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Abstract
Background: As it may be argued that many surgical interventions provide obvious patient benefits, formal,
staged assessment of the efficacy and safety of surgical procedures has historically been and remains uncommon.
The majority of innovative surgical procedures have therefore often been developed based on anatomical and
pathophysiological principles in an attempt to better manage clinical problems.
Main Body: In this manuscript, we sought to review and contrast the models for pharmaceutical and surgical innovation
in North America, including their stages of development and methods of evaluation, monitoring, and regulation. We also
aimed to review the present structure of academic surgery, the role of methodological experts and funding in
conducting surgical research, and the current system of regulation of innovative surgical procedures. Finally, we
highlight the influence that evidence and surgical history, education, training, and culture have on elective and
emergency surgical decision-making. The above discussion is used to support the argument that the model used
for assessment of innovative pharmaceuticals cannot be applied to that for evaluating surgical innovations. It is
also used to support our position that although the evaluation and monitoring of innovative surgical procedures
requires a rigorous, fit-for-purpose, and formal system of assessment to protect patient safety and prevent
unexpected adverse health outcomes, it will only succeed if it is supported and championed by surgical practice
leaders and respects surgical history, education, training, and culture.
Conclusion: We conclude the above debate by providing a recommended approach to the evaluation,
monitoring, and regulation of surgical innovations, which we hope may be used as a guide for all stakeholders
involved in interpreting and/or conducting future surgical research.
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Background
As it may be argued that many surgical interventions
provide obvious patient benefits, formal, staged assessment of the efficacy and safety of surgical procedures
has historically been and remains uncommon [1]. The
majority of innovative surgical procedures, defined as
“a new or modified surgical procedure that differs from
currently accepted local practice, the outcomes of
which have not been described, and which may entail
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risk to the patient” have therefore often been developed
based on anatomical and pathophysiological principles
in an attempt to better manage clinical problems [1].
For example, damage control laparotomy, or abbreviated
laparotomy followed by temporary abdominal closure and
planned re-operation after a period of intensive care unit
(ICU) resuscitation, was developed in response to the recognition that severely injured trauma patients frequently
died from a “viscious cycle” of hypothermia, acidosis, and
coagulopathy when a prolonged, definitive laparotomy
was completed in a single stage [2]. Although the patient,
system, and societal effects of the integration of damage
control laparotomy into surgical practice were significant,
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its adoption was based on very little evidence comparing it
to definitive trauma laparotomy [3, 4].
In this manuscript, we sought to review and contrast
the models for pharmaceutical and surgical innovation
in North America, including their stages of development and methods of evaluation, monitoring, and regulation. We also aimed to review the present structure of
academic surgery, the role of methodological experts
and funding in conducting surgical research, and the
current system of regulation of innovative surgical procedures. Finally, we sought to highlight the influence
that evidence and surgical history, education, training,
and culture have on elective and emergency surgical
decision-making. The above discussion is used to support the argument that the model used for assessment
of innovative pharmaceuticals cannot be applied to that
for evaluating surgical innovations. It is also used to
support our position that although the evaluation and
monitoring of innovative surgical procedures requires a
rigorous, fit-for-purpose, and formal system of assessment to protect patient safety and prevent unexpected
adverse health outcomes, it will only succeed if it is
supported and championed by surgical practice leaders
and respects surgical history, education, training, and
culture. We conclude the above debate by providing a
recommended approach to the evaluation, monitoring,
and regulation of surgical innovations, which we hope
may be used as a guide for all stakeholders involved in
interpreting and/or conducting future surgical research.

Main text
Approval and monitoring of innovative pharmaceuticals
in North America and the central role of the industryfunded, placebo-controlled randomized controlled trial
(RCT)

Assessment of innovative pharmaceuticals within the
United States and Canada occurs within a highly structured model regulated by the U.S. Food and Drug
Administration (FDA) and Health Canada, respectively
[5]. The development, approval, and monitoring of drugs
within this model occurs within phases typically beginning
with animal studies characterizing their pharmacology and
safety across a dosage range (Phase 0) [1, 5]. The manufacturer uses this information to create an Investigational New
Drug (IND) application, which is submitted to the FDA or
Health Canada and must be approved before human studies begin [5]. After approval of an IND for use in humans,
three phases of clinical safety and efficacy studies are
conducted; at least two of which typically involve placebocontrolled RCTs [1, 5]. As these placebo-controlled RCTs
are often expensive, funding is commonly supplied by the
manufacturer [5]. Importantly, during this process, the
innovation (characterized by Phases 0–3) and adoption and
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monitoring phase (characterized by Phase 4) of drug development, relate to events separated in time [1].
Phase I studies are conducted within a small cohort
of healthy volunteers and assess the safety, tolerability,
accepted dosage range, and pharmacokinetics of the
IND after one or more doses [1, 5]. Phase II studies are
often RCTs and the first studies conducted within
patients with the target health condition [1, 5]. These
trials administer the drug over its anticipated target
dosage range and commonly assess feasibility and/or its
influence on a biomarker or biomarkers [1, 5]. Phase III
studies enroll hundreds to thousands of patients with
the target condition into RCTs and are designed to
assess the efficacy (if the trial is designed as an explanatory trial) or less often effectiveness (if the trial is
designed as a pragmatic trial) of the medication on a
series of pre-defined efficacy and safety endpoints [1, 5].
These trials are used by the FDA and Health Canada for
market approval of the drug for one or more indications
[1, 5]. Phase IV studies are post-marketing studies conducted to monitor for rare adverse effects or to assess the
usefulness of the agent among other patient populations
or when administered in different dosage forms [1, 5].
The process of development for innovative surgical
procedures

In contrast to the highly structured and regulated
model of pharmaceutical innovation, the development
of innovative surgical procedures remains largely unregulated, unstructured, and variable [1, 6, 7]. Despite
this, development of many surgical innovations commonly proceeds unconsciously or unknowingly through
a series of developmental and evaluative stages described in detail by the Balliol Collaboration in 2009
[1]. This group described four distinct stages (0–4) of
surgical innovation, which need not occur sequentially,
within the context of a conceptual framework known as
the IDEAL (Innovation, Development, Evaluation, And
Long-term implementation and monitoring) model (see
Table 1 for a comparison of the models of pharmaceutical and surgical innovation) [1].
In the IDEAL model, stage 0 refers to the initial prehuman (simulator or animal) work and development,
whereas stage 1 is the first time the innovative procedure is performed on a small group of highly selected
patients [1]. The focus of stage 1 is largely technical
skills development and/or acquisition and proof of both
concept and safety [1, 7]. Frequently, a technique that
may have been developed or used in one surgical specialty is adapted for use in another specialty. Stage 2 is
subdivided into stages 2a and 2b [1]. In stage 2a, although the methods or technical details of the surgical
procedure have not yet been completely refined, a few
surgical practice leaders have adopted the technique
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Table 1 Phases/Stages and Methods of Pharmaceutical and Surgical Innovation1, 5,
Phase/ Pharmaceutical Innovation
Stage

7

Surgical Innovation

0

▪ Preclinical animal studies used to characterize the pharmacology of
the agent as well as its safety across a dosage range
▪ Used to support creation of an IND application, which is submitted
to the FDA or Health Canada

▪ Initial prehuman (simulator or animal) work and development,
which may be reported as preclinical studies

1

▪ Phase I RCTs conducted within a small group of health volunteers
to assess the safety, tolerability, accepted dosage range, and
pharmacokinetics of the IND after one or more doses

▪ Technical skills development and/or acquistion and proof of both
concept and safety, which may be described in structured case
reports

2

▪ Phase II RCTs that administer the drug over its anticipated target
dosage range to patients with the target health condition to assess
feasibility and/or the infleunce of the drug on a biomarker or
biomarkers

2a

▪ Although the technical details of the surgical procedure have
not been completey refined, a few surgical practice leaders have
adopted the technique and are using it on a small group of patients
outside the index hospital or center where it was originally
developed
▪ May be described in prospective development studies

2b

▪ Many of the technical details have been nearly perfected, and the
surgeons who adopted the procedure in stage 2a start to broaden
patient accrual and procedural indications
▪ May be described in cohort studies, diagnostic performance
studies, and RCTs

3

▪ Phase III RCTs designed to assess the efficacy or effectiveness of the ▪ The innovative procedure is now becoming part of many surgeon’s
medication in patients with the target health condition on a series of practices, and only a select few will not have adopted it
pre-defined efficacy and safety endpoints
▪ May be evaluated in RCTs or other studies where clinical equipoise
exists

4

▪ Post-marketing studies conducted to monitor for rare adverse
effects or to assess the usefulness of the agent among other patient
populations or when administered in different dosage forms

▪ Long-term monitoring studies whose aim is to assess for
unexpected rare outcomes and restrict or expand indications for
the procedure or clarify additional important technical details

Where FDA indicates U.S. Food and Drug Administration; IND Investigational New Drug, and RCT Randomized controlled trial

and are using it on a small group of patients outside the
index hospital or center where it was developed [1, 7].
Stage 2b begins when many of the technical details have
been nearly perfected, and the surgeons who adopted the
procedure in stage 2a broaden patient accrual and procedural indications [1]. In stage 3, the innovative procedure is
now becoming part of many surgeon’s practices, and only
a select few will not have adopted it [1]. It has also now
been described for use among different groups of patients
or for different indications than originally proposed [1].
Finally, stage 4 is similar to phase 4 of pharmaceutical
innovation, which consists of long-term monitoring studies whose aim is to assess for unexpected rare outcomes
and to restrict or expand indications for the procedure or
clarify important technical details [1].

publications reported among three surgical journals
(Diseases of the Colon & Rectum, Surgery, and the British
Journal of Surgery) in the year 2000 were RCTs and that
this percentage increased to only 10% in 2010 [9]. Further,
many “surgical” RCTs involve evaluations of perioperative
medications or resuscitation/monitoring techniques rather
than comparisons of surgical procedures [1, 7]. Studies of
surgical procedures conducted among humans are therefore often uncontrolled and frequently consist of retrospective, single-arm cohort studies, a study design with at
least a moderate risk of bias [6].

The contrasting pattern of RCT use for the evaluation of
surgical innovation

In contrast to pharmaceutical innovation, the development of surgical procedures continues to occur well after
its adoption into practice, often making it difficult to
decide when to move from a developmental stage (i.e.,
IDEAL stage 1 and 2) to one of formal validation [6]. If
this transition occurs too early, the attempted constraints
of procedure definition and standardization within an
RCT may hinder innovation [6]. However, if done too late

In contrast to the central role of the RCT in evaluating
the efficacy and safety of innovative pharmaceuticals,
few RCTs are currently available that directly compare
surgical procedures to placebo/sham surgery or even to
alternative surgical or interventional procedures [1, 6, 8].
One systematic review reported that only 8.5% of all

Challenges in using RCTs for the evaluation and
regulation of surgical innovations
Differences in the process of innovation for surgical
procedures versus pharmaceuticals
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the state of clinical equipoise (i.e. uncertainty regarding
the benefits or risks that may result from use of the
innovative versus conventional or already existing procedure) may be lost among practicing surgeons, precluding
random allocation of patients to the innovative procedure
versus another intervention [6]. Further, in contrast to an
IND approved for use in humans, the development of the
involved surgical methods and skills that constitute an innovative surgical intervention often continue throughout
the innovation of the procedure [6]. Any less than encouraging findings during its early evaluation may therefore
reflect the surgical learning curve rather than its efficacy
and safety [6]. Thus, in contrast to the requirement for
demonstration of evidence of efficacy and safety during
the early innovation of a novel pharmaceutical, the role of
the RCT is likely minimized in many cases of surgical
innovation until at least stage 3 or the early phase of adoption for the procedure (i.e., when its technical details have
been worked out and the learning curve has largely
passed) [1].
Methodological and technical challenges for use of RCTs for
surgical evaluation

In addition to the difficulty in deciding when to evaluate
an innovative surgical procedure, several special methodological or technical problems may also partly explain
the deficiency of RCTs comparing alternate surgical
interventions [6, 10]. As patients frequently demand the
latest technology advertised through media or other
sources, and surgeons are sometimes keen to adopt
novel techniques, surgical trials may be limited by
patient or surgeon preference for interventions with a
suspected or perceived improvement in benefit-to-risk
profile [6, 11]. For example, although endovascular
abdominal aortic aneurysm repair requires life-long
endograft surveillance and may have less favorable longterm outcomes than open repair [12], even younger
patients with abdominal aortic aneurysms who are fit for
major operative intervention may decline traditional
open repair as they have heard about the purported benefits of minimally invasive repair from their social circle,
the media, or on the internet. Moreover, as a result of
an imbalance of experience favoring an established
surgical intervention, comparison of an innovative procedure with an established standard surgical intervention
is also often criticized [6]. Finally, as the surgical
methods employed during each procedure vary (sometimes considerably) between surgeons, the exact definition of the procedure as well as any attempts to limit
excessive inter-procedural variation may be difficult,
which may make interpretation, duplication, and/or
generalization of results difficult [10].
The innate variability in anatomy and presenting pathology seen among patients may also may make surgical
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RCTs more difficult to conduct, interpret, and generalize
[13]. Further, when there are only small differences
between the surgical method used in the experimental
versus control procedure, a large study sample may be
required to demonstrate superiority, making the RCT an
inefficient design [6]. Similarly, while several component
changes to a surgical procedure over time may ultimately produce improved clinical outcomes, an RCT that
evaluates only one of these component changes may not
observe improved efficacy or safety [10]. Thus, patient
outcomes could potentially be adversely influenced in
some cases if randomized evidence was required to
“prove” that one or another component change in the
technique of an operation produced improved patient
outcomes [10]. Further, although randomization should
ideally be done as close as possible to the time of surgical intervention to prevent cross-over between the treatment and comparison groups, this may sometimes be
challenging or impossible in practice [6].
Finally, although a surgical procedure is principally
conducted by the surgeon and therefore influenced by
their decision-making and technical skill, the outcome of
the procedure is also dependent on other operating
room team members (surgical residents/fellows, anesthesiologists, nurses, and technicians) as well as the quality
of perioperative management [6]. As an example, in
addition to the varied surgical technique involved in
damage control laparotomy (e.g., the indications used
for the procedure, the operative interventions performed, and potentially the time spent in the operating
theatre), other preoperative (e.g., the exact indication
used for the procedure, use of damage control resuscitation techniques, and/or administration of tranexamic
acid) and postoperative interventions (e.g., intensive care
and/or angiographic embolization) may differ between
treatment groups and contribute to the outcomes
observed between the treatment groups [6]. Thus, the
quality of reporting of surgical RCTs is contingent upon
describing perioperative care interventions in detail.
Despite this, a cross-sectional survey of 120 two-arm
parallel RCTs assessing surgical interventions indexed in
PubMed in 2013 suggested that less than 40% of these
trials provided data on anesthetic management or postoperative care [14]. Improvements in the quality of
surgical intervention reporting are therefore needed.
Unique challenges for the conduct of RCTs in trauma and
emergency surgery

Several additional difficulties may limit the design and
conduct of RCTs of emergency surgical procedures,
including those for trauma. As evidence is often lacking
in many of these areas, and for other reasons that will be
discussed below, surgical dogma and the opinions of
surgical practice leaders likely significantly influence
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surgeon preference for one procedure over another in
emergency situations [6]. These preferences may preclude randomization due to surgeons’ lack of equipoise
[6]. Moreover, as the surgical intervention must be
performed urgently, and study patients often present
outside of normal daylight working hours (frequently
precluding availability of key research staff), the conduct,
management, and logistics of an RCT design can be
demanding for surgical investigators [10]. Further, although some investigators may argue that a waiver of
consent should be granted where informed or surrogate
consent may not be feasible nor practical to obtain, and
where clinical equipoise exists, such waivers of consent
may sometimes be difficult to obtain from institutional
research ethics boards (IREBs), making trial execution
difficult if not sometimes impossible [6, 10]. Finally, as
emergent surgical patients who meet the exact inclusion/exclusion criteria of the RCT may only present
intermittently, recruitment of the required sample size
of patients may take years or be overly costly and thus
sometimes unfeasible [10].
Lack of external validity among published surgical RCTs

In addition to the methodological and technical challenges to conducting RCTs in surgery, the application of
the evidence afforded by these studies is often limited by
an actual or at least perceived lack of external validity
[15–17]. Although RCTs are widely cited as providing
the most robust evidence on the efficacy of an intervention under ideal circumstances, they sometimes provide
less evidence on the effectiveness of the procedure or its
performance in routine practice [16–18]. Trials may
exclude elderly patients and/or those with multiple comorbidities or specific prior interventions (including surgery), or they may appear to have been conducted within
a highly controlled environment [18]. For example, trials
comparing laparoscopic versus open hernia repairs frequently exclude patients with obesity, cirrhosis, and concurrent infection as well as those who received previous
hernia repair or were requiring emergency operation, all
of which are commonly encountered in practice [19].
Thus, some surgeons may argue that the results of these
trials are not generalizable to or helpful for the patients
they encounter in their practices [15–17].
Evidence-based surgery and surgical history, education,
training, and culture

Aside from the challenges outlined above for conducting
RCTs in surgery in a manner similar to pharmaceuticals,
several characteristics of surgical history, education,
training, and culture may limit the perceived importance
or use of evidence (randomized or other) by practicing
surgeons [6, 13, 20]. Very few of the surgical procedures
in use today were validated by RCTs or other controlled
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trials demonstrating their efficacy/effectiveness and/or
safety [10]. Thus, for procedures widely adopted into
practice soon after their development, it may be impossible for researchers to compare their efficacy and safety
against another procedure viewed to be inferior given
the lack of equipoise [10]. This problem is likely greatest
when two procedures proposed to be compared in an
RCT are perceived to have substantially different benefit-to-harm profiles (e.g., minimally invasive versus traditional open procedures) [6] or when surgeons perceive
that not giving the intervention will produce a poor outcome (e.g., definitive instead of damage control laparotomy for patients with a juxtahepatic venous injury or
persistent intraoperative acidosis) [21, 22].
The traditional “master-student” or apprenticeship
model of surgical training has also been described as being much less conducive to evidence-based practice than
the present model of medical training [6]. According to
Ergina and colleagues, the staff or attending surgeon is
described in this model as being viewed as the “master”
who already possesses the required surgical knowledge,
which can only be gained by the resident apprentice
through “observation and emulation” [6]. Thus, residents
learn by observing and memorizing methods by which each
of their attending surgeons (or other surgical practice
leaders, through surgical textbooks, conferences, and other
tertiary literature sources) conducts an operation.
Although the above model works well for learning
many different crafts, it may influence the conduct or
translation of research not supported by attending surgeons or surgical opinion leaders [6]. These issues are
likely further compounded within the context of trauma
and emergency surgery given the paucity of high-level
evidence, and the difficulty in studying emergent surgical
conditions or learning how to manage them without an
adequate period of apprenticeship with a master surgeon. Thus, despite attempts at knowledge translation
strategies, implementation or deimplementation of practices in surgery (e.g., inappropriate use of surgical drains
or various postoperative feeding practices) remains a
slow and ineffective process without the support or
oversight of appropriate master surgeons or surgical
practice leaders for the reasons outlined above [6]. This
also implies that evidence-informed practice changes
may be more effectively achieved in surgery than in
medicine through the engagement of recognized surgical
practice leaders in programs of research.
Actual or perceived barriers or impediments from single surgical practice leaders or entire surgical practice
groups may also restrict the adoption of best evidence
into surgical practice even when evidence suggests that
patient outcomes are improved with an alternate approach [13]. This phenomenon is widely known, and
captured by the well known surgical phrase “you can’t
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do that here because we don’t do that here” [13]. Further, as the practice of surgery involves constant, close
interprofessional interactions, surgical decisions may be
substantially swayed (consciously or unconsciously) by
the opinions of colleagues or fear of a repeat poor outcome because of a bad experience had when managing
another patient [13]. For example, although there is no
randomized evidence to support the routine use of percutaneous surgical drains after routine or emergent laparoscopic cholecystectomy [23], some surgeons may still
choose to leave drains in patients as they have been influenced by previous anecdotes of patients suffering one
or more poor outcomes as a result of a missed postoperative bile leak.
Academic surgery, methodological expertise, and
research funding

As surgery is a craft improved through practice and
experience, academic surgeons must devote more time
to clinical service than their academic physician colleagues to maintain competence, especially when their
chosen specialty is more technically demanding. This
limits their available time to conduct research and write
grant funding applications [6]. Moreover, although the
vast majority of surgeons are familiar with the principles
and methods of epidemiology and biostatistics, a lack of
formal training in evidence-based medicine among many
surgeons may contribute to an inability to find (i.e.,
because of a lack of training on how to conduct effective
electronic database searches) and/or interpret (owing to
a lack of critical appraisal skills) the best-available evidence. It likely also leads to a lack of desire to conduct
RCTs or other more complicated epidemiological study
designs [10]. Further, while research funding is required
for many academic surgeons in order to design and conduct RCTs and other studies of surgical procedures,
some evidence exists to suggest that surgeons are less
likely to apply for non-industry funding, and also less
likely to be successful when they do [6, 10]. Finally, in
contrast to the situation with pharmaceuticals, unless an
innovative surgical procedure involves use of a device,
industry funding is often unavailable to surgeons.
Present systems for regulation of innovative surgical
procedures

As surgical innovation exists in a “grey zone” between
interventions intended to provide therapeutic benefit to
patients and research studies designed to “test an hypothesis [sic], permit conclusions to be drawn, and thereby to
develop and contribute to generalizable knowledge”, it is
frequently challenging to define an innovative surgical
procedure as an intervention or research [11]. Thus,
unless the surgeons involved with the innovation decide
to present it in the form of research (in which case they

Page 6 of 9

would have to be submit their work to an IREB), no formal regulatory framework exists for evaluating innovative
surgical procedures [1, 11].
In part to address this problem, a formal document
was issued by the National Commission for the Protection of Human Subjects of Biomedical and Behavioral
Research in 1979 known as the Belmont Report [11]. Although this report stated that when surgical procedures
“depart in a significant way from standard or accepted
practice the innovation does not, in and of itself, constitute research” that would require a formal research
study, it did state that “radically new procedures” should
mandate such evaluations [11]. However, as the terms
“significant” and “radically new” remain ill-defined, the
process of surgical innovation in North America remains
largely self-regulated by the surgical profession unless it
involves use of a medication or medical device, under
which circumstances it would have to follow the regulations afforded by the FDA or Health Canada [1, 11].
The IDEAL recommendations for evaluation and
monitoring of surgical innovation

As a practical system for the development and evaluation of surgical procedures that does not unnecessarily
hinder surgical innovation is required, the Balliol Collaboration created recommendations in 2009 that coincide
with their proposed model of surgical innovation
described above [7]. The Collaboration recognized that
it may be impossible to change the process of surgical
innovation, and instead decided to adapt their development and evaluation methods to the existing process [7].
In the IDEAL recommendations, the Balliol Collaboration recommended that when an innovative procedure
is first being used among humans (stage 1), the surgeons
involved inform the hospital of the intention to perform
the novel procedure [7]. They also recommended that
surgeons report all innovative procedures, including
both failures and successes, ideally in an online register
that is freely available and accessible to all surgeons [7].
Prior to the beginning of stage 2a (where a few surgical
leaders have begun to use the technique among a small
group of patients), the IDEAL recommendations also
suggest that protocols for prospective development studies are designed and registered before patient recruitment commences [7]. These protocols should describe
patient indications and contraindications, operative
methods, and a priori outcome measures [7]. As technical modifications and a learning curve are expected
during stage 2a, all changes in surgical method should
be recorded and consecutive outcomes should be reported for all cases without omissions [7]. Finally, the
IDEAL recommendations suggest reporting “selection
criteria and proportion of eligible cases selected; a clear
description of the procedure and each modification, with
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timing; and relevant outcomes, with recognized standard
definitions of important categories, such as specific complications” [7]. In stage 2b, where the surgeons who
adopted the procedure in stage 2a start to increase patient accrual and procedural indications, prospective
research databases should be established such that data
can be collected on all patients receiving the innovative
procedure [7]. These databases should contain wellcharacterized technical, clinical, and patient-reported
outcomes, and could be used to conduct prospective
uncontrolled studies and design RCTs [7]. They should
also be used to describe the patient population presenting for treatment, and how many were treated by the
innovative versus conventional or other procedures [7].
During stage 3, where the procedure is becoming part of
many surgeons’ practices, it should be evaluated for
effectiveness and safety against a current standard,
ideally with an RCT [7]. The recommended method for
monitoring during stage 4 (long-term monitoring) is use
of a registry that captures only well-defined relevant
information and key outcomes [7]. After adjusting for
case-mix or known potential confounding factors
between the groups, analyses may be done to investigate
outcome variations between subgroups among large
numbers of patients accumulated over time [7].

Conclusion
A recommended approach to the evaluation, monitoring,
and regulation of innovative surgical procedures

As the development of innovative surgical procedures
continues to occur long after its initial use among
humans, the approval and monitoring of innovative surgical procedures cannot occur in sequential stages as in
the model of pharmaceutical regulation and monitoring
[1, 7]. Moreover, as “unrealistically demanding standards
could hinder surgical innovation,” the requirement for
large RCTs demonstrating efficacy/effectiveness and
safety prior to their use in clinical practice may have a
detrimental influence on surgical progress [7]. Despite
this, the evaluation and subsequent monitoring of
innovative surgical procedures requires a formal system
to prevent recurrent mistakes and protect patients [7].
Table 2 outlines some potential solutions to the challenges of evaluating, monitoring, and regulating surgical
innovations, including some of those suggested in the
IDEAL recommendations [7].
Ideally, surgical innovations should be first reported in
case reports and then case series and subsequently evaluated in cohort studies followed by RCTs and economic
analyses. Although RCTs are recommended for evaluating surgical innovations by IDEAL, the conduct of these
trials may be limited by methodological and technical
challenges as well as issues related to external validity
and cost. As such, if RCTs are to be viewed as an ideal
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Table 2 Potential Solutions to the Challenges of Properly
Evaluating, Monitoring, and Regulating Innovative Surgical
Procedures
Research Methods and Funding Challenges
▪ Increased funding opportunities (alone and within research teams) and
expert methodological support for surgical researchers
▪ Increased support by Departments of Surgery and their members to
recruit, support, and retain academic surgeons
▪ Increased use of RCT (including pragmatic, adaptive, tracker, expertisebased, or cluster), experimental or quasi-experimental (parallel group,
non-randomized, controlled interrupted time-series studies, or stepped
wedge designs by surgery or site), and comparative effectiveness
studies for evaluating surgical innovations (guided by the above
methodological experts) (where RCTs are either unethical or impractical)
▪ Increased use of the IDEAL recommendations for evaluating surgical
innovations by surgeons, institutions, scientific journals, and other
stakeholders
▪ Editors of surgical journals and professional surgical societies should
mandate that studies of surgical innovations be reported according to
the EQUATOR guidelines and that EQUATOR checklists are uploaded
with studies when submitted for peer-review
▪ Increased conduct and reporting of economic analyses of surgical
interventions to determine their cost-effectiveness (ideally these studies
would be “piggy-backed” to RCTs comparing an innovative to a
conventional surgical procedure)
Surgical History, Education, Training, and Culture
▪ Integration of formal education on evidence-based medicine
knowledge and skills into surgical residency training programs
▪ Increased CME and surgical journal series on evidence-based surgery
topics for staff surgeons and surgical trainees
▪ Increasing the number of surgeon and non-surgeon researchers in
Departments of Surgery with formal training in research methodology
▪ Increased support by surgical opinion leaders on a shift towards a
culture of surgical practice that is based on evidence and
apprenticeship
▪ Use of knowledge translation interventions that embrace that surgical
practice changes and the use of evidence in surgery may occur more
effectively when championed or supported by surgical practice leaders
▪ Research to better understand the methods by which surgeons make
decisions and decide to implement or de-implement evidence-informed
practices into or out of surgery
Where CME indicates continuing medical education; EQUATOR Enhancing the
QUAlity and Transparency Of health Research, IDEAL Innovation, Development,
Evaluation, and Long-term implementation and monitoring, and RCT
Randomized controlled trial

component in the process of innovation for many surgical procedures, methods should be created that allow for
increased funding opportunities (either alone or within
research teams) and expert methodological support for
surgical investigators. As the conduct of surgery in
health care is resource intensive (especially when postoperative ICU care is required), and may contribute to
bodily disfigurement and mortality, it represents a
significant cost item and surgeons must advocate for
funding for academic surgeons and Departments of
Surgery to properly and ethically study the effects of surgical innovations on patients. Moreover, before any surgical
intervention is adopted its cost-effectiveness should be
assessed in economic analyses [24]. Ideally, a cost-effectiveness analysis should be “piggy-backed” to an RCT comparing an innovative to a conventional surgical procedure.
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While use of pragmatic, adaptive, or cluster (i.e., investigators may instead randomize clusters of patients to an
intervention performed by an experienced individual
surgeon or center rather than allocating the intervention
at a patient-level) RCTs may increase the external validity of trials [18], conduct of these studies may not be
feasible or even required in some situations. In these
cases, other types of experimental or quasi-experimental
studies, including parallel group non-randomized studies, controlled interrupted time-series studies, stepped
wedge designs by surgery or site (i.e., randomizing a
group of surgeons to do the procedure in an innovative
way and another group of surgeons to do the procedure
in the traditional or comparative way), tracker trials, or
expertise-based RCTs may be used [7]. These designs
would likely often require that surgeons had equipoise
regarding the superiority of the two procedures and that
they are appropriately trained to perform the procedure
in both the innovative and traditional way. Observational
studies using various comparative effectiveness research
methodologies that aim to provide causal inference may
also be helpful when RCTs are not feasible for ethical or
pragmatic reasons [7, 18]. These methodologies include
propensity scores, marginal structural models, and instrumental variables analysis [18]. While these studies cannot
prove causation, they may be used to highlight the need
for RCTs or support increased or decreased use of an
intervention until RCT evidence becomes available.
However, if evidence-based surgery is to play a larger
role in surgical decision-making and the evaluation and
regulation of surgical procedures, some authors have
suggested that changes in surgical education must first
occur [25]. First, surgeons must be taught how to effectively search for and critically appraise existing evidence.
Although changes have already begun to occur in North
America with the integration of formal education on evidence-based surgery into surgical residency training programs, these teachings are likely insufficient [24, 25].
They also ignore many of the non-evidence-based barriers
to surgical decision-making discussed herein [25, 26].
Surgical journals may assist surgeons and surgical trainees
in learning evidence-based medicine knowledge and skills
by publishing specialized series dedicated to surgical
audiences. For example, over the past two decades, the
Canadian Journal of Surgery published the Users’
Guides to the Surgical Literature, which contains articles guiding surgeons on how to find and evaluate
surgical evidence [27–30].
However, only with the support of senior surgical leadership may it be possible to facilitate a shift in the
culture of surgical practice from one that is based largely
on apprenticeship to one that is also based on evidence
and apprenticeship [25]. In surgery, where the opinions
of surgical practice leaders are so highly regarded, their
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involvement in individual programs of surgical research
may greatly improve the translation of the work produced and improve both the implementation and de-implementation of surgical practices. Finally, despite
arguments that the model should be changed completely
from one based on apprenticeship to one based on evidence [25], we would argue that apprenticeship-type
learning will always be at least partly required for practices that are difficult to study (e.g., minor variations in
intraoperative or postoperative care practices) and highrisk surgical situations where evidence is unavailable and
decisions must be made under conditions of uncertainty
and significant time-constraints [20]. In these situations,
surgeons learn from their mentors to synthesize existing
information and draw on past experiences and knowledge to make high quality decisions.
In addition to support from surgical leaders, several
additional actions may facilitate improvements in the
evaluation and reporting of surgical innovations or procedures (Table 2) [7]. These include promotion of the
IDEAL standards for study reporting and design by journal Editors as well as calls for IDEAL study designs by
journals [7]. Editors may also assist with creating registries
of surgical protocols and reports [7], and provide opportunities to publish these works in surgical journals.
Although “domain-specific” (i.e., surgery-specific) funding
is rare, research funding agencies could also develop specific funding sources for appropriately designed studies of
surgical innovation, and provide support for design of
surgical databases, registries, and reporting media [7].
Regulating bodies could also accept IDEAL study designs
as the appropriate method of evaluation for surgical
innovation, provide rapid and flexible ethical reviews of
innovative surgical procedures during the early stages of
innovation, and link provisional approval to appropriate
registration of evaluation of all innovative procedures [7].
Further, professional surgical societies could ensure that
all guidelines follow the IDEAL recommendations, and
even require members to report innovative procedures in
registers in order to maintain specialty recognition [7].
Finally, in addition to recommending that the “level” of
evidence afforded be explicitly reported in articles
published in their affiliated journals, Editors of surgical
journals and surgical societies should mandate that studies
of surgical innovations be reported according to the
Enhancing the QUAlity and Transparency Of health
Research (EQUATOR) guidelines [31]. They may also
mandate that the relevant EQUATOR checklist be
uploaded as supplemental digital content when studies are
submitted for peer-review (available at http://www.equa
tor-network.org/). Only with all or many of the very
significant changes outlined above, would such a system
of formal evaluation and monitoring of surgical innovation
be widely adopted into practice.

Roberts et al. BMC Surgery

(2019) 19:119

Abbreviations
EQUATOR: Enhancing the QUAlity and Transparency Of health Research;
FDA: U.S. Food and Drug Administration; ICU: Intensive care unit;
IDEAL: Innovation, Development, Evaluation, And Long-term implementation
and monitoring; IND: Investigational new drug; IREB: Institutional Research
Ethics Board; RCT: Randomized controlled trial

Page 9 of 9

6.

7.

8.
Acknowledgments
Not applicable.
Authors’ contributions
The concept of the manuscript was proposed to DJR by DAZ and HTS. DJR
wrote the manuscript, which was critically revised and expanded upon by
DAZ, CGB, AWK, PDF, MTJ, KJM, BDH, BM, and HTS. All authors have read and
approved the final manuscript. All authors also agree to be personally
accountable for their contributions and ensure that questions related to the
accuracy or integrity of any part of the work, even ones in which they were
not personally involved, are appropriately investigated, resolved, and the
resolution documented in the literature.

9.

10.
11.
12.

Funding
There was no funding provided for this work.

13.
14.

Availability of data and materials
Not applicable.

15.

Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Division of Vascular and Endovascular Surgery, Department of Surgery,
University of Ottawa, The Ottawa Hospital, Civic Campus, Room A280, 1053
Carling Avenue, Ottawa, Ontario K1Y 4E9, Canada. 2Division of Critical Care
Medicine, Department of Medicine, University of Alberta, Edmonton, Alberta,
Canada. 3Department of Surgery, University of Calgary, Calgary, Alberta,
Canada. 4Department of Oncology, University of Calgary, Calgary, Alberta,
Canada. 5Alberta Health Sciences Research – Research Analytics, University of
Calgary and the Foothills Medical Centre, Calgary, Alberta, Canada.
6
Department of Medicine, University of Calgary, Calgary, Alberta, Canada.
7
Department of Community Health Sciences, University of Calgary, Calgary,
Alberta, Canada. 8Strategic Clinical Networks, System Programs, and
Innovation, Alberta Health Services, Calgary, Alberta, Canada. 9Department of
Critical Care Medicine, University of Calgary, Calgary, Alberta, Canada.
Received: 28 March 2019 Accepted: 18 August 2019

16.
17.
18.
19.

20.
21.

22.

23.

24.

25.
26.
27.

References
1. Barkun JS, Aronson JK, Feldman LS, Maddern GJ, Strasberg SM, Altman DG,
Barkun JS, Blazeby JM, Boutron IC, Campbell WB, et al. Evaluation and stages
of surgical innovations. Lancet. 2009;374(9695):1089–96.
2. Roberts DJ, Ball CG, Feliciano DV, Moore EE, Ivatury RR, Lucas CE, Fabian TC, Zygun
DA, Kirkpatrick AW, Stelfox HT. History of the innovation of damage control for
management of trauma patients: 1902-2016. Ann Surg. 2017;(5):1034–44.
3. Roberts DJ, Bobrovitz N, Zygun DA, Ball CG, Kirkpatrick AW, Faris PD, Stelfox
HT. Indications for use of damage control surgery and damage control
interventions in civilian trauma patients: a scoping review. J Trauma Acute
Care Surg. 2015;78(6):1187–96.
4. Roberts DJ, Bobrovitz N, Zygun DA, Ball CG, Kirkpatrick AW, Faris PD, Brohi K,
D'Amours S, Fabian TC, Inaba K, et al. Indications for use of damage control
surgery in civilian trauma patients: a content analysis and expert
appropriateness rating study. Ann Surg. 2015;263(5):1018–27.
5. Sweet BV, Schwemm AK, Parsons DM. Review of the processes for FDA
oversight of drugs, medical devices, and combination products. J Manag
Care Pharm. 2011;17(1):40–50.

28.

29.
30.

31.

Ergina PL, Cook JA, Blazeby JM, Boutron I, Clavien PA, Reeves BC, Seiler CM,
Altman DG, Aronson JK, Barkun JS, et al. Challenges in evaluating surgical
innovation. Lancet. 2009;374(9695):1097–104.
McCulloch P, Altman DG, Campbell WB, Flum DR, Glasziou P, Marshall JC, Nicholl
J, Aronson JK, Barkun JS, Blazeby JM, et al. No surgical innovation without
evaluation: the IDEAL recommendations. Lancet. 2009;374(9695):1105–12.
Solomon MJ, Laxamana A, Devore L, McLeod RS. Randomized controlled
trials in surgery. Surgery. 1994;115(6):707–12.
Shawhan RR, Hatch QM, Bingham JR, Nelson DW, Fitzpatrick EB, McLeod R,
Johnson EK, Maykel JA, Steele SR. Have we progressed in the surgical
literature? Thirty-year trends in clinical studies in 3 surgical journals. Dis
Colon Rectum. 2015;58(1):115–21.
McCulloch P, Taylor I, Sasako M, Lovett B, Griffin D. Randomised trials in
surgery: problems and possible solutions. BMJ. 2002;324(7351):1448–51.
Mastroianni AC. Liability, regulation and policy in surgical innovation: the
cutting edge of research and therapy. Health Matrix Clevel. 2006;16(2):351–442.
Powell JT, Sweeting MJ, Ulug P, Blankensteijn JD, Lederle FA, Becquemin JP,
Greenhalgh RM. Meta-analysis of individual-patient data from EVAR-1, DREAM,
OVER and ACE trials comparing outcomes of endovascular or open repair for
abdominal aortic aneurysm over 5 years. Br J Surg. 2017;104(3):166–78.
Francis DM. Surgical decision making. ANZ J Surg. 2009;79(12):886–91.
Yu J, Li X, Li Y, Sun X. Quality of reporting in surgical randomized clinical
trials. Br J Surg. 2017;104(3):296–303.
Marshall JC. Surgical decision-making: integrating evidence, inference, and
experience. Surg Clin N Am. 2006;86(1):201–15 xii.
Kaafarani HM, Hawn MT, Itani KM. Individual surgical decision-making and
comparative effectiveness research. Surgery. 2012;152(5):787–9.
Marko NF, Weil RJ. An introduction to comparative effectiveness research.
Neurosurgery. 2012;70(2):425–34 discussion 434.
Sox HC, Goodman SN. The methods of comparative effectiveness research.
Annu Rev Public Health. 2012;33:425–45.
Sauerland S, Walgenbach M, Habermalz B, Seiler CM, Miserez M.
Laparoscopic versus open surgical techniques for ventral or incisional hernia
repair. Cochrane Database Syst Rev. 2011;(3):CD007781.
Flin R, Youngson G, Yule S. How do surgeons make intraoperative
decisions? Qual Saf Health Care. 2007;16(3):235–9.
Szatmary P, Arora S, Sevdalis N. To operate or not to operate? A multimethod analysis of decision-making in emergency surgery. Am J Surg. 2010;
200(2):298–304.
Roberts DJ, Zygun DA, Faris PD, Ball CG, Kirkpatrick AW, Stelfox HT. Opinions
of practicing surgeons on the appropriateness of published indications for
use of damage control surgery in trauma patients: an international crosssectional survey. J Am Coll Surg. 2016;223(3):515–29.
Gurusamy KS, Koti R, Davidson BR. Routine abdominal drainage versus no
abdominal drainage for uncomplicated laparoscopic cholecystectomy.
Cochrane Database Syst Rev. 2013;(9):CD006004.
Thoma A, Haines T, Veltri K, Goldsmith CH, O'Brien BJ, Quartly C. A
methodological guide to performing a cost-utility study comparing surgical
techniques. Can J Plast Surg. 2004;12(4):179–87.
Meakins JL. Evidence-based surgery. Surg Clin N Am. 2006;86(1):1–16 vii.
Sevdalis N, McCulloch P. Teaching evidence-based decision-making. Surg
Clin N Am. 2006;86(1):59–70 viii.
Urschel JD, Goldsmith CH, Tandan VR, Miller JD. Users’ guide to evidencebased surgery: how to use an article evaluating surgical interventions.
Evidence-based surgery working group. Can J Surg. 2001;44(2):95–100.
Hong D, Tandan VR, Goldsmith CH, Simunovic M. Users’ guide to the
surgical literature: how to use an article reporting population-based
volume-outcome relationships in surgery. Can J Surg. 2002;45(2):109–15.
Thoma A, Sprague S, Tandan V. Users' guide to the surgical literature: how
to use an article on economic analysis. Can J Surg. 2001;44(5):347–54.
Archibald S, Bhandari M, Thoma A. Users' guides to the surgical literature:
how to use an article about a diagnostic test. Evidence-based surgery
working group. Can J Surg. 2001;44(1):17–23.
Simera I, Altman DG. ACP journal Club. Editorial: writing a research article
that is “fit for purpose”: EQUATOR network and reporting guidelines. Ann
Intern Med. 2009;151(4):JC2-2, JC2-3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

