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Care of the In]ured"_ .
Who Wzll Do It?
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dent It was a mere 12 years ago that 1 first attendcd a

meetmg of -the Mldwest Surglcal Assoe:auon 1 was 2_

months out of my. general surgery - resndency, ‘an in-

structor in the Depanment of. Surgery at Wayne’ State

Umvers:ty, and’in"love with’ the i eld of emergency

surgery, in-pargicular, the area of trauma. -During the

* course of that meeting 12 years ago, I was pnv:leged to

. present a film entitled **Priprities in the. Caré of the :

S Cnucally Injured Patient.”” That was theTirst formal,
- show:ng of the film; which was deyelo

" residénts. T was grateful for. the oﬁportﬁnity to' learn :

."- " about the care of the mJured patlent and fhe opportu- .

mty to teach others about this fi eld.
Strong personal beliefs were held about how mjured
patieqts' should be cared for and how. residents and -

medlcal students should ‘be éducated: in.the area of -

“’trauma. A trauma victim would be cared: for: by the
general surgeon from .the time of admission. to the .
o emergency room until dlscharge from the hospltal and_
return to gainful employment:. Thé general surgeon

' Jured pauents in the emergency department All resus-

citative measures and diagnostic procedures would be
perfonned or supcrvxsed ‘by the gcncral surgeon. Thc_ '

gcncral surgeon would repair. all injuries except those: |
. within the cfanium-and comphcatcd fractures: this i in- .
*cluded: mtm-abdommal mtrathomcnc. cervical, vuscu-(
_ lar, hand, and soft tissuc injurics. Consultnllon would

bc obtnined from thc surgical subs"pccmhst as: nccdcd

Preten(cd ot the Midwcﬂ Suqﬁcul A\t—oéinllon Sclcnﬂﬁc Mccilng.

Saw Mill Creek, Ohlo. August 14216, 1983, . -
- Reprint requieuts to Anns M. bcdg:rwood M, D 5408 Cnnﬂcld
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- WISH. TO THANK the members of the Mldwcst Surgl- ’
- cal Assocxauon for allowing me to serve as: pres:- ’

for the spe-
" cific purpose of teachmg medlcaf st ents and surglcal :

: _wou]d provude the initial and definitive care for all in-" .

Dcqui!, 'Mi.cﬁigdn :

mor: flcn tflan?not thns was snmply to provnde cduca- .
tlonh}o the rcsudems on the consultant services as.-_'-'
advncc s rarcly needed. The' gcncral surgeon would
“also “derve as captain of ihg ship.” Any patient who_ .
'. requnred qnsultatlon from’ more than one consultm L
. 'service hs automancally admitted to the gencml surs
glcal ‘service. A-patient with a skull fmcture and a
~mandible fracture would be admitted and cared forby:
~the general surgeon. The consultants. were usually in- "
terested in a:small ‘portion; ‘of the anatomy, while lhe,..;
genera} surgeon was concerned- with thé’ well'bemg of

. the entire.patient. The consultants- ‘would néed to: ob=:

“tain. pen‘hnssnon from: the general surgeon beforc

r-
fonmng any procedures The general surgeon in tﬁ e

. The gcneral surgeon ‘was also the’ mtenswnst ‘He pro» ’
: vided for total. pauent care’in the mtenswe carc umtf
jUSl as he’ provided cane on_the. ward o e

. My strong convnctlons ‘about care; of thc uuurcd pa~_-: g

tlents exterided into the realmof gcncral surglcal “SUr-
glcal specialty,” and medical. student education. The:

res:dcnl would be dlreclly mvolvcd in all aspects of

. cafeas outhncd’for thc gcncml surgeon. Thisincluded *

. rotations in the crpergency ‘department with progres-

. trauma service had. probnb'ly spent 1210 24 momhs in

* all aspects of tmuma carc.’He was a, god 'who was_. i
worshlpcd by all younger resndcnts und who was re- v

spcclcd by all unclllnry pcmonncl who. had pmnsmk- i

mgly ‘trained him daring his: repeatedtours® on the EE

trauma scrvice. He had a prcpurcd mind. atd cach day
- broughtnew challenges. Education occurred out of .-
ncccssity and pridc. The chicf resident way conﬁmmlly '
prcpnnng himsclffor the- next case thnl mlghx comc m.

%

_would need to spend much time ‘and energy.trying to
* ‘contact the consultal\l to delcrmmc exactly what Was{_.
planned for the: patient ‘and thn it.was to: be done. " -

sive responslblhty Jndecd, the chief resident on-the '
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Ccrtninly.‘uo paticnt would die from a ruptured liver
.due to hig lack of knowledge on how to perform a right

« - hepatectomy. There’were other duties to be performed

by the general surgeon but often left to his designee,

‘the ever present house officer or medical student.

These included: blood drawing and blood hanging,
drean changes and suture removal, nasogastric tube
and foley catheter insertion and removal, and physical
therapy: they also served as social worker and
psychmtnst should the need arisel Inlerestmgly the
nurse would also‘be considered **all purpose’ as she
served as social worker, psychlatrlst respiratory
therapist, pharmacist, dietician, infravenous therapist,
stomal therapist, and discharge planner.

The surgery resident learned by apprennceshlp the
care of the anUer Medical .student education in

“trauma needed 10 be more orgdmzed ‘The movie pre-

_ sented to this socrely 12 years ago was a stcp in

-..that direction.

Personal bias in the_care of theinjured patient has
been altered by harsh realitics. Accidehts and injury
have no respect for time of day or location of"a trauma
center. A national survey of surgeons’ mvolvement in
the care of the injured patient was conducted of attive
fellows by the American College of Surgeons.' Almost

~ 20 percent-of the respondents indicated that the injury
.victims admitted to their hospitals frequently -or

routinely received their’care from nonsurgeons. .The

" education of the geneml surgeon in trauma is not uni- -

form. Trunkey reported a revxew of 933 applications
to the American Board of Surgery in 1980. Interest-

- ingly, .18 per cent of all applicants that year had oper- -

- ated on fewer than 10 traumd patients, and 65 per cent

T assocnated with' a lack of knowledge. As a*guest

-

had operated on fewer than 30 patlents ' Trauma con-
stituted less than§ per cent of the operauve expenence
of 95 per cent. of the. residents applying to the Ameri-
can Board of Surgery in 1980. This Tack of experience R

examiner of the American Board- of Surgery, I asked
six apphcants how they would treat an rsolated frac-

ture of the right inferior and supenor ‘pubic rami: four

apphcants indicated they would treat this patient with
bed rest and traction for 6 weeks. Such a response by
one apphcam would have called for a. farlmg grade:

when this is the response of the’ majority, the educa-

- tional system, not the’ “applicant, is at fauil

- “debridement to ‘achieve hcmoqtusrs In 1981, 38 pa
_tlents were treated for liver |ruury. including 12 pa-

Socictal changés also -affect trauma frcqucncy and "~
educational opportunitics. In 1972 there were 122 pa-

_tients treated for liver injury at Detroit General Hospi- |

tal, including 76 patients with major injury: 50 paticnts
required sutures, anatomic - resection, or rcsccuonul]

I

tients wrth ‘major injury.® Hemostasis was rcqurrcd in
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13 paticnts by sutures or resectional debridement. No
senior sesident sutured the liver or sloppcd active
blccdég more than:twice, and some residents never

had the Opportunuy to suture @ bleeding liver wound,
This 69 per cent reduction in liver injury and-84 per
cent reduction in major liver injuries appears to be
commumg throughout 1982 and 1983 at Detroit Recctv-
ing Hospital. ~

The development of the «xubspecmhst has takcn its
toll.on the general surgeon dedicated to the care of the
injured. The emergence of microsurgery has led to

-reimplantations and. musculocutaneous flaps for soft.

tissue injury. Currently, few general surgery rcsldents

. are being adequately trained to repair a simple tendon

injury in the hand. Facial trauma was abandoned by
the general surgeon long ago and is still being battled
for by tHe otolaryngologist, plastic surgeon, and oral
surgeon. Repair of an injured extremity vessel will
probably be done by vascular surgeons as the general

. surgeon wrll be denied such surgery in centers where

vascular éurgcons are avallable Thoracotomy surgery
will'be denied to the gencral surgeon in centers where -
thoracic surgeons are available. None of these admin- -
istrative decisions will acknowledge the distinct dif-
ference between emergency vascular and thoracic
surgery. compared with elective’ challenges. The fact
that the “well-trained general trauma surgeon may be
better ‘equipped to_treat these vascular and thoracic
emergencres will be. irrelevant. The orthopedic sur- .
geons have developed their area of critical’ .care,
namely the spmal cord unit, and the neurosurgeons are
competing for beds in the intensive care unit to provnde

for monitoring of the intracranial pressure. The patlent

~ with a burn has been segregated toa separate area with” |

. specialized care from- a plastlc surgeon. The general
surgeon. with an interest.in trauma has dlff'culty keep- .

_ing up with advances :in the subspecralty areas.of

- trauma at the same time as he stays current for elective

surgical challenges. Indeed, at a recent meeting of the -

,Amerlcan Association for the Surgery of Trauma,r s

parallel sessions were held with subspecralty papers on
hand, orthopedlcs and neurosurgery being held inone -
room and papers on basic research in trauma in

another room... This: obvnously led to mdeusron by'_
those attending the meetmg. since most spent this por-

tion of the meeting eon_v_crsmg in the hallway.

Finally, care of the injured will follow capitalistic
rewards. 1 would like"to emphasize the problem of
cconomic rewards and sacrifices with an cxamplc

A 26-ycar-old uncmployed man was hit by a car as
he stepped off a curb after comummg large quantitics .
of alcohol. He was brought by the emergency medical
‘services tothe emergency department at 8:27 p.m. in

'shock wnth a blood pressure of 74/0 mm Hg. a pulse of.



lZJ/mln and respiratory rate of 36/min. He Wrm re-
“sponsive with shallow respiration'and a weak thready .

- . pulse. 'I‘hcm was an obvious right-sided facial laceru-

~tlon, a tender zygomntlc arch, a tom left tympanic

membrane, a léft flail chest with subcutancous em-
physema, and fractures oT the left wrist and right
femur. Resuscitation was begun by the 2nd-year
surgery resident assrgncd to the emergency depart-
ment. The chiel surgical resident advised left chest

‘tube placement that yiclded 330 ml of blood. A’

‘nasogastric tube and foley catheter were placed: the
first 2 U of blood were begun. The portable chest film

-showed multiple left rib fractures, an expanded lung

with complete blood evacuation, and a left lung contu-
sion. The chief resident notified the attending general

- surgeon that laparotomy was needed for intra-ab-
‘ dominal bleedmg The attending surgeon saw the pa--
tient at 9:00 pm. and recommended bloodtransfusion’

for blood loss due to fractures and a pefitoneal lavage.

The lavage revealed no blood in the abdomen. Labora:
tory studies showed a pO, of 53;pCO, of 41, and pH of
7.22. There was gross hematuria. The patrcnt was in-
tubated and placed on a ventilator. Multiple
roentgenograms were obtained that revealed fractures

_of the pelvis, right femur left distal radius and ulna,

_and left ribs (2—10{{
excluded and the

' laryngol

A fracture of Cg4 could not be

showed. a tear-drop bladder. A gastrograﬂ" in swallow

revealed an intact duodenal sweep.: While .in the .

emergency department, the patient recelved 6°U of

" blood, and the facial lacerations were sutured. He was
“seen in consultation by orthopedrc surgeons who

“¢asted the left arm-and placed a tibial Kirschner wire.

-He W’hsl‘also seen by’ neurosurgery, urology, and oto-
He was transferred to. the surgical mten-._

swe care unit 10 hours after’ arrival in the hospital.

- The patient remained in the intensive care unit for 15

.,days ‘A tracheostomy and bronchoscopy were per-

_ formed on the 2nd hospital day. Following transfer. .

~from the mtensrve cdre unit the patient was seen daily

for the next 24 days by the general surgeon. His lurdg
contusion cleared, and- he became afebrile. Multiple
* procedures.were performed by thc orthopedlc service
~ during this time. - - ‘
Many hours were spent in the care of thls patlcnt by

the general surgeon, who billed the” patrcnt for.a tube

: thorncostomy. peritoneal lavage, trachcostomy. bron-

choscopy, and 10°days of intcnsive carc. Phe total fee

" submitted by the general surgeon was $1625. The fee

Collected was $0. This paticnt has no‘insurance. A bill
‘submitted to the patiént was returned marked *
dress unknown."" It could be stated, of course, that no

fec should be expected as the attending surgeon is al-

_ eck collar remamed in place An;_,@.f
" intravenous pyelogram cystogram and urethrogram

‘ad- .

ready being paid as a **school teacher

:unfortunately,
the **

school house™ does not pay for the sttending

-, surgeon’s malpractice insurance or soclety dues. Inci-

dentally, the ‘generul surgery resldent who spent.10
hours in the emergency ‘department and many hours In-

‘the intensive carc unit with th|s putlenl was unable to

docunient this trauma exposure on his operative ex-’

" perience form.” This patient' would be included as a-
. tracheostomy on the operative experience form.

The general surgeon taking trauma call during a 24-

hour period needs to be available to see this patient at

any time. He cannat schedule elective surgical proce-
dures or office hours.- He alsois taking a chance by

_ scheduling elective surgery the day following truuma

call, because he may have patients needing emergency
operation who arfive in the early moming -hours or

he may suffer from lack of sleep having been busy ~ - '
during the previous 24 hours. The economic SdCI"erC

made to provide for the carc of this injured patient. )

.- is great: the economic reward is somewhat lacking. ..

We need to define a solution as to who is going to
care for the injured patient so that educational pro-

- grams can be ‘developed to ‘meeét ‘those needs. ’l'trap.-;_ L
pears that the majority of injured patients will be . . -

treated in hospitals near the site of injury. The type df

~ care delivered will be determined by the economic re- .-
wards -and educational backgrounds of the surgeons’ -
f,and physicians working in that hospital. Few general - .
. .surgeons can afford the time .and‘inconvenience of =~ -
emergency department care of the injured patient con-"" |
“sidering the rcwards received.’ Consequently. in most". -

hospitals, the emergency physician will care for the -

- injured patient in the cmergency departmcnt ‘Thiswill = /

include’ definitive care .in' many. iristances. They - will
serve as captam of the ship in the care of the muluply -

" .igjured patient in- the emergency dcpartment and. will TR
'seek consultation from the neurosurgeons; onhopcd}c;" i
and plastic surgeons, thoracic surgeons. and even the =
. general surgeons. Conceivably. the general surgeon . -
will be consulted only if the peritoneal lavage is’ pos- - . )
itive. The general surgeon will prowde care within the .« %
realm of privileges granted him: in some cnscs. ‘this ~ . =
~will be limited to the abdominal organs cxcluswc of the

vessels. Follong resuscitation, the scnously m_;urcd
patient will be treated in the intensive care unit'where
the captam of the shnp will be an intensive. care .
specialist. The general surgeon will have few privileges

“and ittle msponsrblluy. except to assess the abdomen:

The ‘intensive care spccmhst will. provndc for ventila-

tory, cardiovascular, ‘and nutritional support. The pa<. - -
tient will have many physicians, cach looking after his )

arca of, interest. Each physician will bill for services

rendered lnclullmg cach consultant, cmergency physi-
cian, nnd mtcns:vnl The cost of care ofthc injured in-




thls sculng wlll plobably lncrcnse The morbldity.

| evaluated by this tea

N mortality, and-quality of care will most likcly not bec -
of physlcians cach'doing their
.. own thing.:We can be assured that thcjudncinl system .~
o will contmuc to cvnluate tmumn care.
PRI There will be a'need for lrauma centers to care for
- patxcnts with- complrcntcd nmuncs and. a plncc whcrc-

“ others'may refer patiénts they do riot have the {jmeor

. the talent or the desire to treat. The physrcmns treatmg;
“these patients should be true trauma surgeons with'the

- capability of treating nearly all the injuries including .
. "mtracmmal thoracic, abdominal, vascular, hand and
“ soft tissuc . injuries, and ‘most fractures. They would.
also- qualify -as emergency physrcran for thé trauma
'patnent and ds the mtcnswe care’ ‘specialist.. Thcse._
‘ '_physrcmns would be a new breed, i.e., a spccralmon-
" grel type. that has a strong gcncral surgical: base and'.
- - that mcorporatcs ‘the-traumatic aspects of the surgrcal .
..;},subSpecmlucs L. would envision a lrnmmg program for

. this trauma surgeon to include 2 years general surgery

__’wnh intensive care experience followed by-12 months

traumatic orthopedlcs,. 6 months . traumatic
neurosurger\}1 ‘6 months hand, plastre, and burn

.surgery, 6 months thoracic and. vascular surgery, ‘and .
an“additional( 18 .months general surgery.  This indi- . -

- vidual would ‘initially be trained by-the subspecialist,

LT

. but eventually they. would qualify to clone themselves.-
 This would be a-new specna]ty and démand its own

- Certification. Consultation' could" always be obtained
: 'from the -standard subspecraltles and hospital -

pnvrleges could still be. granted by the standard estab-

"“lished subspecialties. The romance of trauma and care
-of the uuured will entice physrcmns’to énter this area,

and the economic rewards will. hopefullynbe sufficient

- to keep them’ ‘there. Certainly a'referral to this trauma

" .surgeon would be’ made knowmg expert and definitive. ..
;- care would be provided, Fmally, research.in the care’

of the mJured ‘would- flourish in such centers. where

. total’ anent care is provrded by one spec:allst The

éffect of one organ system on a{xotller, e.g., the effect

: of increased intracranial pressure on gastric acid secre-

tion, could be evaluafed in a more meaningful way.

_ Education of the physician, subspecrallst and gen-_'.
eral surgeon in the arca of trauma will follow. ‘patient

care patterns. The general surgeon learns care of frac-

- tures from the ort‘hoped,xc surgeon; is there anything
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wrong with him'leumlnig care of the 'lrdored patlcrrt n
the emergency. department from the emergency physi- -

«clan? The surgeon and others will learn care of the -

mjured ag they are exposcd to those who provlde that
care. Rcsldcncy‘ program dircctors in general surgery
need to keep-a close watch on. the trauma exposure. o

.their residents’ optain. Patient management problems: -
‘and postgraduate courses can be used to supplement
~the cognitive arcas. The psychomotor skills mvolved

in trcalmg liver and spleen wounds can and should be
obtained in the dog lab. The general surgeon's exXpo-
sure and responsibility for the care of the injured wijll-

continue fo'narrow and in some cases be nonexistent - -

as the subspecialist becomes more trauma-onenledE
and new specialties-develop. “
Medical student education needs to follow a. morc,

’structured format. Every student is cnutled to learmn - .

the essentials in the care of the injured. A core cur-*

_riculum should be defined “and developed by the Com--

mittee on Trauma of the American College of Surgeons’ .
and provided to each medical school. Audiovisual .

materials can be developed to implement the’ eduea—:-"__'.
tional objectives.- The movie presented to this society-
*.12 years ago was a step in that direction. That movie ; -

has served to.educate 2848 medical students at. Wayne
State University to date and has :ﬂp«é minimal fa,c-_ R
ulty time after the initial preparation Cerlamly, more = .
needs to be done. Such topics as’ hand and eye injury ©

* The care of the injured i ns muludls‘clplme- and multi- " °
physician-oriented. The educauon of residéntsiand. ’

_‘medical students in the care of the lmured will also bel
' multrdnscrplme— and. multlphysrcmn—onented “Basi:
cally, education w:ll follow patient care patterns. This’ G
is'best presented ma quotallon taken from.d noteable.'_';'-' ;

Chlcago surgeon, Dallas B. Phemister, who- stated A
man cannot teach well what he does not do

- e
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