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Summary: In 2009, the Association of Academic Chairmen of Plastic Surgery, now 
known as the American Council of Academic Plastic Surgeons (ACAPS), published 
a white paper endorsing the conversion of plastic surgery divisions into autono-
mous departments, motioning for other national organizations to follow suit. 
ACAPS’ rationale outlined 11 factors intended to promote the favorability of attain-
ing departmental status within an institution. Through surveying division chiefs 
turned founding department chairs who successfully executed this transition, we 
evaluate the practicality and efficacy of these guidelines. A survey was distributed to 
founding chairs of plastic surgery departments that were established after ACAPS’ 
2009 white paper. Information pertaining to institutions’ demographic informa-
tion and respondents’ utilization of the principles and suggestions espoused in 
the white paper was obtained. The survey achieved an 86% response rate. The 
average time needed for the transition was 22 ± 12 months. Four of seven chairs 
were familiar with the 2009 ACAPS white paper. Garnering support from hospital 
administrators and institutional stakeholders, having fiscal profitability within the 
institution, and coordinating an integrated plastic surgery training program were 
ranked as the top three most important factors, respectively. This study assesses 
ACAPS’ recommendations on transitioning from a division to a department on the 
basis of perceived utility by academic leaders who recently navigated the process. 
The most frequently cited factors for a successful transition included rallying sup-
port from institutional stakeholders and ensuring profitability. Additionally, align-
ing the timing with a concurrent transition of leadership can expedite the process. 
(Plast Reconstr Surg Glob Open 2022; 10:e4700; doi: 10.1097/GOX.0000000000004700; 
Published online 20 December 2022.)
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INTRODUCTION
The specialty of plastic surgery is currently poised for 

a sweeping step-up in organizational structure as many 
seek to shift their administrative framework from divi-
sions within a department of surgery toward independent 

departments of plastic surgery. The historical benefits of 
operating under an umbrella department of surgery are 
not to be dismissed; rather, allowing for further expan-
sion and development of surgical subspecialties yields a 
multitude of unprecedented returns both to the newly 
incepted department, and to the institutions which they 
serve. However, it has become increasingly apparent in 
recent years that there is a substantial benefit in achieving 
departmental status within an institution.1–3

Since 1997, several studies have detailed the need for 
greater financial, academic, educational, and administra-
tive autonomy in plastic surgery.4–6 This campaign cul-
minated with the release of a white paper composed by 
the Association of Academic Chairmen of Plastic Surgery, 
known today as the American Council of Academic Plastic 
Surgeons (ACAPS). In their report, ACAPS formally 
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endorsed the universal conversion of divisions of plas-
tic surgery into independent departments, calling upon 
other national plastic surgery organizations to echo the 
same sentiment.1 Their rationale drew a comparison to 
other surgical subspecialties that have largely progressed 
to establishing departmental status within their respective 
fields, emphasizing the need for equal action in plastic 
surgery, especially with the now-predominant integrated 
residency pathway that demonstrates independence from 
general surgery and demands unique support and over-
sight from plastic surgery-trained faculty.

As there is no set blueprint for the process of establish-
ing a plastic surgery department, ACAPS’ recommenda-
tions outlined 11 key factors amenable to serving as guiding 
principles of the transition process (Fig. 1). These guide-
lines precipitated several peer-reviewed publications com-
menting on the factors devised by ACAPS, many of which 
compared all existing plastic surgery divisions to all existing 
departments in an effort to validate their recommenda-
tions.2,3,7–13 However, since the release of the white paper, 
no articles have solely surveyed those departments created 
after 2009 with the intention of evaluating the application 
and efficacy of these guidelines and to solicit feedback on 
how to navigate this transition by those who have success-
fully done so. To address this gap, our goal was to critically 
evaluate each of the 11 ACAPS principles through that 
lens to determine which factors had the greatest utility and 
value in the shift from division to department.

METHODS

Distribution
Following institutional review board exemption, a sur-

vey was distributed to the founding chairs of departments 
of plastic surgery that were established after the 2009 
ACAPS white paper was published. Only those institutions 
with an integrated and/or independent residency pro-
gram were considered. All program websites were queried 
to determine their administrative status: institutions listed 
as departments of plastic surgery or with an appointed 
department chair were included, and those listed as divi-
sions of plastic surgery or with an appointed division chief 
were excluded.

Department websites were queried to determine their 
respective dates of establishment. For websites that did not 
provide sufficient history, dates were determined from the 
Accreditation Council for Graduate Medical Education 
website, institutions’ administrative staff, and articles pub-
lished from those institutions over several time points via 
Scopus (Elsevier).14,15 An additional question eliciting the 
year of establishment was included in the survey as a con-
firmatory measure.

Using institutions’ online directories, email addresses 
were collected for the department chairs. If the current 
chair arrived at the institution after the establishment of 
the department of plastic surgery, the email address for 
the appropriate founding chair was collected instead, so 
as to solicit the perspective of the individual who led the 
transition for the most accurate information possible.

Survey
A survey was created using SurveyMonkey® with a 

maximum of 19 questions (using branched logic) that 
pertained to institutions’ demographic information and 
respondents’ perspectives on the utility of the concepts, 
content, and principles espoused in the 2009 ACAPS 
white paper. The survey, along with a description of the 
rationale, methods, and duration of the study, was dis-
tributed via email to the identified department chairs. 
The survey remained open for 14 days, and three follow-
up emails were sent during this period. Survey responses 
were descriptive in nature. All data collected were anony-
mous. Data were housed on The Ohio State University 
Department of Plastic and Reconstructive Surgery 
restricted-access research folder.

Analysis
Given the limited sample size of this study, data analy-

ses were qualitative. No additional statistical tests were 
performed.

RESULTS

Demographics
Of those queried, 18 of 84 integrated programs and six 

of 43 independent programs were found to have depart-
ments of plastic surgery at their affiliated institutions. All 
six institutions with independent programs also had inte-
grated residency programs. Of the 18 total departments, 
eight were established after 2009, which constituted the 
survey population. The survey yielded a response rate of 
86% (seven of eight). Geographically, three departments 
were located in the Midwest, two in the South, and one 
each in the Northeast and West. All departments were 
based in urban settings.

Although all surveyed departments had an existing 
integrated residency program at their institutions prior 
to attaining departmental status, only four of seven had 
an independent program. The remaining three did not 

Takeaways
Question: According to recent founding department 
chairs, what is the efficacy of the 2009 ACAPS recommen-
dations on transitioning from a division of plastic surgery 
to a standalone department?

Findings: Most chairs found the recommendations 
helpful in attaining departmental status. Specifically, 
gaining support from institutional leaders, having prof-
itability, and coordinating a residency program were the 
most endorsed ACAPS factors in executing successful 
transitions.

Meaning: As plastic surgery diverges from the traditional 
discipline of surgery, academic divisions continue seeking 
autonomy at institutional levels. Understanding the appli-
cability of each ACAPS recommendation enables division 
leaders to assess the benefits, feasibility, and their individ-
ual prospects in becoming an independent department.
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establish new independent residency programs after 
becoming departments.

Leadership in the Process of Transitioning
All seven respondents confirmed that they were the 

founding chairs of their respective institutions’ depart-
ments of plastic surgery. When asked about prior profes-
sional appointments, five of seven held the position of 
division chief at their previous institutions before becom-
ing founding chairs at their new institutions (Table  1). 
Of the two remaining, one was the deputy chair of plastic 
surgery at their previous institution, and the other was a 
program director and interim division chief. None of the 
respondents had served as department chairs at their pre-
ceding institutions.

Overall, three of seven reported that their institutions’ 
departments were created at a point of transition in lead-
ership, such as the arrival of a new department of surgery 
chair or the departure of a preceding division chief. Two of 

seven departments utilized a voting process among the insti-
tutions’ administrative leaders and stakeholders to decide 
on conferring departmental status. The overall length 
of the division-to-department transition process ranged 
from a minimum of “weeks” to a maximum of three years. 
Once initiated, the average time for the entire process was 
approximately 22 ± 12 months (one incomplete response 
omitted). The departments established at a point of change 

Fig. 1. a list of the 11 factors outlined in the 2009 acapS white paper.

Table 1. Academic Appointments Held by Founding 
Department Chairs at Their Previous Institutions
Department Chair of Plastic 
Surgery 0.0% 0 of 7 

Division Chief of Plastic Surgery 71.4% 5 of 7
No previous leadership position 0.0% 0 of 7
Other:
  Deputy Chair of Department of 

Plastic Surgery
14.3% 1 of 7

  Program Director and Interim 
Division Chief of Plastic Surgery

14.3% 1 of 7
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in leadership, however, showed shorter times in transition-
ing (12 ± 8.5 months) than those that transitioned without 
a concurrent leadership change (27 ± 11.5 months) (Fig. 2).

Utility of the ACAPS White Paper
Prior to founding their departments, four of seven 

reported that they were familiar with the 2009 ACAPS 
white paper that called for universal establishment of plas-
tic surgery departments. Of those four, when asked if the 
white paper’s recommendations generally affected their 
decision-making throughout the division-to-department 
transition, two agreed, one was neutral, and one strongly 
disagreed. When asked if the white paper was a valuable 
resource given that the guidelines were distributed by a 
major national plastic surgery organization, one strongly 
agreed, two were neutral, and one strongly disagreed.

Eleven Factors Favoring Departmental Status
In closely considering the utility of each individual factor, 

participants were first asked to cite which specific recommen-
dations they believe played a role in their ability to transi-
tion from division to department. Next, participants were 
asked to rank all 11 factors in the order of their perceived 
importance in assisting with the transition. Responses were 
averaged to determine rankings. The most important factor 
was ranked highest and the least important ranked lowest. 
Utility of individual factors was determined by the percent-
age of respondents that endorsed using each one (Fig. 3). 
Having support from other hospital administrators (chair of 
surgery, other department chairs, and hospital leadership) 
was ranked as the most important factor, followed by having 
financial profitability within the medical school and having 
an integrated plastic surgery training program in second 
and third place, respectively. Having endowments to support 
research and other less remunerative clinical programs was 
ranked the lowest, and it was also the least frequently cited 
item with respect to utility of individual factors.

Future Directions for Other Divisions
When asked if plastic surgery divisions are sufficient as 

subentities under the department of surgery, four of six 

respondents strongly disagreed, one disagreed, and one 
agreed. Subsequently, two of six agreed and four of six 
strongly agreed that plastic surgery units would be better 
served as standalone departments with respect to the avail-
ability of resources, resident and fellow training programs, 
research, and clinical care and outcomes (Table 2).

Comments from the open-response portion of the sur-
vey suggest that the expansion of additional departments 
will better serve the plastic surgery community and that 
contributing to the university and developing close pro-
fessional relationships are imperative in facilitating this 
(Table  3). Some respondents also acknowledged, how-
ever, that remaining as a division under the oversight of a 
larger department may confer added stability and ameni-
ties that smaller academic units may not otherwise be able 
to procure on their own.

DISCUSSION
With the intent of facilitating plastic surgery divisions 

in becoming established departments, ACAPS published a 
white paper in 2009 that detailed 11 guidelines for a favor-
able transition. This study investigates the efficacy of these 

Fig. 2. average time elapsed in transitioning to a department for 
units with and without a concurrent transition of leadership.

Fig. 3. Factors were ranked in order of perceived importance by 
founding department chairs. The utility of each factor was also 
determined by how frequently respondents endorsed them in 
their respective transitions.

Table 2. Founding Department Chairs’ Opinions on the 
Status of Plastic Surgery Divisions and Departments
“Plastic surgery divisions are sufficient as subentities under a 
department of surgery.”

  Strongly agree 0.0% 0 of 6 
  Agree 16.7% 1 of 6
  Neutral 0.0% 0 of 6
  Disagree 16.7% 1 of 6
  Strongly disagree 66.7% 4 of 6

“Plastic surgery would be better served as a standalone department, 
with respect to the availability of resources, resident and fellow  
training programs, research, and clinical care and outcomes.”

  Strongly agree 66.7% 4 of 6
  Agree 33.3% 2 of 6
  Neutral 0.0% 0 of 6
  Disagree 0.0% 0 of 6
  Strongly disagree 0.0% 0 of 6
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factors as seen by the founding department chairs who 
were successful in this transition. Following the ACAPS 
white paper, multiple studies were published pertaining to 
the differences between divisions and departments. Some 
of these compared all existing plastic surgery divisions 
to all existing departments, utilizing methods that were 
indiscriminate to specific time points.2,3,7–10 A limitation of 
these studies is that surveying departments of plastic sur-
gery that were, in some cases, established decades before 
the 2009 white paper could potentially yield outdated 
responses, considering that the nature of the transition 
process likely has changed since then.

To provide a more current perspective, we studied a 
more recent population of only those departments estab-
lished since 2009, after the white paper was published. 
Some have similarly suggested that recently transitioned 
divisions could provide blueprints for others to follow 
suit.3 Additionally, our study fully evaluates all 11 factors 
presented by ACAPS, unlike previous literature that only 
briefly references a few of the guidelines. Ultimately, by 
implementing a ranking system, we determined the most 
and least useful recommendations, an assessment that has 
remodeled the utility of the original white paper.

One key finding of our study was that the timeline of 
transition from a division to department averaged just 
under two years from the initiation of the process. This 
length of time may reflect some resistance at an institu-
tional level, or it may simply represent the time needed to 
implement the necessary framework for success. Further 
studies are needed to fully elucidate time as a factor. 
Interestingly, institutions that observed a change of lead-
ership at the time of establishing their departments had 
a considerably shorter timeline than institutions with no 

concurrent change of leadership. However, institutional 
support, the highest-ranked factor by founding depart-
ment chairs, is vital for transitioning to a department and 
cannot be understated. Guyuron described that the most 
opportune time of transition is when the institution is 
seeking a new division chief.5 If a candidate proposes that 
the division be converted into a department upon their 
arrival, particularly if they are an established leader in the 
field, there may be substantial leverage in persuading the 
chair of surgery to oblige. This transition of power pres-
ents opportunities to build improved internal relation-
ships or perhaps to end strained relationships, either of 
which can favor a unit in staging a large structural reorga-
nization. Similar types of leverage can expedite the pro-
cess for divisions on the cusp of transitioning or strike a 
deal to convince a strong leader against leaving their insti-
tution. Additional responses from the survey reinforce the 
sentiment that taking advantage of local politics and tim-
ing is key.

As our study reveals that finances were the second most 
important factor, it is necessary to evaluate the financial 
implications of transitioning to a significantly more inde-
pendent infrastructure. In their 2011 paper detailing a 
microeconomic analysis of divisions and departments, Mar 
et al endorsed the movement toward departments of plas-
tic surgery across the board, mentioning that it is no lon-
ger logical or optimal for surgical subspecialties to operate 
under a single financial and administrative umbrella.7 The 
authors explain, however, that for a clinical program to 
thrive as a standalone department, there absolutely must 
be enough revenue produced for the transition to be an 
economically sound decision, which relies primarily on 
the program’s clinical, philanthropic, and research out-
puts. Additionally, the revenue must offset the costs of 
a growing department, such as the hiring of additional 
administrative personnel and clinical staff. Our findings 
largely support these claims, particularly with respect to 
our study’s top-ranked ACAPS recommendation: ensuring 
profitability. Adjusting operations to produce a comfort-
able profit margin not only creates a sustainable financial 
model amenable to the establishment of a department 
but can also seed funds for research- and training-related 
affairs that, otherwise, yield little to no revenue. This per-
haps explains why our respondents largely felt that hav-
ing endowments to fund less profitable ventures was a 
less-valued recommendation; if the unit’s own operations 
provide robust financial stability, there should be no need 
to rely on support from university endowments.

Furthermore, profitability can help justify the transi-
tion to departmental status for a plastic surgery division. 
Within an academic center, the financial solvency of any 
endeavor is essential. Without positive margins to support 
the transition, growth cannot be sustained intrinsically by 
the division in question; this is a critical piece that current 
and future divisional leaders must understand. Landefeld 
remarks that maintaining profitability, in addition to a 
positive impact on patient care and on the institution’s 
reputation, is instrumental in convincing stakeholders to 
invest in the future department and support its indepen-
dence and vision.11 Apart from sustaining the division, the 

Table 3. Free Response Comments from Founding  
Department Chairs on Their Experiences Undergoing the 
Division-to-Department Transition
Please provide any additional information you wish to share about 
the pros and cons, as well as your experience transitioning from a 
division to department of plastic surgery. 

“I believe that, overall, there is significant benefit for plastic surgery 
[divisions] to ultimately transition to department status across the 
board. That being said, I do realize that at certain institutions, the 
stability and resources available as a division under [the depart-
ment of] surgery may be more appealing and more beneficial to 
the overall mission of plastic surgery within that department. An 
example of this would be internal departmental research funding 
that could be used as a significant source of funding for plastic 
surgery divisions, [which] may not be available to the same extent 
for a [plastic surgery] department because the economies of scale 
may not be there.”

“Every institution is different and dependent upon the complex 
interaction of system support, personal work ethic of leadership, 
and engaged faculty. Some may work very well as a division, but 
you have much more influence with the dean as a department 
chair. Sometimes that is good, other times not so much, as it is 
determined by the support of the dean for your department. A 
good general rule is to try to always give a little more to the school 
than you are taking out. Your position (and your department’s) is 
a constant value proposition.”

“Taking advantage of local timing and politics is key.”
“Absolutely need support of the dean, the health system, and at least 

nonresistance and a quote from the department of surgery chair.”
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unit’s profitability dually contributes to building the cred-
ibility needed to appease institutional leaders at the helm 
of decision-making.

Additionally, it is no coincidence that the recent estab-
lishment of many new integrated plastic surgery residency 
programs accelerates the movement toward attaining 
departmental status. In 2016, Pace et al revealed that a 
majority of plastic surgery residency program directors 
attributed the advancement of the integrated pathway to 
the desire of diverging from general surgery departments 
and faculty.16 The majority also felt that integrated pro-
grams continued expanding due to the recruitment of 
higher-achieving applicants into the integrated pathway, 
compared with the independent track. Training a work-
force of plastic surgeons who more actively contribute 
to research, pursue fellowships, and strengthen the field 
of plastic surgery not only creates a strong incentive for 
institutions to continue developing integrated programs, 
but also suggests that academic units are outgrowing the 
resources allocated to divisions. The educational invest-
ments required to sustain an integrated program necessi-
tate greater bandwidth; this validates our findings that the 
presence of an integrated program is a pertinent element 
in facilitating the transition to a department.

Despite strong sentiments within academic plastic sur-
gery that endorse the widespread adoption of establishing 
departmental status, we cannot overlook recent litera-
ture that critically assesses the academic outcomes of this 
movement. Loewenstein et al sought to validate the tran-
sition to departments by hypothesizing improved perfor-
mance with publications, citations, and grants from plastic 
surgery departments when compared to divisions.10 The 
study, however, revealed that academic productivity was 
relatively similar between the two, reiterating the notion 
that many circumstances can vary from one institution to 
the next. External factors unrelated to division or depart-
ment status, additionally, can impact certain programs’ 
academic productivity. Thus, transitioning from division 
to department is a multifactorial affair; the ACAPS recom-
mendations may not apply universally to all entities, but 
rather, are nuanced in some respects.

Limitations
The decision to study only academic plastic surgery 

divisions leaves smaller, nonteaching hospitals and private 
groups out of consideration. Although the division-to-
department trend has become common among academic 
units, many factors in the white paper, such as resident 
education and research initiatives, are seldom relevant for 
nonacademic units. Nonetheless, excluding private and 
nonteaching divisions-turned-departments limited the 
volume of our sample as only eight new academic depart-
ments have been established since 2009. Given our small 
sample size and the low power of our results, we could not 
perform statistical analyses.17

Additionally, we acknowledge that some institutions 
may have unique experiences transitioning and may rely 
on factors excluded from the white paper. Soliciting opin-
ions from a few transitioned departments draws a focused, 

but narrow perspective on the matter. Input from addi-
tional divisions—whether they are currently transitioning, 
previously attempted to transition, or decided not to tran-
sition—would provide valuable insight on motives, argu-
ments for or against departmental status, and unexpected 
challenges throughout the process. Alternative perspec-
tives would offer context to our study: perhaps a certain 
margin of profit marked the threshold for success, or 
maybe a minimum faculty size was needed to maintain a 
department’s clinical operations. Further studies evaluat-
ing the logistics required to support new departments will 
reinforce or reshape future guidelines.

CONCLUSIONS
With consideration of all 11 factors described in the 

2009 white paper, we present a ranked list of ACAPS’ favor-
able factors recommended for a successful transition from 
division to department of plastic surgery. By distinguish-
ing only those departments established after 2009, we 
highlighted the factors that founding chairs determined 
to be most instrumental in facilitating the transition. 
Ultimately, rallying support from administrative leaders 
and ensuring profitability of the future department were 
the most valuable factors in a successful transition; choos-
ing to transition into a department may be facilitated if 
done concurrently with a relevant change of leadership 
within the institution. Future studies investigating trends 
from other surgical subspecialities that have transitioned 
to standalone departments (such as urology, neurosurgery, 
orthopedic surgery, and otolaryngology) may also prove 
helpful in understanding the opportunities and obstacles 
for divisions of plastic surgery in becoming departments. 
We hope this research enables current divisions to reflect 
on their individual circumstances, identify the appropriate 
means to continue transitioning into autonomous depart-
ments, and claim a seat at the table with other unique spe-
cialties in the house of medicine and surgery.
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