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Education of surgical house staff and
medical students — opportunities and

problems

There is a growing realization in educational circles of
the importance of all forms of education in ambulatory
settings. As ambulatory medicine begins to receive
greater emphasis in our medical schools, the nature and
degree of exposure of medical students to ambulatory
surgery will undoubtedly change. At the moment, medi-
cal students are rarely exposed to ambulatory surgery in
an explicit and organized way. Ambulatory surgery, if it
is offered at all to the medical student, is usually offered
as an appendage to the inpatient surgical activities. Stu-
dents are generally not taught the basic principles of
ambulatory surgical procedures. Students should be
exposed in an organized fashion to the principles and
techniques of ambulatory surgery, including the princi-
ples of local and regional anaesthesia. The basic elements
of planning and performing an operative procedure and
the basic elements of tissue handling techniques can be
taught in an ambulatory setting. Students should be
taught and should have experience in the care of injuries
requiring surgical repair, such as lacerations and soft
tissue injuries. Opportunities should be presented for the
students to have sufficient follow-up on patients so that
they can become familiar with the management of com-
plications that may occur. A curriculum, with clearly
stated educational objectives, is also essential.

At the resident level, the educational issues become
somewhat more complex. Residents also need to have a
basic grounding in fundamental elements of ambulatory
surgery. These principles are at the present time not well
taught in many medical schools and they are not well
taught in many surgical residencies. There is a tendency
for surgical residents to focus on the inpatient surgical
procedures, and the ambulatory activities are often given
a position of secondary importance. The academic struc-
ture of each residency programme should provide the
opportunity for residents to be exposed to and involved
in ambulatory surgical procedures in an organized fas-
hion under adequate and appropriate supervision. Surgi-
cal faculty should be assigned to the ambulatory surgical
centre as well as to the inpatient units. Surgical residents
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generally get experience in ambulatory surgery in one of
two organizational frameworks. One system is to assign
the resident to a team which is responsible both for
inpatient and outpatient activities. The drawback of this
system is that the pressure of the inpatient activities often
dominates the residents’ activities. Another system is to
assign the residents directly to an ambulatory centre in
which they have no inpatient responsibilities. That
system has the advantage of providing appropriate
emphasis on ambulatory surgical activities, but partici-
pation of residents in preoperative and postoperative
care may be more difficult to achieve in this setting.
Whichever assignment system is used, residents should
have protected time to participate in the ambulatory
surgery programme.

From an educational standpoint, residents should be
involved not only in the performance of an operative
procedure, but also in preoperative care so that they may
participate in establishing a diagnosis and in planning an
appropriate operative procedure. They should be
responsible for significant portions of the operative pro-
cedure itself and should also be involved in the postoper-
ative care of the patient so that they may become familiar
with outcomes of the operation as well as with complica-
tions. Continuity of care is just as important in ambula-
tory surgery as it is in inpatient surgery. Facilities should
be made available to the residents so that the continuity
of care is maintained.

We are still at a relatively rudimentary level of deve-
lopment of educational programmes in ambulatory set-
tings. Excellence in ambulatory surgical education will
require organization and the commitment and dedi-
cation of surgical faculty as well as residents and stu-
dents, but there is no reason it cannot be achieved.
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