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IS THE CULTURE OF SURGERY STILL A
GENDER ISSUE?

We read Brown and colleagues’ re    c ent
article1 on culture transition in surgery
with interest. We agree with the ac -
companying editorial by  Harvey,2 that
this is an important addition to the
literature and that open, frank discus-
sion is needed from the pro fession.
We feel that some of their points
merit further exploration. 

The authors highlight 2 key factors
influencing the culture and future of
our profession: the (slow) movement
toward gender balance and a genera-
tionally driven attitudinal shift. They
study how “new” recruits perceive
these changes by interviewing 17 sur-
geons (9 women, 8 men),1 all of whom
are assistant professor level or higher;
have a mean age of 38 years; and are in
heterosexual relationships. The ethnic
profile of the sample was not reported. 

We would suggest that interview-
ing this sample, though of interest,
might in fact miss the point; the
authors have sought the views of the
“new establishment.” All of the par -
tici pants of the study have become
est ablished aca demic surgeons, some
against well-defined, albeit diminish-
ing, barriers. They have opted to stay
in the profession, in some cases
alongside the added commitments of
mother hood. In the UK, 90% of
those in surgical training decide on
this path during their first year
postqualification with a similar gen-
der ratio, yet far fewer women ulti-
mately achieve their goal.3 Women
in itially attracted to surgery move
away from this career option during
their postgraduate education; this
attrition was previously attributed to
lifestyle considerations.4,5 We would
postulate that the same may be true
of some black and minority ethnic
groups, and possibly also lesbian, gay,
bisexual and transgendered surgical
trainees. In terviewing a cohort from
these groups — those who chose not

to enter the profession they were in -
itially drawn to — may cast further
light on gender and cultural issues
with in surgery and undercover why
it has been perceived for so long as
an “old boys’ club” with on going
 discrimination.

Brown and colleagues1 cite a lack
of mentoring as 1 potential reason for
our profession’s loss of talent. We
would support this claim. In our
 ex perience6 and the experience of
 others, access to mentors is limited
not only for women but also for other
minorities in this professional arena.
Formalized mentoring programs that
seek to pair candidates with suitably
matched  (but not necessarily demo-
graphically similar) mentors, and the
use of mentoring frameworks, may
help people to achieve successful
men   toring relationships.7 Raising
awareness for mentoring and mentor
acquisition as early as possible in sur-
gical careers (i.e., medical school) may
also benefit potential surgeons. 

Positive role models have been
shown to significantly impact career
choices.8 From our personal experi-
ence (H.M., T.B.), role models are
limited for Generation Y female
potential surgeons. We agree with the
study, that increasingly this is not a
gender issue; men, too, want a better
work–life balance9 to pursue portfolio
careers while having flexibility for
more time at home and the oppor -
tunity to travel. Certain aspects of
surgery as a career (e.g., emergency
work, management of complications,
unpredictability of surgical pathology,
competition for attaining training
posts) inherently clash with these
aspirations; however, we believe that
broad-minded individuals with ambi-
tion within and outside of medicine
are assets to any workforce. 

Surgical trainees with the Genera-
tion Y value set should be encour-
aged into, not dissuaded from, sur -
gical specialties. This will not happen
passively; it requires a strategic ap -

proach involving enhanced child care
opt ions, job sharing and flexible con-
tracts, and signposting of role models
and mentoring opportunities. It
requires a culture change within our
profession. 
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THE AUTHORS RESPOND

We appreciate the thoughtful re -
sponse from McGrath, Brew and
 Warren. We acknowledge that we
interviewed those who overcame the
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challenges of postgraduate training
and became academic surgeons. We
question whether they would per-
ceive themselves as the “new estab-
lishment,” though we will concede
that to be successful these individ -
uals have agreed to the expectations
of their department and their aca -
demic institution. We recognize that
many surgical trainees leave training
programs and many academic sur-
geons leave university departments
to go into com munity practice
because they cannot, or will not,
make the compromises required to
deal with the demands of their roles.
We agree that many ca pable women
leave surgical training or drop out of
academic surgery because of the dif-
ficulty of combining family and pro-
fessional roles. 

We also acknowledge the limita-
tions of our study group. We were
interested in the case study represented
by a department of surgery that inten-
tionally set out to change the gender
mix and to change policies to be more
“family friendly.” We would contend
that departments of surgery can make
choices about how to support women
and men during their training and as
faculty members, and these choices
will make trainees more likely to be
successful. This is an evolutionary
rather than a revolutionary approach.

Our paper indicates the critical
importance of mentorship. If mentors
are not assigned or identified in one’s
own department, individuals need to
look elsewhere—to national surgery
organizations or other national or -
gan izations such as the Canadian
Medical Association, which has a
mentorship program to faculty mem-
bers outside of surgery.

Again, we thank the authors for
their comments and observations, all
directed at inclusiveness in surgical
training and academic pursuits.
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COMMENT ON “COMPARISON OF
THE MAJOR INTRAOPERATIVE AND
POSTOPERATIVE COMPLICATIONS
BETWEEN UNILATERAL AND
SEQUENTIAL BILATERAL TOTAL KNEE
ARTHROPLASTY IN A HIGH-VOLUME
COMMUNITY HOSPITAL”

It was with great interest that we
read the recent article by Spicer,
Thomas and Rumble,1 which pro-
vides an insight into the safety of
unilateral total knee arthroplasty
(UTKA) versus sequential or simul-
taneous bi lateral total knee arthro-
plasty (BTKA)  in a high-volume
commun ity hospital. The authors
excluded from their study patients
who underwent staged TKA, defined
as “2 distinct surgeries on both knees
within a 1-year period.” Instead,
candid ates with bilateral knee symp-
toms who were deemed eligible for
surgery were given the option of
BTKA or 2 UTKAs.1

In our experience with patients
who present with bilateral fixed flex-
ion knee deformities, even if a
UKTA is initially successful, it may
develop stiffness and adopt the fixed
flexion of the contralateral knee if
the latter is not likewise replaced
within a few months. Residual flex-
ion contractures after knee replace-
ment have been associated with poor
outcomes.2

The limitation of movement and
impact on quality of life caused by
a residual  f lexion contracture3

should be considered a complica-
tion in itself. This complication
might be avoided by performing a
BTKA or careful pre- and postop-
erative management to safely com-
plete staged TKA pro cedures in
considerably less  than 1 year.
Although it seems reasonable that

“individuals who decline the sec-
ond operation may have been bet-
ter served by a 1-step BTKA,”1 the
 alternative is perhaps more relevant
to orthopedic departments where
there is less experience and exper-
tise in performing BTKAs.

The merits of BTKA versus
staged TKA have been extensively
discussed in the literature. Reduced
costs, single anesthetic and decreased
total recovery time have been high-
lighted as advantages of BTKA,4 but
an increased risk of serious post -
operative complications have also
been reported.5 We hope that future
studies will continue to object ively
evaluate the risks and benefits of
each, and identify which patients
might be more suited to a particular
method.
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We thank Razii and Morgan-Jones
for their comments regarding our
study that compared the incid ence of
serious perioperative com plications
between unilateral and bi lateral total
knee replacements.

They make the additional observa-
tion that replacing 1 knee when the
patient has a deformity in both knees
presents difficulties with rehabilita-
tion and may compromise the out-
come for the knee. We agree that this
may very well be the case, though it
was not the focus of our study.

They also comment on the omis-
sion of staged procedures, in which
the 2 knees are replaced on separate
occasions within the first year. In
our hospital there were only 69 such
patients during the time frame of
our study, which did not reach sta-
tistical significance; hence, we omit-
ted them.

They encourage further study to
“identify which patients might be
more suited to a particular method.”
This may be useful to surgeons in
different settings. In our case, we
found that replacing both knees
under 1 anesthetic was safe in the

setting of a high-volume community
hospital.

Once again, we appreciate the
feedback.
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