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Trespassers beware
by Richard J. Fantus, MD, FACS

Hospital discharge status
My home state has been the 

nation’s rail hub for more than 
150 years. Illinois leads the 
nation in volume of freight car-
ried (519 million tons) on more 
than 7,343 miles of track, with 
an average of 1,200 trains per 
day passing through the Chi-
cago region (http://www.create
program.org/PDF/Illinois%20 
Railroads_September2008.pdf). 
As a result, there are railroad 
tracks, trestles, rail yards, and 
railway equipment scattered 
throughout the state and all of 
these are considered to be pri-
vate property. Walking on them, 
or playing on them, is illegal 
and considered trespassing. 
The Federal Railway Adminis-
tration of the U.S. Department 
of Transportation categorizes 
an injury that results in death 
during this illegal act as a 
railway trespass fatality. Each 
year, there are approximately 
500 railway trespass fatali-
ties nationwide (http://safety
data.fra.dot.gov/OfficeofSafety/ 
publicsite/Publications.aspx).

A preliminary 2008 report 
was released this June on the 
top 15 states for railway tres-
pass fatalities (http://www.oli.
org/statistics/trespassing_state.
htm). It comes as no surprise 
that Illinois is near the top of 
this list, and is second only to 
California in the number of pe-
destrian rail trespass fatalities 
for 2008. 

In order to examine the oc-

currence of railway trespass 
injuries in the National Trauma 
Data Bank® research data-
set 2007 admissions (formerly 
called research dataset 8.0), 
records were searched utilizing 
the International Classification 
of Diseases, Ninth Revision, 
Clinical Modification cause of 
injury code E800 –E807 (railway 
accidents ) with the fourth digit 
.2 (to identify injured person as 
the pedestrian).

194 incidents matched these 
E codes and of these, 173 re-
cords had discharge status re-
corded, including 89 discharged 
to home, and 30 to acute care/ 
rehabilitation; 26 were sent 

to nursing homes, and 28 died 
(these data are depicted in the 
figure on this page). These pa-
tients were 81.4 percent male, 
and on average, 36.4 years of 
age. They had an average length 
of stay of 14.8 days, and an aver-
age injury severity score of 21.1. 
Of those tested or suspected for 
alcohol, more than 60 percent 
tested positive.

Trains have an enormous 
mass and can take up to one 
mile or more to stop. Therefore, 
it is easy to understand the 
long length of stays, high injury 
severity scores, and mortality 
when an object like this strikes a 
pedestrian. Consequently, there 
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are a few activities to avoid: 
never walk, run, ride a bicycle, 
or operate an all-terrain vehicle 
down a train track; never hop 
aboard railway equipment; and 
do not fish or bungee jump from 
railroad trestles. Remember 
that railways, yards, trestles, 
and tracks are private property, 
so trespassers beware.

The full NTDB Annual Report 
Version 8.0 is available on the 

ACS Web site as a PDF and a 
PowerPoint presentation at 
http://www.ntdb.org.

If you are interested in sub-
mitting your trauma center’s 
data, contact Melanie L. Neal, 
Manager, NTDB, at mneal@
facs.org.
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COMMITTEE ON PHYSICIAN COMPETENCY AND HEALTH, from page 26

with legislation in their Medical Practice Act or 
through professional society memberships. The 
Federation of State Physician Health Programs 
Inc. (http://www.fsphp.org) has 42 member states 
and is an excellent resource. Michael Oreskovich, 
MD, FACS, is a regional director of that organiza-
tion and is a member of our committee. 

In fulfilling another aspect of the committee’s 
mission, the ACS has been represented at the 
National Alliance for Physician Competency, a 
voluntary organization of many stakeholders 
across many disciplines trying to find uniform 
language, the definition of competency, and 
agreement in answering the question: “How 
will the health care system determine, measure, 
evaluate, and assure the public of a physician’s 
competence throughout the course of his or her 
professional career?” A document called Guide 

to Good Medical Practice USA (available at www.
GMPUSA.org), which is similar to the U.K.’s 
National Health Service document, has been 
adopted with the emphasis that it is a guide 
for medical schools, residency programs, and 
licensing and certification boards, but is not a 
standard. 

Finally, as I complete my term as an ACS Gov-
ernor from Virginia and Chair of this committee, 
I want to thank all the members for their input 
and support. In particular I want to acknowl-
edge the outstanding contribution made to this 
survey and its analysis by Tait Shanafelt, MD, 
and his colleagues at the Mayo Clinic, and to 
Charles Balch, MD, FACS, from Johns Hopkins 
University, for coordinating and championing 
our efforts in this endeavor to be published and 
delivered in seminars.

on his or her documentation. Diagnoses will have 
to be clear; an “unspecified” diagnosis will not get 
your claims paid. 

 ICD-10-CM will have the same organizational 
properties as ICD-9-CM, such as the rubric system, 
index conventions, tabular conventions, inclusion 
terms, notes, and the neoplasm table. Some of 
the anticipated benefits of ICD-10-CM include an 
improved documentation profile and a reduction 

in nonspecific coding. Physicians will have clearer 
code choices and clearer reimbursement guidelines.

It is important to start devising a plan now to 
begin implementation of HIPAA 5010 and ICD-
10-CM, by calling your vendors and checking on 
your current software. Constant monitoring and 
communication of all the steps outlined in this 
article should help with a smooth transition for 
surgeons’ offices.
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