197

Men for the care of the injured:

A crisis facing the 70s
WILLIAM T. FITTS, JR., M.D., F.A.C.S., Fhiladelphia

This is the Scudder Oration on Trauma, presented on October
13, 1970, at the fifty-sixth annual Clinical Congress in Chicago.
Dr. Fitts is professor of surgery, University of Pennsyivania
Scheol of Medicine, and Chief, Surgical Ward Service, Division
B, Hospital of the University of Pennsylvania. He is also editer
of the Journa! of Trauma. '

A member of the Committee on Trauma since 1957, Dr. Fitts
served as its vice-chairman, 1965-66, and on the
subcommittees of burns and education, He was chairman of
the Pennsylvania State Commitiee on Trauma, 1955-67, and
chairman of the Philadelphia Regionat Committee on Trauma,
1958-60.

IN THIS EIGHTH SCUDDER ORATION on Trauma I
propose to probe the problems of the re-
cruitment, education, and organization of men
to care for the injured. The subject is in the
tradition of Seudder, since he pioneered in both
postgraduate education in trauma, and in the
delivery of care for the injured. By segregating
patients with fractures in the Massachusetts
General Hospital over fifty years ago, Scudder
developed one of the first true trauma services
in this country. Here the injured patient was
central and the required physician specialists
brought to him. Scudder also worked tirelessly
to educate surgeons in trauma. He more than
anyone else was responsible for the develop-
ment of the regional fracture committees of
this College, now trauma committees in recog-
rition of the fact that trauma respects no organ
gystem. However, were Scudder alive today, I
believe he would agree with me that the voice

of his.Committee has not proved powerful

enough. For, with the exception of those
wounded by enemy action, we are failing to
provide adequate care for our injured.

Since previous Scudder orators have been
leaders in the field, I naturally question why
the College sanctioned this break in tradition.
The honor may be a reward for service in
trauma organizations and to the Journal of
Trauma. I hope, however, that it represents the
belief that improvement in trauma care re-
quires better organization. Treatment of
trauma in this country is unique in that exist-
ing competence is more poorly applied than in
the treatment of any other disease. Thus, a
person whose main work in trauma has been
involved in trauma organizations, in planning,
and in editing might be appropriate to view the
problems. No matter why I was selected, I am
grateful.

The crisis

Crises are so commonplace in 1970 that a
new one may hardly deserve attention. We
have the criges of war, the schools, drug addic-
tion, racism, the generation gap, culture shock,
and future shock. However, for these problems
erisis is used in its economic or politieal sense—
a crucial time or state of affairs in which de-
terioration or liquidation is presaged. I use
erisis in its pathologic, not economic, gense. A
point has been reached in the progress of a dis-
ease—the injured patient in America—when
important developments and changes are tak-
ing place, producing a turning point for better
or worse. On the negative side, death and dis-
ability from injury continue. to show an in-
exorable growth. Yet, on the positive side, 1970
is a time of crisis because never before has there
been so much interest in trauma. Unpopular
within the profession for many years, trauma is
now attracting many bright young men. Gov-
ernment interest is finally erupting. So we have
a erisis: some signs good, some bad. I believe
the patient will get well. The manpower po-
tential is there, the tools are available, and
interest is quickening.

Pracf that trauma is a paramount health problem

This audience knows the magnitude of the
trauma problem. Accidental Death and Dis-
ability: The Neglected Disease of Modern So-
etely, published in 1966 by the National Acad-
emy of Sciences-National Research Council,
put it in clear perspective. That it continues to
grow is worth emphasizing, however. In 1963,
115,000 died in this country from accidents.?
Over 56,000, or roughly half, were victims of
motor vehicular accidents, up 29, from the
preceding year, The slaughter on our highways
continues unabated.

Although deaths from accidents rank fourth
—behind heart disease, cancer and stroke—
the number of productive years eliminated by
trauma raises it in importance. Almost half of
these killed from accidents are below the age of
35, and of the total number of deaths from ages
1-35, accidents aecount for almost hali® Tak-
ing people from all age groups, we find that ac-
cidents, because the average age of the accident
vietim is much lower than that of the other
three killers, ranks third in the number of ex-
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pected years eliminated—twice the number of
strokes.*

The gap can be closed between what is known
and what is being done

In the treatment of accidental injury the gap
between what can be done and what is being
done is wider than for any other disease. This
may be difficult to prove, but other concerned
surgeons have expressed the same belief.’

What can be done is shown by the record of
our armed forees in Vietnam. Due to rapid
evacuation by helicopter many more severely
injured patients are living long enough to reach
the hospital; yet the mortality rate from enemy
action in this conflict has been the lowest we
have ever known.®

That such superb care is not being given in
this eountry can be proved. Waller ? found that
a disproportionate number of deaths from in-
jury are in rural areas, due to lack of good
transportation and the ready availability of
good hospitals. He showed that the mortality
from motor vehicle accidents was higher in
rural and mountain counties in California than
in urban eounties. The National Safety Council
reports that 70% of the motor vehicle deaths
occurred in rural areas and in communities with
populations under 2500.° But all is not well in
our cities, either. After a survey of the emer-
gency departments in one of the largest cities
in this country four years ago, a BUrgeon dis-
tinguished for his contributions to trauma said:
«There’s not an emergency department in this
city where I'd feel comf ortable having a severely
injured member of my family treated.” A re-
peat survey last summer showed little improve-
ment.

is the deficiency in Phase 1 or Phase it? The
resuscitation ambulance versus the hospital

If the treatment of the injured in this coun-
try is deficient, does the deficiency lie chiefly
in emergency care and transportation (Phase I}
or in the hospital (Phase II)? In my opinion,
both are sick.

In the 1950s and 1960s the Committee on
Trauma, American College of Surgeons, had
placed its main emphasis on Phase L. In this
worthy effort they have been more recently
joined by the American Academy of Orthopedic
Surgeons. I hope that in the 70s just as much
attention will be paid to jmprovement of
trauma care in the hospital. Many organiza-
tions are now concentrating on Phase 1, stimu-
lated by the National Highway Safety Act of
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1966, Although surgeons are vital for supervi-
sion in Phase I, their need in the hospital is
unique.

To show that improvement is needed in both
phases, I cite two recent studies. Frey, Huelke
and Gikas® reported 159 deaths from automo-
bile accidents in Michigan. Twenty-eight were
considered salvageable. All but two oceurred
in Phase I, and would have required better
resuscitation and transportation. Salvage in
almost all would have been accomplished by an
adequate airway, intravenous fluids, and the
insertion of chest tubes.

On the other hand, a study we did in Phil-
adelphial® showed that the chief deficiencies in
this urban setting Iay in hospitals. We analyzed
050 deaths from injuries, and classified 51 as
salvageable. Of these, all but two died because
of errors made at the hospital. Chief among
these were: errors in diagnosis, failure to main-
tain an adequate blood volume, and failure to
provide specialized care early enough. Trans-
portation of the vietims was usually rapid, but,
ginee most were taken to the nearest hospital,
many were treated in less than ideal facilities.

In both of these studies, however, the need
was for men: on the one hand, men for the re-
suscitation ambulances who could effect an
adequate airway, stabilize respiration, give
intravenous fluids, and perform cardiopulmon-
ary resuscitation; and, on the other hand, men
who would be available to meet the ambulance,
continue the resuscitation, make correct diag-
noses, and quickly mobilize and direct the
specialized care needed. Because of the recog-
nized shortage of physicians for all categories of
patient care at the present time, I believe the
personnel for Phase I must come chiefly from
superbly trained para-medical personnel. Phy-
sicians must provide the care for Phase I1. How
should men for both Phases be recruited and
educated?

Recruitment and education of physicians

Physicians must be attracted and trained in
our medical schools, hospitals, researeh lab-
oratories, and by broader methods of communi-
eations.

1. In medical schools-The climate in our
medical schools appears more favorable for at-
tracting men into this field than at any time
since T entered medical school 84 years ago.
Socizl problems greatly concern today’s medi-
cal student. Better care of the injured—given
low priority by the profession until now—will
challenge his compassion and imagination.




Also, medieal schools are undergoing great
changes in their curricula, so that innovations
in methods of education are much more easily
accomplished than at any time since Scudder’s
day. Since trauma involves all organ systems,
its teaching is ideal for a multi-disciplined ap-
proach. The trauma service and the trauma
eonference tend to unify surgery and its spe-
cialties rather than to splinter them.

These statements are supported by a recent
study reported by Dr. Hugh E. Stephenson,
Jrt He surveyed 102 medical schools in the
United States and Canada, and compared the
results with a similar study he did five years
ago. He states: “Correspondence with the
deans, departmental heads, and ecurriculum
committee chairmen relative to the teaching of
emergency medical care of the acutely ill and
injured patient indicates a strikingly increased
awareness of the relevance of this material to
the medical school curriculum, This is in dis-
tinct contrast to the previous survey.”

2. In teaching hospilals-Once our medical
student has become interested in caring for the
injured, how should he be educated in the hos-
pital to prepare himself for practice? To me
this is the most difficult of all our problems.

About 15 years age a3 movement developed
in this country to make traums a recognized
specialty, and to form an American Board of
Trauma as a subsidiary Board of the American
Board of Surgery. The American Association
ior the Surgery of Trauma considered this pro-
posal and, in my opinion, wisely rejected it.
Vet I often wonder if a strong specialty group,
carrying their “union cards,” might not have
had a greater voice in advancing care of the
injured patient. I think not, and I certainly
hope not. For I agfee with Sir Frank Holds-
worth who gave last year’s Scudder Oration®
that “training surgeons exclusively in the treat-
ment of trauma is not the answer to this prob-
lem. To trein a specialist in the treatment of
trauma is to train a specialist in all of the spe-
cialties. It is, in essence, an attemnpt to reverse
the evolution which itself has led to specializa-
tion.” I believe that best care of the severely
injured patient requires a team.

Yet a glaring deficiency exists in the team
approach as currently practiced. Often the pa-
tient is divided into systems, and each specialist
assumes responsibility for his organ only and
not for the patient. When this happens, the
patient may get excellent care of his facial de-
formities, and a perfect reduction of his frae-
tured ankle, but die of a ruptured spleen, or a
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hemopneumothorax. For an injured patient,
the team is only as good as the coordination of
its individua! units, Is the best care provided
by an aceident hospital, as advoeated by Dr.
Jérg Bohler of Austria,®® or by trauma services
in general hospitals? I favor the latter, but
experience in the 1970s should help provide the
answer.

The late Harrison L. McLaughlin in his
Oration on Traumsa,!* and Fraser N. Gurd in
his Presidential Address before The American
Association for the Surgery of Trauma’® both
advocated plans for training residents in
trauma. Dr. McLaughlin decried compartmen-
talized successive training, as being of value
neither to the specialty trainee who does his
stint on general surgery, nor to the general sur-
gical trainee who brushes up against the spe-
cizlties but never participates in a truly active
sense. Dr. MecLaughlin preposed concurrent
training, a scheme to bring together specialty
and general surgical trainees in continuity
throughout their fraining, the integrating or-
ganization to be the accident or trauma service.
Dr. Gurd advocated a combination of successive
rotational exposure and Dr. McLaughlin's con-
cept of concurrent interlocking teaching, and
cited the suceessful experience of the Traumatic
and Reparative Unit of the Montreal General
Hospital. The service was conceived of as one
in which the total resources of scholarship
available within M¢Gill University would bear
on the needs of injured patients; in my opin-
ion, an ideal concept.

Categorization of hospitals for trauma care
should not only improve the care of the injured,
but should also improve the education of phy-
sicians in trauma. The proposal classifies hos-
pitals into four types, Type I being a2 Compre-
hensive Emergency Treatment Facility, and
Type IV a Resuscitation Facility. I agree with
Oscar P. Hampton, Jr.® that eclassification
must not depend on the emergency department
alone. The emergency department is only as
good as the over-all capability of the hospital
and its staff.

The rapid growth of intensive care units—
surgical, medieal, coronary, and respiratory—
gives today’s resident superb training in the
care of eritieally ill and shocked patients and
in the newest methods of restoring the oxygen
supply to the cells. Rotation through such units
is excellent training for the physician who will
care for the injured.

Military hospitals are educating young
physicians well in trauma. Specialized trauma
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centers such as the burn unit at Fort Sam
Houston coffer a2 unique opportunity for train-
ing. By rotation through them, residents from
civilian institutions, as well as the military, can
be trained in research methods, and in special-
ized trauma care.

3. In research institutes and Fellowships-In
1966 the National Institute of General! Medical
Sciences held 2 conference to view the problem
of injuries. The conclusions have been pub-
lished, and as an outgrowth the Institute has
fashioned its subsequent support of trauma re-
search, and training programs in trauma.”” The
report decried the neglect of research in trauma.
Government aid for traumsa research at that
time was less than one half of one per cent of
the total funds applied annually to research on
human health and disease.

Considerable progress has been made by the
Institute since this conference. It has estab-
lished shock and trauma research units in seven
centers through the mechanics of program—
project grants, and has raised its annual finan-
cial support for trauma research from one mil-
lion to three million. These trauma units have
interested medical personnel at all levels of
training in the care of the injured, and are at-
tracting clinicians and talented investigators
to the field. Through utilization of special fel-
lowship programs, promising young academic
surgeons are being trained for a research career
in trauma. Of equal importanee, periods of as-
signment to these units will qualify residents of
various disciplines for work on trauma services
of community hospitals.

4. I'n communications media; Example of the
Journal of Traume-Allow me to assess the
continuing education of physicians in the field
of trauma by reference to The Journal of
Trauma, sponsored by The American Associa-
tion for the Surgery of Trauma. I have been
associated with it sinee its inception ten years
ago, and succeeded Dr. Rudelf J, Noer as its
editor two years age. Dr. Noer, beginning un-
der less than ideal circumstances, developed
the Journal into a viable, growing agent. The
experience of the Journal mzy be a gauge of the
ievel of interest of the surgeons of this country
in trauma.

Although many problems still face the
Journal of Trawma, chiefly financial ones, its
circulation has shown a growth from 2,000 to
almost 4,000. Even more encouraging is the
steady rise in the manuscripts submitted from
1960 to 1870.

‘When I speak of men for the injured, I use
men in its generic sense. The nurse is a vital
part of the emergency team. Often she or he
may be the only person on the scene. The
nurse’s decisions must be rapid and she must
be well trained to be effeetive. Many nurses are
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attracted to this work, and we must take the
initiative in organizing training courses for
them. We must not teach nursing care, but
rather medical care that nurses can do. That
nurses are interested is evidenced by the ex-
perience of the Chicago Committee on Trauma
over the last four years.’® Their courses began
four years ago and have received increasing
enthusiasm. The first, one and one half days in
length, was attended by over 200 registered
nurges. The third, in September, 1969, was at-
tended by over 1,000 nurses from 43 states and
two foreign countries, and lasted three days.
Although the material presented at these courses
is at the level of the third year of medical
school, the nurses have requested intensifica~
tion of the curriculum.

Emergency medical technicians

Emergency Medical Technician (E.M.T.) is
the term now being used fo designate para-
medical personnel highly trained in the care of
injuries and medical emergencies. I am bhiased
against the word technician, for its pejorative
use connotes a person without imagination or
resourcefulness, which these men must have.
Great plans are being made for the role these
men will play in medical emergencies in the
70s. The E.M.T. will have the ability to work
in the hospital as well as in resuscitation am-
bulanees and in helicopters. Ideally, he should
be able to perform endotracheal intubation,
insert chest tubes, start intravenous infusions,
and perform cardiopulmonary resuscitation.
He must be given legal protection for the skill-
ful performance of these procedures.

Some government and medical organizations
in the United States have long recognized the
need for the better training of ambulance per-
sonnel, including this College. The Highway
Safety Act of 1966 has provided new impetus
and an opportunity for funding. Under provi-
sions of this Act the Highway Safety Bureau
published Highway Safety Program Standard
No. 11—Emergency Medical Services which
recommends that all ambulances be eguipped
with certain lifesaving equipment and manned
by at least two persons trained in specified
areas of emergency care.

A common basic training course has been
made the first step to increase the professional-
ism of ambulance personnel. Improved training
should elevate their status and justify in-
creased pay scales, now extremely low for such
highly skilled services. Three levels of training
have been proposed: 1. standard level of 60
hours; 2. intermediate level with a training pro-
gram of three months, and 3. advanced level
with one to four years of hospital experience
and a college education.
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Corpsmen from the military should find a
career as an E.M.T. attractive after geparation
from the service. Between 30,000 and 35,000
medically trained and experienced allied health
personnel leave the Armed Forces each year.?
Many enter the civilian labor market amenable
to recruitment for civilian health careers; yet
up to now their utilization has been minimal.
To increase their fiow to civilian health jobs,
the Departments of Defense and Health, Edu-
cation and Weliare have set up 2 program
called MEDIHC—Military Experience Direet-
ed into Health Careers. This program attempts
to identify, counsel, and then place in a joh,
school, or both, interested military medical
personnel about to return to civilian life: a
great pool of potential emergency medieal tech-
nicians. The program is now operational in 24
states.

The American College of Surgeons through
a contract with the Division of Emergency
Health Services of the Public Health Service
has developed a curriculum and teaching aids
for the training of ambulance attendants® a
course in consonance with “Training of Ambu-
lance Personnel and Others Responsible for
Emergency Care of the Sick and Injured at the
Scene and During Transport,” a document
developed within the Division of Medical
Sciences, National Academy of Sciences—Na-
tional Research Council. A Basic Trzining Pro-
gram for Emergency Medical Technicians—
Ambulance has also been prepared for the
National Highway Safety Bureau.

A text on emergency medieal care, prepared
by the Committee on Injuries of the American
Academy of Orthopaedic Surgeons, in coopera-
tion with the American College of Surgeons,
has been selected as the basie reference for the
above courses. This text, “Emergency Care
and Transportation of the Sick and Injured,”
consists of 59 chapters and should be available
by December of this year.

The National Registry of Emergency Medi-
cal Technicians—Ambulance has been estab-
lished this year under the aegis of the Commis-
gion on Emergency Medical Serviees of the
American Medical Association. Its directors
are representatives of six national organizaiions
whose members are now providing emergency
ambulance services, and four physicians.

Can better training of E.M.T.s save lives?
A project initiated by the Nevada Commitiee
on Traumsa of the College suggests that it can®
The Nevada Committee initiated its program
after extensive consultation; it was modeled
after the PRIM program in Minnesota. Nev-
ada had been reported as the state with the
highest death rate from automobile accidents.
In 1966, 14 injured persons died in that state
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while in transport, 15 died in {ransport in 1967,
but after the program of training began, only
four died in 1968 and four in 1969.

The instruction of emergency medical tech-
nicians is the responsibility of physicians. Al-
though lay instructors may be neecessary under
certain eireumstances, standards must be set
by our profession.

Trauma organizations

1. Established professional organizations

The Committee on Trauma has jed in this
field, and for many years was the only organ-
ization speaking for the injured with a power-
ful voice. In more recent years, the College's
Committee has been joined by other organiza-
tions.

The American Association for the Surgery
of Trauma, organized in 1938, is limited to 300
active members who have made special con-
tributions in the field. The AAST is 2 unison
of general surgeons and surgical specialists, who
join various disciplines to attack the common
problem of trauma. It has joined with the Na-
tional Safety Council and the Committee on
"Trauma of the College in 2 Joint Action Pro-
gram emphasizing the prevention of injuries,
and sponsors the J. ournal of Trauma.

The Committee on Injuries of The American
Academy of Orthopaedic Surgeons has stressed
the training of para-medical personnel in the
care of emergencies. For the year 1970, many
courses are being given under its aegis in all
sections of the United States and Canada. It
has taken the lead in the preparation of a text
on Emergency Medical Care.

The American Medical Association’s Council .
on National Security, through its Committee
on Disaster Medical Care, has concentrated its
recent efforts on improvement of the physi-
cian’s Tesponse to disasters.

2. New professional organizations

The above organizations could be called the
establishment in professional organizations for
trauma. Of great interest to me are three new
groups. Ten years ago one might have expected
existing organizations to provide the frame-
work within which to encompass all problems
of trauma. The fact that three new organiza-
tions have recently been formed may indicate
needs that were not being fulfilled. Or possibly
their aims could be better served through exist-
ing organizations. The T0s should provide the
answer.

The American College of Emergency Physt-
cians. The American College oi Emergency
Physicians, ACEP, was chartered in August
1963, Its members describe a new specialty:
the practice of emergency medicine. They state
that this specialty has evolved primarily be-
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cause an ever increasing number of patients are
seeking professional service in hospital emer-
gency departments. Reasons cited are: the
growth in population and mobility, the in-
creased incidence of trauma, and a general de-
cline in the number of praecticing physicians
accepting new patients. The ACEP is growing
rapidly. According to its 1970 Quarierly Re-
port, members number 1060 and represent 46
states. States with the most members are:
Michigan 207, California 85, and Pennsylvania
84.
Dr. Willilam T. Haeck of Jacksonville, Flor-
ida, the Chairman of the Membership and
Credentials Committee, kindly supplied me
with the following information:

“The emergency department physician
must be well equipped by training to deal
with a wide spectrum of illness or trauma.
In a sense he is a full time triage physician,
‘We feel strongly that the trend is toward
the ability to sort and treat alarge volume
of patients who present with the full spee-
trum of *“‘emergencies” from minor to
major; from head to toe. This medical
ability plus his ability to organize and run
an efficient Emergency Department will,
we feel, eventually gain him ‘speciaity
status.’

Qur hope is that the American College of
Emergeney Physicians will be a body that
will: 1. Help establish guidelines for the
training of the Emergency Physician, 2.
Help establish guidelines for efficient man-
agement of the Emergency Department,
and 8. Eventually serve as the ‘Board of
Emergency Medicine,” ”

The number of fulltime emergency depart-
ment physicians is growing throughout the
country. When we realize that only about 20%,
of our general hospitals have available interns
or residents they ean assign for duty in the
emergency department, the need for some new
plan is obvious. Rotation of the attending staff
bas usually not proved satisfactory and the fail-
ure of this approach has fostered the growth of
the fulitime emergency physician.

Dr. Robert H. Kennedy® has expressed the
fear that the fulltime emergency physician may
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result in an inferior or second grade physician
in the extent of his training. Those interested in
trauma need to aim particularly for completely
trained emergency service coverage. Quality of
care must be the first consideration. At the
same time we must protect the young graduate
from making any move which may narrow his
opportunities and usefulness throughout the
rest of his life, sinee this type of emergency care
is considered a permanent, not a temporary
profession.

Sinee hospital emergency departments have
become the general practice headquarters for
communities at nights and on weekends, all
medical problems are funnelled here, emer-
gency and non-emergency. Can one man be
trained to handie a1l of these problems expertly?
Is this not again saying that we can train one
man in all specialties? Is emergency medicine a
true discipline which should have a separate
department in our schools of medicine? Al-
though this system is growing and obviously
filling a need, is it the ideal way to provide
emergency health care? These questions need
answers now, and a committee of the American
National Red Cross is studying them.

Possibly, the emergency physician will be-
come the general practitioner of the future, the
primary physician for the community, but now
based in the hospital. If be is to be an effective
director of an emergency department he must
have the same status as other hospital depart-
ment directors. .

University Association for Emergency Medi-
cal Services. During late 1969 six young uni-
versity emergency department directors met
to discuss their common problems.® They felt
the need for an organization concerned with
planning and delivery of emergency medical
gervices, especially in universities. At an or-
ganizational meeting in Birmingham, Alabama,
in October, 1969, the attendance of 138 individ-
uals representing 96 of 119 medical schools in
the United States and Canada showed great
interest in such an organization.

The University Association ior Emergency
Medical Services is composed of university
surgeons, anesthesiologists, and internists. The
major objective is the improvement of the care
of the acutely ill and injured. The organizers
feel that these activities are not receiving ade-
quate academic recognition, and that the uni-




versity emergency department director has
need of assistance in establishing the academic
basis for his activities. The University Asso-
ciation for Emergency Medical Services is
attempting to complement rather than to com-
pete with other groups having similar aims.

American Society for Critical Care Medicine.
A Conference Group on Critical Care Medicine
met in February of this year in Los Angeles
under the Chairmanship of Dr. Max H. Weil
to try to bring order to the new field of Critical
Care Medicine. As 2 result, the American So-
ciety for Critical Care Medicine was formalily
established. The members include surgeons,
internists, and anesthesiologists. At the con-
ference, leaders in the field recogunized the
formidable organizational problems that have
evolved from the segmentation of eritical care
services. They stress the important role of
nursing and paramedieal staff and urge a close
liaison with engineering, computer technology,
and related technieal resources. Uniform agree-
ment was expressed on the advantages of a
formally-based interdiseiplinary approach to
the treatment of the critiezlly ill. The formid-
able problems of training directors for critical
care facilities were recognized. Young physi-
cians entering this field {rom various specialties
fear the loss of traditional 1dentification and the
potential isolation that might stem therefrom
in their continuing relationship with other col-
leagues.

The birth and flourishing of intensive care
units in hospitals throughout this eountry in
the last several years have been good for the
injured patient, for no patient needs superb
eritieal care more than he. A special problem
for the injured, however, is the lack of avail-
ability of such units where the severely injured
patient is apt to be—~namely in a rural area
not close to a hospital with such units. Re-
search and contributions to knowledge from
such units will help him as much, or more, than
anything else. Yet, is not this area, too, best
manned by a team? Is critical care medicine a
true discipline of medicine? If there eomes into
being a board-certified specialist in emergency
medicine {staffing the emergency department),
and alsc a board-certified specialist in eritical
care medicine (staffing the intensive care unit),
is not the logical development this: to have
specialists for preoperative care, operative care,
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and postoperative care: specialists classified ac-
cording to time sequence of a disease, or pos-
sibly classified by the area of the hospital in-
volved—a new definition of a ““geographieal full-
time specialist?”

3. Professional—Iloy organizaiion: The Ameri-
can Trauma Soclely

Lay organizations such as the National
Safety Council and the American National Red
Cross have been very effective in specific as-
pects of aid to the injured. A new organization,
the American Trauma Society, is unique in its
alm to unite lay and professional members to
attack the problems of trauma, just as the
American Cancer Society and the American
Heart Association have been so effective in
spotlighting cancer and heart disease.

The American Trauma Society was incor-
porated June 27, 1968, Its formation was sug-
gested in Accidental Death and Disabilily and
its birth was tended chiefly by Dr. Jonathan
E. Rhoads. When the approval of the Commit-
tee on Trauma of the College and The Ameri-
can Association for the Surgery of Trauma was
obtained, organizational meetings were held,
and these two groups were later joined by The
American Academy of Orthopaedic Surgeons
and the American Medical Association, all four
of which groups have named representatives to
gerve as professional members of the first Board
of Directors. This organization has been slow
to “get off the ground,” not from any lack of
support by professional organizations, or en-
thusiasm of its organizers, but because of the
difficulty in interesting laymen to serve as lay
members of the Board of Directors, Yet the
layman has so much to gain from taking an ac-
tive interest in trauma. Sinee the layman is
usually the first person on the scene of the ac-
cident, he gains much from education in
trauma. Surely the layman has as much i not
more to gain from such an organization as a
layman devoted to cancer or heart disease pro-
grams.

Up to now I have said little about the pre-
vention of accidents. The greatest and quickest
results could probably be obtained by preven-
tion. The use of seat belts, championed early
by the Committee on Trauma, has proved that
many deaths can be prevented by safety mea-
sures. I believe that physicians can help most
in the prevention of accidents by providing
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expert knowledge for lay groups sueh as‘the
National Safety Council and the American
Trauma Society in promoting safety measures

through research, education, and legislation,

I hope each of you will support The Ameri-
can Trauma Society and will help to interest
laymen in its support. This Society gives us an
opportunity to interest the layman in his own
health problems—in this instance a problem
where knowledge will give him an unusual op-
porturity to help himself and his fellow man,
sinee he, and not the physician, will almost al-
ways be the first on the scene of an accident.

The synthesis

If I have presented my case well you should
agree with me that trauma is a subject of great
interest to many groups at the present time.
However, I have the feeling that cooperation
and coordination is lacking. We see big wheels
and little wheels, zll revolving in different di-
rections and on different axles. We need axles
and a commeon direction to make our wagon go.
Responsibility and authority must be clearly
defined at the eommunity level, as well as at
the national level.

Superb care for the wounded is being pro-
vided in Vietnam, so we know that it can be
done in the United States. We have mentioned
how men and women can be recruited and
trained. Centralization of authority could be
done by the establishment of a Presidential
Commission on Emergency Medical Services,
as suggested by the Airlie Conference,® or by
a group of the National Academy of Sciences.
The tools are available. Enough men and wom-
en for the job are in our population, but they
must be recruited and trained. Enough organi-
zations are interested. Coordination, coopera-~
tion, and leadership are needed for the 70s. In
this endeavor no group has greater competence
than the Fellows of this College. '
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