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Collaboration (from Latin com- “with”þ laborare “to labor,”
“to work”) is the process of two or more people, entities, or
organizations working together to complete a taskor achieve
a goal.1 Collaboration in surgery, while it happens, has not
traditionally been the norm because most specialties do not
need to work together. However, because of the nature of
Plastic Surgery, interaction with other specialties is the
norm. But, collaboration goes beyond mere interaction. It
means taking part in themanagement of each case, attending
tumor board/planning meetings, and being part of the team,
not just showing up in the operating room at the end of a
case. The concept of collaboration in surgery was brought
home to me many years ago. I was attending Head and Neck
tumor board rounds. A neurosurgeon presented a Skull Base
case and concluded that the patient’s tumor was likely
resectable but access was, in his estimation, fraught with
hazard. The head of Otolaryngology, Head and Neck Surgery
said, “I can get you in there but it’ll leave a hell of a hole.” I
then suggested “I can close thehole.”We looked at each other
and realized that together we could achievewhat neither one
of us could do alone. The case went well and the three of us
regularly collaborated for many years to come. We intro-
duced the use of free tissue transfer to Skull Base surgery and
consequently reduced the incidence of the three biggest
complications of that surgery; brain abscess, meningitis,
and CSF leak.2However, with the development of endoscopic
techniques, skull base defects were being created with
minimal access and the difficulty of introducing a free flap
into these defects led to a resurgence of the very complica-
tions that free tissue transfer had mitigated; brain abscess,
meningitis, and CSF leak! This led to the development of
alternative local and regionalflaps that could be used to close
endoscopically created skull base defects.3,4An innovation in
surgical technique led to an innovation in flap development;
another lesson for me. But more of innovation later.

So why there is not more collaboration in surgery? There
are several reasons. One reason is money. When I moved my
practice from the University of Toronto to the University of
Washington in Seattle in 2007, I wanted to continue to be
involved in head and neck reconstruction which made up

approximately 70% of my practice in
Toronto. In Seattle, the Chief of the
Head and Neck Service, who is a
friend, told me ruefully that if he
sought my involvement in his recon-
structions, the consequent revenue
would be lost to his department. So, he continued to do his
own reconstructions. That made me realize that getting
another surgical department involved in patient manage-
ment may reduce revenue for the original department. The
silo organization of the various departments in this case
tended to stifle collaboration for economic reasons. There is,
of course, no reasonwhyHead and Neck surgeons should not
do their own reconstructions. Neither is there any reason for
any specialty not to complete all aspects of a given case but,
as I have discovered in my career, sharing expertise is
frequently more beneficial for the patient and, indeed, for
the discipline of surgery as a whole.

Marketingateamapproachmaymitigate individualfinancial
downsides. Anexampleof this is theMayoClinicmodelwherein
patients go to the institution rather than to an individual
physician in the Mayo Clinic. The Clinic has the name recogni-
tion and reputation, rather than the individual physician.

Another reason why collaboration may not be more
ubiquitous is that of availability. To give a Plastic Surgery
example, let us consider the case of postmastectomy breast
reconstruction. A breast surgeon who has done a mastecto-
mywaits for the plastic surgeon, whomay be busy in another
operating room, to come and place a tissue expander for the
first stage of breast reconstruction. (S)he thinks, “why don’t I
put it inmyself? It can’t be that hard.” It is not! That is the thin
end of the wedge that may ultimately lead to the plastic
surgeon no longer being asked to do the reconstruction. The
next time the breast surgeon will insert the tissue expander
without consulting the plastic surgeon and will probably go
on to replace the tissue expander with a permanent implant
eventually.While (s)he is certainly perfectly capable of doing
this, (s)he is depriving the patient and him/herself of exper-
tise that is likely going to result in a better outcome. This
circumstance can prevail whenever a procedure calls for the

Peter C. Neligan

Address for correspondence
Peter C. Neligan, MB, FRCS(I),
FRCSC, FACS, Division of Plastic
Surgery, University of
Washington, Seattle, WA 68195
(e-mail: pneligan@uw.edu).

DOI https://doi.org/
10.1055/s-0043-1778669.
eISSN 2234-6171.

© 2024. The Author(s).
This is an open access article published by Thieme under the terms of the

Creative Commons Attribution License, permitting unrestricted use,

distribution, and reproduction so long as the original work is properly cited.

(https://creativecommons.org/licenses/by/4.0/)

Thieme Medical Publishers, Inc., 333 Seventh Avenue, 18th Floor,
New York, NY 10001, USA

THIEME

Editorial 147

Article published online: 2024-01-29

https://orcid.org/0000-0003-4439-2205
mailto:
https://doi.org/10.1055/s-0043-1778669
https://doi.org/10.1055/s-0043-1778669


involvement of several services. Because of the complexity of
scheduling, it is much easier to schedule a case that involves
just one service. It may be easier but is it better?

The final barrier to collaboration is ego. How do you know
you have an ego problem? Nouman Ali Khan is a Pakistani–
American Islamic speaker and Arabic instructor who founded
the Bayyinah Institute for Arabic and Qur’anic Studies after
serving as an instructor of Arabic at Nassau Community
College. He has been named one of the 500 most influential
Muslims in the world by the Royal Islamic Strategic Studies
Centre of Jordan.5 He said, “If someone corrects you, and you
feel offended, then you have an ego problem.”My own defini-
tion of an ego problem is “if your e-mail signature is longer
thanyour e-mail. You have an ego problem!” In a collaborative
team there is no room for ego and themembers of such a team
need to recognize and respect the abilities of each of the other
members of the team.

Consider innovation again. According to Wikipedia, Inno-
vation is the practical implementation of ideas that result in
the introduction of newgoods or services or improvement in
offering goods or services.6 Surgeons innovate all the time.
Most of the time this innovation is incremental. We change
the waywe put a suture in, we modify an incision, we design
a flap differently. We do this to tweak what we do and
improve our outcomes and we adopt those innovations into
our practice. Sometimes we innovate to deal with a specific
problem that we have not been facedwith before. Innovation
occurs most frequently in times of war and natural disaster
when we are faced with patients and situations in such
numbers that we have to find new methods of treatment,
through innovation, just to cope. What all these innovations
have in common is the desire to improve things or to treat
conditions that we were hitherto unable to tackle. This is
somethingwe allwant.While themajority of innovations are
incremental, some are more radical, completely changing an
approach, often developing new techniques that seem to
break the rules we have lived by up until that point. One
example is the work of Paul Tessier. His innovation is best
described as radical. He broke all the rules of surgical dogma
by combining an intracranial and extracranial approach for
the treatment of hypertelorbitism.7 This innovation led to
the development of the subspecialty of Craniofacial Surgery
and fostered the advancement of the related specialties of
neurosurgery, maxillofacial, and ophthalmic surgery. I have
mentioned that developments in one specialty can lead to
advances in another. A great example of this is the applica-
tion of bone lengthening to the craniofacial skeleton. The
possibility of lengthening bone was discovered by Gavriil
Ilizarov in 1951.8 This proved a revolutionary advance.
Joseph McCarthy subsequently adapted that technique to
the craniofacial skeleton and distraction osteogenesis, as it is
now called, has changed the way we treat many craniofacial
anomalies.9 In the history of Plastic Surgery, there have been
several major innovations. Innovation is not confined to
reconstructive surgery. Dr. Sydney Coleman introduced the
concept of structural fat grafting in aesthetic surgery.10 This
was such an innovative advance that fat grafting is nowwidely
practiced in both aesthetic and reconstructive surgery. An

unforeseen benefit of fat grafting has been recognized in its
mitigation of radiation fibrosis, particularly in the breast.11

Innovation has been responsible for many of the great
advances in surgery andwhile research has, of course, played
a key role in development, innovation is at least as important.
While we like to think that research comes first and spawns
innovation, in practice it is often the other way round. We do
something new and then go to the laboratory to figure out
how it works. Taylor laid the ground work in describing the
angiosomes of the human body in a series of elegant lead
oxide cadaver studies.12 That opened the door for the devel-
opment of perforator flaps in reconstructive surgery.13

Sometimes one would raise a flap on a given perforator
(the innovation) and then go to the laboratory to figure out
what other vessels were available and how much these
perforators would perfuse (the research).14,15

As I have described, innovation and collaboration are often
linked. There are several prerequisites tomaking collaboration
successful. I like to refer to them as the four As: Availability,
Affability, Acknowledgment, and Ability. Availability has
already been discussed as one of the potential barriers to
successful collaboration. Affability is extremely important.
Nobodywants toworkwithagrouch.Working together should
be a pleasant experience. Acknowledgment can also be de-
scribed as give and take; accepting the value of eachmember’s
contribution. Ability is also obvious. One has to bring added
value to the team and that value is ability and expertise.

Collaboration is sometimes referred to as teamwork. I once
had to give a talk on teamwork which I titled “There is no ’I’ in
TEAM.” The concept of a collaborative team is often misrep-
resented. I haveheard surgeons say, “I have agreat team”when
what they really mean is “I have all these people working for
mewhodo things exactly as Iwant them.”Nowwhile there is a
placefor suchateamto improveefficiency, thereal conceptofa
team is to accomplish together what no one individual on the
team could do alone and there is evidence to show that
multidisciplinary teams make fewer errors, are more pa-
tient-centered, and more efficient than monodisciplinary
teams.16,17 The exchange of ideas and techniques fosters
innovation and advance. Playing in a collaborative team some-
timesmeans compromise, standing back, and letting someone
else do something that you think you could do yourself. As
surgeons, we are not very good at that. However, as I have
experienced over my career, it pays off hugely.

Conflict of Interest
P.C.N. report grants from Royal College of Surgeons in
Edinburgh and royalties from Elsevier, Thieme, and
Microsure. Payment for lecture at Royal College of Sur-
geons of Edinburgh has also been reported.

Acknowledgments
I would like to thank the Royal College of Surgeons of
Edinburgh for the honor of being named Sushruta Profes-
sor, 2023; the Guha family for supporting the professor-
ship and International Confederation of Plastic Surgery
Societies for inviting me to deliver this lecture at their
annual meeting in Dubai.

Archives of Plastic Surgery Vol. 51 No. 2/2024 © 2024. The Author(s).

Editorial148



References
1 Wikipedia. Accessed April 19, 2023, at: https://en.wikipedia.org/

wiki/Collaboration
2 Neligan PC, Mulholland S, Irish J, et al. Flap selection in cranial

base reconstruction. Plast Reconstr Surg 1996;98(07):1159-
–1166, discussion 1167–1168

3 Hadad G, Bassagasteguy L, Carrau RL, et al. A novel reconstructive
technique after endoscopic expanded endonasal approaches:
vascular pedicle nasoseptal flap. Laryngoscope 2006;116(10):
1882–1886

4 Fortes FS, Carrau RL, Snyderman CH, et al. Transpterygoid
transposition of a temporoparietal fascia flap: a new
method for skull base reconstruction after endoscopic
expanded endonasal approaches. Laryngoscope 2007;117(06):
970–976

5 Wikipedia. Accessed April 19, 2023, at: https://en.wikipedia.org/
wiki/Nouman_Ali_Khan

6 Wikipedia. Accessed April 19, 2023, at: https://en.wikipedia.org/
wiki/Innovation

7 Tessier P, Guiot G, Rougerie J, Delbet JP, Pastoriza J. [Cranio-naso-
orbito-facial osteotomies. Hypertelorism]. Ann Chir Plast 1967;12
(02):103–118

8 Spiegelberg B, Parratt T, Dheerendra SK, Khan WS, Jennings R,
Marsh DR. Ilizarov principles of deformity correction. Ann R Coll
Surg Engl 2010;92(02):101–105

9 McCarthy JG, Schreiber J, Karp N, Thorne CH, Grayson BH.
Lengthening the human mandible by gradual distraction. Plast
Reconstr Surg 1992;89(01):1–8, discussion 9–10

10 Coleman SR. Long-term survival of fat transplants: controlled
demonstrations. Aesthet Plast Surg 1995;19(05):421–425

11 Rigotti G, Marchi A, Galiè M, et al. Clinical treatment of radiother-
apy tissue damage by lipoaspirate transplant: a healing process
mediated by adipose-derived adult stem cells. Plast Reconstr Surg
2007;119(05):1409–1422

12 Taylor GI, Palmer JH. The vascular territories (angiosomes) of the
body: experimental study and clinical applications. Br J Plast Surg
1987;40(02):113–141

13 Koshima I, Soeda S. Inferior epigastric artery skin flaps without
rectus abdominis muscle. Br J Plast Surg 1989;42(06):645–648

14 Neligan PC, Gullane PJ, Vesely M, Murray D. The internal mam-
mary artery perforator flap: new variation on an old theme. Plast
Reconstr Surg 2007;119(03):891–893

15 Vesely MJ, Murray DJ, Novak CB, Gullane PJ, Neligan PC. The
internal mammary artery perforator flap: an anatomical study
and a case report. Ann Plast Surg 2007;58(02):156–161

16 Pietroni MC. Surgical training and research. Ann R Coll Surg Engl
1994;76(03):115–116

17 Pethybridge J. How team working influences discharge planning
fromhospital: a study of fourmulti-disciplinary teams in an acute
hospital in England. J Interprof Care 2004;18(01):29–41

Archives of Plastic Surgery Vol. 51 No. 2/2024 © 2024. The Author(s).

Editorial 149


