
the obese group continued to expe-
rience more pain than their non-
obese counterparts (2.7 vs. 1.6; 
P < 0.005), the finger range of
motion between the groups was 
no longer significantly different.
The obese group did, however,
have worse wrist flexion and
supination (Fig. 1).

Although radiographic parame-
ters at 12 months showed similar
mean values between the groups,
“a greater extent of degenerative
change within the radiocarpal
joint, with significantly higher
osteoarthritis scores” was seen in
obese patients, reported Dr. Egol.

Obese patients demonstrated a
higher degree of disability than
those in the non-obese group, with
considerably higher scores on the
Disabilities of the Arm, Shoulder
and Hand outcome measure and
lower scores on the SF-36 Health
Survey (Fig. 2). They also had a
significantly higher total number
of comorbidities (1.9 vs. 1.4, 
P < 0.001).

Patient considerations
Although he does not advise
treating obese and non-obese
patients differently, Dr. Egol believes
it is important to consider that
“obesity may be an independent
predictor of persistent postoperative
pain and a poorer functional
outcome following the operative
fixation of a distal radius fracture.”

Obese patients should be 
counseled by their orthopaedic
surgeons that their outcomes could
be adversely affected by their
obesity.

Co-authors of the study include
Craig M. Capeci, MD; Allison B.
Spitzer, BA, and Michael Walsh,
PhD. 

Dr. Egol reported the following
disclosures: Exactech; Biomet,
Smith & Nephew, Stryker, Synthes,
and Johnson & Johnson. His co-
authors did not report any
conflicts of interest. NOW

Annie Hayashi is the senior
science writer for AAOS Now. She
can be reached at hayashi@aaos.org

Fig. 2 At 1-year follow up, obese patients had worse postoperative functional
outcomes compared to non-obese patients, as indicated by lower mean SF-36
scores and higher mean DASH scores. 
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The American Orthopaedic Association’s (AOA) Orthopaedic
Institute of Medicine (OIOM) recently released the results of an in-
depth study into the challenges surrounding emergency department
(ED) coverage. The report also provides possible solutions and
recommendations for addressing this crisis, as well as actual case
studies.

Survey sets the stage
Providing emergency care on an on-call basis has become unattrac-
tive to many specialists in critical disciplines such as orthopaedics.
According to a survey of AAOS members conducted by the OIOM in
2008, more than 70 percent of respondents take call because hospital
bylaws mandate that they participate. About half of respondents
considered call a personal responsibility to the community, and about
40 percent considered call a professional obligation. 

More than half of respondents received no financial compensation
for taking ED call. When asked what they might consider “adequate”
pay for a 24-hour on-call session, more than three out of four
respondents opted for $1,000 to $2,000.

Nearly 70 percent of respondents viewed orthopaedic ED coverage
in their communities as problematic. Of those participating in call, 
90 percent reported that problems surrounding call coverage affected
both them and their practices.

The three most significant barriers to ED call coverage, as identified
by the survey, were disruption of the surgeon’s lifestyle and family life,
inadequate compensation from the hospital for call coverage, and
disruptions to the surgeon’s elective orthopaedic practice.

Recommendations
As part of the report, the OIOM Task Force included a total of 29
recommendations in the following 8 specific areas: delivery of emer-
gency care, physician leadership, education and core competencies,
hospital resources for orthopaedic emergency care, collaboration with
other organizations, reimbursement for services (orthopaedists and
hospitals), tort reform, and third-party payors as community partici-
pants in generating solutions.

The following recommendations are among those proposed by the
report:
• Hospitals [should] provide the readily available resources (diag-

nostic testing and imaging services, available inpatient beds, oper-
ating room (OR) guaranteed time and trained personnel) that are
needed to administer appropriate care to patients with urgent
musculoskeletal conditions. 

• Hospitals should collaborate with local orthopaedic surgeons to
develop an effective and viable orthopaedic emergency department
call system and to establish meaningful transfer agreements

New report issued on
orthopaedic ED care
AOA INSTITUTE CALLS FOR
COMMUNITY-BASED SOLUTIONS
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