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A White Paper from Surgikal Assistants, Inc.
Luis F Aragon, MBA, RSA

Prepared. Present. Precise.



Surgikal Assistants, Inc.

Executive summary

Hospitals and health systems are under sustained pressure to maintain surgical access while managing
workforce constraints, rising labor costs, unpredictable procedural demand, and heightened

expectations from patients, surgeons, and staff.

Surgical assistant coverage is frequently evaluated as a narrow scheduling requirement or staffing
expense. The traditional question, is someone available to assist with the case, is no longer sufficient.
Hospital executives should also ask whether their organization has a dependable, scalable, and
accountable surgical assistant coverage model that supports the broader performance of the surgical

enterprise.

Inconsistent coverage can contribute to scheduling disruption, delayed procedures, underutilized
operating rooms, surgeon frustration, staff overtime, premium emergency staffing costs, and constraints
on surgical growth. A structured surgical assistant partnership can help hospitals improve workforce
planning, clinical alignment, scheduling visibility, credentialing oversight, provider continuity, and

accountability.

Surgical assistant coverage should be considered part of the hospital's perioperative
infrastructure, not an isolated staffing transaction.

A high performing model should provide reliable scheduled and on call coverage, appropriate alignment
between provider competencies and surgical needs, centralized scheduling and escalation support,
recruitment and workforce development, credentialing and compliance oversight, continuity with
surgeons and service lines, transparent performance measurement, and capacity to support surgical

growth.

The strongest hospital and surgical assistant relationships are built on partnership, measurable

expectations, communication, and shared accountability.

The findings below frame why this matters.
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Key research findings on operating room performance

51.4% 31% 24% 18,780

Elective cases with at Fewer unexpected delays Faster completion with Surgical assistants
least one delay with structured briefings stable, familiar teams employed nationally, 2023

The surgical coverage challenge

Surgical services are central to the clinical mission and financial performance of hospitals and health
systems. However, the resources required to support those services must be available at the same time

and in the appropriate combination.

Operating rooms cannot function through the availability of surgeons alone. Successful surgical care
depends on coordinated participation from nursing, anesthesia, sterile processing, surgical
technologists, surgical assistants, scheduling personnel, environmental services, and other clinical and

operational departments. A weakness in any part of that system can affect the entire surgical day.

Surgical assistant coverage has become increasingly complex because hospitals must accommodate
fluctuating procedural volumes, expanding robotic and minimally invasive programs, surgeon specific
preferences, emergency and on call requirements, multiple locations and service lines, credentialing and
onboarding timelines, employee absences and turnover, geographic workforce limitations, variation in

specialty experience, and competition for qualified professionals.

Federal labor data illustrate the limited scale of the profession. The Bureau of Labor Statistics estimated
approximately 18,780 surgical assistants employed nationally in May 2023. More recent projections
estimate growth from approximately 25,300 positions in 2024 to 26,600 in 2034, about 5 percent, with
roughly 8,700 openings projected per year across surgical assistants and surgical technologists
combined, largely from replacement needs. The national median annual wage for surgical assistants was

$70,290 in May 2024, varying by geography, employer, experience, call responsibility, and specialty.
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A comparatively small, specialized workforce
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Source: U.S. Bureau of Labor Statistics, Occupational Outlook Handbook and May 2024 Occupational Employment and Wage
Statistics.

These figures reinforce a basic operational reality: hospitals are competing for a limited pool of

professionals whose qualifications and experience are not interchangeable.

Availability versus readiness

A scheduled case is not fully supported merely because a name appears on the assignment. True
readiness requires the right professional to be properly credentialed, clinically qualified for the
procedure, familiar with facility policies, prepared for the surgeon's preferences, available at the
required time, supported by a backup and escalation structure, and integrated into the perioperative

team.

A provider may satisfy baseline licensing or certification requirements while still lacking the specialty
experience, procedural familiarity, communication ability, or facility knowledge required for a particular
assignment. Hospitals should therefore evaluate coverage quality through more than fulfillment

percentages. The match between provider competency and case requirements matters just as much.

The hidden cost of inconsistent coverage

The direct price of surgical assistant coverage is visible: hourly rates, per case charges, call stipends, or
contractual coverage payments. The costs created by inadequate coverage are less visible because they
are distributed across departments and financial categories, including operating room delays, canceled
or rescheduled procedures, overtime for internal staff, reassignment of nursing or clinical personnel,

premium emergency staffing, administrative time spent resolving coverage problems, surgeon
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dissatisfaction, reduced block utilization, lost or deferred surgical volume, recruitment and onboarding

expense, credentialing duplication, and employee fatigue.

Operating rooms are among the most resource intensive areas in a hospital. A national analysis using
California hospital financial data estimated the mean cost of operating room time at approximately $37
per minute, intended as a broad benchmark rather than a fixed figure. A separate literature-based
analysis used a mean estimate of $62 per minute, with reference values ranging from $22 to $133. The
most credible conclusion is not that every operating room minute has one fixed value, but that

avoidable time carries meaningful clinical, operational, and financial consequences.

Estimated cost of avoidable operating room time

Based on a $37 per minute benchmark
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Illustrative only, using the conservative $37 per minute benchmark. Not a guaranteed savings figure, since many operating room
costs are fixed.

Operating room delays are rarely isolated events. In a prospective study of 1,531 elective procedures,
51.4 percent experienced at least one delay, and a delayed first case was associated with delays later in
the schedule. A separate study of more than 11,000 procedures found that delays can contribute to lost
revenue, inefficient resource utilization, and surgeon frustration. Research does not establish that
surgical assistant availability is responsible for most delays. Common causes include equipment, patient
readiness, transportation, documentation, staffing, room preparation, and communication. The
relevance to surgical assistant coverage is broader: every member of the perioperative team must be
appropriately prepared and available, and when one component is missing, late, unfamiliar with the

assignment, or poorly coordinated, the risk of disruption increases.
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Why consistency and communication matter

The first case of the day is an important indicator of operating room preparedness. A delayed first case
can affect subsequent procedures, staff hours, surgeon schedules, patient flow, recovery capacity, and
whether later cases finish as planned. A reliable surgical assistant model should include defined
expectations for schedule confirmation, arrival time, case review, equipment and positioning needs,
surgeon preferences, patient and procedural readiness, backup coverage, and communication of
potential problems before the day of surgery, so coverage risk is identified and resolved before it

reaches the operating room.

The operating room is a highly interdependent environment where communication, preparation, role
clarity, familiarity, and coordination influence performance alongside clinical expertise. A Johns Hopkins
study found that structured preoperative briefings reduced unexpected operating room delays by 31
percent and decreased communication breakdowns that contributed to delays. The study did not
evaluate surgical assistants independently, but it supports an important principle: the value of a clinical
professional is strengthened when that person is integrated into a coordinated and communicative

team.

Continuity is not always possible in a modern operating room environment given staffing changes, call
schedules, leave, procedural volume, and emergency coverage needs, but it should remain an important
operational objective. A 2024 systematic review of 76 publications on operating room organization
found that specialized, stable, and dedicated teams were generally associated with improved
performance, and reported that team stability was associated with surgery being completed 24 percent
faster in one of the studies examined. This should not be read as a guarantee for any single procedure;
the effect may vary by specialty, procedure, institution, and team composition. The broader conclusion
is more defensible: team familiarity and stability are legitimate operational considerations, and a
strategic partner should attempt to provide continuity by facility, specialty, and surgeon whenever

practical, rather than treating every credentialed provider as interchangeable.

The surgical assistant as a defined clinical professional

The surgical assistant is a clinical member of the perioperative team, not simply an additional staff
person assigned to the room. Responsibilities vary based on state law, facility policy, professional
credential, privileges, and the direction of the surgeon, and depending on authorized scope may include
providing and maintaining exposure, assisting with positioning, handling or manipulating tissue, using
instruments and medical devices, assisting with hemostasis, supporting closure, applying dressings, and

participating in other delegated first assisting functions.
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Hospitals should also distinguish between certified surgical assistants, certified surgical first assistants,
registered nurse first assistants, physician assistants, residents, surgical technologists, and other
perioperative roles, since these professionals have different education, credentials, regulatory
frameworks, and authorized responsibilities. A credible coverage partner must understand those

distinctions and ensure each provider is assigned within the appropriate scope.

Building a strategic coverage model

Transactional staffing concentrates on one question: can an available person be placed into an open
assignment? A strategic partnership asks a broader set of questions: does the workforce match the
hospital's specialties, is there sufficient depth for callouts and emergencies, are providers appropriately
credentialed, is coverage confirmed early enough to prevent disruption, are concerns investigated and
resolved, is performance measured, can the model support future growth, and does the partner accept

accountability for outcomes within its control?

Workforce planning and recruitment

A qualified partner should evaluate historical case volume, specialty requirements, call patterns, peak
periods, new surgeon recruitment, turnover risk, and planned growth, and maintain an appropriate
balance of full-time, part-time, and as needed professionals, without depending excessively on a small
number of individuals or continuous last-minute availability. Recruiting requires sourcing, evaluating,
credentialing, orienting, scheduling, supporting, and retaining candidates, and a specialized partner
should invest in workforce stability alongside active recruitment, since retention supports provider
familiarity, surgeon relationships, clinical consistency, institutional knowledge, and lower replacement

and scheduling costs.

Credentialing, scheduling, and clinical alignment

Credentialing is not a one-time administrative event. Licenses, certifications, health records, background
requirements, competencies, facility documents, insurance records, and other qualifications require
continuing oversight, including initial credentialing, renewal monitoring, document expiration alerts,
competency verification, facility specific requirements, compliance escalation, and removal from
scheduling when requirements are incomplete. Reliable coverage also requires centralized coordination:
hospitals should know who receives coverage requests, when assignments are confirmed, who manages
schedule changes, how callouts are addressed, what backup resources exist, who is contacted after

hours, and how unresolved requests are escalated and communicated.

Not every qualified assistant is equally prepared for every assignment. Scheduling should consider

specialty experience, procedural complexity, robotic experience, surgeon preferences, facility familiarity,
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demonstrated competency, communication ability, physical demands, and previous performance,

matching the professional to the procedure as part of clinical workforce management.

Leadership accountability

Hospitals should have direct access to a responsible leader with the authority to address scheduling,
clinical, personnel, and contractual concerns. A strong governance model may include executive
sponsorship, operational leadership contacts, regular performance meetings, defined escalation
pathways, documented corrective action, workforce planning discussions, and contract and service
reviews. This structure prevents the relationship from becoming a series of isolated staffing

transactions.

Measuring the value of coverage

Hospitals should not rely solely on anecdotal impressions when evaluating surgical assistant services. A
meaningful executive scorecard measures the activities and outcomes within the partner's reasonable

control.

Category Sample metrics

Fulfillment rate, uncovered assignments, backup utilization, emergency

Coverage reliability requests filled

Responsiveness On call activation time, percentage meeting contractual response standards

Workforce stability Active credentialed providers, retention, turnover, length of service by facility

- Average turnaround time, percentage of complete files, renewal completion
Credentialing performance

rate
Clinical and service Surgeon and leadership satisfaction, attendance, corrective actions,
performance continuity

Cases supported, first case delays attributable to assistant readiness, peak

Operational impact
coverage

Cost per covered case, overtime avoided, recruitment and credentialing costs

Financial measures .
avoided

The scorecard should not claim causation where it cannot be established. Surgical assistant coverage
may contribute to a successful first case start, for example, but many other departments also influence
that result. The purpose of measurement is to demonstrate accountability and identify opportunities for

improvement.
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Evaluating total value rather than unit price

Hospitals have an obligation to evaluate contracted services carefully and manage costs responsibly, but

the lowest hourly or per case rate does not always represent the lowest total cost. A comprehensive

financial evaluation should consider routine coverage expense, call coverage requirements, recruitment

expense, credentialing effort, turnover and vacancy costs, premium emergency staffing, internal

overtime, management time, case delays or cancellations, surgeon satisfaction, surgical growth

requirements, provider continuity, and compliance oversight.

The right question is not which provider offers the lowest rate. It is which model provides the
most reliable and sustainable value for the surgical enterprise.

A framework for hospital executives

Executives reviewing their surgical assistant strategy should work through the following questions.

Category Sample metrics

Enough workforce depth for routine cases, call, absences, emergencies, and planned

Capacit

pacity growth
Reliability Percentage of assignments covered and how early issues are identified
Clinical . _—

. How professionals are matched to specialties, procedures, and surgeons
alignment

Credentialing

Who is accountable for complete and current credentials

Continuity How often surgeons and service lines work with familiar assistants

Escalation What happens when a provider calls off or an urgent case is added

Quality How clinical or professional concerns are investigated and resolved

Data Whether the organization can produce reliable coverage and performance reports
Growth Whether the model can support new surgeons, rooms, hours, and locations

Partnership

Whether the partner participates in planning or only responds to openings

Executive recommendations

e Treat surgical assistant coverage as infrastructure: include it in perioperative capacity planning,

service line growth, surgeon recruitment, operating room expansion, and call coverage strategy
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¢ Evaluate total value: weigh the broader cost of instability, vacancies, delays, internal reassignment,
premium coverage, credentialing, and administrative burden

¢ Establish measurable standards for fulfillment, responsiveness, credentialing, attendance,
continuity, communication, and concern resolution

¢ Require workforce transparency: understand how the partner recruits, evaluates, employs,
schedules, supports, and retains its professionals

e Prioritize clinical alignment through a defined process for matching provider competencies to
procedures, specialties, surgeons, and facility needs

¢ Create formal governance with regular reviews involving hospital leadership, perioperative
operations, and the coverage partner

¢ Measure outcomes carefully, using objective data while avoiding unsupported claims of causation

¢ Plan for growth before demand arrives, developing workforce strategy before adding surgeons,
rooms, locations, or service lines

Surgikal Assistants: an industry perspective built through experience

For more than two decades, Surgikal Assistants has worked alongside hospitals, ambulatory surgery

centers, surgeons, and perioperative leaders. That experience has shown that successful coverage is not
created by availability alone. It requires clinical understanding, recruitment infrastructure, credentialing
oversight, scheduling discipline, workforce depth, leadership involvement, communication, performance

measurement, and long-term relationships.

Surgikal Assistants provides outsourced surgical assistant coverage through a workforce of employed
and independent surgical professionals across multiple facilities, markets, and surgical specialties. The
organization's model is built around three principles. Prepared: the professional is properly credentialed,
clinically matched, informed about the assignment, and ready to meet the needs of the surgeon and
facility. Present: coverage requires dependable attendance, responsiveness, leadership accessibility, and
engagement with the perioperative team. Precise: surgical care requires attention to detail, appropriate

clinical execution, communication, documentation, and accountability.

Surgikal Assistants supported 14,578 surgical procedures during calendar year 2025 across its contracted
hospital and ambulatory surgery center relationships, according to internal company scheduling and
case volume records. The company supported approximately 47 hospitals and ambulatory surgery
centers with approximately 57 active surgical professionals during the same period, maintained a 96
percent on call response rate within 30 minutes at one hospital partner, and has supported one hospital

relationship continuously for twenty-seven years.
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Limits of the available evidence

Published research specifically isolating the clinical and financial effect of outsourced surgical assistant
coverage remains limited. The evidence cited in this paper primarily establishes that operating room
time has substantial economic value, that delays are common and may affect subsequent cases, that
communication and team preparation can reduce unexpected delays, that stable and specialized
operating room teams may perform more efficiently, and that the surgical assistant workforce is

comparatively small and specialized.

These findings support including surgical assistant coverage in broader perioperative workforce and
operational planning. They do not prove that adding an assistant, outsourcing coverage, or assigning the
same provider will independently produce a predetermined financial or clinical outcome. Hospitals and
coverage organizations should measure their own performance and evaluate outcomes within the

context of each facility.

Conclusion

Surgical assistant coverage is sometimes treated as a narrow staffing function. In practice, its effects
extend across the surgical enterprise, influencing operating room readiness, surgeon experience,
workforce stability, clinical consistency, scheduling reliability, emergency response, surgical capacity,

administrative workload, and organizational growth.

The future of surgical assistant coverage will not be defined solely by whether a person can be placed
into an open assignment. It will be defined by whether hospitals have a structured, accountable, and

scalable system capable of providing the right professional, with the right preparation, at the right time.

Hospitals do not simply need vendors that fill occasional gaps. They need partners that
understand surgical operations, anticipate workforce risk, support perioperative teams,
measure performance, and accept responsibility for the services they provide.

When surgical assistant coverage is approached as a strategic partnership rather than a transactional

expense, it becomes part of the infrastructure that supports perioperative excellence.
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About Surgikal Assistants, Inc.

Surgikal Assistants, Inc. provides outsourced surgical assistant coverage to hospitals and ambulatory
surgical facilities. The organization works with healthcare leaders to develop dependable coverage
models built around clinical alignment, workforce stability, scheduling reliability, credentialing oversight,

and operational accountability.
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