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,]a’The role of leadership
. ¢ in the quality of fracture care

Sawnie R. Gaston, MD, FACS, New York, N. Y,

I sense 2 present day dichotomy that quite
properly places the highest value on the saving
of a life, but all too frequently shows a para-
doxieal indifference to the gquality of living.
There is no need to moralize on the value of
buman life, but there is a need for a balance of
compassion for the erippled life. Granted that
the unassailable priority in any systern of health
care is to first and foremost save a life, there
must be equal priority, in the concept of eom-
plete care, to send the man whose life we have
saved back to his way of life no less perfect than
we are able to make him. Dr. Robert A. Chase
has said it most succinetly, “To save a life
after severe trauma is important, but not in it-
self sufficient to represent excellence in ecare.
Immediate care may determine not simply
death or survival, but the quality of survival”.!
During the past deecade, doctors of this na-
tion interested in trauma have been made
abundantly aware of a new emphasis on emer-
gency medical services. The thrust of emer-
gency medical services centers in a pre-hos-
pital life saving expertise and optimal trans-
portation of the injured patient to a medieal
facility for definitive medical care.®?
Concurrently, sponsored by the National In-

in brief...

“Today . . . we permil medical students lo elect
whether or nol they choose to learn something
about o disease that kills 116,000 and disables
11,000,000 Americans every yeor, and these
young people are training to be doctors in this
same America”.

Tke author, formerly an associale professor
of clinical orthopaedic surgery, College of
Physicians and Surgeons, Columbic Universily,

_ in advocating more thorough {raining of young
surgeons loward tmproved definitive care of the
patient with motor skeletal trauma, seans the
passing years lo review whal was gowd, 1o see
what has been gatued, and to wonder what may
have been lost in the quality of care.

Among his conclusions, he recommends the
reestablishment of the functions of the old
fracture services.

This is the Scudder Oralion on Trauma, as
delivered Tuesday, October 14, 1975, in San
Francisco, Calif., during the 61st Clinical
Congress of the American College of Surgeons.
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stitute of Ge=neral Medical Sciences, there have
been organized ten research trauma centers in
this country, where a new competence in pa-
patient cire and basic research go hand in
hand‘l,l,ﬁ,ﬁ .

If I werz to find the least common denom-
inator of these worthy crusades in terms of
emphasis on the dual concept of accidental
death and disability, I would be obliged to ac-
knowledg: that the emphasis has been almost
entirely o. accidental death. The mobilization
of resourc s in support of emergency medical
services s: stems and trauma research to aug-
ment life aving and life support capability is
vital to t¥ = effective resolution of the modern
monstrou: disease of trauma. No less vital is
treatment. »f thespecificinjuries of thesurvivor.

The pet: lulum is well known to medicine. We
doctors ¢ ten embrace new concepts with
enormous :mthusiasm and find ourselves tem-
porarily fi kkle to the solid stratum of z bal-
anced noin. In time, we then reassess the
diminishir 1 returns of the high are of the pen-
dulum an' once again woo the balance of its
swing. I i mly believe we have come to such a
chronomet -ical phase in the quality of fracture
care and 1 ow must renew our couriship with
fractures. [ we are to be complacent about
fractures Ve accept the morbidity of this dis-
ease in a n.ost neglectiul way.

In the h>. pursuit of the necessary reforma-
tion implicit in EMS systems, let us not inad-
vertently Jsturb the balance of mortality/
morbidity . an unnecessarily prejudicial way.
It is not alnays necessary to forfeit to gain; to
be indiffer1t to an old verity to seek a new
strength. W: can have both.

We are al aware of the staggering statistics
of disability after trauma. There are 11,000,000
people injur:d in this eountry every year, and
of these, 1,217,000 are hospitalized with motor
skeletal tram:na. ™ Thisconstitutesalargeenough
part of all « uses of disability ‘due Lo trauma 1o
warrant our continued emphasis on a quality of
care for such patients to stem the avalanche of
crippling illress these injuries impose. Any hope
of a significa 1t lessening of the staggering toll of
disahility tlat follows in the wake of motor
skeleta! trauma lies in the training of our young
surgeons. T} e success of such training resides in
the leadersh p of their teachers.

The concept of the role of leadership in the
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quality of fracture care is indelibly identified
in my mind with my mentors, Drs. William
Darrach, Clay Ray Murray and Harrison L.

 MeLaughlin, and with the Fracture Service of

~ the Presbyterian Hospital in New York City.
This is understandable because it was my resi-
dency on this service that first introduced me
to these great teachers, and it was through
these teachers that I developed a love for the
surgery of trauma in its most catholic sense. To
this I gratefully acknowledge that were it not
for these associations, I would not have been
invited to address you today. I am as com-
pletely certain of this as I am equally certain
that I shall never forget the generosity of the
American Coliege of Surgeons for granting me
the honor of this day. :

The plotted course of my advocacy for leader-
ship and definitive care of the patient with
motor skeletal trauma is to scan the passing
years to review what was good, t0 see what has
been gained, and to wonder what may have
been lost in the quality of care. It is my plan to
present a chronicle, as objectively as possible,
which can be held to the light of its own time
and present time so that each of you may share
with me a sense of perspective.

MY CHRONICLE begins with a brief survey
of the highlights and attributes of the Fracture
Survice of the Presbyterian Hospital as a
model and as a foundation for my discourse.

Dr. William Darrach started the Fracture
Service when the Columbia-Presbyterian Med-
jcal Center opened in 1928,

The original permanent stafl consisted of Dr.
William Darrach, Dr. Clay Ray Murray and
Dr. Barbara Stimson, the latter two fulltime.
Dr. Stephen Hudack and Dr. Harrison L.
McLaughlin joined the permanent attending
staff in 1935 and Dr. Frederick M. Smith the
following year, This was the attending staff
when Dr. Darrach appointed me resident in
1938.

Tempting as it is to give a biographical sketch
of these great teachers,” I shall only quote
Shun-Tzu who lived in the third century B.C.:
] say that in learning nothing is more profit-
.alle than to associate with those who are
learned, and of the roads to learning, none is
quicker than to love such men”.

Our leadership emanated from a dedicated,
unselfish, knowledgeable, and stimulating at-
tending staff with extraordinary durability.
They were either fulltime or geographic full-
ti11e, were always at hand during the day, and
Iived close enough to be at the hospital within a
few minutes at night. They enjoyed helping us
and never indicated any indisposition.

Dr. Murray was fulltime and the ward service

was his province, He was on top of it every
minute. His office was just a few steps off the
ward and e was always available and enjoyed
being available. His enthusiasm for teaching
and patient ecare was boundless and contagious.

Accurate, well kept records are essentizal to
teaching, rasearch, and the care of the sick. The
Fracture Service kept superb records. In the
clinic the actending staff reviewed the chart and
x-rays and discussed with the responsible resi-
dent each ).ew patient, including the emergency
cases treat:d the previous day and night. The
approved uiagnosis was entered in the chart by -
the attending surgeon to be picked up by the
service sec-etary.

DIAGNOSTIC FILES were kept with meticu-
lous accur:.cy by the service secretary for both
inpatients and outpatients. The diagnosis and
identifying chart number were filed on a card
for each piutient with & summary index at the
end of the rear of all cases treated as a total for
that year, and a cross index of each category
of injury.

Each pa.ient’s chart was a complete record
with both inpatient and outpatient data in
the same chart.

The Fra ture Follow-up Clinic was Dr. Dar-
rach’s prid: and joy. It was Dr. Darrach’'s con-
viction th. t the success of this clinic rested
upon the « mployment of a {ulltime secretary
to manage it. The clinic was organized so that
each weekiy meeting of the clinic would have
a definite . r.atomic designation. One week we
would see i 1 uries of the wrist, carpus, and fin-
gers; the 1e¢t week fractures of the forearm
bones: the 1ext, fractures about the elbow;
and so on. " 1is had 2 definite implication when
it came to cur follow-up review conference. The
Fracture Fuol ow-up Clinic was attended by the
two resident.: and the entire attending stafl in-
cluding Dr. Darrach and Dr. Murray. Each
had his own desk and each saw an egqual num-
ber of patien s. The average patient attendance
was between 90 and 100.

There wa: a definite format for the entry
made in each patient’s chart. The secretary had
arubber star.ip that stamped out on the record
sheet a rectangular box with a line for the diag-
nosis, the interval since injury, and the letters
A, S, and E. The A stood for anatomy, the S
{for symptom ;and function, and E for economic
rehabilitatior . Each patient was scored in each
of the three categories on the basis of four
representing 2 result between 85 and 100 per-
cent; three rnipresenting 60 to 85 percent; two
representing 10 to 60 percent; one representing
ten to 40 perient; and zero anything below ten
percent. The score for a patient relatively

’ continued
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asymptomatic with normal joint function,
normal anatomy, and full economic rehabilita-
tion was designated as A 4, S 4, E 4. A patient
with a rating A 2, 8 3, and E 4 meant about 50
percent anatomic result, 75 percent funectional
result, and no interference with earning power.
Anatomy zero was only given when there was
nonunion or z destructive operation had been
necessary such as amputation or fusion of a
joint. This was a language we came to learn
axiomatically.

THE FRACTURE follow-up conference was

‘the most valuable teaching experience of the

Fracture Service and was held weekly after
grand rounds every Friday morning. It was
frequently attended by many famous surgeons
from our country and from ahroad. It was a
great inspiration to meet these men, witness
their participation in our conference, and prof-
it from their comments.

About twenty-five cases selected from the
previous week's follow-up clinic would be pre-
sented with charts and all x-rays, recent and
past, for each patient. As mentioned, each
weak covered a specific anatomic region. We
would thus review many different configura-
tions of fractures t¢ the same bone or joint
treated by various methods of treatment. In
this way we learned from an accumulated ex-
perience the optimal choice of treatment based
on a superbly documented record. Finally, at
the conclusion of each presentation, all present
wou.d vote a concensus on the proper rating for
that patient, and it would be permanently
placi:d in the ASE box rating in his chart. It left
no question about the evaluation of each pa-
tient as the product of a concensus, as opposed
to o1:e man's opinion.

These records were most valuable for clinical
research and provided carefully documented,
indispensable data for the two-volume text-
book, Surgical Treatment of the Motor Skeletal
System, edited by Dr. Frederic Bancroft and
Dr. Clay Ray Murray published in 1945;" the
textbook, Trauma, edited by Dr. Harrison L.
MecLaughlin published in 1959;" and the text-
book, Surgery of the Elbow, written by Dr.
Frederick M. Smith and published in 1954
with a second edition published in 1972.12

Tle Fracture Service held high the concept
that all iractures are a surgical emergency. That
the type and urgency of treatment may be
vari: ble and the penalty of delay minor or
cata: trophic did not prejudice this axiom.

T1l.is was not an original idea. Hippocrates in
his tiird book cautions that ‘‘extension of frac-
tured or dislocated bones is not to be delayed
to tte third day but is to be earried out on the

first day.”
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Dr. Seudder spoke with equal emphasis in his
Oration on Fractures.

In our attitude toward fractures we must
eradicate from thought certain deeply rooted
coneeptions ol disease. There is no incubation
period in a fracture . . . the accident is in-
stantaneous. The fracture is present. The
reparative processes begin immediately.
Therefore, treatment should begin without
delay so that the reparative processes may
be facilitated instead of hindered. By treating
a fracture instantly you treat the fracture.
By treating a fracture after delay you treat a
fracture ph s complications. Early treatment
is easy. Declayed treatment is difficult. De-
layed treatment is dangerous. Late treatment
is ]Jamentahile,?®

THIS WAS the teaching of the Fracture
Service, and [ can hear the same words from
Drs, Darrach, Murray, and McLaughlin still
sounding in riy ears this very day.

The Fracture Service had its own operating
suite, entirely for its own use. This meant that
an open fractire could be in the operating room
within an hour of arrival at the hospital regard-
less of the tir e of day or night. It meant that
elective, oper. operations could be scheduled at
once. Dr. Murray was very enthusiastic about
open reducticn and internal fixation of long
bone fractures properly done in a proper surgi-
cal environm.nt. His writings stress the im-
portance of immediate operation once the
decision is m:.de, in order to intercept the in-
tense inflamm.azory response of the soft tissues
which so rapidly supervenes after injury.

The emergen:y department organization also
permitted imnwediate reduction of fractures
with -the eoop ration of the Department of
Anesthesiology We sought an immediate de-
finitive reduct on under adequate anesthesia
in the emergen :y department.

Improvemen: in the teaching of trauma to
medical students was uppermost in Dr. Dar-
rach’s mind wken he started the Fracture Ser-
vice. He felt ba lly that the student had so little
exposure to tra ima teaching and knew so little
about the subjcet. I am certain he had no mis-
conception thit every student would become a
trauma expert. At the same time, he knew that
5 knowledge cf the pathophysiclogy of trauma
was an essentizl part of a well-rounded educa-
tion for a medical student.

The Fracture Service gave a mandatory
course in trauma which I will cite in some detail
for its soundness in prineciple, its durability over
the years, and for the opportunity it afforded
medical students to learn something about tis-
sue response t¢ trauma as well as an overlook
of the impact of trauma on the motor skeletal




systemn and the patient as a whole. The course
entailed approximately 100 hours of teaching
time for each medical student over a four-year
period.

The entire first-year class, during its course

in anatomy, was given four one and one-half
hour clinies; two on the upper extremity and
two on the lower extremity. At these clinics
were presented patients and their x-rays desig-
nated to correlate cadaver anatomy with the
dynamic anatomy and physiology of the ex-
tremities. The attempt was made to present
Datients showing bad anatomieal or functional
results based on ignorance of anatomic con-
siderations or neglect or oversight of such fac-
tors in the course of treatment.

During the second year, as part of 2 course in
general surgery, the Fracture Service gave 2
one-hour lecture and four three-hour periods in
the animal laboratory devoted to Teproducing
examples of the bone phase and general phe-
nomenon of healing following injury.

The student was provided with basic observa-
dons on the response of the tissues to these
trauma, and on the attempts at repair which
jollow. Correlation between these observations
and clinieal conditions was provided by demon-
strating patients and x-rays on the ward service.

DURING the third year, in groups of roughly
«ight, students became fuiltime members of the
IPracture Service for a period of two and one-
half to three weeks during which time they were
on eall 24 hours a day in the emergency depart-
inent, attended all clinic sessions, and had =2
three-hour daily morning session divided be-
tween didactic instruetion and case presenta-
iions and discussions.

Student’s work included formal instruction,
ward rounds, and case work-ups and presenta-
iions. Ezch student was assigned in turn to new
¢ases on their Admission, and was responsible
for the work-up of his assigned cases. Each
sudent was also assigned a special topic for
cutside reading. The formal instruction covered
11juries of the motor skeletal system by regions,
znd was supplemented by slides, x-rays, and
Iatient demonstrations. Students assisted in
rrocedures done on their patients, and oc-
casionally assisted at operations in order to
observe the gross pathology of recent trauma,
and to be able to understand the reasons for
urgency in certain types of injury.

; During their work in the emergency depart-
ment and clinie they not only saw, but were
ovliged to participate in the treatment of an
average of from 200 to 250 new cases, and 500
o more active treatment cases divided among
fiactures, dislocations, and other asspeiated
motor skeletal lesions.

This then in part was the Fracture Service
of the Presbyterian Hospital under the leader-
ship of an extraordinary triumvirate, Dr. Wil-
liam Darrach, Dr. Clay Ray Murray, znd Dr.
Harrison L. McLaughlin. The ideal of their
purpose was so clear that it made an indelible
impact on those of us fortunate enough to have
known the richness of their teaching.

I sincerely believe that those of you who
personally knew these men and the Fraeture
Serviee will support my conviction that it was
one of the finest teaching, research, and patient
care units for motor skeletal trauma in the
annals oi American surgery.

Let us now take our leave of this chronicle
and purtue our eourse to examine what has
been gained or what may have been lost with
the passage of time.

A NEW generation of young surgeons re-
turned from World War II with a new interest
in the surgery of trauma. Among these were
many young surgeons trained in orthopaedics
or about to continue training in orthopaedic
surgery.

Prior to World War 11, the treatment of frac-
tures was primarily the province of the general
surgeon who was more general than his special-
jzed coun:erpart oi today.

The Arurican Association for the Surgery of
Trauma vas founded in 1938 by general sur-
£eons witn an original membership of 85 percent
general s irgeons. For the first decade (1939~
1948}, 43 percent of the papers presented at its
annual scientific session were on the subject of
fractures ur allied motor skeletal trauma.” We

* need make no issue of this except to say the

lines between specialties were less finely drawn
and fractures were treated by surgeons who
wanted to treat fractures.

In general, the orthopaedists of the twenties,
thirties, and forties were committed to the
treatment of prevalent bone and joint tubercu-
1osis and th= reconstructive surgery of epidemic
poliomyelit.s, among many other orthopaedic
conditions lemanding their full attention. In
the late forties and early fifties, two great dis-
coveries we'e made that had a proiound effect
upon orthopaedic surgery. The discovery of
streptomyecin and isoniazid completely revolu-
tionized the trentment of bone and joint tuber-
culesis,’”® and the Salk vaceine virtually elimi-
nated poliymyelitis.'®

The timz was right and certainly no specialty
group was better qualified to take care of frac-
tures than the orthopaedist by virtue of the
anatomy and function of the structures com-
mon to both orthopaedics and {ractures, as well
as the special skills and technical knowledge

contfinued
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required by the reconstructive surgery of {rac-
ture complications.

After World War 11, the shift in stewardship
of iractures was most aceeptable to general sur-
geons. During their war experience a new in-
terest grew {rom a new experience in thoracic,
vascular, and ahdominal surgery, but most
particularly in the newly acquired knowledge of
shock, fluid replacement, pulmonary and renal
funetion, and metabolism and energy require-
ments in trauma. The general surgeon shifted
his interests from the management of fractures
to the management of the injured patient.

There was no Orthopaedic Department at the
Columbia-Presbyterian Medical Center when
Dr., Darrach started the Fracture Service.
Orthopaedic patients were referred to the New
York Orthopaedic Dispensary and Hospital
then situzated on East Fifty-ninth Street.

In the early forties, negotiations were under-
way for an affiliation, strongly urged by Dr.
Darrach, between the New York Orthopaedic
Hospital and the Presbyvterian Hospital. The
war intervened but in 1945 the affiliation was
formalized and the NYOH moved to the Center
in 1950.Y

THE DIRECTOR of the New York Ortho-
paedic Hospital, Dr. Alan DeForest Smith,
was generously disposed to give f{ull support
to Dr. Harrison L. McLaughlin, then director
of the Fracture Service. During Dr. Smith’s
directorship, until his retirement in 1856, the
Fracture Service and the Orthopaedic Service
enjoyed a symbiosis of amicable mutual auton-
omy. The Fracture Service retained its inde-
pendent functions with its own attending staff,
its own ward and clinic to include {ollow-up
clinie, and its own operating time for ward and
private patients. The Orthopaedic Service had
a similar arrangement. The fracture resident
spent a year on the Fracture Service as part of
his three year training in orthopaedies at
NYOH.

This arrangement continued until the sixties
to the mutual advantage of the Fracture and
Orthopaedic Services without interruption in
fracture training for the residents or in teaching
for the medical students.

It is a well known and much respected fact
that the first Fracture Clinic in the United
States was established in 1917 by Dr. Charles
L. Scudder at the Massachusetts General Hospi-
tal in Boston. Of considerable interest is a lesser
known fact that it was stafled {rom its inception
and for many years after by both general sur-
geons and orthopaedie surgeons, and each suc-
ceeding chiefl was appointed either from general
surgery or orthopaedic surgery, 2 clear indica-
tion. that the treatment of fractures at MGH
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enjoyed the support of the joint staffs.® This
was an idez] multidiseiplinary arrangement
with the student, resident, and fracture patient
enjoying the best of two worlds,

From 1847 to 1957, this Clinic was superbly
directed by Dr. Edwin F. Cave, recognized na-
tionally and internationally as one of the great
leaders in orthopaedies and the surgery of
trauma. He was succeeded by another great
surgeon and .eader, Dr. Otto E. Aufranc.

IN 1947, Dir. Preston A. Wade, past chair-
man of the Committee on Trauma and past
President o7 the American College of Surgeons,
originated ¢ Fracture Service at the New York
Hospital staffed entirely by general surgeons.
In 1955, tte Hospital for the Ruptured and
Crippled afl liated with the New York Hespital
under 2 ne'w name, the Hospital for Speeial
Surgery. Di1. Wade’s service then became very
much like the service of his close and dear
friend, Dr. Tddy Cave. It was staffed equally
by general ..urgeons and orthopaedie surgeons
training both generzl surgical and orthopaedic
residents wo alternated as chiel resident of
the Fractur: Service. Dr. Wade taught a very
thorough r1.sndatory course in trauma for
medical stu lents.'?

In the ea ly sixties, the Fracture Service at
the New Y rk Orthopaedic Hospital was ab-
sorbed into the Orthopaedic Service. Its sepa-
rate attendi y: staff was assigned to the general
orthopaedic sarvice and the responsibility for
trauma pati 1.t care was assumed by the entire
attending st u’, The ward service ceased to exist
as a separux unit. The followup clinic was
shared with ) thopaedie [ollowup clinic with an
attenuation ¢{ its former record keeping and
review conf rance. Its operating time was as-
signed to th. general Orthopaedic Service. Asa
result of thes: changes, trauma was obliged to
assume a pcstion of reduced priority.

Concurrer.t .y, there emerged a vigorous hand
service, imp.: nt service, and scoliosis service.
Briefly, this shift of emphasis has not been
favorable to rauma, as important as it is to
serve the neccs and growth of a burgeoning and
distinguished orthopaedic hospital. Not only
has this had : n adverse effect upon the actual
teaching of tr:iuma to residents but much more
devastating is the attenuation of resident think-
ing about the relative importanece of trauma to
an orthopaedic surgeon and to his patients.

The unavai ability of assigned operating time
for acute trauma has posed a2 serious problem.
The daily elec ;ive operating schedule barely has
time for its oxn completion. Therefore, acute
trauma is opzarated at night or whenever a
fortuitous opening in the elective schedule per-
mits schedulir g a trauma case. The absence of a
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recognized priority for the operative scheduling
of acute trauma imposes an irreconcilable delay
in the treatment of acute trauma. I firmly be-
Heve this to be an abrogation of the sacred
tenels of proper [racture eare.

IN JULY of this year, there was a reorgani-
zation of the Orthopaedic Serviee to recon-
stitute a fracture service in some form at the
New York Orthopaedic Hospital.

It is essential to the issue to ascertain if the
situation desecribed is entirely parochial or is
representative of the stewardship of fractures
throughout the country. To this end, I wrote
Dr. Cave and Dr. Wade to inquire about the
organization and present status of their Frae-
ture Services, and also sent 2 questionnaire to
the directors of the 190 Orthopaedic-Training
Programs in the United States.

Dr. Cave kindly referred me to his History of
the Fracture Clinic of the MGH from which I
quote as follows: *“In 1967, the Fracture Ward
Service essentially ceased to exist as a separate
unit and graduzlly was absorbed into the Ortho-
paedic Service”.?®

Dr. Cave also referred my letter to an active -

associate of the MGH and I quote his reply:
“Dr. Cave has sent me your letter concerning
the Massachusetts Genera! Hospital Fracture
Service in particular reference to the present
position of a Fracture Service at the Massa-
chusetts General Hospital. Following Dr. Otto
Aufrane's move out of MGH, the Fracture
Service as an organized part of the MGH
Orthopaedic Service sort of dwindled away.
Fracture patients since have been cared for on
the general orthopaedic ward with resident
rotations not made particularly for the treat-
ment of fractures . . . At the present time there
is a reorganization going on to reestablish the
functions of the old Fracture Service if not its
formal organization”.

Dr. Wade referred me to a former member of
his service to learn the present status of the
Fracture Service at the Hospital for Special
Surgery-New York Hospital Medical Center.
The only change of significance is that the
general surgical attending and resident stafls
have been gradually phased out of the service
organization. The fracture service still main-
tains 2 chiel of service, an assigned atiending
stafl, and its own separate ward, clinie, and
operating time.

Dr. Wade's views on the transition are most
pertinent to our interest, and I quote: “I have
always felt that {racture training was necessary
to 2 general surgeon, but in the light of re-
cent advances in general surgical areas, heart
surgery, chest surgery and vascuiar surgery
andtherest,itseemsthatthisisanobsoleteidea”.

Dr. Wade had much more to say but con-
cluded: “You ean gather from my remarks that
I have finally come to the conclusion that frac-
ture care will most certainly beecome an ortho-
pacdic  esponsibility in the couniry in the
future a1d I believe it will be a good thing for
surgery even though 1 still have a nostalgic
fecling lor the old service that 1 definitely
copied, and tried to emulate, {rom Drs. Dar-
rach, Murray, and McLaughlin’s service at the
Tresbyterian Hospital, and the MGH service
run by liddy Cave™.®?

The transitions I have deseribed have oc-
curred .r the fracture services persenally
known to me, but this is not enough; we must
look to 1he country at large.

Dr. Liugh Stephenson in 1971,% and Dr.

-Andrew C. Ruoff II1* and Dr. Jack Wickstrom

in 1974° reported their results of & question-
naire se1.t to the medieal schools of the United
States ¢ mcerning, *“the training of physicians
in hand] ng medical situations between the on-
set of the- accident or iliness and the commence-
ment of Jefinitive care’.

My q estionnaire sent to the directors of the
190 orti.cpaedic training programs was de-
signed t ascertain the status of teaching, train-
ing and j.atient care after the patient arrives at
a medic: | facility for definitive care.

THER 5 WERE 83 respondents representing
44 unive -sity hospitals, 18 university-affiliated
hospitals, 11 non-afliliated hospitals, and ten
governmant hospitals (Public Health, Army,
and Navy).

The ieipondents were asked how many
hospitals 100k part in their program and there
were a tutal of 323 hospitals reported. For the
rest of t! e questionnaire, the program directors
were askz 1 to answer in terms of the major or
key hospiial used in their program.

The total number of orthopaedic beds re-
ported wa: 6,261. The number of beds occupied
by fracturz patients was 2,476, Therefore, the
average p rcentage of fracture bed oceupancy
was 40 pe -cent.

The tot.al number of orthopaedic cases oper-
ated per y :ar was reported as 90,930. The frac-
ture cases operated per year were 83,659. Thus,
the average number of fracture cases operated
was 37 poe cent.

*This gives us an approximate figure of 40 per-
cent iraciure bed occupancy and operative
cases per year in 83 training programs repre-
senting th2 major hospitals in the program.

To simplify our communication, I propose to
give the statistical summary of each subject
category as a percentage, followed by a paren-
thesis cort aining two numbers. The first number .

continued
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will be the affirmative replies and the second
number will represent the number of respond-
ents. For example, 100 percent (83 of 83) of the
residency training programs ieach rosidents,
i.e., 83 affirmative replies [rom 88 respondents.
Thus, you will be kept informed of the number
of respondents answering each question, and
can weigh the value of the percentage.

THE QUESTION was asked, which of the
following distinet subservices do you have?
The letter accompanying the guestionnaire
defined a subservice in the context of the ques-
tion as a service with an attending surgeon as
chief; with residents rotating through the
serviee; with a separate outpatient clinie to
originate and follow patients of that service;
with attending staff permanently assigned to
supervise clinie, ward and operative cases;
and with a service chief resident on rotation
or graduate fellow appointed for that specific
service. Twenty-nine percent had a fraeture
service (24 of 83). Forty-one percent had an
implant service (84 of 83). Forty-nine percent
had a scoliosis service {40 of 83). Seventy-
threc percent had a hand service (60 of 83). It
is appreciated that part of hand surgery deals
with trauma.

Tlese data indicate to me that Implant,
scolingis, and hand surgery have a more vigorous
leadership than trauma surgery, and we are
now aware that 40 percent of orthopaedic bed
occudancy and operations deal with trauma.
Therafore, I must believe that orthopaedic
leade rship assigns trauma to a low priority.

In the 62 university and university-affiliated
hosp tals 58 percent (36 of 62) indicated they
had :. fracture followup clinic, however, half of
these conduct their followup examinations dur-
ing rvgular clinic hours. Therefore, I deduce that
only 29 percent of these programs conduct a
weekly clinic expressly for followup purposes.
Of t! ose reporting a followup clinic, 83 percent
(29 f 36) have a sitdown review conierence
with medical students and residents to discuss
the continuity of results of fracture treatment.

Tte fracture foliowup cliniec and review con-
ferenze is a valuable teaching experience for
residonts and medical students, and the re-
cordd d chart data I consider to be the heart of
clinical research, Any attenuation ol interest
in such a vaiuable teaching and retrieval mech-
anisra deserves the most serlous reevaluation.

A diagnostic file for fracture patients dis-
charged from hospital eare was maintained by
62 pireent (50 of 81) and a diagnostic file for
outpatient fracture patients by 88 percent (31
of 81).

Hcuse staff coverage of the emergency de-
partrient was as follows: senior resident alone
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nine pereent (7 of 83); assistant resident alone
23 percent (19 of 83}; assistant and senior resi-
dent together 61 percent (50 of 83); surgical
intern alone seven pereent (6 of 83). In 12 per-
cent (10 of 83) a professional salaried emergency
department VD covered the emergency de-
partment wita residents, in only the university
and university-affiliated hospitals,

Sixty-one percent (48 of 79) reported that a
daily audit was made by an attending surgeon
covering all emergency cases treated the previ-
ous day.

Asked if the daily elective operative schedule
provided time to permit the immediate schedul-
ing and operating of acute fracture cases,
seventy-six percent {61 of 80) were in a position
to give immeciate attention to emergeney oper-
atlve cases consonant with the finest principles
of {racture eae. However, 24 percent (19 of 80)
replied that : uch cases were operated, quote:
**as soon as possible”; “in two to three days”;
“fit them in’' and, “after hours".

ABKED if general surgeons at their hospital
treat fracture:, the university hospitals reported
that such was the case in nine percent (4 of 44);
university afl liated hospitals 11 percent (2 of
18); nonaffiliased hospitals ten percent (1 of 10},
and governmi nt hospitals zero.

At those hospitals where general surgeons do
treat fracturs, the consensus was that the
general surge ms treat between five and ten
percent with +-0 to 95 percent treated by ortho-
paedie surgeos.

Asked if goneral surgical residents rotate
through their resideney training program 67
percent (55 oi 83) replied in the affirmative.

The data ot the teaching of medical studenis
is most interes ting. Please bear in mind that the
questionnaire ‘vas directed to ascertain the
teaching of ir: ¢ ures and motor skeleta] {rauma
and not eme’gency medical care. The non-
affiliated and government programs were de-
leted because ) the avowed informality of their
medical student teaching. Only seven of these
21 programs teach medical students at all,
usually on an elective basis.

The average minimum number of hours of
fracture teaching for each student over his
entire medical school experienee was eight hours
for both the university and university-afliliated
programs, and Lhe average maximum number
ol hours taught was 45 hours [or the university
and 14 hours iur the university-affiliated pro-
grams.

I ean only conclude that the teaching of trau-
ma to medical students is woefully inadequate.

Further questioning shows that the teaching
of motor skeleti] trauma is mandatory in only
19 percent of the programs (10 of 52), elective
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in 87 percent (19 of 52), and both mandatory
and elective in 44 percent (23 of 52), that is, a
short introductory course with the privilege of
taking an elective i the subject appeals to the
student.

Whether or not we oblige our medical stu-
dents to be trained in trauma, I am impelled to
make certain observations with construetive
intent.

In the context of today the prevalence of
trauma makes it inevitable that trauma will
play a part in the host response of many pa-
tients who will traverse the experience of our
young doctors regardless of their specialty
training. I am aware of the prevalent current
practice of choosing a speciaity in the first year
of medical school and closing one’s mind to
those aspects of a medical education not -en-
tirely pertinent to the specialty chosen. May I
say that trauma will emerge to embarrass these
minds.

Today in our permissive society we permit
the students to elect whether or not they choose
to learn something about a disease that kills
116,000 and disables 11,000,000 Americans
every year, and these young people are training
to be doctors in this same America.

I submit that a basic knowledge of trauma is
essential to all physicians if only to develop the
acumen to be aware of a patient’s need and the

References:

1. Chase, RA: Rehabilitation begins with initial
care. J Trauma 10:958-961(Nov)1970
2. Farrington, JD: The seven years war. Bull Am
Coll Surg 58:15-22(Nov)1973
3. Gaston, SR: Accidental death and disability:
the neglected disease of modern society—a
progress report. J Trauma 11:195-206(Mar)1971
4. National Institute of General Medical Selences.
Surgery Training Committee. Status of Research
in Trauma and the Critically Injured—za report.
Bethesda, Md., National Institutes of Health,
1870
5. National Institute of General Medical Sciences.
The Study of Injured Patients. A trauma con-
ference report. Bethesda, Md., Feb. 26-27.
1573. DHEW Publication (NIH)74-603
6. Black, E: Chief, Clinical Sciences, National
Institute of General Medical Sciences, National
Institutes of Health. Personal communication
7. Traflic Safety, Nationa! Safety Council, Mareh,
1970
&, Nationat Center Tor Health Statisties, Inpatient
Utilization of Shori-stay [ospitals by Diagnosis,
United States, 1968. Rockville, Md.,(Mar) 1973.
DHEW DPublication(ISM)73-1763
9. Curry, GJ, et al: Profiles in Trauma. Spring-
field, 11L: Charles C Thomas, 1969
10. Bancroft, FW and Murray, CR: Surgical treat-
ment of the motor skeletal system. Philadelphia:
J1.B. Lippincott, 1945
11. Melaughlin, HL: Trauma. Philadelphia: W.B.
Saunders Co., 1959

judgment to make a wise referral for the skilled
care of that need.

I would like to guote Dr. Charles Locke
Scudder from the first oration on fractures
given almost a haif a century ayo:* When one
considers the extent to which the present
acknowledged fundamentals of both the non-
operative and operative treatment of fractures
are neglected by some members of the surgical
profession, it is difficult to restrain a savage
rage”.

In summary, the leaders of trauma in Amer-
ica in the past decade have dedicated them-
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To these ends, I dedicate this oration. A
model hias been drawn. The motivation and
solution liz in the hearts and minds of those
who find z. message here.
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