
are much easier to deliver than universal vaccine
programmes run separately for different infections.

One barrier to combined universal immunisation
in infancy would be the unfounded anxiety some peo-
ple feel about giving multiple antigens to babies. Fur-
thermore, immune responses and clinical protection
against Haemophilus influenzae type b is reduced in
some combination vaccines, and British authorities
want to ensure that any combined vaccine would not
jeopardise control of other infections.9 A two dose
(rather than three dose) schedule of hepatitis B
vaccine could be given in adolescence instead. This
schedule has been shown to be acceptable and
effective in a deprived area of Glasgow and in the
United States.10 11

Would universal vaccination against hepatitis B in
the United Kingdom be too costly? This topic was
discussed recently at a meeting of the Viral Hepatitis
Prevention Board in Edinburgh.12 Health economics
evaluations in countries with low endemicity have
produced variable results, but most were done before
vaccine prices were influenced by global markets. Vac-
cine costs, together with the burden of infection, are
the most influential national measures in such
economic evaluations.13 But the full economic burden
of hepatitis B still needs to be established, including
the direct costs of providing current and anticipated
antiviral treatments for infection and of managing
chronic liver disease and hepatocellular carcinoma, as
well as the economic and personal costs of early
deaths among carriers. If direct costs can be reduced
by negotiated tendering, there can no longer be a
financial argument against adopting a universal
immunisation strategy against hepatitis B in the
United Kingdom.
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The neglect of trauma surgery
To improve outcomes, general trauma surgeons need training and recognition

Many otherwise capable surgeons are chal-
lenged by seriously injured patients. Sur-
geons responding to the London bombings

of 7 July 2005 had to contend with many cases of blast
trauma and associated injury, but only a handful had
experience of similar casualties. The management of
severely injured patients is demanding because trauma
does not respect the boundaries of anatomy or the
surgical specialty.1 Yet the UK lacks both training
opportunities for trauma surgery and a service
infrastructure, problems that other countries have rec-
ognised and started to remedy.

The presence of a general surgeon in the multi-
disciplinary trauma team remains important: death
from occult cavity haemorrhage is ranked second
only to major head injury as a cause of death after
trauma and is often preventable.2 Techniques such as

resuscitative thoracotomy, damage control laparotomy,
and rapid control of vascular injury are life saving, yet
general surgeons working in the UK have few
opportunities to develop expertise.3 More importantly,
no formal training pathway exists for those wishing to
achieve competence in trauma. In an era when higher
surgical specialist training is subject to stringent
accreditation this lack of provision is a conspicuous
paradox.

Following the introduction of advanced trauma life
support training and the trauma team approach,
outcomes have improved, but progress has not been
sustained.4 Efforts to improve training have been
retarded by the absence of a dedicated trauma service
infrastructure within the NHS. Demands from surgical
institutions for a national framework for trauma man-
agement and centralisation of expertise have not been
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heeded. Instead, attempts to reorganise emergency
care in England have concentrated on improving the
“patient journey” and waiting times.

Delivery of trauma care is threatened by the inexo-
rable rise of superspecialist training in elective
disciplines and an ever diminishing pool of surgeons
able to operate beyond their narrowed fields of exper-
tise. Training has suffered after the implementation of
the European Working Time Directive and may
deteriorate further under the proposals for early
postgraduate training, with their compressed training
timelines.5

New modes of non-operative injury management,
pioneered in North America, have reduced surgical
exposure to critical levels, and many US trauma
surgeons supplement their duties by providing care for
general surgical emergency cases.6 Despite this decline,
North American traumatologists continue to enjoy
dedicated training programmes and recognition of
their discipline. In Britain, trauma has never been
recognised as a separate surgical specialty beyond
orthopaedic management of musculoskeletal injury.
As younger specialties such as emergency medicine,
interventional radiology, and critical care establish
ever-expanding fields of responsibility, the general
surgeon’s role as a provider of holistic trauma care
risks being fatally eroded.

Surgical trainees seeking training after their
advanced trauma life support course have limited
options. The definitive surgical trauma care course, run
at a number of overseas centres, was developed by the
International Association for Trauma and Surgical
Intensive Care. The UK version, the definitive surgical
trauma skills course, was initially designed to prepare
military surgeons for operational deployment but has
since found favour among motivated civilian surgeons.
Core life saving surgical skills are taught over three
days, using a mixture of expert panel discussions, case
scenarios, and cadaveric workshops.

European and American surgeons have access to
animals for training, but this option is not readily
available in the UK, despite a provision for surgical
training in the Animals (Scientific Procedures) Act
1986. Emerging technologies such as real time
immersive virtual reality simulation7 offer promise but
currently apply only to laparoscopic training, where
haptic feedback is easier to generate. Ultimately, there
is no substitute for supervised experience in high vol-
ume trauma centres such as those in North America
or South Africa. However, given the absence of a suit-
able career structure, few individuals who obtain over-
seas trauma fellowships can exploit their skills on
return to the UK.

Drawing on the findings on trauma of the
forthcoming National Confidential Enquiry on Patient
Outcome and Death, the UK’s surgical institutions
should fundamentally re-examine the issue of trauma
training for surgeons.8 The royal colleges must ensure
that the new intercollegiate surgical curriculum,
currently being piloted, does not concentrate on
superspecialist education at the expense of trauma and
emergency surgical care. In particular, Britain needs a
robust way of identifying, training, and accrediting a
cadre of surgeons with the potential to become clinical
champions of trauma services. Such a model has been
adopted by the Royal Australasian Surgical College,

which has formalised training paths in response to
concerns that health services were losing future trauma
leaders and service chiefs.9 Concerns among British
military surgeons have led to innovative training pack-
ages designed to preserve corporate trauma expertise:
these include obligatory overseas trauma fellowships
and refresher attachments, a rolling programme of
practical classes in all aspects of traumatology, and
diploma certification.10 Similarly, the needs of isolated
communities in Scotland have driven the introduction
of a training scheme in remote and rural surgery,
which includes trauma skills training through
attachments.11

These programmes provide practical examples of
how to provide focused trauma training, but any
improvement risks being squandered unless accompa-
nied by advances in service delivery. The recent estab-
lishment of the discipline of acute care medicine, with
proposals for well defined, cross specialty registrar
training, lead physicians, regional specialty advisers,
and a national director,12 is attracting attention as a
model for emergency surgical care.13 Sanctioning the
birth of acute care surgery as a discrete discipline could
provide a training path and career structure for trauma
surgeons. More importantly, such a development may
encourage a retooling of provision in a health service
that has so far escaped all efforts to systemise the care
of the seriously injured.
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