
Patient Safety Tip of the Week 

November 29, 2016 

Doubling Down on Double-Booked Surgery 

 

 

A year ago, we did our first column on double-booked surgery (see our November 10, 

2015 Patient Safety Tip of the Week “Weighing in on Double-Booked Surgery”). The 

practice, also known as concomitant or concurrent surgery or overlapping surgery 

(though subtle differences will be noted below), typically but not exclusively occurs in 

teaching hospitals. When it occurs in non-teaching hospitals it would be where a 

physician assistant, specifically credentialed and privileged by the hospital, is delegated 

to perform specific portions of a surgical procedure. Policies on such require the 

attending surgeon to be present during the critical portion of the surgery in each of the 

two cases. 

 

Our 2015 column followed a Boston Globe investigative report (Abelson 2015) on 

double-booked surgery at the MGH (Massachusetts General Hospital) which raised 

serious concerns about the practice of attending surgeons in academic medical centers 

having two surgical cases ongoing simultaneously. Though the report was as much about 

hospital politics and power struggles and the manner in which we educate and train our 

next generation of surgeons, it exposes a controversial patient safety issue in addition to 

the ethical issue that patients are seldom told that their surgeon might not be in the room 

for the who procedure. In our prior column we also noted comments from multiple other 

sources and the MGH’s review of its own cases. 

 

Since that time the American College of Surgeons (ACS) has revised its policy 

statements pertaining to concurrent, simultaneous, or overlapping operations (American 

College of Surgeons 2016). That revision has some good points but leaves some others in 

limbo. First, it clearly states that the primary surgeon bears responsibility for the patient’s 

welfare throughout the operation. It notes that in true “concurrent” surgery, where the 

critical portions of two surgeries are being performed at the same time, it is not 

appropriate for the primary surgeon to be responsible for two patients in two different 

rooms. It then notes 2 forms of “overlapping” operations. The first is when the critical 

portions of the first surgery are complete and only the more routine procedures (such as 

wound closure), the primary surgeon may go to another room to initiate another 

operation, leaving a qualified practitioner in the first room to finish the procedure. The 

second would be when the primary surgeon leaves the first room (after completion of the 

critical portion) and begins performing the critical portion of the second case. In that 

circumstance, the primary surgeon must assign a second surgeon to be immediately 
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available to the first case. It notes that the patient must be informed in either of the above 

circumstances. 

 

In discussing “overlapping” surgeries it states that the primary surgeon must be present 

for the “critical or key components” of the operation. But it leaves determination of 

“critical or key components” up to the primary surgeon. 

 

The ACS policy statement also notes that performance of overlapping procedures should 

not negatively impact the seamless and timely flow of either procedure. 

 

The ACS policy statement also discusses delegation of part of the operation to qualified 

practitioners including, but not limited to residents, fellows, anesthesiologists, nurses, 

physician’s assistants, nurse practitioners, surgical assistants or another attending under 

his or her personal direction. However, the primary attending surgeon’s personal 

responsibility cannot be delegated. It also has statements about cases with 

multidisciplinary teams, circumstances when a surgeon might temporarily leave a room, 

and unanticipated circumstances. 

 

The ACS policy statement notes that as part of the pre-operative discussion, patients 

should be informed of the different types of qualified medical providers that will 

participate in their surgery (assistant attending surgeon, fellows, resident and interns, 

physician assistants, nurse practitioners, etc.) and their respective role explained. If an 

urgent or emergent situation arises that require the surgeon to leave the operating room 

unexpectedly, the patient should be subsequently informed. 

 

A viewpoint from Mello and Livingston (Mello 2016) took a generally favorable view of 

concurrent surgery but did a nice job of pointing out some of the risks involved. They 

note that problems may arise when responsibilities are not delegated to surgeons with 

appropriate skill or experience or when the supervising surgeon cannot reach the patient 

in a timely fashion to prevent an unexpected crisis from escalating. They note that some 

surgeries are too complex or risky or specialized to hand off and that not all surgeons are 

equally able to carry out the cognitive and physical demands of such multitasking. 

 

Along those lines of thought, hospitals should really determine which types of surgery 

should never be allowed to be double-booked and should also consider which surgeons 

should be allowed to double-book. One might consider requiring demonstration of 

proficiency for new surgeons in the credentialing and privileging process before double-

booking is allowed. But at the other end of the spectrum, the older surgeon whose 

surgical skills are still good but whose ability to multitask may be starting to deteriorate 

(you all know this surgeon but no one is willing to speak up), is a much more difficult 

situation. What objective criteria would you use to tell that surgeon he/she can still do 

surgery but can no longer double-book? 

 

There is actually a paucity of evidence in the literature for or against the practice of 

double-booked surgery. A recent retrospective review compared overlapping cases with 

non-overlapping cases for a variety of orthopedic surgical procedures performed in an 
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academic ambulatory surgery setting (Zhang 2016). Of 3640 cases done between 2012 

and 2015 about two-thirds were overlapping and one-third non-overlapping. Patient 

characteristics were comparable between the two groups. They found no difference in 

patient operating room time, procedure time, and 30-day complication rates between 

overlapping and non-overlapping surgery. 

 

But the Zhang study was on an ambulatory surgery patient population. Patients in that 

setting are generally healthier than those having surgery as inpatients and the procedures 

done in the ambulatory surgery setting are generally less complicated, shorter, and safer 

than those done in the inpatient setting. Complication rates for orthopedic procedures in 

the ambulatory surgery setting are historically low. Moreover, the academic institution in 

the Zhang study (UCSF) had already implemented most of the stricter policies we’ve 

previously mentioned to make overlapping surgery less risky. You also must take into 

account the relatively small patient population here. The sort of disastrous adverse events 

that might arise as a result of overlapping surgery are quite infrequent, regardless of 

setting. That doesn’t mean they are not important. Wrong-site surgery is also rare but we 

now use Universal Protocol and other safety practices to avoid wrong-site surgery. We 

need to similarly use policies and procedures to minimize the chance that overlapping or 

concurrent surgery will result in adverse patient outcomes. 

 

Also, in aggregate statistics such as those collected by Zhang et al. you can’t identify in 

which individual cases a complication might have been the result of double-booked 

surgery unless you do full case reviews on all cases with complications. There are even 

nuances in attribution when comparing complications in overlapping vs. non-overlapping 

surgery. Suppose you have a complication in a case in which a piece of faulty equipment 

contributed. That same equipment had been identified in a previous case as problematic 

but no post-op debriefing had occurred because the attending surgeon had left early to do 

an overlapping case. So no one formally flagged that equipment as faulty and it was 

cycled back into the usual equipment supply. Your current case (the one with the 

complication) is not a “double-booked” case but the complication will be attributed to 

this case and not to the previous double-booked case that missed the opportunity to 

identify the faulty equipment! 

 

So even though we laud Zhang and colleagues for their study, we remain leery of any 

study that says “double-booked surgery is safe because we found no more complications 

in our double-booked cases compared to those that were not double-booked”. 

 

In an editorial accompanying the Zhang study, Healy (Healy 2016) offers practical 

recommendations to help surgeons “do the right thing”. He proposes 5 important steps: 

1. Obtain specific informed consent at least 2 weeks prior to the operation. This 

consent should include a specific description of what the attending surgeon will 

and will not do. 

2. Define and implement throughout the organization consistent definitions for 

concurrent surgery (two operations being performed at the same time in two 

operating rooms with critical portions of the operation being performed 

concurrently), overlapping surgery (two operations being performed at the same 
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time in two operating rooms with critical portions of the operation not being 

performed concurrently), and staggered surgery (two operations scheduled in two 

operating rooms back to back in which the attending surgeon completes one 

operation and moves to the second operating room for the second operation; the 

operations and the critical portions of the operations are not being performed 

concurrently). 

3. Define the critical portion of each operation performed in the organization and 

explain this concept to patients who schedule these operations. 

4. Record the specific presence and absence of the attending surgeon in the 

operating room record. 

5. Monitor and evaluate patient outcomes associated with concurrent, overlapping, 

and staggered surgery. 

 

Regarding his point #4, after the Boston Globe article the Massachusetts Board of 

Registration in Medicine passed a regulation requiring that surgeon presence or absence 

in the room at various times be documented. In addition, the primary surgeon must 

identify the backup doctor who would assume responsibility if the first surgeon leaves the 

operating room. 

 

As we noted above during discussion of the Zhang study, UCSF has already implemented 

many of these important elements. Practices at UCSF, noted in the Zhang study, require 

that the attending surgeon be present for the surgical timeout even when trainees are 

allowed to set up the case. And, most importantly, during informed consent the patient is 

told about the possibility of overlapping surgeries. That discussion takes place during a 

clinic visit (typically a week prior to the procedure) or in the preoperative area before any 

medication is given. And the attending physician identifies a fellow attending surgeon 

who is readily available where there might be overlap between two rooms. 

 

Though the UCSF policy requires presence of the attending surgeon during the surgical 

timeout, we are not told anything about the pre-op “huddle” or pre-op briefing. We’ve 

done many columns on the utility of these. Our concern is that either the pre-op huddle 

may be skipped in one case in double-booked surgeries or that two pre-op huddles will be 

done at one time. If the latter is done, there is the risk that information from one patient or 

case will be transposed to the other case. That is probably actually more likely when the 

two surgical procedures are similar, as is the case in many if not most double-booked 

surgeries. 

 

Informed consent must be transparent and presented in a manner that allows patients to 

understand the potential ramifications of their surgeon being in another room during any 

portion of their surgery. A recent viewpoint on informed consent in concurrent surgery 

(Langerman 2016) points out the “information asymmetry” involved, where “surgeons 

know much and our patients know little about what will happen during their operation.” 

Patients may not understand the implications of potentially spending extra time under 

anesthesia in the event their surgeon is delayed in responding to something in their case 

because he/she is doing surgery on another patient. Most patients in academic centers 

understand that physicians in training will actively participate in the surgery and likely 
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improve the quality of their overall care. But they also likely expect that their primary 

surgeon will be present to oversee all aspects of their surgery. 

 

Healy goes on to say, as we have said in our prior columns, that if he were to undergo 

surgery he would want his attending surgeon to be present in OR for the entire operation, 

regardless of whether he were performing or supervising various aspects of the 

procedure. 

 

In our November 10, 2015 Patient Safety Tip of the Week “Weighing in on Double-

Booked Surgery” we, of course, focused on the ethical issues involved (such as lack of 

informed consent) but we also pointed out some of the less obvious potential 

vulnerabilities that might occur with any form of “double-booked” surgery. We hope that 

you’ll go back to that column and read the sections on pre-op huddles and post-op 

debriefings, infection control issues, duration of surgery issues, surgeon focusing on two 

things at once (multitasking), and others. 

 

We personally do not think that the definition of the “critical or key” components 

should be left to the discretion of the individual surgeon. Undoubtedly you will get 

different definitions from different surgeons. And if there is a case with complications 

that goes to litigation, you can bet that the lawyers will ask surgeon 1 why his/her 

definition was different from the definitions used by surgeons 2, 3, 4, etc. We feel 

strongly that there must be definitions that are uniform for each of the surgical procedures 

done within a department and across departments when the same procedure is done by 

multiple departments. (Definitions set by the “hospital” would really have to rely upon 

the expertise of department chairs, anyway.) Likewise, we would hope that each specialty 

society will help develop such definitions so that regulatory bodies don’t have to step in 

and develop such for them. 

 

And for all you who would delegate wound closure as “routine, not requiring special 

expertise” what would you do in the following real-life scenarios if the primary surgeon 

is now in another room doing a “critical” part of that second surgery: 

 After wound closure, the scrub nurse or surgical tech notes that an instrument on 

the instrument tray is broken and the missing part cannot be found. 

 After wound closure, it is noted that the surgical specimen removed to be sent for 

lab analysis is “missing”. 

 

Another gray area is the definition of “immediately available” for the other surgeon 

covering in case of emergency. (In fact, we suggest that you might as part of your quality 

management program occasionally try to get hold of that covering physician and see how 

long it actually takes for him/her to get to the OR.) 

 

We admit it – we don’t like the practice of any form of double-booked surgery other than 

in emergency cases. We’ve heard all the rationales and excuses used by physicians and 

hospitals for doing double-booked surgery: 

 “It allows us to make our surgical expertise available to many more patients.” 

 “It’s one of the reasons that high volume hospitals have better outcomes.” 
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 “The staff loves it because they have less pressure to turn the room around for the 

next case.” 

 “It’s efficient and saves time.” 

 “We’re very good at multitasking.” 

 “It’s the only way we can provide graduated responsibility for our physicians in 

training.” 

Yes, we’re all for cost-effective medicine and understand the importance of training each 

new generation of surgeons. But when you read between the lines the fiscal incentives are 

still driving the practice of double-booked surgery. 

 

Sorry, we’re with Healy on this – if we need surgery we want to know that our primary 

surgeon is going to be in the room for the entire procedure, even if he/she is just 

supervising the “non-critical” portions delegated to others. We suspect most patients 

would also want this. 

 

 

Update: See all our columns on double-booked, concurrent, or overlapping surgery: 

 

 November 10, 2015 “Weighing in on Double-Booked Surgery” 

 November 29, 2016 “Doubling Down on Double-Booked Surgery” 

 December 13, 2016 “More on Double-Booked Surgery” 

 

And our “Overlapping Surgery Checklist” 
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