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clinical practice.

manage the trauma.
[WestJEM. 2009;10:144-149.]

Objective: The study objective was to determine whether surgeons and emergency medicine
physicians (EMPs) have differing opinions on trauma residency training and trauma management in

Methods: A survey was mailed to 250 EMPs and 250 surgeons randomly selected.

Results: Fifty percent of surgeons perceived that surgery exclusively managed trauma compared
to 27% of EMPs. Surgeons were more likely to feel that only surgeons should manage trauma on
presentation to the ED. However, only 60% of surgeons currently felt comfortable with caring for the
trauma patient, compared to 84% of EMPs. Compared to EMPs, surgeons are less likely to feel that
EMPs can initially manage the trauma patient (71% of surgeons vs. 92% of EMPs).

Conclusion: EMPs are comfortable managing trauma while many surgeons do not feel comfortable
with the complex trauma patient although the majority of surgeons responded that surgeons should

INTRODUCTION

Both emergency medicine (EM) and surgery residents
require training in the care and management of acute trauma
victims.* At times this dual requirement can result in conflict
between surgery residents and attendings who feel that only
surgeons should run trauma resuscitations, and emergency
medicine residents and attendings who feel that they are
both capable and need to be able to care for trauma patients.
However, as both groups struggle for control there is little
published research as to the variability of who continues
to take care of trauma victims once each group leaves their
residency training and what their ongoing comfort level is
with caring for the acutely injured trauma patient.

The purpose of this study was to survey practicing
emergency physicians (EPs) and surgeons to determine who
manages trauma patients in practice. We also sought opinions
from each group as to who they felt was qualified to manage
the initial resuscitation of the trauma victim, what their
comfort level was in treating the trauma victim, and whether
they felt that their trauma training during residency was
adequate for their current practice.

METHODS

A survey was mailed to 250 board-certified EPs and
250 board-certified surgeons selected at random from the
American College of Emergency Physicians and the American
College of Surgeons membership directories, respectively. A
follow-up mailing was sent to all non-respondents one month
following the initial mailing. This survey was approved by the
investigational review board.

The survey requested basic demographic data and
information on the types of postgraduate and specialty training
that each physician completed (Appendix). The survey then
asked about who manages the trauma patient at the physician’s
current hospital, and whether or not the physician is currently
comfortable with handling the unstable trauma patient. The
physicians were asked about their opinions of who should
manage trauma. In the survey we did not attempt to define
precisely what a “trauma patient” or a “trauma team” was.
Instead, the cover letter asked respondents to consider who
cared for “sick” trauma patients in their residency and who
cared for these patients in their current practice (to include
a multidisciplinary group of physicians on a trauma team).
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Table 1: Demographics”

Table 2: Survey questions

Surgeons EP p-values
Mean age (+/-SD) 56 (13) 42 (8) <0.05
Women 6.5% 18.7% <0.05
Mean year training 1976 (13) 1988 (11)  <0.05
completed (+/-SD)
Practice setting
Community 49% 39% 0.1
Urban 10% 1% 0.9
Community teaching 15% 15% 0.9
Urban teaching 26% 25% 0.9
Combination of practices 10%

* 33 emergency medicine and 20 surgery respondents returned an
incomplete survey. The results from partially complete surveys were
included:

The initial responses were collapsed to “agree, neutral and
disagree.” Data was analyzed using SPSS10-Mac. Chi-square,
t-tests and odds ratios were calculated to compare responses
between the two groups of physicians.

RESULTS

One hundred thirty-nine of 250 EPs (56%) and 126 of
250 (50%) surgeons responded. Demographic information
is in Table 1. Residency training included defined months
in trauma surgery for 52% of surgeons and 72% of EPs.
During their residency, 72% of surgeons stated that surgery
ran their traumas, and 19% stated that a trauma team ran
their traumas. Only 7% of surgeons responded that during
their residency the management of the trauma patient was
shared with EPs. Fifty-six percent of EPs shared the care of
the trauma patient with surgery when they were in training,
while 23% stated that EPs were the primary trauma care
providers, and 16% of traumas were managed by the surgery
attending.

At their current hospital 38% of surgeons stated that
trauma was managed by an EP, 50% by surgery (29% by
a surgery team, and 21% by a surgery attending). Twelve
percent of surgeons gave the answer of other, in which
most commented that the trauma patient was cared for by
both surgery and EPs. In their current practice, EPs stated
that 60% of the initial management of the trauma patient
is managed initially by the EP, while 24% is managed by a
trauma team, and only 3% is managed by a surgery attending.

The opinions of the two groups on the management
of trauma are in Table 2. Surgeons were more likely to
believe that only surgeons should manage trauma upon
presentation to the ED (53% vs. 4%, Odds ratio 26.4,
95% CI 10.8-64.2). This opinion was shared regardless of
where the surgeons were practicing. However, only 60% of

Survey Question Surgeon EDP p-

Agree Agree values
53% 4% <0.05

Only surgeons should manage the
care given to the trauma patient
that presents in the ED?
Physicians who are board certified 71% 92% <0.05
in EM can manage and stabilize

trauma patients that arrive in the

ED until a surgeon arrives or until

the patient can be transferred.

The amount of training in trauma
you received as a resident was
too great for the amount of trauma
that you now encounter in your
practice.

EPs are capable of the initial man-
agement of trauma patients that
present to the ED.

| should have received additional
training in trauma as a resident.

24% 10%  <0.05

63% 94%  <0.05

1% 13% 0.8

| should have received less training 5% 3% 0.8
in trauma as a resident.

surgeons are comfortable with caring for the complex trauma
patient, compared to 84% of EPs (Odds ratio 0.28, 95% CI
0.16-0.5). Fifty-six percent of surgeons who felt that only
surgeons should take care of trauma did not, themselves, feel
comfortable taking care of trauma patients.

While the majority of surgeons agreed that only surgeons
should manage trauma, when given the opportunity to
answer a question asking their opinion about whether EPs
could manage the initial resuscitation of trauma patients the
majority of surgeons (71%) seemed to agree that this was
acceptable. The numbers were too small to comment on
whether those who shared trauma training with EM residents
had a more favorable view of the ability of EPs to care for
the trauma patient.

The majority of surgeons and EPs did not feel that their
trauma training should change. However, 24% of surgeons
compared with 10% of EPs felt that they had received too
much training in trauma for the amount of trauma that they
now saw in their practice (Odds ratio 2.8, 95% CI 1.4-5.6).

DISCUSSION

Many medical centers that care for trauma patients have
residency programs in both surgery and emergency medicine.
In caring for the trauma patient, conflicts may arise as to
who is the most appropriate physician to both run the trauma
as well as perform procedures. Both specialties can claim
that they need to learn how to care for the trauma victim.®
It is not uncommon for surgeons to claim that trauma is a
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surgical disease and, thus, only surgeons should be involved
in the care of these patients.® This may be particularly true at
regional trauma centers where EM residents may be allowed
only a marginal role in trauma resuscitation. EM residents
can correctly claim that not all “Level I trauma patients”
arrive at Level I centers. EPs must be competent in the
management and resuscitation of the acute trauma patient
when a surgeon is not immediately available. In many

cases the EP is the only available physician with trauma
experience at some facilities. If the patient is to survive until
the surgeon arrives or until his transport to another facility,
he must be managed by providers trained and skilled in the
care of the trauma patients.

Moving beyond what individual practitioners may think
about who should take care of the trauma patient, guidelines
do exist, and in some cases may be at odds.” The American
College of Surgeons (ACS) Committee on Trauma publishes
guidelines for trauma center designation, and a Level |
designation requires trauma patients to be taken care of by
surgeons. Since emergency medicine residency training
requires that residents have opportunities to perform invasive
procedures and direct major resuscitations (including trauma
resuscitations), it is possible that the educational goals and
guidelines for each specialty may conflict if surgeons feel
that they are the only physicians capable of managing trauma
patients.>®

Many surgeons do not wish to incorporate trauma into
their future clinical practice and most hospitals are not
Level I trauma centers. Girotti et al.” found that only 5% of
surgeons wanted greater than 30% of their future practice to
be trauma related. Richardson and Miller'® reported that less
than 20% of surgery residents wanted to provide significant
trauma care in their future practice. Given these findings it
seems possible that many hospitals outside of the largest
centers will have surgeons staffing them that neither want to
take care of these patients, and in fact, may no longer feel
comfortable taking care of trauma patients once they are a
few years out of residency training. We were unable to find
data indicating the long-term expectations of EPs as to how
much trauma that they wanted to care for in their practice.
However, given the realization of most EPs about the
unexpected nature of many emergencies, it seems reasonable
to assume that most EPs will have some expectation that
they should and will care for trauma patients in the future.

In considering the response of EPs it is not surprising
that they disagree with the statement that only surgeons
should manage trauma patients. They also overwhelmingly
agree that trained EPs can manage the initial resuscitation
and management of the trauma patient until a surgeon arrives
or until the patient is transferred. Eighty-four percent of EPs
were comfortable managing the complex trauma patient
compared with only 60% of surgeons. Given the numbers of
practicing EPs currently caring for trauma at their hospital,

their degree of comfort with the care of these patients, and
the fact that they generally believe that they are capable of
caring for these patients, it appears that EPs are active in
trauma care once they graduate from residency.

The results of this survey indicate that once surgeons
have graduated from residency many do not remain
comfortable taking care of the complex trauma patient
because they do not continue to care for trauma patients.
This is in contrast to EPs, most of whom appear to remain
comfortable with this type of patient.

This study has implications for facilitating a better
understanding between surgeons and EPs in order to provide
the highest quality of training in the care of the trauma
patient. Understanding the role in trauma management that
they are likely to play in their future practice may help each
group understand the needs and goals of the other specialty
while still in training. Further, given that some surgeons may
not be comfortable providing routine trauma care once they
move out of training, this study may help them understand
that EM physicians both expect to manage and feel
comfortable with providing care to trauma patients. Together
these two groups may improve the care and outcomes of
trauma patients, particularly those that present outside of the
major trauma centers.

LIMITATIONS

There are several limitations in this study. There was
no way to confirm the perceptions of participants as to
who is actually taking care of the trauma patient at their
facility. Despite attempts to increase the number of returned
surveys, the percentage of returned forms was below desired.
Those who felt less opinionated may have been the ones
who did not reply. These results may therefore reflect the
response bias of those that feel most opinionate or passionate
about this topic. It is possible that EM physicians that feel
more comfortable taking care of trauma patients are over-
represented by this survey and the same may be true for
surgeons. Future survey research in this area may generate
better response by using a combination of mailed surveys
along with phone follow-up rather than a second mailing.

The difference in mean age between the two surveyed
populations may suggest a bias in the responses between the
surgeons and the EPs. New graduates of surgery programs
who are more used to training alongside EPs may have
different opinions about the ability of EPs to care for trauma
patients. However, the age and sex differences between
the groups reflect existing demographic status at our own
institution and may be an accurate reflection of current
demographic differences between these two specialties. The
surgical specialty is currently older than emergency medicine
and remains a male-dominated specialty.

Finally, while we were interested in the way surgeons
and EM physicians are practicing compared to the way
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Appendix (continued). Survey Administered to Surgeons and Emergency Medicine Physicians

Physician Opinions on Trauma Management — Emergency Medicine
Age:
Sex: M F

Year you ended training:

1. In what type of medicine are you Board certified?
a) surgery b) medicine c) family practice d) emergency medicine  e)other (specify):

2. In what field did you complete your residency?
a) surgery b) medicine c) family practice d) emergency medicine  e)other (specify):

3. Did you complete any fellowship training following residency?
a) yes b) no If yes please specify:

4. What is your current practice?
a) community b) urban ¢) community teaching d) urban teaching

5. In your emergency medicine residency did you do defined month(s) of trauma surgery?
a) yes b) no

6. Who managed trauma patients in the emergency department in your residency program?
a) trauma surgeon/ surgery b) emergency medicine  c) shared/alternated with surgery
d) other (specify):

7. Who manages trauma patients if they arrive in the emergency department at your current hospital?
a) surgery attending b) emergency medicine attending c¢) trauma team d)other (specify):

8. Do you currently feel comfortable taking care of a complex, unstable trauma patient with chest and abdominal injuries?
a) yes b) no C) no opinion
Please state your agreement with the following statements:

9. Only surgeons should manage the care given to the trauma patient that presents in the emergency department?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree

10. Physicians who are board certified in emergency medicine can manage and stabilize trauma patients that arrive in the ED until a
surgeon arrives or until the patient can be transferred?

1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
11.Tthe amount of training in trauma you received as a resident was too great for the amount of trauma that you now encounter in your
practice?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
12. Emergency medicine physicians are capable of the initial management of trauma patients that present to the emergency
department?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
13. I should have received additional training in trauma as a resident?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
14. | should have received less training in trauma as a resident?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
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Appendix. Survey Administered to Surgeons and Emergency Medicine Physicians

Physician Opinions on Trauma Management - Trauma
Age:
Sex: M F

Year you ended training:

1. In what type of medicine are you board-certified or eligible?

a) surgery b) trauma surgeryc) other (specify):

2. In what field did you complete your residency?
a) surgery b) other (specify):

3. Did you complete any fellowship training following residency?
a) yes b) no If yes please specify:

4. What is your current practice?
a) community b) urban ¢) community teaching d) urban teaching

5. In your surgery residency did you do defined month(s) of trauma surgery?
a) yes b) no

6. Who managed trauma patients in the emergency department in your residency program?
a) trauma surgeon/ surgery b) emergency medicine  c) shared/alternated with surgery
d) other (specify):

7. Who manages trauma patients if they arrive in the emergency department at your current hospital?
a) surgery attending b) emergency medicine attending c¢) trauma team d)other (specify):

8. Do you currently feel comfortable taking care of a complex, unstable trauma patient with chest and abdominal injuries?
a) yes b) no C) no opinion

Please state your agreement with the following statements:

9. Only surgeons should manage the care given to the trauma patient that presents in the emergency department?
1 2 3 4 5

Strongly Agree Neutral Strongly Disagree

10. Physicians who are board-certified in emergency medicine can manage and stabilize trauma patients that arrive in the ED until a
surgeon arrives or until the patient can be transferred?

1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
11. The amount of training in trauma you received as a resident was too great for the amount of trauma that you now encounter in your
practice?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
12. Emergency medicine physicians are capable of the initial management of trauma patients that present to the emergency
department?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
13. I should have received additional training in trauma as a resident?
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
14. | should have received less training in trauma as a resident.
1 2 3 4 5
Strongly Agree Neutral Strongly Disagree
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