hospital duty hours so that the residents are
W0t required regularly to perform excessive prolonged
Periods of duty. It is desirable that residents’ work sched-
ples be desiened so that on average, excluding exception-
galpatient ... : needs, the residents have at least one day
Put of seven Iree of routine responsibilitics and be on call
" the hospital no more often than every third night....”
g My mother once told me that one of the great disap-
LPointments of her fife was that A. J. Ochsner, my father’s
gmentor and second cousin, died before my father was
lappointed professor and chairman of the Department of
Surgery at Tulane. A.J. Ochsner believed that none of his
pupils should marry before they achieved their academic
#20al and that marriage would prevent them from attain-
§ ing their goal. Mother felt that had A. J. Ochsner known

of my dad’s appointment, she would have been exoner-
& ated,

" Another noteworthy change with time has been the
gpl‘aCtice protile and academic orientation of surgical
> giants and, in particular, the thoracic-cardiovascular sur-
ggeon. No matter how intent the interest in various aspects
:Of thoracic-cardiovusculur surgery, technical advances
Z"Sllally governed the practice profile (Fig. 7). In the early
” part of thig century, little thoracic and vascular surgery
“and no cardiyc surgery was being performed, and the
Surgical giants of the time were in essence general
Surgeons. Over the first four decades, general thoracic
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Fig. 8. Practice profile of diplomates of the American Board
of Thoracic Surgery recertified since inception of recertification,

surgery and, to a small extent, vascular surgery progres-
sively increased, Beginning with Robert Gross’ first suc-
cessful ligation of a patent ductus arteriosus in 1938 and
Charles DuBost's resection of an abdominal aortic aneu-
rysmin 1951, surgeons began an attack on cardiovascu-
lar disease. This onslaught continued at 4 record-break-
ing pace, and an explosive growth was seen in vascular
surgery in the 1950s and 1960s, and in cardiac surgery in
the 1960s and 1970s,

This growth was driven by the development of opera-
tive procedures for treating specific cardiovascular anom-
alies and diseases. With the increase in the number of
patients, surgeons had the option of limiting their practice
lo one or more specific subspecialties, depending on
achievement, ability, personality, and competition within
the arca in which they practiced.

According to a review of the practice profiles of the
thoracic-cardiovascular surgeons rccertified from 1985
through 1992, very little has changed (Fig. 8). Because
these surgcons have already been in practice for 10 yeuars,
the profile for each year may well remain stable. I looked
at my own practice profile at 10-year intervals through-
outmy career, and I noticed that the changes were relat-
¢d to the development of specific surgical procedures, to
my own changing interests, and to the changing nceds
within the institution where I practice (Fig. 9).

In the early days of modern thoracic-cardiovascular
surgery most, if not all, of the surgical giants were acade-
micians. Today, the majority are no doubt still academi-
cians, but with time, a noticeable number of persons in
private practice are reaching giant status. Because of
ongoing socioeconomic changes, the heretofore meuning-
ful distinction between the academician and the private
practitioner has become less meaningful. Today, academ-
ic surgcons typically engage in private practice. Also,

o 2o I o
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intervals.

academia is no longer able to sustain the myth of prestige.

Having an even greater impact on blurring the line
between clinical surgeon and academician is the tremen-
dous recruitment of thoracic, and particularly cardiovas-
cular, surgeons into community hospitals. To stay finan-
cially competitive, hospitals must perform the procedures
that bring in the big bucks. Neverin history have such vast
resources been available to 4 group of surgeons as to car-
diovascular surgeons in the past 40 years. With support
provided by the community hospitals and the sy bstantial
fees available immediately out of training, the cardiovas-
cular surgeon is able to amass large sums of money in a
short time. Hence hundreds of cardiovascular surgical
group practices have developed around the country. In
essence, these group practices are sizable businesses that
employ a fiarly large staff of non-MD personnel who help
maintain the practice and allow it to grow. This arrange-
ment provides a mechanism for cardiovascular surgeons
in group practices to make scientific contributions to the
profession and thereby to reach giant status,

[n the early meetings of the AATS, the distribution of
papers between university and private practice was fairly
equal, mainly because most practitioners were only
loosely associated with the universities. As surgeons
became dedicated to the universities, more and more sci-
entific papers originated from this setting, and by 1950,
with the increasing amount of experimental research,
90% of papers presented at the meetings of the AATS
were from university surgeons. However, with the advent
of open heart Surgery, and particularly coronary artery
surgery, many of the advances were made in non-univer-
sity settings. In 1979, 34% of the papers presented were
from non-university institutions, There ure sound reasons
for these changes. Most surgical specialtics developed
operations through knowledge gained by trialand error in
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clinical situations. Before Harvey Cushing, the risk of
removing a brain tumor carried an 809, mortality, and
even in our own specialty the mortality risk fro; - Phey.

monectomy was 52% in the early years, Hon o, the

evolution of cardiovascular surgery clearly showed the
importance of the experimental laboratory in the devel.

experimental laboratory before moving into the clinica}
arena. Perhaps because of the psychic importance of the
heart to the laity, extensive experimental research was
expected before heart surgery would be accepted by the
public. On the other hand, in the carly days varioyg lab.
oratory animals, particularly the dog, proved to be poor
models, and a cardiac operation was evidently fess likely
to be survived by a dog than by the higher Honir, ‘Diens
mammal. For these reasons, many advances in ‘rdiac
surgery were made in the clinical arena, giving the nop.
university surgeon the Opportunity to pioneer. Another
factor contributing (o the development of surgical giants
was that general practitioners, internists, and cardiolo.
gists were content to refer their patients within their own
community hospitals. Successfiyl operations were being
achieved without scientific proof of the reason for their
success. Accordingly, the need arose Lo return to the lab-
oratory to prove why certain mancuvers were successful,
The academician once again answered this challenge.
Through experimental research, the reason for the suc-
cess of certain methods of extracorporeal circulation and
technical mancuvers in cardiac surgery was proved, - fter
demonslruling the recason for success, acader  ns
extended their efforts toward improving on their Giscov-
cries. In the past 10 years, 90% of the papers presented at
the AATS have once again come from universities.
However, this high pereentage does not mean that non-
university hospitals were not involved in teaching and
research, exemplified by the fact that the first award for
research, given by the Thoracic Surgery Directors Asso-
ciation to maintain productive young surgeons in aca-
demic medicine, was won by a resident from Allegheny
General Hospital—y non-university hospital.

The American Board of Thoracic Surgery at its annu-
al meeting, April 4, | 987, amended the Bylaws, Article
I11, membership Section 2—Nominees. .. in mu 0]
such nominations, consideration shall be giventou. -
ing a geographic distribution of the Board members Wil
@ balance between academic and private practitioners.”
The underlined text was deleted, because the board
believed that in this day, a defined difference between the
role of an academician and a private practitioner does not
exist,
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3 Before World Wars [ and II, the vast majority of the
surgical ciants resided in Europe, predominantly Germa-

is Association were born in Germany, among them,
@ Willy Meyer, Franz Torek, and Carl Eggers, and some
plater presidents received much of their training in Europe,
®among them, Leo Eloesser, Alton Ochsner, Richard
& Churchill, Michael DeBakey, and Frank Gerbode. Hup-

&8 dreds of North Americans took the opportunity to visit
. Europeun surgical giants such as von Mikulicz-Radecki,
i Sauerbruck, Schmeiden, Leriche, and others. My dud
once told me that if you ever think you are the first to
"% perform a certain cardiovascular operation, best you read
" the works of Sauerbruck, for more than likely he has
" already done it. During both wars, except for trauma
surgery, advances in surgery were severely curtailed.
% Europe was able to maintain its surgical preeminence for

' % ashort period after World War I; however, around 1935,

-7 there was a surge of innovative teaching and surgical
@ practices in America. The disparity between the surgical
” standards of Europe and those of the United States nar-
~ rowed, became equal, and eventually reversed as the
result of World War 1. This Second World War caused
destruction of many European clinics, with long-term
isolation of their physicians from the rest of the world and
even a manpower loss through the war. Many of the
European countries, particularly those of the Axis, were
diminished to a subordinate role in medicine and surgery.
The enormous advances in cardiovascular and transplant
surgery were almost exclusively initiated in the United
States.

After World War 1, surgeons around the world took
the opportunity to visit American institutions, in turn
bringing back to their countrics new knowledge in
research, teaching, and the practice of surgery. The world
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Fig. 11. My alignment to Jack and the beanstalk,

has been relatively peaceful for 45 years, and the devel-
oped countries have been free of war on their soil. Thus,
in recent years, the contributions to the development and
improvement of surgery have been global. The rate of
production of foreign surgical giants today parallels that
of North America. The activity of foreign surgical giants
in this Association is noted by the progressive increase in
the number of papers they presented at our annual meet-
ing (Fig. 10). The first foreign paper in modern times [
could find was that given by Dr. M. P. Susman of Syd-
ney, Australia, in 1953, when he presented, “Hydatid
Disease as It Affects the Thoracic Surgeon.” Most early
papers were presented by surgeons from European coun-
tries that belonged to the Allied Forces. Most of these
papers were given by Drs. Senning, DuBost, Ross, and
Belsey and a cadre of surgeons from Great Ormond
Street Hospital, Currently, 49 members in the AATS are
foreign, three fourths having been elected in the past 10
years.

I do not consider myself a surgical giant but align
myself with Juck in the English folk tale, “Jack and the
Beanstalk™ (Fig. 11). I was fortunate enough to have had
asturdy beanstalk to climb and to reach a height at which
[ could pluck a few gold coins and golden eggs from the
giants. My beanstalk was sturdy because my mentors
{Drs. Michacl DeBakey and Denton Cooley) taught me
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basic surgical and physiologic principles that | could
adjust as technology advanced. It was also sound because
Ihad a family that supported me despite long hours away
from home. I was fortunate to have begun my training the
year John Gibbons first used extracorporeal circulation to
correct an intracardiac defect. Thus [ had the opportuni-
ty to witness firsthand all the modern advances in thorac-
ic cardiovascular surgery.

Because of this exposure, | have not limited my prac-
tice to a specific interest in this, our specialty. | recognize
the importance of subspecialization in thoracic surgery
and the desirability of being able to practice comfortably
and competently and to be authoritative and have the
perks of fume and fortune, However, for the benefit of the
younger surgeons and our future giants, | have reserva-

tions over subspecializing too early. First, I think many of

the advances in thoracic surgery would not have been

made were not the innovators trained in many aspects of

thoracic surgery. Stanley Crawford's monumental work
on thoracoabdominal aneurysm resulted from his being
thoroughly versed in peripheral vascular and thoracic
surgery. Jatene's operation for transposition of the great
vessels was the culmination of all the years he had spent
perfecting coronary artery surgery. Many other ad-
vances throughout the years have been  performed
because the thoracic surgeon was versed in and actively
engaged in many aspects of thoracic-cardiovascular sur-
gery. Sceond, the amount of pleasure derived from prac-
ticing all aspects is unlimited, Most of my exposure dur-
ing training was in vascular surgery with some general
thoracic surgery, primarily in complications of tubercu-
losis und in the carly stages of congenital heart surgery.
Had I declared myself a specialist in one of those three
areas of study, I would have missed much of the excite-
ment that came later in the development of valvular heary
disease, coronary artery disease, and both heart and lung
transplantation.

Today, the American Board of Thoracic Surgery and
the RRC for Thorucic Surgery are fully aware of the
importance of obtaining complete training in all aspects
of thoracic-cardiovascular discase. Once a sound foundy-
tion is laid, a subspecialty can be chosen, or training can
possibly be continued in all aspects, if time allows and the
institute where the practice takes place agrees. Also, with
breakthroughs in medicine, o particular discase or the
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need for a particular operation may not exist forever,
Thus many pulmonary discases are now curable wigy
antibiotics or will be in the luture, The advances me
immunology and chemotherapy and the progre
oncogene inhibition and monoclonal antibodics and ;. 4.
diation could limit other aspects of genceral thoracic syp.
gery. Prenatal care may limit, genetic engineering may
prevent, and cthical laws may prohibit operations for
congenital heart discase. We have already witnessed the
impact of minimally invasive techniques on the Manage.
ment of valvular and coronary artery discase and do nog
know what further technical advances are likely to cvolve,
We have noticed the impact of preventive medicine on the
control of certain diseases, and hence the surgeon may be
denied the treatment of their complications. Those who
perform transplants continue to be frustrated by the lim-
itation of donors. We must be concerned about the - .
sible restraints managed health care places on us o e
changes that are imminent in the forthcoming health cire
reforms, no matter what our specific interest,

Finally, having expounded on the virtues of multiple
interests and the fear of subspecialization, 1 believe that
because of the demand for excellence and the amount of
knowledge needed (o meet these demands, surgeons will
be forced to limit their practices to a particular interest,
I envision for the future many thoracic-cardiovascular
giants working in a smaller sphere, with organized lives
that will allow them to become effective trustees of health
for years to come,

I acknowledge the help given by Dr. Ward O, Griflen,
Executive Director of the Amcrican Board of Surgery:
Glennis Lundberg, Administrative Director of the Ameri
Board of Thoracic Surgery, Inc.: and Dr. Jack Boberg, Excou-
tive Secretary, Residency Review Commitee for Thoracic
Surgery, Accreditation Council for Graduate Medical Educa-
tion, for useful information in preparing this paper.
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