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Thank you Dr AbuRahma for your lasting friendship
and this very generous introduction. Members and guests,
I am deeply honored to have served as the 24th President of
the Eastern Vascular Society this past year. This society is
close to my heart and has played a big part in my profes-
sional development, as it has done for many of you and no
doubt will continue to do so in the future.

It was at the Eastern that I first heard a presentation by
Juan Parodi about “Clinical Experience with Balloon Ex-
pandable Stent Grafts” in May 1994. It was at the Eastern
the same year in Montreal that I heard the first serious
prodding to pursue endovascular skills by Frank Veith
during his Presidential Address. That meeting changed my
professional focus and ultimately my career.

“B97” was my code for enrolling patients in the East-
ern Vascular database, the first introduction of a regional
database for quality assurance and tracking of outcomes.
Had the I-Phone and I-Pad era been in full swing, that
database would have survived as the largest repository of
vascular outcomes today. Unfortunately, it succumbed to
the snail mail of the time.

The Eastern taught me the value of serious discussion
of scientific ideas, because it always included long discus-
sion periods after each scientific presentation, 10 minutes
per paper during its early meetings. I am humbled to be
now listed among a group of surgeons who led this society,
including several of my heroes and many of my friends. It
certainly is a long way from my days as a medical student
and surgical resident at the American University of Beirut
Hospital in a war-torn country where intolerance, hatred,
and prejudice ruled; a period of my life where religious
affiliation and zeal were more valued than openness, hon-
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sty, and empathy. I do hope and pray that partisan anger
nd religious bigotry, rearing their ugly head around the
orld, fail to establish a beachhead in my new adoptive

ountry.
It has certainly been a long and interesting journey

unctuated by many successes, and more failures. My 87-
ear-old mother would be happy to tell you that standing
ere today is all due to my skills, talent, and superior

ntellect, but most of you know better; and for the few who
o not, my wife, children, fellows, and partners in the
udience today would be happy to correct you.

I really owe the privilege of being here today to the
upport and help of too many individuals to list and thank,
ut some I must. Henry T. Bahnson, or “Hank” to his
riends, a giant of American surgery, a master surgeon and
nspiring leader, a man of few words who valued integrity,
oyalty, and dedication to patient care above all, provided

e with the unusual opportunity to finish my residency in
he U.S. by accepting me as a third-year resident in 1980.

Since then, Pittsburgh has been my home for the last 30
ears, and although we considered moving at many junc-
ures, I never found a better place to live, raise a family, and
evelop a career. I am eternally grateful to him for his trust,
upport, and guidance. Against his better judgment and
espite my infamous temper, he hired me to join his faculty
nd was responsible for pointing me toward vascular sur-
ery.

I would also like to thank Marshall Webster, who finally
vercame his cynicism and doubts and allowed me to get

nvolved with the new emerging technology of endovascu-
ar aneurysm repair (EVAR) in 1995, and later entrusted

e with the leadership of our division. His wisdom and
upport have been invaluable for our division reaching its
otential.

Most of my successes would not have been possible
ithout an amazing and talented group of vascular sur-
eons, fellows, and residents who make me look far better
han I really am. Their dedication, hard work, and intellect
re a constant challenge to work harder just to keep up.

Finally, I would like to thank my family, whose unwav-
ring support and love carried me through some of the
ifficult times in my life and career: My son Sami, for his
uriosity and dispassionate criticism that provides me with

ore insight into my personality flaws than I care to admit;
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my daughter Lena, for being my moral compass and my
sounding board for many of my decisions; and last but not
least, Silva, my wife, friend, and companion for the last 36
years who has led the three of us by example and hard-
nosed dedication to both family and career. She is a tireless
worker, a brilliant scientist, and a loving mother and wife,
who never accepts mediocrity and has inspired us all to try
and excel at what we do. Thank you.

That brings me to the topic of my address: Meeting the
challenge.

We all seem to be facing an increasing number of daily
challenges, whether related to individual patient care, un-
derstanding the ever more complex health care regulations,
sidestepping the latest financial crises, deciphering the latest
version of Microsoft Office, or simply finding where we
saved that damn file. Our life seems more complex than
ever in the face of a world changing at breakneck speed.

More importantly, we are also facing collective chal-
lenges as a specialty of vascular surgery, from competition
by other specialties to decreasing reimbursement for ser-
vices, to a breathtaking increase in technologic innovations,
to serious doubts about our ability to meet our manpower
needs to better serve our patients and solidify our compet-
itive advantage. Despite the prevailing pessimism, I stand
here to declare that the sky is not falling, as I have been
repeatedly told by many since I set foot in the U.S. Vascular
surgery is doing well and has risen to meet most of the
challenges thrown its way. In the words of Henry Ford:
“When everything seems to be going against you, remem-
ber that the airplane takes off against the wind, not with it.”

I would like to start with a famous saying that has
always intrigued me: “May you live in interesting times.”
Undoubtedly, this applies to all of us, as these are indeed
very interesting times in vascular surgery. The origin of the
saying is unknown but represents what is believed to be one
of a triad of old Chinese curses. Those who coined it or
popularized it clearly value stability, serenity, and comfort
over turbulence and strife. For me, it has always symbolized
the opposite: a blessing to live in periods of change and
upheaval. It certainly makes life more exciting, offering us
the opportunity and thrill to conquer the untold hurdles
that we constantly face. Robert Kennedy’s words in his day
of affirmation speech in South Africa in 1966 ring a very
personal note with today’s vascular surgeon:

One danger is comfort; the temptation to follow the easy
and familiar path . . . . There is a Chinese curse which says
“May he live in interesting times.” Like it or not, we live
in interesting times. They are times of danger and uncer-
tainty; but they are also the most creative of any
time . . . . Everyone here will ultimately be judged—ulti-
mately judge himself—on the effort he has contributed to
building a new . . . . society.1

The last 20 years have certainly provided and continue
to provide many challenges. Many we have met and
emerged as a stronger group, but we cannot be lulled to
sleep, as we are still tackling other challenges we only

partially met and more yet that are lurking in the shadows t
egging for attention and solutions. I will provide an
xample of each. For those tired of fighting, help is on the
ay from an unlikely source: medical students flocking to
ur specialty. Their talent, youthful enthusiasm, and com-
itment are great building blocks for a solid and compet-

tive future for our specialty.
One major challenge we did meet was first articulated

n the Presidential Address of Frank Veith to this society at
ts Eighth Annual Meeting.2 I was in the audience and still
emember vividly the bold predictions that innovations in
ndovascular therapy will forever change the landscape of
hat we do and how we treat vascular disease. The chal-

enge issued then by Dr Veith was that we must adapt to the
hanging nature of our specialty by embracing the new
ndovascular technology and by taking a leadership role in
ntegrating it in our therapeutic armamentarium. That, we
id.

Today, almost all vascular surgeons perform some if not
ost of the endovascular interventions in their hospitals.
ationwide we perform 70% of endovascular aneurysm

epairs, and about a one-third of peripheral and carotid
tent procedures while numbering �20% of physicians who
ay claim to vascular care (Fig 1).3-5 Most of us have access
o fixed imaging equipment in the operating rooms and
ndovascular privileges in all angiographic suites. Interven-
ional radiology has suffered from avoiding to meet the
hallenge head on; we avoided being caught with our pants
own.

The transformation of vascular surgery has involved
nsuring that our trainees are ready to meet their challenges
nd spread their endovascular skills among mature prac-
ices. Our vascular fellows in the U.S. graduated in 2007
ith a mean of �175 therapeutic endovascular interven-

ions, four times the volume of 2001.6 Granted, this is not
niform across all fellowships, but it certainly is a far cry
rom where we started. The trend has continued after 2007.
ur University of Pittsburgh Medical Center (UPMC)

ellows have nearly doubled this number in the last 3 years,
oving our average up �350 cases per graduating fellow.
ur continued challenge is to avoid resting on our laurels

nd to continue the trend started in the early 2000s pro-
iding all members of our new generation the tools they
eed to compete in the marketplace.

A major challenge that we only partially met and con-

ig 1. Distribution of operators by specialty for (A) peripheral
tents and (B) endovascular aneurysm repair. CT, Cardiothoracic.
ource data: CMS. Part B Physician/Supplier Procedure Summary
ublic Use File. PSP 2009. Aug 3, 2009.
inue to tackle is the independence of our specialty and the



c

o
w
t
l
v
t
f

s
e
b
a
m
o
m
a
p
p
c

l
o
g
o
s
k
i
d
w
s

s
g
c
s
i
w
l
s
a
(
m
A
a
W
n

JOURNAL OF VASCULAR SURGERY
May 20111424 Makaroun
definition of our identity. You all remember the strong
push and divisive fight for an independent board for vascu-
lar surgery (American Board of Vascular Surgery) spear-
headed by several past presidents of this society, namely Drs
Veith and Hobson, with the support of all vascular societies
in the U.S. and �70% of our members. Although we failed
in our stated goal, acting on our convictions actually
achieved most of the elements we were seeking, including
the declaration of a primary certificate status for vascular
surgery, the formation of an autonomous Vascular Surgery
Board of the American Board of Surgery, the reduction in
the required caseload and scope of procedures that general
surgery residents should become familiar with, and the
acquiescence by the American Board of Surgery in a some-
what timid statement that “comprehensive knowledge and
management of conditions in vascular surgery generally
requires additional training.”

This challenge continues to be of some concern. Some
of us continue to be burdened with meeting the goals of
general surgery residencies at our institutions ahead of our
own training goals, and we have failed so far to eliminate
vascular surgery from being listed as a primary component
of general surgery training. We continue to hope for a
separate Residency Review Committee (RCC) for vascular
surgery, although our representation on the surgery com-
mittee has improved significantly the last few years.

As we continue to strive for more, and that we will, we
should not be oblivious to the fact that we have achieved a
considerable measure of control and independence that has
served our speciality well, while keeping us aligned with a
large surgical constituency that can, and has helped our
interests in fending off challenges from other specialties.
We have more presidents of the Eastern to thank for their
efforts in this area, Drs Ricotta and Sidawy.

This brings me to our current challenges and the dan-
gers that continue to exist and may actually be picking up
steam. A little anecdote here, that I borrow from a news-
letter I receive, may illustrate the importance of vigilance,
the virtue of humility, the danger of overconfidence and
underestimating one’s opponents, and most importantly
the unlimited promise of talented youth:

Jim Brown is arguably the best all-around athlete ever. He
was a track star, one of the nation’s finest lacrosse players,
averaged 38 points per game on his high school basketball
team, and broke all sort of NFL records as a running back
for the Cleveland Browns. In 2002, The Sporting News
named him the greatest football player of all time. He was
pretty handy with a tennis racquet, too. And he liked to
wager on his matches. At a Las Vegas tennis club in 1979,
Brown was frustrated when his opponent cancelled a
money match at the last minute. A stranger approached
him with a young boy. His proposal was preposterous. He
bet Brown that his nine-year-old son (short and scrawny
even for his age) could beat him in tennis. And he was
cocky about it. He offered to put up his house. We can
only imagine what ran through Brown’s mind. After all,

this wasn’t a bet. It was an insult. He countered that they n
should make the bet an even $10,000. The club owner
tried to warn Brown. But while he did reduce his wager,
he wouldn’t be talked out of the match, insisting that “the
man needs to be taught a lesson.” And so Jim Brown
strode off to the courts with Mike Agassi and his young
son Andre in tow. It didn’t take Brown long to recognize
he had been hustled.7

Time does not permit me to discuss all our current
hallenges. Please allow me to focus on a couple:

First among our current challenges is the changing face
f health care delivery and financial restructuring under-
ay. Hyperbundling and Accountable Health Organiza-

ions (ACO) will further pressure small independent vascu-
ar practices. They will accentuate the trends towards larger
ascular groups and a closer alignment with hospital facili-
ies for improved risk sharing and a better reimbursement
or our services.

This may actually be a blessing in disguise and not
omething to fear if we enter into this alliance with open
yes and understanding of the mutual benefits involved for
oth parties. This may provide us with the ability to better
ccentuate our patient-centric focus and our strong com-
itment to improve vascular outcomes and differentiate
urselves from specialties that only focus on lesion treat-
ent. I predict that we have the opportunity to come out

head with this trend, and to secure a position as the
referred partner for both institutions and health care
ayers in the delivery of quality and cost-effective vascular
are.

Second, and more serious among our remaining chal-
enges, is the continued and progressive encroachment of
ther specialists on our traditional role as the primary care
ivers for patients with peripheral vascular disease. Cardi-
logists have not been shy for the last decade about their
tated goals of taking over all vascular care: legs, brain, and
idneys are becoming the fifth heart chamber!8 The Amer-
can Board of Internal Medicine no longer certifies its
iplomates in “cardiology” but in “cardiovascular disease,”
ithout necessarily adding any education in the “vascular”

egment.
Cardiologists have also effectively blocked certification

o far of “vascular medicine” as a specialty. They have made
iant strides both in peripheral interventional training and
linical practice especially in the field of carotid artery
tenting where they perform nearly half of the procedures
n the U.S. It is not stopping there. I saw recently a patient
ho had just come from her cardiologist’s office with her

egs wrapped. She had just had a laser ablation of her
aphenous veins, but to his consternation, preferred to see

vascular surgeon for her abdominal aortic aneurysm
AAA). This may not continue to happen in the future as
ore and more cardiologists are now starting to perform
AA procedures, as the profile of new devices decreases,
nd they learn how to use percutaneous closure devices.
ith 14F to 16F EVAR devices becoming available in the

ext couple of years, this trend will accelerate. Although the

umber of interventional cardiologists is less than you may
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think, as they probably are �5000, they plan to increase
their number significantly, estimating a major increase in
demand for cardiovascular services that will result in a
serious shortage.9,10

I do not mean to brand cardiology as the only specialty
to be alert for. Cardiothoracic surgery, interventional radi-
ology, interventional neurology and neurosurgery, as well
as interventional nephrology, to name a few, are all joining
the fray. For this, we are partly to blame. Although we are
quite busy with patient care, we have not kept up with the
demand for vascular services due to serious manpower
shortages that we have been unable to correct. In the words
of Henry Thoreau: “Nature abhors a vacuum, and if I can
only walk with sufficient carelessness I am sure to be filled.”

We have so far failed to increase our numbers ade-
quately to deal with the increased demand for vascular care
and other specialties are filling the void. Nearly a decade
ago, even before the burgeoning endovascular procedures
increased our practice volume further, it was obvious we
needed to produce more surgeons than we were. In his
Presidential Address on the generation gaps in 2003, Dr
Sidawy estimated than we needed a minimum of 160
vascular graduates per year as early as 2002 to avoid a major
crisis in 2020.11 We certainly fell short of that goal. It took
us 20 years to double our training positions from 56 in
1989 to 120 in 2009, but increasing the number of posi-

Fig 2. Vascular surgery fellowship match trends by appo
Program, Results and Data: Specialties Matching Serv
Program, Washington, DC. 2010.
tions alone does not a problem solve. m
We have so far failed to increase the number of our
raduates to the prescribed level because we were hostage
o the supply, or lack thereof, of general surgery residents
nterested in vascular surgery. The woes of general surgery
ecame ours. As we increased the number of fellowship
ositions, the applicant pool failed to keep up or actually
iminished. Except for 2007 and 2008, we have had fewer
pplicants than positions in the last 10 years (Fig 2).12 The
eclining interest in surgical careers, especially among
omen, and our failure to attract more general surgery

esidents into vascular surgery, ultimately opened the door
ide for others to fill the gaps.

To help us meet these current and future challenges,
he recipe for success is simple: It includes a dedicated focus
n excellence in patient care, demonstration of comparative
dvantages to our therapeutic approaches both in cost and
utcome, but most importantly, the recruitment of the best
nd brightest to join our ranks because they represent our
est hope for the future of vascular surgery. They represent
he necessary infusion of the numbers and skills we need to
ll the service void, sure to be created by the expected
xplosion of the elderly population starting in 2020.

Dr Bruce Perler last addressed this topic in his Presi-
ential Address to the Eastern Vascular Society in 2006.13

e eloquently articulated the difficulties we face in replen-
shing our ranks, rooted mostly in the unattractiveness of

ent year. Source data: The National Resident Matching
010 Appointment Year. National Resident Matching
intm
ice 2
edical careers in general, and surgical careers in particular,
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with long training periods, difficult lifestyle, and eroding
reimbursement, to a new generation of medical students
with large debt burden, increasingly female, and with more
focus on quality of life.

WHAT A DIFFERENCE A FEW YEARS MAKE!

The landscape has changed quite a bit. Medical school
classes are increasing in size, new schools are being started,
and there is no shortage of applicants. At the same time,
vascular surgery finally stumbled on a new mechanism to
rejuvenate itself. The new integrated training programs
have been a huge success and show signs of reversing our
recruiting fortunes. Started only 4 years ago, we now have
25 programs offering 27 positions (Fig 3). More are ex-
pected before the start of the 2011-2012 academic year,
with three more RRC meetings before then. It is gratifying
to note, yet again, the clear leadership of the Eastern
Vascular Society region that now accounts for almost 50%
of the positions offered (13 of 27).

Although our fellowship recruitment remains stagnant
with last year’s match filling only 102 of 121 available
positions for 2010, the integrated programs are generating
a lot of excitement. The vascular residency match is now
one of the most competitive matches for medical students.

Fig 3. Geographic distribution of integ
In 2009, 66 applicants, with 32 U.S. seniors, competed for b
9 positions offered in the match. These numbers hide the
act that more than an additional 150 students actually
pplied but most were not offered interviews and thus did
ot rank vascular surgery and are not reflected in the final
ational Resident Matching Program (NRMP) statistics.
ore gratifying, we appear to be finally attracting women

n droves to the integrated pathway. Ten of 24 candidates
e interviewed for our program last year were women. This
ear we hosted eight talented students as acting interns on
ur service with a strong interest in applying for an inte-
rated vascular position. A record five are from other insti-
utions, and of note, seven of the eight are women.

Reports from the integrated programs, ours included,
eflect a deep satisfaction with the quality of the applicants,
any Alpha Omega Alpha (AOA) honorees, and most in

he top quartile of their class. Several have additional work
xperiences, advanced degrees, and many with significant
esearch experience. Electronic Residency Application Ser-
ice (ERAS) just opened for application 3 weeks ago, and as
f Wednesday, we have already received in Pittsburgh 78
pplications with 38 U.S. graduates. Among them are 25
omen, 4 junior AOA, and 17 with a United States Med-

cal Licensing Examination (USMLE) I scores �240. Two
re PhDs, 9 have master’s degrees, 1 has a master of

programs as of the end of June 2010.
usiness administration degree, and 2 are also PharmD,
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and 12 list more than 10 peer reviewed papers, making our
choice for two positions all the more difficult.

What has changed to stimulate this interest in vascular
surgery, especially among medical students? Why are we
finally appealing to women to enter our specialty?

First, the shorter training period of 5 years may be a
factor allowing students, especially women, to enter their
desired specialty in a more realistic time frame. Many
general surgery programs are 6 or 7 years to be followed by
2 more years of vascular fellowship. A direct path to spe-
cialty training is clearly attractive but probably only a minor
enticement, as we have experienced no handicap for our
7-year UPMC program, which includes 2 compulsory years
of research. The applicants do not seem to focus only on the
length of training but mainly on their desire to start their
chosen specialty as early as possible without acquiring un-
necessary skills and knowledge. There is no shortage, ei-
ther, of candidates clearly charting an academic career path
having prepared with additional training and demonstrated
scholarly activities.

Second, the changing nature of vascular practice seems
to be more attractive to generation Y or the “echo boom-
ers” currently graduating from medical schools. They are
also known as the “Gamer” or “Net” generation, generally
marked by an increased use and familiarity with communi-
cations, media, and digital technologies. Vascular surgery
has moved heavily into this area and has added considerable
variety to our therapeutic armamentarium by introducing
the whole gamut of advanced imaging and endovascular
interventions, which seem to be quite attractive to this
group. In the process we have also shortened procedure
times, hospital stays, and the service census making an
acceptable life style possible.

The emergence of larger group practices, decreasing
the call frequency, seems to be also contributing to the
attractiveness of vascular surgery. By last count in the
Eastern Vascular region there are at least 11 academic
groups of 8 vascular surgeons or more, 2 with more than
15, a far cry from a decade ago.

The vast expanse of our specialty, including a renewed
focus and interest in venous procedures, also seems to permit
individual surgeons to customize their practice to what they
enjoy, improving job satisfaction. In addition, medical stu-
dents seem to appreciate more than general surgery residents
some of the peculiar aspects of our services, especially the
medical and preventive vascular care we deliver, the lifelong
relationships we develop with our patients, and the variety of
techniques we use in the operating room, angiography suites,
or the noninvasive vascular laboratory.

Finally, the income of young vascular surgeons has
escalated quite rapidly in the last few years, making it quite
competitive with other specialties. At least the low pay that
characterized the late 90s is no longer a significant deter-
rent from entering our specialty. The change has been
fueled by hospital competition for our services, as recogni-
tion of the huge contribution margin of vascular surgery,

has made hospitals very eager to participate in their recruit- t
ent. Even in 2002, net revenues from a vascular surgeon
o the hospital exceeded $2,000,000.14

Our specialty disappeared from the Merritt Hawkins
urvey in their 2004, 2007, and the recently released 2010
eport. How much did our contribution margin grow to, is

well guarded secret but does depend on institution,
ndividual surgeon, and type of practice. This large contri-
ution margin will continue to fuel the trend towards
ospital employment, which will keep incomes higher than
rue reimbursement of our professional services can main-
ain in a traditional private practice setting.

I do not have a good estimate for you about how many of
s are currently employed and how many of our younger
olleagues are choosing these institutional affiliations, but in a
eport released last week, a survey by the American College of
ardiology estimates that currently 30% of cardiologists are

ither employed or in discussions to be employed for similar
easons escalating their average salaries.15 No longer can we
laim that vascular surgical income is eroding. The 2007
edical Group Management Association (MGMA) mean

ncome for vascular surgeons was $371,253. Merritt Hawkins
ecruitment specialists recommend compensation in the range
f $325,000 to $400,000 for any effective recruitment. At a
ecent Association of Program Directors in Vascular Surgery
APDVS)-sponsored lunch for second-year fellows during a
eview course on the West Coast, �10% of respondents indi-
ated they would accept total compensation of �$300,000 in
heir first year.

Hospital involvement may be the funding mechanism
or such an explosion in salaries, but an increased demand
or our services as well as the demographic nature of our
pecialty has resulted in several job openings per graduating
ellow adding to the upward pressure on compensation.
his is compounded by the fact that 34% of the 2532

elf-declared practicing vascular surgeons in the U.S. are
lder than age 55, and are contemplating slowing down or
ven retirement in the near future.16 This creates many
pportunities for young surgeons while creating a major
hallenge for vascular groups with vacancies when not
ligned with a hospital structure.

Finally, a few specifics on the “integrated program,”
hich I believe is our ace in the hole, allowing us to attract
new and talented constituency into our field. For those
ot yet familiar with it, the new training pathway known as
he integrated program grew out of our push for indepen-
ence and having received a primary certificate designation.
t allows medical students to match directly into vascular
urgery out of medical school and, after 5 years, be eligible
or certification in vascular surgery only. This is hardly a
ajor issue, because most vascular surgeons practice only

ascular surgery and many of us in droves are letting our
eneral surgery certificates lapse when the time comes to
ecertify. The integrated training consists of 24 months of
ore surgical training and 36 months of vascular training.
heir required total vascular caseload exceeds significantly

hat of our fellowship trainees. Those who complete the
rogram will have to pass a “Surgical Principles” examina-

ion first that tests basic surgical knowledge, in addition to
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the standard qualifying and certifying examinations in vas-
cular surgery similar to graduates of fellowship programs.

The first graduates of the integrated pathway will be
hitting the job market in another year, and our next challenge
is to embrace them with open arms. They are our future, and
from where I stand, having been involved with this paradigm
from day one, the future looks bright. We now have the
opportunity to train those talented few we select in the art and
science of vascular care and entrust them with reinforcing our
ranks. The way our community of vascular surgeons accepts
these individuals will go a long way to determine whether we
succeed or fail in meeting our most pressing challenge: our
manpower need, which has been part of three Presidential
Addresses to this society in the last 8 years. I recognize that
some will insist on recruiting partners in their own image, as all
of us currently started with general surgery training. I submit
to you, however, that vascular surgery has become too vast
and too complex, making this attitude shortsighted and coun-
terproductive as we need all types of talent and skills to join us
in the care of vascular disease.

At a survey of current fellows the APDVS conducted
two years ago, 26% of respondents estimated that their
integrated resident colleagues will actually be better trained
than they are due to the longer vascular exposure. It is of
interest that these were mostly the fellows at programs that
had already instituted an additional integrated pathway.
Our UPMC fellows have been mostly of this opinion. As
expected, those not exposed yet to vascular residents were
still in the majority claiming superior competence for the
fellows because of their full general surgery training. This is
the attitude I would definitely caution against.

The early indication so far is that integrated residents
will be at least as well trained as any graduates we have ever
produced by any metric we can currently use. National
comparisons are not yet available, but I can share with you
our own experiences. Our interns and second-year resi-
dents are routinely scoring at or better than the national
average of fellows on the Vascular Surgery In-Training
Examination (VSITE), and on a par with our own fellows.

Our laboratory residents, after 3 clinical years, now take
first call for the service on equal footing with the fellows
without any drop in appropriate and effective coverage.
Our two residents, who completed 2 years of core training
and only 1 year of vascular surgery in June 2010, already
have a significant clinical experience that makes them ready
for the next step (a mean of 455 vascular cases and 245
general surgery cases). Early doubters among program
directors, who proclaimed they will never train integrated
residents have reversed course and are now avowed con-
verts having initiated their own training programs. Cardio-
thoracic surgery and interventional radiology are trying to
follow in our footsteps.

Members and colleagues, it has been a distinct honor
for me to address you today as the 24th President of the
Eastern Vascular Society, but more so as a fervent believer

in our new training pathway. Professions have the same S
eed as individuals to reproduce and propagate their spe-
ies. With all evolution, however, the progeny gradually
evelops a new genetic code that enables it to better meet
he challenges of a constantly changing environment. Vas-
ular surgery is being buffeted by shifting winds and cannot
fford to wait for the slow process of evolution. We need a
ew genetic code now, and it is here. Our new talented and
outhful integrated residents are already energizing our
raining programs and infusing us with hope and new skills.
look forward to having our entire vascular community

hare in our new genetic code which I am confident will
llow us to meet the challenge!

I leave you with this quote from Lewis Carroll: “If you
on’t know where you are going, any road will get you
here.” Vascular surgery knows where it is going, and the
lear path goes through our youthful colleagues.

Thank you!
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