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| INTRODUCTION '

Hand and upper extremity injuries are among the most
common presenting problems to emergency departments.
Currently, there Is no clear consensus as to which consulting
service should provide care for these patients with common
consultants including general orthopaedic surgeons as well
as hand surgeons and orthopaedic trauma surgeons. To
better understand how upper extremity injuries in the
emergency department (ED) are currently triaged to
specialists and to assess the current opinion among hand
and orthopaedic trauma specialists as to how these injuries
should be best triaged to specialists based on injury location
and severity a survey was constructed with the hypothesis
that there would be no consensus.

| MATERIALS & METHODS .

The American Association for Hand Surgery (AAHS)
membership and Orthopaedic Trauma Association (OTA)
membership were surveyed using an online questionnaire.
The guestionnaire included 16 demographic guestions and
12 clinical scenarios designed to elicit opinion on how upper
extremity injuries should be triaged to specialists based on
Injury location, type, and severity. Confounding injuries in
addition to the fracture were also included such as nerve
Injury, vascular injury, and infection.
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Table 1. All p-values less than 0.05 indicate a statistically significant disagreement
with respect to call assignment.
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Figure 1. Number of responses to the question "In your opinion, at what anatomic
level of the upper extremity should Hand call begin?" by organization at select

anatomic levels.
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| RESULTS .

A total of 103 responses from the AAHS and 114 responses
from the OTA were received. 22% of respondents report an
Inadequate number of physicians available in their call pools.
Nearly 50% of respondents report no formal anatomic line as to
how upper extremity injuries are currently triaged to specialists
from the ED. 31% of the AAHS participants stated that hand call
should begin at the level of the distal radius, followed by 20%
Indicating that call should begin at the level of the forearm. 51% of
the OTA respondents indicated hand call should begin at the radio-
carpal joint followed by 20% indicating call should begin at the
carpal-metacarpal joint. There was strong agreement among
respondents of both groups that trauma surgeons should be called
for injuries at the level of the elbow or more proximally. There was
Increasing agreement among respondents that complex injuries
Involving neurovascular compromise be assigned to hand call.

_ DISCUSSION .

There Is agreement that proximal to the elbow the
trauma consultant should be called and distal to the distal
radius the hand consultant should be called. However, there is
lack of agreement between members of both the AAHS and
OTA who should be responsible for call between the elbow
and the hand. In order to optimize patient care, better allocate
consultant resources, and minimize conflict between
consultants, establishing anatomic guidelines for consultation
should be considered while also taking into account available
consultant resources and expertise.
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