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WHY I AM A LUCKY GUY…
I want to thank my dear friend Michael Rotondo for such a kind
introduction. It is always nice to be introduced by someone that
you have a strong and positive relationship with. Mike and I had
a wonderful time working together in the American College of
Surgeons Committee on Trauma, and now in the American Association for the Surgery of Trauma (AAST). Our relationship is
much more than just professional. Thanks Mike for all your advice and support over the last 15 to 20 years.
I am a lucky guy…, because I have always had people
around me, influencing, guiding, teaching, and supporting me
over the years. In my early years as a medical student, resident,
and then junior faculty in Sao Paulo, Brazil, I had the privilege
to be mentored by Prof. Samir Rasslan. From him, I learned
how to become a successful academic surgeon, the importance
of basic sciences research, and the elements necessary to lead
a highly effective team of surgeons. I want to thank him publicly
for all those great years in Sao Paulo and for his vision, in 1987,
to form an Acute Care Surgery Service when nobody else in the
world was thinking about that concept yet (Fig. 1).
When I moved to the United States in the early nineties, I
was embraced and mentored by Dr. David Hoyt. Obviously, I do
not need to explain who Dr. Hoyt is and the values he represents.
However, I want to tell you who he is for me and how much influence he has had in my career and in my life. First and foremost, Dr. Hoyt allowed me to pursue the “American Dream.”
You may or may not appreciate how difficult it may be for a
young trauma and general surgeon moving from a different
country, speaking a different language, and trying to adapt to a
different culture, blend in a new community, and ultimately succeed. Most of these things can only be accomplished if, and only
if, a dedicated, selfless mentor guides you at every step, creating
opportunities and facilitating the individual's trajectory through
exceptional advice, patience, and trust. While Dr. Rasslan
pointed me to the right direction, Dr. Hoyt made me get there.
Dr. Hoyt and I used to meet outside of our offices at the end
of the day in San Diego, after work without anyone else around,
to “fix the world.” Those were incredible and valuable moments,
when mentor and mentee interacted and exchanged information,
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developed strategies, and planned every step along the way.
Dave, thanks so much for those incredible moments and for all
the mentorship, guidance, friendship, and support. I obviously
would not be here today if it were not for you and for those critical conversations (Fig. 1).
I am a lucky guy…, because at different times in my life,
unexpectedly, I was blessed with the friendship, advice, support,
and guidance of individuals that voluntarily extended their hands,
opened their hearts, and created so many opportunities, but more
importantly, were always immediately available to me. Their
professionalism as well as their caring attitude and their selfless
actions has influenced me and have certainly made me a better
person. Thanks to Timothy Fabian, Ronald V. Maier, David V.
Feliciano, L.D. Britt, and Timothy Eberlein for believing in me
and for being true friends (Fig. 2).
I am a lucky guy…, because I was embraced by a fantastic
group of leaders in trauma surgery. They are my “A” team. They
became personal friends, advisors, trusted colleagues, who always stimulated me to be a better academic surgeon, and a better
person. Through positive leadership and example, they have also
influenced me to be a better leader (Fig. 3A and B).
I am a lucky guy…, because I have been able to mentor
and influence the lives of many individuals who worked with
me initially at Santa Casa School of Medicine, my Alma Mater
in Brazil, and later at the Division of Trauma, Surgical Critical
Care, and Burns at University of California San Diego as clinical
or basic sciences research fellows, many of them currently holding leadership positions in many academic institutions in the
United States or abroad (Fig. 4).
I am a lucky guy…, because I have been able to interact,
work, mentor, influence, and guide the careers of many individuals, whom I have the honor to call my partners. Some of them
are in the audience, and I want to make sure they know how
much I appreciate the professional and personal relationships
we developed over the years. They have certainly done much
more for me than I have for them, and I thank them from the bottom of my heart for all they do, day in and day out, on behalf of
the injured patient.
I am a lucky guy…, because I am part of and work in one
of the most organized trauma system in the world. It has been a
privilege to lead the Trauma Medical Audit Committee of the
San Diego County Trauma System for 12 years representing my
trauma medical director colleagues and standing on the shoulders
of giants: Brent Eastman, Dick Virgilio, Steve Shackford, and
David Hoyt. Those visionary leaders conceptualized, created,
and developed in 1984 a true public-private partnership between
the San Diego County EMS and the Trauma Centers. In our
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Figure 1. Career mentors.

system, there is no competition for patients between health
care systems providing trauma care, data are shared, and performance improvement is a completely transparent process.
I am a lucky guy…, because of my international exposure
and involvement in international professional organizations in
the early years of my career, I understood the importance of creating connections with leaders from other countries, practicing
in different parts of the world. Those individuals are the best in
the world. They have been a source of inspiration to me. Many
of them participated in the creation of the World Coalition for
Trauma Care and have been involved in the organization of three
World Trauma Congresses. Number four is coming up next year
with our AAST Annual Congress in San Diego. I thank them,
many in the audience today, for their unconditional support for
our global initiatives (Fig. 5).
I am a lucky guy…, because I have wonderful parents who
instilled in me the principles of honesty, hard work, human respect, and integrity as well as the importance of putting people
first, caring about others, being generous, and never quitting,
no matter how big the roadblocks might be. I thank them for providing me with everything I needed to reach my goals and pursue my dreams. I also thank my sister for being an example of
a real academician and a true scientist. Her professional successes as a top notch nuclear physicist inspired me to become
the best investigator I could be.
I am a lucky guy…, because I was given the opportunity
to be the father of two phenomenal human beings, Renata and
Bruno. They surprise me every day for being generous, caring,

and for picking me up when I am down, showing their unconditional love and support. I know I have missed many school
nights, sports events, perhaps even birthdays, because of the demands of my profession. Both of you have graciously understood it and have never demanded anything different from me.
I am very proud of your accomplishments and the human beings
that you have become.
I am a lucky guy…, because 37 years ago I met the
woman I wanted to share my future with. Although it took me
7 years to make her notice my existence, it worked out and we
have been married for 28 years. Sandra is the pillar that sustains
the family, a wife that is always there when I, many times, am
not. Sandra is the person that provides balance and support during difficult times. I thank you for giving me your love, our children, and for trying to make me a better person. You are the love
of my life, and I am looking forward to enjoying the years that
we have ahead of us as empty nesters together.

DEVELOPMENT OF ACUTE CARE SURGERY
As I went through the process of deciding what I would
talk about in my presidential address, just like many others that
preceded me, I searched for inspiration reading all available
presidential addresses of the AAST. Understanding where we
are today, requires some knowledge about our origins and our
history. I strongly recommend that you read Tim Fabian's presidential address to learn more about the history of the AAST.1
The AAST is a fantastic professional organization, which
has stood the test of time, has gone through many challenges, and
has provided leadership in trauma, surgical critical care (SCC),
and more recently in emergency general surgery (EGS), by the
creation and development of what is now known worldwide as
acute care surgery (ACS). Frequently defined as the “premier scientific trauma organization in the world,” through a series of retreats and strategic sessions in the last 2 decades, the AAST has
broadened its mission without deviating from its initial principles.
Although advancing scientific knowledge in trauma remains the
main focus of our organization, we came to realize that a better
alignment with the current practice patterns of the so-called
trauma surgeon across the country, who also practices a great deal
of SCC and EGS was necessary. This was not a small change in
the way the organization conducts its business, organizes its committees, develops the scientific program of the annual meeting,
and reports scientific results in its journals.

Figure 2. The influencers.
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Figure 3. Panels A and B: the “A” team in trauma surgery.

During this presidential address, I will often quote parts of
some of the past presidential addresses, particularly those delivered since 2003. The reason for this is simple: since 2003, all
presidents have touched upon the issues related to the development of ACS in some way. I would fail in achieving my goals today if I did not recognize the importance and influence of those
that preceded me, their vision, and their leadership. I humbly understand that I would not be here today if it were not for the fact
64

that many individuals paved the way for a major change in our
practice and training paradigms. We all stand on the shoulder
of those giants, and I will quote them to set the stage to the things
that I want to update you on today.
Past President J.D. Richardson brought up several issues related to our practice and his personal feelings and opinions about
trauma surgeons, and general surgery practice. Dr. Richarson said,
“Let me state categorically my belief that a career in trauma
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Figure 4. Mentees and current young leaders.

Figure 5. International trauma leaders.
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surgery that is divorced from general surgery is not going to be
rewarding in the long run for most who would pursue such a
track. Operative skills will almost certainly atrophy. Surgeons
run the risk of being divorced from the technologic advances
that can benefit their injured patient such as laparoscopy, thoracoscopy, and endovascular techniques.”2 Years later, Past President Andrew Peitzman would reemphasize the same principles:
“Trauma surgeons should take care or emergency and elective
general surgery patients and should embrace the use of minimally
invasive techniques, when indicated.”3 Dr. Richardson continued,
“I believe we must be inventive in finding ways to make trauma
care fun for ourselves and our trainees. If you do not have an integrated emergency general surgery service, then I believe that is
a good place to start.”2
At that time, other factors were influencing the future decisions that our organization had to make to align itself with the
goals of our specialty and our clinical practice: fewer residents
were interested in pursuing a career in trauma a crisis existed
in specialty call coverage, and general surgeons with busy elective practices did not want to provide emergency surgery and
trauma care. The need for a new model and a call for change
were loud and clear.
The AAST, as it is customary, led by transformational
leaders, pushed forward, and in 2003, for the first time, Past
President David Hoyt described in detail, in his presidential address, the steps necessary to change, embrace, and develop what
years later became known as ACS. Under his leadership, and I
quote “…the American Association for the Surgery of Trauma
and the American College of Surgeons Committee on Trauma
convened a group of American surgical leaders in August 2003,
to create a visioning process and define the future of the trauma
surgeon.” Dr. Hoyt's presidential address emphasized the need
to develop a training program and a patient-centered broadbased practice model, which would improve quality and would
be aligned with the desire of the younger generation (and maybe
the older generation too) to have a more balanced lifestyle, in addition to responding to the public's need. He also called for the
establishment of an advisory council within the American Board
of Surgery (ABS).4
In the following year, Past President Gill Cryer eloquently
stated that “The leadership of the AAST has formally defined a
vision of our specialty. We will be the specialty of Acute Care
Surgery: Trauma, Emergency Surgery, and Surgical Critical
Care.” In his presidential address, Dr. Cryer defined the essential
elements of a curriculum for training fellows in ACS and created
an ad hoc committee of programs directors to start implementing
the curriculum into their already existing SCC fellowship programs. He also emphasized the need for the development of
evaluation criteria of those fellowships by the AAST.5 Those
changes were dramatic, and they called for a much greater infrastructure in the AAST as a professional organization. This was a
turning point in our history. The AAST, as an organization, had
to adapt, mature, and change to serve the demands of our specialty and of the new training paradigm.
In 2005, Dr. Steve Shackford, in his presidential address
defined the practice of ACS as an innovation and clearly described how implementation of new ideas or innovations create
uncertainty and hesitation. According to Dr. Shackford, clear
communication with all stakeholders is the only way to minimize
66

uncertainty.6 Reflecting on the requirements to implement an innovation, I believe that we had a good start, but did not, at least
in the initial years, communicate clearly with other stakeholders
to gain traction, have ownership, and provide leadership beyond
the training paradigm. We kept discussing names and brands, trying to define ACS, and we kept talking to ourselves, while surgeons all over the world waited for our leadership. Many of the
elements that would give the AAST full control of the specialty
of ACS were not incorporated into the initial plan.
The need for positive leadership globally and the opportunity for the AAST to own the new specialty was well articulated
by Past President Bill Schwab, in 2006. He emphasized that the
provision of broad-based and skilled general surgery was needed
globally as much as it was needed in the United States. Dr.
Schwab commented on the new paradigm and I quote “…well
beyond “fixing” trauma surgery, this new paradigm begins to respond to the much bigger crises we face in assuring a future
emergency surgical workforce. Creation of the training programs for the acute care surgeon is the next operational step
for the AAST. More important is the establishment of this new
specialty as a key and important specialty in medicine and surgery. To create this new discipline and assure its growth, we
must take on the academic, scholastic, organizational, and operational leadership, as well as the training aspects.”7 Clearly, we
needed more than a new training paradigm to succeed.
Between 2004 and 2008, in the midst of the creation and
implementation of a training paradigm to support the development of a new surgical specialty, we were hit by a crisis of identity. Strategic sessions took place to define our branding, our
identity, and our deliverables. It was still unclear to us, as an organization, what the implications and risks of a dramatic change
in the way we practice and train young surgeons would be in the
future. This was best articulated by Past President Jurkovich in
2009. Dr. Jurkovich said and I quote, “Programs are advertising
acute care surgery positions, hospitals are recruiting to acute
care surgery positions, other medical specialties are talking
about acute care surgery, and importantly, medical students
and residents are asking questions about a career in acute care
surgery. Although many criticisms have been leveled at the concept and development of this training paradigm, it has gained
traction and has also magnified the identity questions we, as a
profession of trauma surgeons, are facing.”8 It became clear that
while we debated our identity and branding, while we had endless discussions about the definition of ACS and tried to shape
up the training curriculum, the outside world, the marketplace,
and other stakeholders had already embraced the ACS concept.
The need for AAST to exert leadership and own this new specialty was never greater.
The pathway to ownership, as I call it, was outlined, at
least in part, by Past President Peitzman in his 2010 presidential
address. Dr. Peitzman called for a stronger commitment to ensure the sustainability and respect for ACS, collaboration with
international partners, revision of the AAST membership criteria
to embrace general surgeons practicing EGS, changes in the
AAST annual congress, and changes in the scope and content
of the Journal of Trauma.3 A number of accomplishments based
on Dr. Peitzman's “call to action” were completed and summarized in 2011 by Past President L.D. Britt: the name of our meeting changed to Annual Meeting of the American Association of
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Trauma and Clinical Congress of Acute Care Surgery, the name
of the Journal of Trauma changed to Journal of Trauma and
Acute Care Surgery, a formal seat at the ABS for trauma burn
and critical care was established going from advisory council
to component board, and the AAST fully implemented administrative and structural changes with the hiring of an executive director and a full complement of employees to support all the
AAST activities.9 Change was in process and the ACS “gene”
was permanently incorporated into the AAST's DNA.
During Dr. Wayne Meredith's presidency, the Patient Assessment Committee was charged to develop EGS disease grades
and to validate them. In addition, Dr. Meredith emphasized, in his
presidential address, the importance of developing a robust research agenda in EGS as well as refreshing the research agendas
for trauma and SCC. He also called for alignment between the
scholarships the AAST funds and the research performed through
the Multi-Institutional Trials Committee.10 Over time, more elements of ownership were being called for, some were being developed, and several others were already being accomplished. The
AAST was moving in the right direction.
In his presidential address titled “For the Care of The Underserved,” Dr. Robert C. Mackersie expanded the discussion of
emergency surgical care including regionalization and network
development. In addition, he outlined a number of other important elements as the concept of the specialty of ACS matured and
expanded. He called for strong leadership, development of
benchmarks for optimal care for all critical surgical illnesses,
an established data infrastructure, high-quality outcomes and
disparity-related research, the need for mentors and educators,
and more certified training programs.11 Clearly, hard core data,
perhaps an EGS registry, and high-quality research done by
skilled researchers were missing elements, which we, as an organization, should work on. In setting a vision for the future, Dr.
Mackersie stated, “Trauma care now morphs and expands into
Emergency Surgical Care. Injury severity and trauma scoring
expands to Emergency Surgical Care scoring. The TQIP may,
at some point, become ESCQIP or something similar. Optimal
resource and process standards for hospitals and systems of care
for trauma will expand to include Emergency Surgical Care. It
will be critical for us to also demonstrate that outcomes of
non-trauma surgical emergencies will benefit from a similar application of a systems approach to that used for trauma.”11 It
could not be said more clearly and directly. The elements for
ownership of ACS had been spelled out.
During times of significant change, it is always wise to reflect on why change is needed and why it is occurring. Past President Cioffi reminded us, in his presidential address, why ACS
was developed. He said, “The true success of our creation of
the acute care surgery model however is in the recognition of
the fulfillment of a true societal need. Instead of debating
whether the specialty should exist or is needed, recent publications focus on improvement in care afforded by this new specialty and rightful considerations for the regionalization of
EGS or acute care surgery similar to that which was achieved
for trauma patients decades ago.”12 Challenges were certainly
bringing opportunities to us, and the AAST had to act again.
Much has been done by the AAST and its committees over
the last 14 years to develop and implement a new training paradigm in ACS. At the end of 2016, we had a total of 21 active

programs with 129 fellows trained so far. In-service and end of
fellowship examinations were in place, and the utilization of
the case log system was informative, indicating that most programs
were improving exposure in thoracic and vascular surgery procedures, although opportunities still existed in hepato-pancreatobiliary surgery. The educational content markedly increased over
time, 45 thoracic and vascular modules had already been developed, and a supervision policy was implemented. The Acute Care
Surgery Committee led by Dr. Kimberly Davis and its members,
and the Acute Care Surgery Program Directors Committee led by
Dr. John Fildes and its members are to be congratulated for a monumental amount of work and accomplishments.

THREATS, CHALLENGES, AND OPPORTUNITIES
By analyzing the content of the previous presidential addresses and the accomplishments of the AAST in developing
ACS over the last 15 years, it became apparent that having control over the ACS fellowship training program alone would not
give the AAST control over the specialty of ACS. In addition,
other professional organizations created their own ACS committees and added EGS content to their scientific meetings. However,
those groups do not practice trauma or SCC. While it is true that
some of those organizations approached the AAST for collaboration and joint sessions in their meetings, others were already
working on disease specific guidelines and launched scientific
publications specifically with EGS content. A sense of risk in losing control of ACS existed and discussions occurred at the AAST
board of managers. If no action were taken, the concept of a specialty encompassing trauma, SCC, and EGS and its potential to
serve the public needs in a comprehensive manner would be
damaged. More had to be done. To define actions that had to
be taken and to provide guidance and future direction to the organization, the idea of a retreat after the 2016 annual congress
started to mature.

FROM INERTIA TO SUCCESS, FROM GOOD
TO GREAT
In the best seller Good to Great, Jim Collins and a group
of researchers explored what good companies do to become
great, to turn long-term weakness into long-term outstanding
sustainable results. Using specific methodology, they found
11 good-to-great companies and described a repetitive pattern
among them: all those companies went through a buildup
phase followed by a breakthrough phase. Companies that eventually became great companies always persisted in their efforts
(turning the flywheel) until the turning point was reached. The
researchers found specific behavioral patterns in the leaders of
those companies as well as in the people who worked for them.
The three critical elements of success were related to: (1) disciplined people, (2) disciplined thought, and (3) disciplined action.13
I decided to use the Good-to-Great template as we were planning
to have a retreat in December 2016, to determine the direction for
our organization in the next 3 to 5 years and to define the focused
areas we had to work on to get there.
Good-to-great companies had level 5 leaders. In addition,
the selection of people, those who would drive processes and
would push the flywheel, occurred before goals were defined.
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But what are level 5 leaders? Level 5 leaders are not high-profile
individuals with big personalities, who make headlines, who
have a gigantic ego, and who want to be in the cover of newspapers or on TV all the time. Level 5 leaders combine two main
traits: extreme personal humility and intense professional will.
They set up successors for success, and they are modest but have
unwavering resolve and determination. In fact, good-to-great
companies did not reach a turning point because of a new leader
established a new vision or a new direction to then gather
people's commitment around it. Level 5 leaders did the opposite;
they first selected the “right people” to stay engaged, got rid of
the wrong people, and then decided where to go. The right people did not have to be externally motivated or convinced to do
the right thing and rarely need to be managed or micromanaged.
As stated by Jim Collins, “…great vision becomes irrelevant
without great people.”13
There are many potential level 5 leaders in the AAST
board of managers. We decided to invite them as well as a few
additional individuals because of their leadership skills, expertise, and experience or because of their enthusiasm and willingness to be part of something bigger then themselves. Very
seamlessly we had the right leadership and the right people on
board. Strategically, step one, the selection of people for the retreat, was completed.
Good-to-great companies started their pathway to greatness by confronting their current reality and by giving the right
people the opportunity to be heard. At all levels, individuals engage in dialogue and debate without shying away from conflict,
until conflict is resolved. We, in the AAST, decided to do just
that. The retreat took place in December 2016, in Chicago. It
was planned as a 1-day retreat divided into two parts. First, we
were led by a professional facilitator who allowed each person
to engage in a debate of ideas about the organization itself, our
purpose, goals, and areas of focus, as we moved into the future.
That activity was easy to accomplish because of the high-level
leaders we had in the room. We then focused on those areas that
were mostly relevant to the organization, its members, and our
profession. After a few rounds of discussion, three main focus
areas emerged: Membership Services, Acute Care Surgery
Ownership, and Research. Part two of the retreat was used to
gather ideas on how to improve in each of the three areas. By dividing the larger group in smaller working groups, consensus
was easily reached. A list of issues, goals, strategies, and potential solutions was generated in each of the three areas. Step two
was completed.

MAKING THINGS HAPPEN—A CULTURE
OF DISCIPLINE
The question at that point was not what needed to be done,
but how to organize ourselves, without overwhelming the structure of our organization, and move the AAST in the right direction. We had the tasks defined, we had the right leadership, and
we had the right people. We had to organize ourselves beyond
the traditional flat structure of our committees to explore peoples' expertise and ability working across committees.
A culture of discipline is the critical element to achieve
sustained results. Self-disciplined people would pursue greatness and would do anything necessary to become the best in
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their area. Organizations that never progressed from good-togreat lacked the discipline to figure out what they could be best
at. With disciplined people and disciplined thought, the only
thing we had to have in place was disciplined action. With incredible determination and systematic action, many things have
been planned and many have already been accomplished. I want
to update you on two areas: acute care surgery and research. You
have already heard an update on membership services during my
opening statement yesterday.

THE RETREAT ROAD MAP: GOALS
AND STRATEGIES
Six goals with accompanying strategies and leadership
were set for the ACS domain (Table 1) and nine goals for research (Table 2), which combined will guide the organization
for the next 3 to 5 years.

GLOBAL ENGAGEMENT
Another element I want to update you the membership is
on global engagement. Although we are the AAST, we are part
of a larger global community. Past President Schwab said, “I believe the AAST has a pivotal role and we have a unique opportunity and favored position to become a lead organization for
global partnerships. We must extend our riches beyond these
shores and begin to look at the needs of those less fortunate.”7
Engaging with our colleagues abroad and with international organizations, universities, and hospitals is critically important. For one, we would at least maintain, and certainly expand,
our global leadership. We already have a seat at the World Health
Organization. We are a founding member of the World Coalition
for Trauma Care and will host the 4th World Trauma Congress in
San Diego in 2018. We have an active International Relations
Committee, which has set up an international rotation for ACS
fellows. To expand our influence and international visibility in
ACS, particularly in EGS, we have partnered with the European
Society of Trauma and Emergency Surgery and codeveloped
the Emergency Surgery Course, which will be taught to practicing
general surgeons, residents, and fellows worldwide. This would
not be possible if it were not for the leadership of Andy Peitzman
and David Spain representing the AAST and Eric Voiglio, Ari
Lepanniemi, Jonathan Tilsed, and Abe Fingerhut from European
Society of Trauma and Emergency Surgery.
In addition, a collaboration exists with the World Society
of Emergency Surgery to develop a book series on several ACS
topics, not limited to EGS, but also to include trauma and SCC.

TABLE 1. Acute Care Surgery Goals and Strategies
Development of clinical practice guidelines in trauma, SCC, and EGS
Write the “optimal resources for the care of emergency general surgery
patients” document
Develop an EGS data dictionary and any form of data collection tool
(e.g., registry)
Conclude and validate the AAST-EGS grading system
Increase the EGS content of the AAST Annual Congress
Assessment of the Effectiveness of the AAST ACS Fellowship
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TABLE 2. Research Goals and Strategies
Continue AAST's support for CNTR
Use of AAST/CNTR clinical research agenda to guide MITC studies and
scholarships
Lead subcommittee to develop comprehensive research agenda (prehospital,
rehabilitation, injury prevention) according to the NASEM report
Develop an EGS research agenda
Develop an SCC research agenda
Create and post an announcement on funding opportunities monthly on
the AAST Web site
Create an acute care surgery research network within the MITC
Develop educational programs on “outcomes research,” “clinical trials,” “big
data mining,” and “healthcare economics” for the AAST Annual Congress
Conduct and publish high-quality clinical studies in acute care surgery
CNTR = Coalition for National Trauma Research; MITC = Multi-Institutional Trials
Committee; NASEM = National Academy of Science, Engineering, and Medicine.

This is a tremendous opportunity for any member of the organization to participate, propose topics, edit a book, or author chapters. The process of participation in this important international
collaboration will be made available to all members of the AAST
after the annual congress and posted on the website.

BOARD CERTIFICATION IN ACS—A FAIR GOAL
Regarding a process that would eventually lead to board
certification, the AAST supported the American Board of Medical Specialties initiative to create specific areas of focused expertise within each specialty board. A letter was written to the ABS
requesting the designation of ACS as a specialty for focused practice designation through the American Board of Medical Specialties. We have yet to receive an answer from the ABS, but we

believe this is a step in the right direction for the recognition
of our specialty.

OPPORTUNITIES AND OWNERSHIP
So where do we go from here? The goals of the strategic
plan, which I updated you on, need to be completed. There is
much work ahead of us. We need the membership's involvement, energy, and participation. I urge the members to reach
out to any committee chair and ask to be involved. We need
high-quality EGS research. We will seek collaboration from
other surgical societies to join our research efforts. We cannot
keep talking to ourselves. International partnerships must be
enhanced and expanded as well. To complete the specialty
ownership process, we must make sure that all current and
future accomplishments are translated and incorporated into
high-quality patient care and demonstrable better outcomes.
A partnership with the American College of Surgeons is critical for the development and implementation of standards and
a potential verification program of centers of excellence in
EGS. Only then, our mission will be completed, and ACS will
be our owned specialty.
As well articulated by Pat Summitt, head coach of the famous University of Tennessee Lady Vols basketball team from
1974 to 2012, who, over the course of her career, accrued 1,098
career wins, the most in NCAA basketball history, “Responsibility
equals accountability equals ownership. And a sense of ownership
is the most powerful weapon a team or organization can have.”14
I hope I have demonstrated that the current leadership of
the AAST responded effectively to the call to action spelled
out by many past presidents to achieve ownership of the specialty of ACS. Having already accomplished many of our goals
in less than 1 year, when we expected it to be a 3- to 5-year plan,
is quite amazing and represents the energy and the makeup of

Figure 6. AAST 2017 board of managers.
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our society. We are on our way from “Good to Great.” There is
much to do ahead of us and we cannot lose momentum.

PASSING THE BATON
The association will be in great hands. I wish Mike
Rotondo, the board of managers, and the committee members
all the best in 2018 and beyond. I am sure many more accomplishments will be achieved to sustain our greatness. I would
be remiss if I did not acknowledge the board of managers of
the AAST. This group has guided, supported, and energized
me during this whole year. You have given so much to me and
to the AAST. I will be forever grateful for your leadership and
friendship (Fig. 6). I also want to thank the staff of the AAST:
Sharon Gautschy, Jermica Smith, and Brea Sanders. You move
the organization forward with hard work, dedication, and passion. Thank you for everything you do to make the AAST go
from Good to Great. I also want to thank Azniv Zeronian, my administrative assistant, for putting up with me every single day
and for becoming part of the life of the AAST.
Serving as your president has been the highest honor of
my professional career. I thank you, the members of the AAST,
for trusting in me and allowing me to have this fantastic opportunity to lead and serve as your president. Thank you.
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