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M#*A*S*H-—Baltimore-Style

1:22 aM. The streets are quiet and
deserted on this hot summer Saturday -
in Maryiand. A wave of cool air is wait-
ing in from Chesapeake Bay, ereatinga
blanket of fog as it hits the warmer air
inland. It's a dangerous time to be out
driving.

In downtawn Baltimore, Clay Shat-
ney, MD, is sitting in a small glassed-in
cubicle at the Maryland Institute for
Emergency Medical Services and Sys-
tems (MIEMSS), wondering aloud
what happened to his dinner—a hot
sausage sandwich ordered hours ago.

His complaint is interrupted by the
police radio, breaking out in u loud
crackle of statie. Dr. Shatney leans for-




By William Barnhiil

Doctors call it the "golden hour”:

the crucial 60 minutes after a life- .

threatening accident takes place.
In those precious minutes, life and
death hang in the balance for the
accident victim. The key is often
not the actual injuries received,
terrible as those may be, hut the
onset of shock-—the loss of circula-
tion to tissues all over the body.

Deprived of oxygen and nourish-
ment, tisgues die, organs fail. The
patient becomes pale, the sicin cold
and clammy. Blood pressure plumn-
mets, breathing weakens:; the
pulse becomes feeble and faint.
Frequently it flickers cut altogath-
er, before the patient—lying in the
emergency room of a community
hospital, tended by a'desperate in-
tern and a nurse or two—ir sver
reached by the surgeons. neorgle-
gists and radiologists summoned
to meet the emergency.

In the United States, 104,000 peo-
ple die from accidental injuries ev-
ery year. However, experts esti-
mate that if, in the golden hour,

these seriously hurt people could .

be treated massively and aggres.
sively, more than half of them

William Bernhill is a frequent contributor
{0 FAMILY HEALTH.

might be saved: 55,000 Lives every
year.

Or, to put it another way: Ac-
cording ta David R. Boyd, MD, di-
rector of the United States Division
of Emergency Medical Services, if
you are badly injured in an acci-
dent, you're ten times more likely
to surviveif, instead of being taien
to a community haspital emergen.
cy room, you go to a shock trauma
center. '

The concept of the shock trauma
center was originated by R. Adams

(MIEMSS), better known as the
Baltimore Shock Trauma Centey
at the University of Maryland, Dr.,
Cowley has all that. His equipment

" includes cardiac telemetry ma-

chines that ailow paramedics to
transmit the injured person’s elec-
tracardiogram to waiting doctors
while the patient is on the way to
the center. He has a hyperbaric
pressure chamber that can satu-
rate the patient’s bload with oxy-
gen at several times normal atmo-
spheric pressure. He has

Just 150 trauma centers are now operating throughoht
the United States, mos? of them near major
urbar areas, most run by large hospitals that can

absorb the staggering annu

’
P 3.

o . .

Cowlay, MD, who realized in the
late 1950s that shock was the major
cause of death in accident victims.
His solution was simple enough:
Fill a specialized emergency de-
partment with the finest equip-
ment technology can produce,
staff it day in and day out with a
medical team trained to deal viith
shock and trauma, and make sure
patients get to the center :uper
fast. Today, as dicector o' the
Maryland Instituie for Emerj eacy

Medical Services and Systims

computers to speed up the results
of vital lab tests. And more,

He has around-the-clock traumsa
team that includes surgeons of all
specialties, anesthesiologists and
highly trained nurses capable of
keeping coel heads, steady hands
and compassionate hearts at work
simultaneonsly. He has laboratory
personnel, x-ray technicians and
other specialists who can be ready
within minutes. And more.

He has helicopters—or, rather,
thanks to a farsighted decision by

continued on page 16

ward. The statiefades and to the aceom-
paniment of a shrill, ululating siren a
slow, calm voice begins a grisly report.

“Syscom, this is Baltimore County
Mine,” tha voice drawls, “Wa have a
white male, eighteen, with severe mul-
tiple abrasions and lacerations. We
have a blood pressure of ninety-eight
systolie, pulse of one hundred, very
thready; respiration about thirty-two.
Standing by for a helicopter; ETA about
twenty minutes your facility.”

The radio voice has just listed the
classic signs of shock,

Shatney, who is chief attending sur-
geon and director of traumatology,
leans back in his uncomiortable chairin
the Systems Communications Center
(Syscom). He's got 20 minutes before
the action begins, and at MIEMSS
that's a lot of time.

While he waits, ‘messages come in
from the paramedics on the scene,
whosa job it is to make sure the doctors
get the picture before the patient ar-
vives. Thig paticrt, 2 voies tolts Shete
ney, was thrown rom his car. His body
ricocheted all the way across the high-
way. The abrasions are bad ones, many

» clear to the bone, packed with dirt and

debris. Internal damage is probable,
head and spine injuries possible.
1t sounds awful, But the awful is what

they deal in at MIEMSS. Only the very °,

worst aceident vietims are brought
here, the 5 percent the paramedics be-
liave are dying. The miracle is that
here, in Baltimore, 83 percent will live.

1:35 AM. Shatney rises casually,
strefches, then heads for the elevator
that will take him down three floors to
the admitting and treatment ares, to

dress for surgery. It's time to go to
waork. .

As he leaves, the radin announces
that the helicopter will put down in
seven minutes. The report is relayed by
telephone to Willie Blair, MD, the trau-
ma team leader, already suited up in
sterile clothing and waiting in the treat-
ment area. From him, the word goes

out to the rest of the team: “We have an
admission in seven minutes; seven min-
utes to ETA."

It sounds like a seript for M *A*S*H,
But here, in real life, there is no frenzy,
no shouting. Members of the team seem
to move very precisely, very slowly.
But a great deal is happening.

Already, eight doctors, headed by
Blzir and Shatney, are huddled in a tiny
lounge near the admitting area, plan-

continued on page 18
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THE SHOCK FIGHTERS

continued

the Muryiand State Legi:iature, he
has the services of 12 Srate Police
Med-Evae helicopters, available
for emergency transportation 24
hours a day. Only two blocks from
his trauma center, on the roof of
the staff parking garage, is a heli-
pad on which advance members of
the trauma team receive and treat

- arriving patients even bhefore they

reach the center itself.

ANl this makes MIEMSS—what
Dr. Boyd cails “the Taj Mahal of
shock trauma units”"—a virtually
unique phenomenon. These mar-
vels of men and machines cost
money—big money. The Baltimore
Center, with only 54 beds, needsan
annual operating budget of 9.8 mil-
lion dollars—not including the cost
of the helicopter servics, which is
picked up by the Maryland State
Police, nor the cost of the masy
ambulances that also deliver pa-
tients to its doors. Even after most
of the costs have been recovered
from insurance companies, wel-
fare agencies and patients, the cen-
ter still has to turn to the State of
Maryland to make up a 1.9 million
dollar deficit. 5

The greatest marvel of all is that

' Maryland pays. Itis th2 only state

in the nation that provides snch a
subsidy, and the only anein which
state-funde: policzhl copters are

to-wall trauma centers and save
those 55,000 lives every ycar.

Boyd secs this country not in
terms of 50 states, but 304 geo-
graphic regions, each of which
should bave its own trauma cen-
ter. Such a network, he says, could
he established by & total, one-time
investment of 500 million dollars
by the Federal Government—less
than one percent of the sum Feder-
al authorities estimate that the
Government loses annually
through waste and fraud.

But that investment has not heen
made. As a result, the nation’s ru-
ral areas, which account for 80 per-
cent of our yearly auto deaths,
must continue to rely on emergen-
cy-room services.

Is that really so bad? After all,
emergency-room medicine has
made great strides during the last
seven years. Congress has pumped
214 million dollars into the statesin
an effort to bring America's 5,000
emergency rooms into the 20th
century. Another 20.1 million dol-
lars will be spent this year, and
probably a like amount in 1982,

But that may be the end of it.
Last year the Carter Administra-
tion said it had advised Congress
to cut off emergency room funding
at the close of 1982, because it says
the job will have been done.

" hile he refuses to discuss that
decision specifically, Boyd makes

There are 15,000 trained paramedics in the United
States; 60,000 are needed to provide life-saving, on-the-
spot emergency treatment for accident victims.

routinely used to transport pa-
Hante, i1 afler etntea, trauma cens
turs are presy much on their
own—which is why there are only
150 now operating throughout the
United States, unearly- ail of them in
and around major urban areas,
run by large hospitals that can ab-
sorb the staggering innual losses.

Most of these are reiatively new.
Until 1974, there were only two
trauma centers in the entire coun-
try: MIEMSS and another estab-
lished by Boyd at Cook County
Hospital in Chicago before he ac-
cepted the Federal Government
post in the bope of realizing his
seemingly impossible dream-—to
carpet the United States with wall-

it clear that in his opinion, the job
will be oniy half done. According to
figures from the Division of Emer-
gency Medical Services there are
only 15,000 trained paramedics in
the United States; we need 60,000
to provide life-saving, on-the-spot
emergency treatment for accident
victims. Of at least equal impor-
tance, not one Federal dime has
ever been designated for establish-
ing trauma centers. When you con-
sider that accidents are the third
leading cause of death in America
today, and theleading cause among
people under 30, cutting the mor-
tality rate in half seems a goal wor-
thy of the Government’s time and
money. 3

”
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continued from page 15
ning their “attack” on the patient they
have not yet seen. Already, Shatney
has sent word to University Hospital
next door, calling the regsident neuro-
surgeon and orthopedic surgeon to ad-
mitting. Already, the specizaily trained
trauma nurses, aterted to the type of
injuries expected, are lazying out the
instruments they know will be needed
and readying intravenous bottles and
hlood plasma sacks, .
Already, technicians ars making final
checks of their x-ray and computer
equipment, and upstairs, the Iaborato-
ry that is manned 24 hours a day is
waiting for the first blood specimens.
While the patient is being axamined,
they will conduct an arnazing array of
tests, flashing the resnits instantly 132
computer screen in th: treatment area.
The anesthesiologist, Peter Mar-
gand, MD, cheels his watch, He and 2
nurse peel off from the huddle and climb
intoe a waiting ambulance. 1t earries
them two blocks to the helipad, still
deserted and silent. There they wait,
peering intently into the darkness for
the first sign of the State Police Med-
Evae helicopter,

18 FAMILY HEALTH

1:41 A.M. The ambulance attendant, a
new man, fidgets nervously with his
erpaipment. But Dr, Margand and the
nurse are relaxed and ready; thay've
be:n through this countless times be-
fo1e. Their job is to steal an extra few
minutes for the patient. Until now, he
has been in the capable hands of para-
medics. They have stanched the flow of
birod ana inserted.intras encus tubes to
replace lost Jids and detry the onset of
deep shock.

Out of the darkness, the whumping
throb of the helicopter’s rotor blades
breaks the silence. It pushes heavy
gusts of air over Margand and his peo-
ple as it touches down, landiag lights
canting an eerie glow over the ucene. In
11umeiits, the potient is off the chopper,
1 o'sted into the ambulance ona wheeled
lreatment tabla Now Margand and the
1urse take over. With sirens sereaming
t. trarning to other vehicles, the ambu-
lance races doswn the ramps of the sev-
en-story garage to the rear entrance of
the shoek trauma center. .

The driver slams to a halt. The medi-
cal teamn pulls the table from the ambu-
lanee and charges along the red line that
points the way to the elevator, locked in
place and waiting for them. Less than

&'b"

three minutes after the chopper
touched down, they are in admitting,
The patient has been shrieking all the
way.

He is a good-looking boy, or he was,
earlier tonight. Now, his face and head
are covered with dirt and blood. He is
bleeding copiously from a dozen
wounds, blood pooling on the floor be-
neath the traatment table.

Astonishingly, he is still conscious,
buc he does not lmow where he is. His
hands flutter weakly on the table as he
tries to ward off the nurses. What's left
of his clothing is quickly cut off him and
tossed to one side as the trauma team
converges on him, seemingly oblivious
to his cries. ;

“Oh, my God,” hescreams. “What are
you doing to me? Don’t do that, leave
me alone. Oh, God, it hurts!”

1:46 AM. Margand has now inched a
tube down the boy’s throat into his
lungs; from now on a machine will
breathe for him. The human body uses
up 18 percent of its available energy
just breathing; this boy hasn’t got 18
percent to spare. :

Blair, the other surgeons and the
nurses are all examining the boy,
cleansing his wounds and dousing him
with icdine from plastie gallon contain-
ers, which are tossed aside when emp-
tied. Shatney serves as overseer, mtur-
muring encouragement, providing
advice. He is sure that the boy has
internal injuries, but he must, have con-~
firmation before he goes inside.

Now Margand eases a nasogastric
tube into the boy's nostril, down into
the stomach to suck out the asv-umulat-
ed ges and air that must be released
before an incision can be made. Anather
surgeon is inserting a catheterto empty
the patient’s pladder, further prepara-
tion for surgery.

The neurosurgeon hasn’t arrived yet,
and until he makes his examination, no
pain-killer can be administered. Butitis
safe, Shatney decides, to insert a tube
directly into the boy’s stomach through
a smnall incision, using a local anesthetie,
Dettly, Blair makes the cut, inserts the
tube, and fastens it with a few stitches.
It doesn’t hurt, but the terrified, bewil-
dered patient knows something is hap-
pening. As his screams grow cver more
strident, a tall, thin nurse patiently
swabs the blood off his face, out of his
eyes, while maintaining a steady
stream of encouragement. “It’'s ail
right, baby,” she murmurs softly.
“Yow'r- going to be all right. Just don't
un,iTy now, everything is going to be
fine,"

aontinued on page 44
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1:45 AM Its less than ten minutes
sinee Sty Geliuarter touchad down. The
neurcsurgeon, Panlo Molterro, MD,
has arrived and is rapidly checking the
boy. Thers are no head or spinal injur-
ies, he says; it's safe, finally, to relieve
his agony. Seconds after he's given an
injection, the boy’s screams begin to
tager off. Soon he's guiet.

Bet the stomach tube has contirmed
Sh.t 1ey’s suspicion of internal injuries
by ‘vt leasing a flow of biight red blood.
Shit 1ey will be going ‘nside soon. He
dou:s not yet krow if his job will be to
repair damage, or remove hopelessly
torn organs—or both.

2:17 A.M. The patient is ready for x-
rays, more lab tests and preparation for
surgery. Several members of the team
have slipped away quietly. At one
point, there were 14 people working
over tiiis boy simultaneousiy, some of
them jammed sideways around the six-
foot treatment table. Now there are
only five. The others have moved to
another of admitting’a fHour treatment
cubicles, bDecause a new patient has
arrived. Now Shatney joins them, and
this time he cannet help grimacing as he
sees what is waiting for him.

This one-—a man apparently in his

20s—was in a motoreycle aceident. He
iz une of those wha chose =0 exercise his
“right” to drive a 750-pound motoreycle
without the protection of 2 helmet.
When these riders pile up, they seldom
survive. The team goes to work, but
this time there are no miracles.
- 3:34 AM. The motoreyele vietim has
been pronounced dead. By then the
teamn has split up again, because yet
another patient has arrived, trans-
farred from a community hospital emer-
gency room that couldn’t handle him.
The diagnosis: spinal cord injury.

50 AM. Both living patients have
beer stabilized. Fluids are baing
pumted into them, to ready them for
the : dditional shock of surgery:

Ftra moment, some members of the

trauma team collapse into chairs, !.ands
still for the first time in hours. While
they were in action, they joked, they
laughed, they chattered about triviali-
ties, their emotions held in check as
they raced against time forthe prize ofa
life. Now their masks briefly drop.

Shatney, too, takes a well-earned
break. He sits quietly, feet propped up
on a chair, sipping coffee, his face drawn
and tired. It's not the work that has
worn him down most on this rough
night: It’s the fact that one out of three
patients he has treated in the last two
hours didn’t make it. “He only had
about a two percent chance when he
came in,” Shatney mutters. But his
eyes tell a different story: He's lost
ane——and he cares. -

9:10 A.M. Both patients are out of
surgery. The two boys will now spend
many ‘weeks in the center’s 12-bed eriti-
cal rure recovery unit, staffed by eight
to ten nurses who use some of the most
sophisticated medical equipment in the
world. Each patient will be plugged into
4 computer that monitors blood pres-
sure, temperature, pulse rate and res-
piration, spewing out minute-by-min-
ute readings on a bedside sereen. Other
equipment will automatically check
them for infectinn, keep track of their
cardize output, pulmonary function,
even pressures in the brain. Each time
one of the boys tukes a breath, 2 mass
spectrometear will analyze that breath,

Shatney has aceompanied them to the
recovery unit, not only to oversee their
admission, but to make his usual morn-
ing rounds. He will be at this for an-
other two hours.

11:30 A.M. Shatney trudges out of the
center, finaily heading home, He's been
on his feet now for 28 hours. He still
hasn’t had that sausage sandwich.

As the doors swing closed behind
him, the police radio comes to life again,
and the new traumateam that hastaken
over gathers to listen. “Syscom, this is
County Seventeen. We have an admis-
sion it ten minutes: ten minutes to
ETA"M —W.B.
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M*A*S*H—Baltimore-Style

1:22 AM. The streets are quiet and
deserted on this hot summer Saturday
in Maryland. A wave of cool air is waft-
ing in from Chesapeake Bay, creatinga
blanket of fog as it hits the warmer air
inland. It's a dangerous time to be out
driving.

In downtown Baltimore, Clay Shat-
ney, MD, is sitting in a small glassed-in
cubicle at the Maryland Institute for
Emergency Medical Services and Sys-
tems (MIEMSS), wondering aloud
what happened to his dinner—a hot
sausage sandwich ordered hours ago.

His complaint is interrupted by the
-police radio, breaking out in a loud
crackle of statie. Dr. Shatney leans for-




By William Barnhill

Doctors call it the "golden hour™:
the cruciai 60 minutes after a life-
threatening accident takes place.
In those precious minutes, life and
death hang in the balance for the
accident victim. The key is often
not the actual injuries received,
terrible as those may be, but the
onget of shock—the loss of circula-
tion to tissues all over the body.

Deprived of oxygen and nourish-
ment, tissues die, organs fail. The
patient becomes pale, the skin cold
and clammy. Blood pressure plum-
mets, breathing weakens; the
pulse becomes feeble and faint.
Frequenitly it flickers out altogeth-
er, before the patient—lying in the
emergency room of a community
hospital, tended by a desperate in-
tern and a nurse or two—is sver
reached by the surgeons, szurolo-
gists and radiologists summoned
to meet the emergency.

In the United States, 104,000 peo-
ple die from accidental injuries ev-
ery yvear. However, experts esti-
mate that if, in the golden hour,
these seriously hurt people could
be treated massively and aggres-
sively, more than half of them

might be saved: 55,000 lives every
year.

Or, to put it another way: Ac-
cording to David R. Boyd, MD, di-
rector of the United States Division
of Emergency Medical Services, if
Yyou are badly injured in an acci-
dent, you’re ten times more likely
to survive if, instead of being taken
to a community hospital emergen-
cy room, ycu go to a shock trauma
center, '

The concept of the shock trauma
center was originated by R. Adams

(MIEMSS), better known as the
Baltimore Shock Trauma Center
at the University of Maryland, Dr.
Cowley has all that, His equipment

" includes cardiac telemetiry ma-

chines that allow paramedics to
transmit the injured person’s elec-
tricardiogram to waiting doctors
while the patient is on the way to
the center. He has a hyperbaric
pressure chamber that can satu-
rate the patient’s blood with oxy-
gen at several times normal atmo-
spheric pressure. He has

Just 150 trauma centers are now operating throughout
the United States, most of them near major

urbar areas, most run by large hospitals that can
absorb the staggering annuz! !asses.

William Barnhill is a frequent contributor
{0 FAMILY HEALTH.

Cowlsy, MD, who realized in the
late 1950s that shock was the major
cause of death in accident victims.
His solution was simple enough:
Fill a specialized emergency de-
partment with the finest equip-
ment technology can produce,
staff it day in and day out with a
medical team trained to deal vrith
shock and trauma, and make sure
patients get to the center tuper
fast. Today, as dicector o the
Maryland Instituie for Eniersency

Medical Services and Syutems.‘

computers to speed up the results
of vital lab tests. And more.

He hasa round-the-clock trauma
team that includes surgeons of all
specialties, anesthesiologists and
highly trained nurses capable of
keeping cool heads, steady hands
and compassionate hearts at work
simultaneonsly. He has laboratory
personnel, x-ray technicizns and
other specialists who can be ready
within minutes. And more.

He has helicopters—or, rather,
thanks to a farsighted decision by

continued on page 16

ward, The staticfades and to the accom-
paniment of a shrill, ululating siren a
slow, calm voice begins 1 prisly report.

“Sysecom, this is Baltimore County
Mine,” the voice drawls. “We have a
white male, eighteen, with severe mul-
tiple abrasions and lacerations, We
have a blood pressure of ninety-eight
systolie, pulse of one hundred, very
thready; respiration about thirty-two.
Standing by for a helicopter; ETA ahout
twenty minutes your facility.”

The radio voice has just listed the
classie signs of shock.

Shatney, who is chief attending sur-
geon and director of traumatology,
leans back in his uncomfortable chair in
the Systems Communications Center
{Syscom). He's got 20 minutes before
the action begins, and at MIEMSS
that's a lot of time.

While he waits, 'messages come in
from the paramedies on the scene,
whose job it is to make sure the doctors
get the picture before the patient ar-
rives. This patient, 2 votes tolls Shole
ney, was thrown rom his car. His body
ricocheted all the way across the high-
way. The abrasions are bad ones, many

- clear to the bone, packed with dirt and

debris. Internal damage is probable,
head and spine injuries pessible,
It sounds awful, But the awful is what

they deal in at MIEMSS. Only the very -

worst aceident victims are brought
here, the 5 percent the paramedics be-
lieve are dying. The miracle is that
here, in Baltimore, 83 percent will live.

1:35 AM. Shatney rises casually,
stretches, then heads for the elevator
that will take him down three floors to

dress for surgery. It's time to go to
work.

As he leaves, the radiv snnounces
that the helicopter will put down in
sevenminutes, The report is relayed by
telephone to Willie Blair, MD, the trau-
ma team leader, already suited up in
sterile clothing and waiting in the treat-
ment area. From him, the word goes
out to the rest of the team: “We have an
admission in seven minutes; seven min-
utes to ETA.”

It sounds like a seript for M/*A*S*H.
But here, in real life, there is no frenzy,

no shouting, Members of the team seem
to move very precisely, very slowly.
But a great deal is happening.

Already, eight doctors, headed by
Blair and Shatney, are huddled ina tiny
lounge near the admitting area, plan-

the admitting and treatment area, to continued on page 18
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continued

the Maryland State Legislature, he
has the services of 12 Suate Police
Med-Evac helicopters, available
for emergency transportation 24
hours a day. Only two blocks from
his trauma center, on the roof of
the staff parking garage, is 2 heli-
pad on which advance members of
the trauma team receive and treat

. arriving patients even before they

reach the center itself.

All this makes MIEMSS—what
Dr. Boyd calls “the Taj Mahal of
shock trauma units”—a virtually
unique phenomenon. These mar-
vels of men and machines cost
money—big money. The Baltimore
Center, with only 54 beds, needs an
annual operating budget of 9.8 mil-
lion dollars—not including the cost
of the helicopter service, which is
picked up by the Maryland State
Police, nor the cost of the mazy
ambulances that also deliver pa-
tients to its doors. Even after most
of the costs have been recovered
from insurance companies, wel-
fare agencies and patients, the cen-
ter still has to turn to the State of
Maryland to make up a 1.9 million
dollar deficit. .

The greatest marvel of all is that
Maryland pays. Itis thz only state
in the nation that prowvides snch a
subsidy, and the only ane in v hich
state-funde polic: h:l copters are

to-wall trauma centers and save
those 55,000 lives every year.

Boyd sees this country not in
terms of 50 states, but 304 geo-
graphic regions, each of which
should have its own irauma cen-
ter. Such a network, he says, could
be established by a total, one-time
investment of 500 million dollars
by the Federal Government—less
than one percent of the sum Feder-
al authorities estimate that the
Government loses annually
through waste and fraud.

But thatinvestment has not been
maode. As a result, the nation’s ru-
ral areas, which account for 80 per-
cent of our yearly auto deaths,
must continue to rely on emergen-
cy-room services.

1s that really so bad? After all,
emergency-room medicine has
made great strides during the last
seven years. Congress has pumped

14 million dollars into the statesin
an effort to bring America’s 5,000
emergency rooms into the 20tk
century. Another 20.1 million dol-
lars will be spent this year, and
probably a like amount in 1982.

But that may be the end of it
Last year the Carter Adminisira-
tion said it had advised Congress
to cut off emergency room funding
at the close of 1982, because it says
the job will have been done.

*4 hite he refuses to discuss that
decision specifically, Boyd makes

There are 15,000 trained paramedics in the United
States; 60,000 are needed to provide life-saving, on-the-
spot emergency treatment for accident victims.

routinely used to transport pa-
Hants, iz niker gtntcs, trauma cen-
ters are pretty much on their
own—which is why there are only
150 now operating throughout the
United States, nearly' all of them in
and around major urban areas,
run by large hospitals that can ab-
sorb the staggering innual losses.

Most of these are relatively new.
Until 1974, there were only two
tranma centers in the entire coun-
try: MIEMSS and another estab-
lished by Boyd at Cook County
Hospital in Chicago before he ac-
cepted the Federal Government
post in the hope of realizing his
seemingly impossible dream—to
carpet the United States with wall-

it clear that in his opinion, the job
will be only half done. According to
figures from the Division of Emer-
gency Medical Services there are
only 15,000 trained paramedics in
the United States; we need 60,000
to provide life-saving, on-the-spot
emergency treatment for accident
victims. Of at least equal impor-
tance, not one Federal dime has
ever been designated for establish-
ing trauma centers. When you con-
sider that accidents are the third
leading cause of death in America
today, and theleading canse among
people under 30, cutting the mor-
tality rate in haif seems a goal wor-
thy of the Government's time and
money. @
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ning their “attack” on the patient they
have not yet seen. Already, Shatney
has sent word to University Hospital
next door, cailing the resident neuro-
surgeon and orthopedie surgeon to ad-
mitting. Already, the specially trained
trauma nurses, alerted te the type of
injuries expected, are laying out the
instruments they know will be needed
and readying intravenous bottles and
biood plasma sacks.

Already, technicians are making final
checks of their x-ray and computer
equipment, and upstairs, the laborato-
ry that is manned 24 hours a day is
waiting {or the first blood specimens.
While the patient is being examined,
they will conduct an arnazing array of
tests, flashing the results instantly <7 a
computer screen in th : treatment area.

The anesthesiologist, Peter Mar-
gand, MD, checks his watch. He and a
nurse peel off from the huddle and climb
into a waiting ambulance, Tt earries
them two blocks to the helipad, stiil
deserted and silent. There they wait,
pecring intently into the darkness for
the first sign of the State Police Med-
Fvac helicopter.

18 FAMILY HEALTH

1:41 A.M. The ambulance attendant, a
new man, fidgets nervously with his
ery2ipment. But Dr. Margand and the
nurse are relaxed and ready; thay've
bezn through this countless times be-
fore. Their job is to steal an extra few
minutes for the patient. Until now, he
has been in the capable hands of para-
medics, They have stanched the flow of
bli:od ana inserted intravenous tubes to
replace lost duids and delay the onset of
deep shock.

Out of the darkness, the whumping
throb of the helicopter’s rotor blades
breaks the silence. It pushes heavy
gusts of air over Margand and his peo-
ple as it touches down, landiig lights
canting an eerie glow over the scene. In
11cmeiits, the patient is off the chopper,
1 o'sted into the ambulance ona wheeled
{re atment table Now Margand and the
t.lrse take over, With sirens sereaming
favarning to other vehicles, the ambu-
lance races down the ramps of the sev-
en-story garage to the rear entrance of
the shock trauma center.

The driver slams to a hait. The medi-
cal team pulls the table from the ambu-
lance and charges along the red line that
points the way to the elevator, locked in
place and waiting for them. Less than

three minutes after the chopper
touched down, they are in admitting,
The patient has been shrieking all the
way.

He is a good-looking boy, or he was,
earlier tonight. Now, his face and head
are covered with dirt and blood. He is
bleeding copiously from a dozen
wounds, blood pooling on the floor be-
neath the trzatment table.

Astonishingly, he is still consclous,
but he does not know where he is. His
hands flutter weakly on the table 2s he
tries to ward off the nurses. What's left
of his clothing is quickly eut off him and
tossed to one side as the trauma team
converges on him, seemingly oblivious
to his cries. .

“0Oh, my God,” he screamns. “What are
you doing to me? Don't do that, leave
me alone, Oh, God, it hurts!

1:46 A.M. Margand has now inched a
tube down the boy's throat into his
lungs; from now on a machine will
breathe for him. The human body uses
up 18 percent of its available energy
just breathing; this boy hasn’t got 18
percent to spare.

Blair, the other surgeons and the
nurses are 2ll examining the boy,
cleansing his wounds and dousing him
with fodine from plastic gallon contain-
ers, which are tossed aside when emp-
tied. Shatney serves as overseer, mur-
muring encouragement, providing
advice. He is sure that the boy has
internal injuries, but he must have con-
firmation before he goes inside.

Now Margand eases a nasogastric
tube into the boy's nostril, down into
the stomach to suck out the acermulat-
ed gas and air that must be released
before an incision can be made. Another
surgeon is inserting a catheter to empty
the patient’s bladder, further prepara-
tion for surgery.

The neurosurgeon hasn't arrived yet,
and until he makes his examination, no
pain-killer can be administered. Butitis
safe, Shatney decides, to inzsert a tube
directly into the boy’s stomach through
a small incision, using a local anesthatic,
Deftly, Blair makes the cut, inserts the
tube, and fastens it with a few stitches.
It doesn’t hurt, but the terrified, bewil-
dered patient knows something Is hap-
pening. As his sereams grow &ver more
strident, a tall, thin nurse patiently
swabs the blood off his face, out of his
eyes, while maintaining a steady
stream of encouragement., “It’s all
right, baby,” she murmurs softly.
“You'r- going to be all right. Just don't
wouTy now, everything is going to be
fine.”

continued on page 44
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1:45 AM, It's less than len minutes
since e Lelizooter touched down, The
neurosurgeon, Paulo Molterro, MD,
has arrived and is rapidly checking the
boy. There are no head or spinal injur-
ies, he says; it's safe, finally, to relieve
his agony. Seconds after he's given an
injaction, the boy’s screams begin to
tager off. Soon he’s quiet.

Bict the stomach tube has confirmed
Shat 1ey’s suspizion of internal irjuries
by ¢ leasing 2 flow of biight red blood.
Shit 1ey will be going nside soon. He
dor:s not yet krow if his job will be to
repair damage, or remove hopelessiy
torn organs—or bath.

2:17 AM. The patient is ready for x-
rays, more lab tests and preparation for
surgery, Several members of the team
have slipped away quietly. At one
point, there were 14 people working
over tiis boy simuitaneously, some of
them jammed sideways around the six-
foot treatment table. Now there are
only five. The others have moved to
another of admitting’s fou: treatment
cubiclee, because”a new patient has
arrived. Now Shatney joins them, and
this time he cannot help grimacing as he
sees what is waiting for him.

This one—a man apparently in his

20s—was in a motorcycle aceident, He
iz une of those who chose to exercise his
“right” to drive 2 750-potnd motorcycle
without the protection of a helmet.
‘When these riders pile up, they seldom
survive. The team goes to work, but
this time there are no miracles,
+ 3:34 AM. The motoreycle vietim has
been pronounced dead. By then the
team has split up again, because yet
another patient has arrived, trans-
ferred from a community hospital emer-
gency room that couldn’t handle him.
The diagnosis: spinal cord injury.

510 AM. Both living patients have
beer stabilized. Fluids are baing
pumed into them, to ready them for
the : dditional shock of surgery:

Pt r a moment, some members of the

trauma team collapse into chairs, Lands
still for the first time in hours. While
they were in action, they joked, they
laughed, they chattered about trivisli-
ties, their emotions held in check as
they raced against time for the prize ofa
life. Now their masks briefly drop.

Shatney, too, takes a well-earned
break. He sits quietly, {eet propped up
on a chair, sipping coffee, his face drawn
and tired. It's not the work that has
worn him down most on this rough
night: It’s the fact that one out of three
patients he has treated in the last twe
hours didn’t make it. “He only had
about a two percent chance wien he
came in,” Shatney mutters. But his
eyes tell a different story: He's lost
one—and he eares. :

9:1¢ A.M. Both patients are out of
surgery. The two boys will now spend
many weeks in the center’s 12-bed eriti-
cal rure recovery unit, staffed by eight
to ten nurses who use some of the most
sophisticated medical equipment in the
world. Each patient will be plugged into
a4 computer that monitors blood pres-
sure, temperature, pulse rate and res-
piration, spewing out minute-hy-min-
ute readings on a bedside sereen. Qther
equipment will automatically check
them for infection, keep track of their
cardiac output, pulmonary function,
even pressures in the brain. Each time
one of the boys takes 2 breath, a mass
spectrometer will analyze that breath,

Shatney has accompanied themto the
recovery unit, not only to oversee their
admission, but to make his usual morn-
ing rounds. He will be at this for an-
other two hours.

11:30 A.M. Shatney trudges out of the
center, finally heading home. He's been
on his feet now for 28 hours. He still
hasn't had that sausage sandwich.

As the doors swing closed behind
him, the police radio comes to life again,
and the new trauma team that has taken
over gathers to listen. “Syscom, this is
County Seventeen. We have an admis-

sion in ten minutes; ten minutes to
ETA."R




