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First Responders Worried about Fentanyl OD?
Minimize Fear by Quashing that Myth
BY DAN RUNDE, MD

about the dangers of lapsing into a
coma while on the job.
The idea of being forced into
an accidental nap might sound
lovely if you’re a parent of young
children, but this is an understandably undesirable outcome to
the rest of the working world. The
end result: Fentanyl is being
banned from courtrooms, officers
are wearing hazmat suits during
drug busts, police departments
are spending hundreds of thousands of dollars on portable
fentanyl detection devices (at
$46,000 a piece, you could
supply every first responder in
America with latex gloves),
Continued on page 33

I

t’s not difficult to see how we got
here. Every week it seems like
there’s a terrifying headline about
how a drug bust seized enough
fentanyl to kill the citizens of a
city, state, or even a small country.
(The Washington Post May 25, 2018;
https://wapo.st/2IZV4rb.) Enough
narcotics to kill 26,000,000
people?! That sounds bad.
The article noted that the Drug
Enforcement Administration “has
even warned law enforcement officers not to touch the white
powdery substance or inhale it while
on the job.” It stands to reason that
our colleagues would be worried

Ruling Could Strip EPs of Right to Independent Practice
BY CARLO REYES, MD, JD

C

alifornia’s highest court recently issued a landmark
decision that changed the legal
standard to determine independent
contractor status. This ruling makes

it inordinately more difficult for EPs
to practice medicine as independent contractors in California, and
the physician groups and hospitals
that hire independent contractors
may need to offer employee benefits or run afoul of the decision.
Physician groups in California
may now be required to pay for
a physician’s Social Security

taxes, Medicare, worker’s compensation, and health insurance
even if they were hired as independent contractors. The court
in Dynamex Operations West,
Inc. v. Superior Court, adopted
the so-called ABC test, which
makes it much more difficult to
demonstrate independent contractor status.

One potential upside for EPs
is that independent contractors
hired by physician groups may
be able to obtain employee benefits
covered by their “employer.” The
downside? Physician groups and
hospitals that contract with physicians as independent contractors
must assume the responsibilities of
Continued on page 34

No Link
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Are you aware of the
variety of support
resources available
for ELIQUIS patients?
Think ELIQUIS for the
treatment of DVT/PE.
DVT: deep vein thrombosis; PE: pulmonary embolism.

INDICATIONS
ELIQUIS is indicated for the treatment of deep vein thrombosis
(DVT) and pulmonary embolism (PE), and to reduce the risk of
recurrent DVT and PE following initial therapy.

IMPORTANT SAFETY INFORMATION

IMPORTANT SAFETY INFORMATION
CONTRAINDICATIONS
• Active pathological bleeding
• Severe hypersensitivity reaction to ELIQUIS
(e.g., anaphylactic reactions)

WARNINGS AND PRECAUTIONS
WARNING: (A) PREMATURE DISCONTINUATION OF
ELIQUIS INCREASES THE RISK OF THROMBOTIC EVENTS,
(B) SPINAL/EPIDURAL HEMATOMA
(A) Premature discontinuation of any oral anticoagulant,
including ELIQUIS, increases the risk of thrombotic events.
If anticoagulation with ELIQUIS is discontinued for a reason
other than pathological bleeding or completion of a course
of therapy, consider coverage with another anticoagulant.
(B) Epidural or spinal hematomas may occur in patients
treated with ELIQUIS who are receiving neuraxial anesthesia
or undergoing spinal puncture. These hematomas may result
in long-term or permanent paralysis. Consider these risks
when scheduling patients for spinal procedures. Factors
that can increase the risk of developing epidural or spinal
hematomas in these patients include:
• use of indwelling epidural catheters
• concomitant use of other drugs that affect hemostasis,
such as nonsteroidal anti-inﬂammatory drugs (NSAIDs),
platelet inhibitors, other anticoagulants
• a history of traumatic or repeated epidural or spinal punctures
• a history of spinal deformity or spinal surgery
• optimal timing between the administration of ELIQUIS
and neuraxial procedures is not known
Monitor patients frequently for signs and symptoms of
neurological impairment. If neurological compromise is
noted, urgent treatment is necessary.
Consider the beneﬁts and risks before neuraxial intervention
in patients anticoagulated or to be anticoagulated.
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• Increased Risk of Thrombotic Events after Premature
Discontinuation: Premature discontinuation of any oral
anticoagulant, including ELIQUIS, in the absence of adequate
alternative anticoagulation increases the risk of thrombotic
events. An increased rate of stroke was observed during the
transition from ELIQUIS to warfarin in clinical trials in atrial
ﬁbrillation patients. If ELIQUIS is discontinued for a reason
other than pathological bleeding or completion of a course
of therapy, consider coverage with another anticoagulant.
• Bleeding Risk: ELIQUIS increases the risk of bleeding and can
cause serious, potentially fatal, bleeding.
– Concomitant use of drugs affecting hemostasis increases
the risk of bleeding, including aspirin and other antiplatelet
agents, other anticoagulants, heparin, thrombolytic agents,
SSRIs, SNRIs, and NSAIDs.
– Advise patients of signs and symptoms of blood loss and
to report them immediately or go to an emergency room.
Discontinue ELIQUIS in patients with active pathological
hemorrhage.
– The anticoagulant effect of apixaban can be expected to
persist for at least 24 hours after the last dose (i.e., about two
half-lives). An agent to reverse the anti-factor Xa activity of
apixaban is available. Please visit www.andexxa.com for more
information on availability of a reversal agent.
• Spinal/Epidural Anesthesia or Puncture: Patients treated with
ELIQUIS undergoing spinal/epidural anesthesia or puncture may
develop an epidural or spinal hematoma which can result in
long-term or permanent paralysis.
The risk of these events may be increased by the postoperative
use of indwelling epidural catheters or the concomitant use of
medicinal products affecting hemostasis. Indwelling epidural
or intrathecal catheters should not be removed earlier than
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In the hospital. At discharge. At home.

Consider ELIQUIS.
To learn more about transition of care
resources, contact your ELIQUIS representative or call

1-855-ELIQUIS
IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (cont’d)

IMPORTANT SAFETY INFORMATION
DRUG INTERACTIONS

24 hours after the last administration of ELIQUIS.
The next dose of ELIQUIS should not be administered earlier than
5 hours after the removal of the catheter. The risk may also be
increased by traumatic or repeated epidural or spinal puncture.
If traumatic puncture occurs, delay the administration of ELIQUIS
for 48 hours.
Monitor patients frequently and if neurological compromise is
noted, urgent diagnosis and treatment is necessary. Physicians
should consider the potential beneﬁt versus the risk of neuraxial
intervention in ELIQUIS patients.
• Prosthetic Heart Valves: The safety and efﬁcacy of ELIQUIS
have not been studied in patients with prosthetic heart valves
and is not recommended in these patients.
• Acute PE in Hemodynamically Unstable Patients or Patients
who Require Thrombolysis or Pulmonary Embolectomy:
Initiation of ELIQUIS is not recommended as an alternative to
unfractionated heparin for the initial treatment of patients
with PE who present with hemodynamic instability or who may
receive thrombolysis or pulmonary embolectomy.

• Combined P-gp and Strong CYP3A4 Inhibitors: Inhibitors
of P-glycoprotein (P-gp) and cytochrome P450 3A4 (CYP3A4)
increase exposure to apixaban and increase the risk of
bleeding. For patients receiving ELIQUIS doses of 5 mg or
10 mg twice daily, reduce the dose of ELIQUIS by 50% when
ELIQUIS is coadministered with drugs that are combined
P-gp and strong CYP3A4 inhibitors (e.g., ketoconazole,
itraconazole, or ritonavir). In patients already taking 2.5 mg
twice daily, avoid coadministration of ELIQUIS with combined
P-gp and strong CYP3A4 inhibitors.
Clarithromycin
Although clarithromycin is a combined P-gp and strong
CYP3A4 inhibitor, pharmacokinetic data suggest that no dose
adjustment is necessary with concomitant administration
with ELIQUIS.
• Combined P-gp and Strong CYP3A4 Inducers: Avoid
concomitant use of ELIQUIS with combined P-gp and strong
CYP3A4 inducers (e.g., rifampin, carbamazepine, phenytoin,
St. John’s wort) because such drugs will decrease exposure to
apixaban.
• Anticoagulants and Antiplatelet Agents: Coadministration of
antiplatelet agents, ﬁbrinolytics, heparin, aspirin, and chronic
NSAID use increases the risk of bleeding. APPRAISE-2, a placebocontrolled clinical trial of apixaban in high-risk post-acute coronary
syndrome patients treated with aspirin or the combination of
aspirin and clopidogrel, was terminated early due to a higher
rate of bleeding with apixaban compared to placebo.

ADVERSE REACTIONS
• The most common and most serious adverse reactions reported
with ELIQUIS were related to bleeding.

TEMPORARY INTERRUPTION FOR SURGERY AND OTHER
INTERVENTIONS
• ELIQUIS should be discontinued at least 48 hours prior to elective
surgery or invasive procedures with a moderate or high risk of
unacceptable or clinically signiﬁcant bleeding. ELIQUIS should be
discontinued at least 24 hours prior to elective surgery or invasive
procedures with a low risk of bleeding or where the bleeding
would be noncritical in location and easily controlled. Bridging
anticoagulation during the 24 to 48 hours after stopping ELIQUIS
and prior to the intervention is not generally required. ELIQUIS
should be restarted after the surgical or other procedures as
soon as adequate hemostasis has been established.

PREGNANCY CATEGORY B
• There are no adequate and well-controlled studies of ELIQUIS
in pregnant women. Treatment is likely to increase the risk of
hemorrhage during pregnancy and delivery. ELIQUIS should be
used during pregnancy only if the potential beneﬁt outweighs
the potential risk to the mother and fetus.

Please see Brief Summary of Full Prescribing Information,
including Boxed WARNINGS, on adjacent pages.
ELIQUIS and the ELIQUIS logo are registered trademarks of Bristol-Myers Squibb Company.
© 2018 Bristol-Myers Squibb. All rights reserved. 432US1802507-02-01 07/18
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ELIQUIS® (apixaban) tablets, for oral use
Brief Summary of Prescribing Information. For complete prescribing information consult
official package insert.
WARNING: (A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF
THROMBOTIC EVENTS
(B) SPINAL/EPIDURAL HEMATOMA
(A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF THROMBOTIC
EVENTS
Premature discontinuation of any oral anticoagulant, including ELIQUIS, increases
the risk of thrombotic events. If anticoagulation with ELIQUIS is discontinued for
a reason other than pathological bleeding or completion of a course of therapy,
consider coverage with another anticoagulant [see Dosage and Administration,
Warnings and Precautions, and Clinical Studies (14.1) in full Prescribing Information].
(B) SPINAL/EPIDURAL HEMATOMA
Epidural or spinal hematomas may occur in patients treated with ELIQUIS who are
receiving neuraxial anesthesia or undergoing spinal puncture. These hematomas
may result in long-term or permanent paralysis. Consider these risks when
scheduling patients for spinal procedures. Factors that can increase the risk of
developing epidural or spinal hematomas in these patients include:
• use of indwelling epidural catheters
• concomitant use of other drugs that affect hemostasis, such as nonsteroidal
anti-inflammatory drugs (NSAIDs), platelet inhibitors, other anticoagulants
• a history of traumatic or repeated epidural or spinal punctures
• a history of spinal deformity or spinal surgery
• optimal timing between the administration of ELIQUIS and neuraxial procedures
is not known
[see Warnings and Precautions]
Monitor patients frequently for signs and symptoms of neurological impairment.
If neurological compromise is noted, urgent treatment is necessary [see Warnings
and Precautions].
Consider the benefits and risks before neuraxial intervention in patients
anticoagulated or to be anticoagulated [see Warnings and Precautions].
INDICATIONS AND USAGE
Reduction of Risk of Stroke and Systemic Embolism in Nonvalvular Atrial Fibrillation—
ELIQUIS® (apixaban) is indicated to reduce the risk of stroke and systemic embolism in patients
with nonvalvular atrial fibrillation.

Patients with Prosthetic Heart Valves
The safety and efficacy of ELIQUIS (apixaban) have not been studied in patients with prosthetic
heart valves. Therefore, use of ELIQUIS is not recommended in these patients.
Acute PE in Hemodynamically Unstable Patients or Patients who Require Thrombolysis or
Pulmonary Embolectomy
Initiation of ELIQUIS is not recommended as an alternative to unfractionated heparin for the initial
treatment of patients with PE who present with hemodynamic instability or who may receive
thrombolysis or pulmonary embolectomy.
ADVERSE REACTIONS
The following serious adverse reactions are discussed in greater detail in other sections of the
prescribing information.
• Increased risk of thrombotic events after premature discontinuation [see Warnings and
Precautions]
• Bleeding [see Warnings and Precautions]
• Spinal/epidural anesthesia or puncture [see Warnings and Precautions]
Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, adverse reaction rates
observed in the clinical trials of a drug cannot be directly compared to rates in the clinical trials of
another drug and may not reflect the rates observed in practice.
Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular
Atrial Fibrillation
The safety of ELIQUIS was evaluated in the ARISTOTLE and AVERROES studies [see Clinical
Studies (14) in full Prescribing Information], including 11,284 patients exposed to ELIQUIS 5 mg
twice daily and 602 patients exposed to ELIQUIS 2.5 mg twice daily. The duration of ELIQUIS
exposure was ≥12 months for 9375 patients and ≥24 months for 3369 patients in the two
studies. In ARISTOTLE, the mean duration of exposure was 89 weeks (>15,000 patient-years). In
AVERROES, the mean duration of exposure was approximately 59 weeks (>3000 patient-years).
The most common reason for treatment discontinuation in both studies was for bleedingrelated adverse reactions; in ARISTOTLE this occurred in 1.7% and 2.5% of patients treated
with ELIQUIS and warfarin, respectively, and in AVERROES, in 1.5% and 1.3% on ELIQUIS and
aspirin, respectively.
Bleeding in Patients with Nonvalvular Atrial Fibrillation in ARISTOTLE and AVERROES
Tables 1 and 2 show the number of patients experiencing major bleeding during the treatment
period and the bleeding rate (percentage of subjects with at least one bleeding event per 100
patient-years) in ARISTOTLE and AVERROES.
Table 1:

Treatment of Deep Vein Thrombosis—ELIQUIS is indicated for the treatment of DVT.
Reduction in the Risk of Recurrence of DVT and PE—ELIQUIS is indicated to reduce the risk
of recurrent DVT and PE following initial therapy.
DOSAGE AND ADMINISTRATION (Selected information)
Temporary Interruption for Surgery and Other Interventions
ELIQUIS should be discontinued at least 48 hours prior to elective surgery or invasive procedures
with a moderate or high risk of unacceptable or clinically significant bleeding [see Warnings
and Precautions]. ELIQUIS should be discontinued at least 24 hours prior to elective surgery or
invasive procedures with a low risk of bleeding or where the bleeding would be non-critical in
location and easily controlled. Bridging anticoagulation during the 24 to 48 hours after stopping
ELIQUIS and prior to the intervention is not generally required. ELIQUIS should be restarted after
the surgical or other procedures as soon as adequate hemostasis has been established. (For
complete Dosage and Administration section, see full Prescribing Information.)
CONTRAINDICATIONS
ELIQUIS is contraindicated in patients with the following conditions:
• Active pathological bleeding [see Warnings and Precautions and Adverse Reactions]
• Severe hypersensitivity reaction to ELIQUIS (e.g., anaphylactic reactions) [see Adverse
Reactions]
WARNINGS AND PRECAUTIONS
Increased Risk of Thrombotic Events after Premature Discontinuation
Premature discontinuation of any oral anticoagulant, including ELIQUIS, in the absence of
adequate alternative anticoagulation increases the risk of thrombotic events. An increased rate
of stroke was observed during the transition from ELIQUIS to warfarin in clinical trials in atrial
fibrillation patients. If ELIQUIS is discontinued for a reason other than pathological bleeding or
completion of a course of therapy, consider coverage with another anticoagulant [see Dosage
and Administration (2.4) and Clinical Studies (14.1) in full Prescribing Information].
Bleeding
ELIQUIS increases the risk of bleeding and can cause serious, potentially fatal, bleeding [see
Dosage and Administration (2.1) in full Prescribing Information and Adverse Reactions].
Concomitant use of drugs affecting hemostasis increases the risk of bleeding. These include
aspirin and other antiplatelet agents, other anticoagulants, heparin, thrombolytic agents,
selective serotonin reuptake inhibitors, serotonin norepinephrine reuptake inhibitors, and
nonsteroidal anti-inflammatory drugs (NSAIDs) [see Drug Interactions].
Advise patients of signs and symptoms of blood loss and to report them immediately or go to an
emergency room. Discontinue ELIQUIS in patients with active pathological hemorrhage.
Reversal of Anticoagulant Effect
An agent to reverse the anti-factor Xa activity of apixaban is available. The pharmacodynamic
effect of ELIQUIS can be expected to persist for at least 24 hours after the last dose, i.e.,
for about two drug half-lives. Prothrombin complex concentrate (PCC), activated prothrombin
complex concentrate or recombinant factor VIIa may be considered, but have not been
evaluated in clinical studies [see Clinical Pharmacology (12.2) in full Prescribing Information].
When PCCs are used, monitoring for the anticoagulation effect of apixaban using a clotting
test (PT, INR, or aPTT) or anti-factor Xa (FXa) activity is not useful and is not recommended.
Activated oral charcoal reduces absorption of apixaban, thereby lowering apixaban plasma
concentration [see Overdosage].
Hemodialysis does not appear to have a substantial impact on apixaban exposure [see
Clinical Pharmacology (12.3) in full Prescribing Information]. Protamine sulfate and vitamin K
are not expected to affect the anticoagulant activity of apixaban. There is no experience with
antifibrinolytic agents (tranexamic acid, aminocaproic acid) in individuals receiving apixaban.
There is no experience with systemic hemostatics (desmopressin and aprotinin) in individuals
receiving apixaban, and they are not expected to be effective as a reversal agent.
Spinal/Epidural Anesthesia or Puncture
When neuraxial anesthesia (spinal/epidural anesthesia) or spinal/epidural puncture is employed,
patients treated with antithrombotic agents for prevention of thromboembolic complications are
at risk of developing an epidural or spinal hematoma which can result in long-term or permanent
paralysis.
The risk of these events may be increased by the postoperative use of indwelling epidural
catheters or the concomitant use of medicinal products affecting hemostasis. Indwelling epidural
or intrathecal catheters should not be removed earlier than 24 hours after the last administration
of ELIQUIS. The next dose of ELIQUIS should not be administered earlier than 5 hours after the
removal of the catheter. The risk may also be increased by traumatic or repeated epidural or
spinal puncture. If traumatic puncture occurs, delay the administration of ELIQUIS for 48 hours.
Monitor patients frequently for signs and symptoms of neurological impairment (e.g., numbness
or weakness of the legs, or bowel or bladder dysfunction). If neurological compromise is noted,
urgent diagnosis and treatment is necessary. Prior to neuraxial intervention the physician should
consider the potential benefit versus the risk in anticoagulated patients or in patients to be
anticoagulated for thromboprophylaxis.
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Major†
Intracranial (ICH)‡
Hemorrhagic
stroke§
Other ICH
Gastrointestinal (GI)¶
Fatal**
Intracranial
Non-intracranial

ELIQUIS
N=9088
n (per
100 pt-year)

Warfarin
N=9052
n (per
100 pt-year)

Hazard Ratio
(95% CI)

P-value

Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in AVERROES

ELIQUIS (apixaban) Aspirin
N=2798
N=2780
Hazard Ratio
n (%/year)
n (%/year)
(95% CI)
P-value
Major
45 (1.41)
29 (0.92)
1.54 (0.96, 2.45)
0.07
Fatal
5 (0.16)
5 (0.16)
0.99 (0.23, 4.29)
Intracranial
11 (0.34)
11 (0.35)
0.99 (0.39, 2.51)
Events associated with each endpoint were counted once per subject, but subjects may have
contributed events to multiple endpoints.
Other Adverse Reactions
Hypersensitivity reactions (including drug hypersensitivity, such as skin rash, and anaphylactic
reactions, such as allergic edema) and syncope were reported in <1% of patients receiving
ELIQUIS.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery
The safety of ELIQUIS has been evaluated in 1 Phase II and 3 Phase III studies including
5924 patients exposed to ELIQUIS 2.5 mg twice daily undergoing major orthopedic surgery of
the lower limbs (elective hip replacement or elective knee replacement) treated for up to 38 days.
In total, 11% of the patients treated with ELIQUIS 2.5 mg twice daily experienced adverse
reactions.
Bleeding results during the treatment period in the Phase III studies are shown in Table 3.
Bleeding was assessed in each study beginning with the first dose of double-blind study drug.
Table 3:

Bleeding During the Treatment Period in Patients Undergoing Elective Hip
or Knee Replacement Surgery

Bleeding
Endpoint*

327 (2.13)
52 (0.33)
38 (0.24)

462 (3.09)
125 (0.82)
74 (0.49)

0.69 (0.60, 0.80)
0.41 (0.30, 0.57)
0.51 (0.34, 0.75)

<0.0001
-

15 (0.10)
128 (0.83)
10 (0.06)
4 (0.03)
6 (0.04)

51 (0.34)
141 (0.93)
37 (0.24)
30 (0.20)
7 (0.05)

0.29 (0.16, 0.51)
0.89 (0.70, 1.14)
0.27 (0.13, 0.53)
0.13 (0.05, 0.37)
0.84 (0.28, 2.15)

-

All treated

*

Bleeding events within each subcategory were counted once per subject, but subjects
may have contributed events to multiple endpoints. Bleeding events were counted during
treatment or within 2 days of stopping study treatment (on-treatment period).
† Defined as clinically overt bleeding accompanied by one or more of the following: a decrease
in hemoglobin of ≥2 g/dL, a transfusion of 2 or more units of packed red blood cells, bleeding
at a critical site: intracranial, intraspinal, intraocular, pericardial, intra-articular, intramuscular
with compartment syndrome, retroperitoneal or with fatal outcome.
‡ Intracranial bleed includes intracerebral, intraventricular, subdural, and subarachnoid
bleeding. Any type of hemorrhagic stroke was adjudicated and counted as an intracranial
major bleed.
§ On-treatment analysis based on the safety population, compared to ITT analysis presented in
Section 14.
¶ GI bleed includes upper GI, lower GI, and rectal bleeding.
** Fatal bleeding is an adjudicated death with the primary cause of death as intracranial
bleeding or non-intracranial bleeding during the on-treatment period.
Figure 1:

Table 2:

Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in
ARISTOTLE*

Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery—
ELIQUIS is indicated for the prophylaxis of deep vein thrombosis (DVT), which may lead to
pulmonary embolism (PE), in patients who have undergone hip or knee replacement surgery.
Treatment of Pulmonary Embolism—ELIQUIS is indicated for the treatment of PE.

In ARISTOTLE, the results for major bleeding were generally consistent across most major
subgroups including age, weight, CHADS2 score (a scale from 0 to 6 used to estimate risk of
stroke, with higher scores predicting greater risk), prior warfarin use, geographic region, and
aspirin use at randomization (Figure 1). Subjects treated with apixaban with diabetes bled more
(3.0% per year) than did subjects without diabetes (1.9% per year).

ADVANCE-3
ADVANCE-2
ADVANCE-1
Hip Replacement
Knee Replacement
Knee Replacement
Surgery
Surgery
Surgery
ELIQUIS Enoxaparin ELIQUIS Enoxaparin ELIQUIS
Enoxaparin
2.5 mg
40 mg
2.5 mg
40 mg
2.5 mg
30 mg
po bid
sc qd
po bid
sc qd
po bid
sc q12h
35±3 days 35±3 days 12±2 days 12±2 days 12±2 days 12±2 days
First dose First dose First dose First dose First dose First dose
12 to 24
9 to 15
12 to 24
9 to 15
12 to 24
12 to 24
hours post hours prior hours post hours prior hours post hours post
surgery to surgery surgery to surgery surgery
surgery
N=2673
N=2659
N=1501
N=1508 N=1596
N=1588

Major
(including surgical
site)
Fatal

22
(0.82%)†

18
(0.68%)

9
(0.60%)‡

14
(0.93%)

11
(0.69%)

22
(1.39%)

0

0

0

0

0

Hgb decrease
≥2 g/dL
Transfusion of
≥2 units RBC
Bleed at
critical site§
Major
+ CRNM¶
All

13
(0.49%)
16
(0.60%)
1
(0.04%)
129
(4.83%)
313
(11.71%)

10
(0.38%)
14
(0.53%)
1
(0.04%)
134
(5.04%)
334
(12.56%)

8
(0.53%)
5
(0.33%)
1
(0.07%)
53
(3.53%)
104
(6.93%)

9
(0.60%)
9
(0.60%)
2
(0.13%)
72
(4.77%)
126
(8.36%)

10
(0.63%)
9
(0.56%)
1
(0.06%)
46
(2.88%)
85
(5.33%)

1
(0.06%)
16
(1.01%)
18
(1.13%)
4
(0.25%)
68
(4.28%)
108
(6.80%)

* All bleeding criteria included surgical site bleeding.
† Includes 13 subjects with major bleeding events that occurred before the first dose of
apixaban (administered 12 to 24 hours post-surgery).
‡ Includes 5 subjects with major bleeding events that occurred before the first dose of
apixaban (administered 12 to 24 hours post-surgery).
§ Intracranial, intraspinal, intraocular, pericardial, an operated joint requiring re-operation or
intervention, intramuscular with compartment syndrome, or retroperitoneal. Bleeding into
an operated joint requiring re-operation or intervention was present in all patients with
this category of bleeding. Events and event rates include one enoxaparin-treated patient in
ADVANCE-1 who also had intracranial hemorrhage.
¶ CRNM = clinically relevant nonmajor.

Major Bleeding Hazard Ratios by Baseline Characteristics – ARISTOTLE Study

n of Events / N of Patients (% per year)
Subgroup
All Patients
Prior Warfarin/VKA Status
Experienced (57%)
Naive (43%)
Age
<65 (30%)
≥65 and <75 (39%)
≥75 (31%)
Sex
Male (65%)
Female (35%)
Weight
≤60 kg (11%)
>60 kg (89%)
Prior Stroke or TIA
Yes (19%)
No (81%)
Diabetes Mellitus
Yes (25%)
No (75%)
CHADS2 Score
≤1 (34%)
2 (36%)
≥3 (30%)
Creatinine Clearance
<30 mL/min (1%)
30-50 mL/min (15%)
>50-80 mL/min (42%)
>80 mL/min (41%)
Geographic Region
US (19%)
Non-US (81%)
Aspirin at Randomization
Yes (31%)
No (69%)

Apixaban
327 / 9088 (2.1)

Warfarin
462 / 9052 (3.1)

Hazard Ratio (95% CI)
0.69 (0.60, 0.80)

185 / 5196 (2.1)
142 / 3892 (2.2)

274 / 5180 (3.2)
188 / 3872 (3.0)

0.66 (0.55, 0.80)
0.73 (0.59, 0.91)

56 / 2723 (1.2)
120 / 3529 (2.0)
151 / 2836 (3.3)

72 / 2732 (1.5)
166 / 3501 (2.8)
224 / 2819 (5.2)

0.78 (0.55, 1.11)
0.71 (0.56, 0.89)
0.64 (0.52, 0.79)

225 / 5868 (2.3)
102 / 3220 (1.9)

294 / 5879 (3.0)
168 / 3173 (3.3)

0.76 (0.64, 0.90)
0.58 (0.45, 0.74)

36 / 1013 (2.3)
290 / 8043 (2.1)

62 / 965 (4.3)
398 / 8059 (3.0)

0.55 (0.36, 0.83)
0.72 (0.62, 0.83)

77 / 1687 (2.8)
250 / 7401 (2.0)

106 / 1735 (3.9)
356 / 7317 (2.9)

0.73 (0.54, 0.98)
0.68 (0.58, 0.80)

112 / 2276 (3.0)
215 / 6812 (1.9)

114 / 2250 (3.1)
348 / 6802 (3.1)

0.96 (0.74, 1.25)
0.60 (0.51, 0.71)

76 / 3093 (1.4)
125 / 3246 (2.3)
126 / 2749 (2.9)

126 / 3076 (2.3)
163 / 3246 (3.0)
173 / 2730 (4.1)

0.59 (0.44, 0.78)
0.76 (0.60, 0.96)
0.70 (0.56, 0.88)

7 / 136 (3.7)
66 / 1357 (3.2)
157 / 3807 (2.5)
96 / 3750 (1.5)

19 / 132 (11.9)
123 / 1380 (6.0)
199 / 3758 (3.2)
119 / 3746 (1.8)

0.32 (0.13, 0.78)
0.53 (0.39, 0.71)
0.76 (0.62, 0.94)
0.79 (0.61, 1.04)

83 / 1716 (2.8)
244 / 7372 (2.0)

109 / 1693 (3.8)
353 / 7359 (2.9)

0.75 (0.56, 1.00)
0.68 (0.57, 0.80)

129 / 2846 (2.7)
198 / 6242 (1.9)

164 / 2762 (3.7)
298 / 6290 (2.8)

0.75 (0.60, 0.95)
0.66 (0.55, 0.79)
0.125

0.25

0.5

Apixaban
Better

1

2
Warfarin
Better

Note: The figure above presents effects in various subgroups, all of which are baseline characteristics and all of which were prespecified, if not the groupings. The 95% confidence limits that are
shown do not take into account how many comparisons were made, nor do they reflect the effect of a particular factor after adjustment for all other factors. Apparent homogeneity or heterogeneity
among groups should not be over-interpreted.
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Adverse reactions occurring in ≥1% of patients undergoing hip or knee replacement surgery in
the 1 Phase II study and the 3 Phase III studies are listed in Table 4.
Table 4:

Table 7:

Bleeding Results in the AMPLIFY-EXT Study
ELIQUIS (apixaban)
2.5 mg bid
N=840
n (%)

Adverse Reactions Occurring in ≥1% of Patients in Either Group
Undergoing Hip or Knee Replacement Surgery
ELIQUIS (apixaban), Enoxaparin,
n (%)
n (%)
2.5 mg po bid
40 mg sc qd or
30 mg sc q12h
N=5924
N=5904

ELIQUIS
5 mg bid
N=811
n (%)

N=826
n (%)

Treatment of pregnant rats from implantation (gestation Day 7) to weaning (lactation Day 21)
with apixaban at a dose of 1000 mg/kg (about 5 times the human exposure based on unbound
apixaban) did not result in death of offspring or death of mother rats during labor in association
with uterine bleeding. However, increased incidence of maternal bleeding, primarily during
gestation, occurred at apixaban doses of ≥25 mg/kg, a dose corresponding to ≥1.3 times the
human exposure.

Placebo

Major

2 (0.2)

1 (0.1)

4 (0.5)

Nursing Mothers

CRNM*

25 (3.0)

34 (4.2)

19 (2.3)

Major + CRNM

27 (3.2)

35 (4.3)

22 (2.7)

It is unknown whether apixaban or its metabolites are excreted in human milk. Rats excrete
apixaban in milk (12% of the maternal dose).

Nausea

153 (2.6)

159 (2.7)

Minor

75 (8.9)

98 (12.1)

58 (7.0)

Anemia (including postoperative and hemorrhagic
anemia, and respective laboratory parameters)

153 (2.6)

178 (3.0)

Women should be instructed either to discontinue breastfeeding or to discontinue
ELIQUIS (apixaban) therapy, taking into account the importance of the drug to the mother.

All

94 (11.2)

121 (14.9)

74 (9.0)

Pediatric Use

Contusion

83 (1.4)

115 (1.9)

Hemorrhage (including hematoma, and vaginal
and urethral hemorrhage)

67 (1.1)

81 (1.4)

* CRNM = clinically relevant nonmajor bleeding.
Events associated with each endpoint were counted once per subject, but subjects may have
contributed events to multiple endpoints.

Postprocedural hemorrhage (including
postprocedural hematoma, wound hemorrhage,
vessel puncture-site hematoma and catheter-site
hemorrhage)

54 (0.9)

60 (1.0)

Adverse reactions occurring in ≥1% of patients in the AMPLIFY-EXT study are listed in Table 8.

Transaminases increased (including alanine
aminotransferase increased and alanine
aminotransferase abnormal)

50 (0.8)

Aspartate aminotransferase increased

47 (0.8)

69 (1.2)

Gamma-glutamyltransferase increased

38 (0.6)

65 (1.1)

Table 8:

Adverse Reactions Occurring in ≥1% of Patients Undergoing Extended
Treatment for DVT and PE in the AMPLIFY-EXT Study
ELIQUIS
2.5 mg bid
N=840
n (%)

71 (1.2)

Less common adverse reactions in apixaban-treated patients undergoing hip or knee
replacement surgery occurring at a frequency of ≥0.1% to <1%:
Blood and lymphatic system disorders: thrombocytopenia (including platelet count decreases)

ELIQUIS
5 mg bid
N=811
n (%)

Placebo
N=826
n (%)

Safety and effectiveness in pediatric patients have not been established.
Geriatric Use
Of the total subjects in the ARISTOTLE and AVERROES clinical studies, >69% were
65 years of age and older, and >31% were 75 years of age and older. In the
ADVANCE-1, ADVANCE-2, and ADVANCE-3 clinical studies, 50% of subjects were
65 years of age and older, while 16% were 75 years of age and older. In the AMPLIFY
and AMPLIFY-EXT clinical studies, >32% of subjects were 65 years of age and older and
>13% were 75 years of age and older. No clinically significant differences in safety or
effectiveness were observed when comparing subjects in different age groups.
Renal Impairment
Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular
Atrial Fibrillation

Epistaxis

13 (1.5)

29 (3.6)

9 (1.1)

Hematuria

12 (1.4)

17 (2.1)

9 (1.1)

The recommended dose is 2.5 mg twice daily in patients with at least two of the following
characteristics [see Dosage and Administration (2.1) in full Prescribing Information]:

Hematoma

13 (1.5)

16 (2.0)

10 (1.2)

• age greater than or equal to 80 years

Contusion

18 (2.1)

18 (2.2)

18 (2.2)

• body weight less than or equal to 60 kg

Gingival bleeding

12 (1.4)

9 (1.1)

3 (0.4)

• serum creatinine greater than or equal to 1.5 mg/dL

Vascular disorders: hypotension (including procedural hypotension)

Patients with End-Stage Renal Disease on Dialysis
Other Adverse Reactions

Respiratory, thoracic, and mediastinal disorders: epistaxis
Gastrointestinal disorders: gastrointestinal hemorrhage (including hematemesis and melena),
hematochezia
Hepatobiliary disorders: liver function test abnormal, blood alkaline phosphatase increased,
blood bilirubin increased
Renal and urinary disorders: hematuria (including respective laboratory parameters)
Injury, poisoning, and procedural complications: wound secretion, incision-site hemorrhage
(including incision-site hematoma), operative hemorrhage

Gastrointestinal disorders: hematochezia, hemorrhoidal hemorrhage, gastrointestinal
hemorrhage, hematemesis, melena, anal hemorrhage

Clinical efficacy and safety studies with ELIQUIS did not enroll patients with end-stage
renal disease (ESRD) on dialysis. In patients with ESRD maintained on intermittent
hemodialysis, administration of ELIQUIS at the usually recommended dose [see Dosage and
Administration (2.1) in full Prescribing Information] will result in concentrations of apixaban
and pharmacodynamic activity similar to those observed in the ARISTOTLE study [see Clinical
Pharmacology (12.3) in full Prescribing Information]. It is not known whether these concentrations
will lead to similar stroke reduction and bleeding risk in patients with ESRD on dialysis as was
seen in ARISTOTLE.

Injury, poisoning, and procedural complications: wound hemorrhage, postprocedural
hemorrhage, traumatic hematoma, periorbital hematoma

Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement Surgery, and
Treatment of DVT and PE and Reduction in the Risk of Recurrence of DVT and PE

Musculoskeletal and connective tissue disorders: muscle hemorrhage

Less common adverse reactions in ELIQUIS-treated patients in the AMPLIFY or AMPLIFY-EXT
studies occurring at a frequency of ≥0.1% to <1%:
Blood and lymphatic system disorders: hemorrhagic anemia

Less common adverse reactions in apixaban-treated patients undergoing hip or knee
replacement surgery occurring at a frequency of <0.1%:

Reproductive system and breast
menometrorrhagia, genital hemorrhage

Gingival bleeding, hemoptysis, hypersensitivity, muscle hemorrhage, ocular hemorrhage
(including conjunctival hemorrhage), rectal hemorrhage

Vascular disorders: hemorrhage

No dose adjustment is recommended for patients with renal impairment, including those with
ESRD on dialysis [see Dosage and Administration (2.1) in full Prescribing Information]. Clinical
efficacy and safety studies with ELIQUIS did not enroll patients with ESRD on dialysis or patients
with a CrCl <15 mL/min; therefore, dosing recommendations are based on pharmacokinetic and
pharmacodynamic (anti-FXa activity) data in subjects with ESRD maintained on dialysis [see
Clinical Pharmacology (12.3) in full Prescribing Information].

Skin and subcutaneous tissue disorders: ecchymosis, skin hemorrhage, petechiae

Hepatic Impairment

Treatment of DVT and PE and Reduction in the Risk of Recurrence of DVT or PE

Eye disorders: conjunctival hemorrhage, retinal hemorrhage, eye hemorrhage

The safety of ELIQUIS has been evaluated in the AMPLIFY and AMPLIFY-EXT studies, including
2676 patients exposed to ELIQUIS 10 mg twice daily, 3359 patients exposed to ELIQUIS 5 mg
twice daily, and 840 patients exposed to ELIQUIS 2.5 mg twice daily.

Investigations: blood urine present, occult blood positive, occult blood, red blood cells urine
positive

No dose adjustment is required in patients with mild hepatic impairment (Child-Pugh class
A). Because patients with moderate hepatic impairment (Child-Pugh class B) may have
intrinsic coagulation abnormalities and there is limited clinical experience with ELIQUIS in these
patients, dosing recommendations cannot be provided [see Clinical Pharmacology (12.2) in
full Prescribing Information]. ELIQUIS is not recommended in patients with severe hepatic
impairment (Child-Pugh class C) [see Clinical Pharmacology (12.2) in full Prescribing Information].

Common adverse reactions (≥1%) were gingival bleeding, epistaxis, contusion, hematuria,
rectal hemorrhage, hematoma, menorrhagia, and hemoptysis.
AMPLIFY Study
The mean duration of exposure to ELIQUIS was 154 days and to enoxaparin/warfarin was
152 days in the AMPLIFY study. Adverse reactions related to bleeding occurred in 417 (15.6%)
ELIQUIS-treated patients compared to 661 (24.6%) enoxaparin/warfarin-treated patients.
The discontinuation rate due to bleeding events was 0.7% in the ELIQUIS-treated patients
compared to 1.7% in enoxaparin/warfarin-treated patients in the AMPLIFY study.
In the AMPLIFY study, ELIQUIS was statistically superior to enoxaparin/warfarin in the primary
safety endpoint of major bleeding (relative risk 0.31, 95% CI [0.17, 0.55], P-value <0.0001).
Bleeding results from the AMPLIFY study are summarized in Table 5.
Table 5:

Bleeding Results in the AMPLIFY Study
ELIQUIS
N=2676
n (%)

Enoxaparin/Warfarin
N=2689
n (%)

Relative Risk
(95% CI)

Major

15 (0.6)

49 (1.8)

0.31 (0.17, 0.55)
p<0.0001

CRNM*

103 (3.9)

215 (8.0)

Major + CRNM

115 (4.3)

261 (9.7)

Minor

313 (11.7)

505 (18.8)

All

402 (15.0)

676 (25.1)

vaginal

hemorrhage,

metrorrhagia,

General disorders and administration-site conditions: injection-site hematoma, vessel
puncture-site hematoma
DRUG INTERACTIONS
Apixaban is a substrate of both CYP3A4 and P-gp. Inhibitors of CYP3A4 and P-gp increase
exposure to apixaban and increase the risk of bleeding. Inducers of CYP3A4 and P-gp decrease
exposure to apixaban and increase the risk of stroke and other thromboembolic events.
Combined P-gp and Strong CYP3A4 Inhibitors
For patients receiving ELIQUIS 5 mg or 10 mg twice daily, the dose of ELIQUIS should be
decreased by 50% when coadministered with drugs that are combined P-gp and strong CYP3A4
inhibitors (e.g., ketoconazole, itraconazole, ritonavir) [see Dosage and Administration (2.5) and
Clinical Pharmacology (12.3) in full Prescribing Information].

Adverse Reactions Occurring in ≥1% of Patients Treated for DVT and PE in
the AMPLIFY Study

Advise patients of the following:
• Not to discontinue ELIQUIS without talking to their physician first.

Combined P-gp and Strong CYP3A4 Inducers

Coadministration of antiplatelet agents, fibrinolytics, heparin, aspirin, and chronic NSAID use
increases the risk of bleeding.
APPRAISE-2, a placebo-controlled clinical trial of apixaban in high-risk, post-acute coronary
syndrome patients treated with aspirin or the combination of aspirin and clopidogrel,
was terminated early due to a higher rate of bleeding with apixaban compared to placebo.
The rate of ISTH major bleeding was 2.8% per year with apixaban versus 0.6% per year with
placebo in patients receiving single antiplatelet therapy and was 5.9% per year with apixaban
versus 2.5% per year with placebo in those receiving dual antiplatelet therapy.
In ARISTOTLE, concomitant use of aspirin increased the bleeding risk on ELIQUIS from
1.8% per year to 3.4% per year and concomitant use of aspirin and warfarin increased
the bleeding risk from 2.7% per year to 4.6% per year. In this clinical trial, there was limited
(2.3%) use of dual antiplatelet therapy with ELIQUIS.

Epistaxis

77 (2.9)

146 (5.4)

USE IN SPECIFIC POPULATIONS

Contusion

49 (1.8)

97 (3.6)

Pregnancy

Hematuria

46 (1.7)

102 (3.8)

Pregnancy Category B

Menorrhagia

38 (1.4)

30 (1.1)

Hematoma

35 (1.3)

76 (2.8)

Hemoptysis

32 (1.2)

31 (1.2)

There are no adequate and well-controlled studies of ELIQUIS in pregnant women. Treatment
is likely to increase the risk of hemorrhage during pregnancy and delivery. ELIQUIS should
be used during pregnancy only if the potential benefit outweighs the potential risk to the
mother and fetus.

Rectal hemorrhage

26 (1.0)

39 (1.5)

Gingival bleeding

26 (1.0)

50 (1.9)

Bleeding results from the AMPLIFY-EXT study are summarized in Table 7.
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In healthy subjects, administration of activated charcoal 2 and 6 hours after ingestion of
a 20-mg dose of apixaban reduced mean apixaban AUC by 50% and 27%, respectively.
Thus, administration of activated charcoal may be useful in the management of apixaban
overdose or accidental ingestion. An agent to reverse the anti-factor Xa activity of apixaban is
available.

Although clarithromycin is a combined P-gp and strong CYP3A4 inhibitor, pharmacokinetic data
suggest that no dose adjustment is necessary with concomitant administration with ELIQUIS
[see Clinical Pharmacology (12.3) in full Prescribing Information].

Enoxaparin/Warfarin
N=2689
n (%)

The mean duration of exposure to ELIQUIS was approximately 330 days and to placebo
was 312 days in the AMPLIFY-EXT study. Adverse reactions related to bleeding occurred
in 219 (13.3%) ELIQUIS-treated patients compared to 72 (8.7%) placebo-treated patients.
The discontinuation rate due to bleeding events was approximately 1% in the ELIQUIS-treated
patients compared to 0.4% in those patients in the placebo group in the AMPLIFY-EXT study.

In controlled clinical trials, orally administered apixaban in healthy subjects at doses up to
50 mg daily for 3 to 7 days (25 mg twice daily for 7 days or 50 mg once daily for 3 days) had
no clinically relevant adverse effects.

Clarithromycin

ELIQUIS
N=2676
n (%)

AMPLIFY-EXT Study

Overdose of ELIQUIS increases the risk of bleeding [see Warnings and Precautions].

PATIENT COUNSELING INFORMATION

Anticoagulants and Antiplatelet Agents

Adverse reactions occurring in ≥1% of patients in the AMPLIFY study are listed in Table 6.

OVERDOSAGE

For patients receiving ELIQUIS at a dose of 2.5 mg twice daily, avoid coadministration with
combined P-gp and strong CYP3A4 inhibitors [see Dosage and Administration (2.5) and Clinical
Pharmacology (12.3) in full Prescribing Information].

Avoid concomitant use of ELIQUIS with combined P-gp and strong CYP3A4 inducers (e.g.,
rifampin, carbamazepine, phenytoin, St. John’s wort) because such drugs will decrease exposure
to apixaban [see Clinical Pharmacology (12.3) in full Prescribing Information].

* CRNM = clinically relevant nonmajor bleeding.
Events associated with each endpoint were counted once per subject, but subjects may have
contributed events to multiple endpoints.

Table 6:

disorders:

Treatment of pregnant rats, rabbits, and mice after implantation until the end of gestation
resulted in fetal exposure to apixaban, but was not associated with increased risk for
fetal malformations or toxicity. No maternal or fetal deaths were attributed to bleeding.
Increased incidence of maternal bleeding was observed in mice, rats, and rabbits at maternal
exposures that were 19, 4, and 1 times, respectively, the human exposure of unbound drug,
based on area under plasma-concentration time curve (AUC) comparisons at the maximum
recommended human dose (MRHD) of 10 mg (5 mg twice daily).

Advise patients to read the FDA-approved patient labeling (Medication Guide).

• That it might take longer than usual for bleeding to stop, and they may bruise or
bleed more easily when treated with ELIQUIS. Advise patients about how to recognize
bleeding or symptoms of hypovolemia and of the urgent need to report any unusual bleeding
to their physician.
• To tell their physicians and dentists they are taking ELIQUIS, and/or any other product
known to affect bleeding (including nonprescription products, such as aspirin or NSAIDs),
before any surgery or medical or dental procedure is scheduled and before any new drug
is taken.
• If the patient is having neuraxial anesthesia or spinal puncture, inform the patient to watch
for signs and symptoms of spinal or epidural hematomas [see Warnings and Precautions].
If any of these symptoms occur, advise the patient to seek emergent medical attention.
• To tell their physicians if they are pregnant or plan to become pregnant or are
breastfeeding or intend to breastfeed during treatment with ELIQUIS [see Use in Specific
Populations].
• How to take ELIQUIS if they cannot swallow, or require a nasogastric tube [see Dosage and
Administration (2.6) in full Prescribing Information].
• What to do if a dose is missed [see Dosage and Administration (2.2) in full Prescribing
Information].

Marketed by:
Bristol-Myers Squibb Company
Princeton, New Jersey 08543 USA
and
Pfizer Inc
New York, New York 10017 USA
Rev June 2018
432US1801820-04-01

Labor and Delivery
Safety and effectiveness of ELIQUIS during labor and delivery have not been studied in
clinical trials. Consider the risks of bleeding and of stroke in using ELIQUIS in this setting
[see Warnings and Precautions].
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VIEWPOINT

The Slippery Slope of ED Buprenorphine
BY JONNATHAN BUSKO,
MD, MPH

W

e treat chronic disease
in the ED; sometimes it’s
life-threatening; more often, it’s
not. No matter, we need to know
which ED treatments, if any, improve long-term outcomes.
Consider a recent study on ED
interventions for diabetes. Patients
with type 2 diabetes and isolated
hyperglycemia not on insulin and
not followed by a diabetes clinic
were randomized to one of three interventions: Patients were provided
with contact information for a diabetes clinic (referral group), underwent a 15-minute interview and had
an appointment made at a diabetes
clinic (intervention group), or underwent a 15-minute interview, had an
appointment made at a diabetes
clinic, and were started on insulin in
the ED (treatment group).
The authors found at two
months that patients in the treatment group reported going to the
diabetes clinics at a greater rate
and consuming fewer carbohydrates than the other groups,
but those differences vanished by
six months. The treatment group
was never more likely to engage in
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cardiovascular risk reduction and
there were no differences in glycemic control as measured by
HbA1c, the primary clinical outcome. Another negative study.
This study doesn’t sound familiar? That’s because it never
happened.
But substitute opiate use disorder for diabetes, buprenorphine/
naloxone for insulin, and urine drug
screens for HbA1c, and it might
sound more recognizable, like work
done by the group led by Gail
D’Onofrio, MD, at Yale on EDinitiated buprenorphine/naloxone
for opioid use disorder. Despite
press coverage to the contrary, this
study never demonstrated any impact of ED-initiated buprenorphine
on the only objective measure used
to assess sobriety, the urine drug
screen, nor were any other outcome differences sustained at six
months. (JAMA 2015;313[16]:1636;
http://bit.ly/2PBwYWd; J Gen Intern Med 2017;32[6]:660; http://bit.
ly/2Cj0lbY.)
Despite this, I’m convinced that
within the next five years buprenorphine will be routinely administered in EDs for opioid use disorder. Four drivers, the same ones
that drove opiate prescriptions for

Editorial Board Chairman
James R. Roberts, MD
Drexel University College of Medicine

chronic pain, risk forcing EDs to
participate in the next opiate crisis,
a crisis of substitution therapy.
Properly harnessed, however, these
same drivers could make small but
important contributions to sustained sobriety.
■ Research: No studies have
demonstrated that ED-administered
buprenorphine promotes sustained
sobriety, but the practice has been
embraced by the press, administrators, and community leaders.
■ Finances: Insurance companies
created financial incentives in the
1980s and 1990s to abandon multidisciplinary treatment for chronic
pain and rewarded medication-only
care. Insurance companies will likely
reimburse ED buprenorphine but
not the long-term medical and social care that sustain sobriety.
■ Ease: Withdrawal medications
(comfort packs) are complex, potentially dangerous, and a challenge
to administer and prescribe. It’s
much easier to use buprenorphine
to treat-and-street opiate use disorder patients.
■ Legislation: Politicians often
practice medicine through laws that
restrict or compel elements of practice. Given the outcry about the
opioid crisis, some legislators will
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support almost any solution. Influential groups that misapply research
will lobby for legislators to compel
EPs to provide buprenorphine.
But these factors could also
positively influence care so that
ED buprenorphine is an appropriate and effective practice.
■ Research: Good research is
needed to determine the most effective methods and locations for
initiating buprenorphine. We also
need research that proves that
there aren’t unintended consequences to ED buprenorphine.
■ Finances: Health care payers
should reimburse care demonstrated
to sustain sobriety. Reimbursement
for therapy, peer coaching, sober
housing, and other nonmedicinal interventions coupled with the appropriate use of substitution therapy
will keep us from falling into a pillmill approach to Suboxone.
■ Ease: Systems of wraparound
care could make it more appropriate to give a patient in withdrawal a
single dose of buprenorphine in the
ED and get him into ongoing treatment than to use a comfort pack,
but we need commitment from
our continuity care colleagues to
ensure timely access to full-spectrum
Continued on next page
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The Health Care System
is Destroying EPs
Editor:
r. Alex Mohseni’s article about
the caustic environment we
work in sounded all too familiar to
me. (“Why I Quit Emergency Medicine,” EMN 2018;40[10]:1; http://
bit.ly/2Pc0ktQ.)
After 26 years in the trenches, I
know the feeling of dread mixed
with anxiety that begins before a
shift in the ED. It is the product of a
work environment that fails to
recognize that constant stress, alternating circadian rhythms, endless
paperwork, and bogus rules we have
to follow take a tremendous toll on
one’s sense of well-being. Instead of
focusing on keeping physicians
healthy so we can do the same for
our patients, the prevailing attitude
is that that person can’t handle it, so
he needs to go. No wonder physicians are dropping out in droves. We
are, as Dr. Mohseni so accurately
stated, “chewed up and spit out”
when we become so damaged that
we can no longer function.
The health care system refuses to
recognize that it is its own worst
enemy, and it is destroying the very
profession that allows it to survive.
The root cause of this problem is the
work environment, not physicians.
Nothing will change until that is re-

D

cognized and dealt with. Luckily, I am
near the end of my professional career, but I worry about the future of
our profession. Some movement has
been made on this issue lately as we
come to grips with burnout, but
these initiatives have yet to trickle
down to the vast majority of EDs.
James Lapkoff, MD
Waynesville, NC

trated wealth. I encourage everyone to become active politically
regarding what the politicians say
about our health care crisis and its
solutions. If you believe more of
the status quo is the answer, look
back at the history of managed
care, HMOs, and free reign on insurance companies.
Americans love technology, but
EMRs are too primitive and designed for the wrong purpose
(billing no. 1) to have been forced on
all hospitals as CMS mandated.
Well-intentioned but premature. I
am glad to hear that Dr. Mohseni
can still apply his talent as a physician to help others. I still believe we
have the most noble profession.
Hopefully, my son and many other
young EPs can find inner peace in
the real and hostile world humans
have created (and can also deconstruct) for the betterment of everyone.
Leo Alonso, DO
Jacksonville, FL

EPs Caught in
a Deeply Flawed System
Editor:
ronically I read the extremely
gut-wrenching article by Alex
Mohseni, MD, while attending the
50th anniversary ACEP convention
in San Diego with my son, who is
a second-year EM resident. (“Why
I Quit Emergency Medicine,” EMN
2018;40[10]:1; http://bit.ly/2Pc0ktQ.) There is so much truth in
Dr. Mohseni’s comments.
In the for-profit U.S. health care
model he described, we who are
immersed in it realize it is deeply
flawed and, even worse, malicious.
These outcomes are not surprising
because we as a nation are still arguing whether health care is a right
or a privilege—the only industrialized country in this stunted development—and because we glorify
unrestrained profit and concen-

I

mistake. I was experiencing all of
this while being pushed to see
more and do more faster.
I started working in urgent care,
but that was actually worse! Very
sick patients go to urgent care because they don’t want to go to the
ED. Doing CPR on a patient on the
floor of an urgent care waiting room
became the breaking point for me.
I now practice telemedicine too. I
make my own hours. I work holidays
only if I want to. I work from home
with my dog sleeping under my
desk. It’s been life-saving for me. I
no longer have the stress and anxiety of the demands of emergency
medicine. I feel like I can breathe
again. My empathy for patients has
returned. I actually started having
fun taking care of them again.
I am still an emergency physician at heart, and I still think like an
EP when I’m taking care of my patients. No one can ever take that
away from me or anyone else who
leaves the ED. I’m now just a happier, healthier, less stressed EP.

Once an EP,
Always an EP

Lara Wiziecki, DO
Orland Park, IL

Editor:
hanks to Alex Mohseni, MD, for
his personal story of why he
left emergency medicine. (“Why I
Quit Emergency Medicine,” EMN
2018;40[10]:1; http://bit.ly/2Pc0ktQ.)
His story resonated with me because it’s very similar to my own. I
graduated residency in 2001, and
truly loved my job, my ED, and my
patients. Unfortunately, medicine
changed. Patients became customers,
and physicians became providers.
I was good at my job. I had
great patient satisfaction scores.
My patients and staff loved me. But
the job started to eat away at me. I
lost my edge. I started to dread my
shifts and became afraid of my patients. I was terrified of making a

T

Dr. Mohseni’s Experience
Was My Experience
Editor:
hank you for Dr. Alex Mohseni’s
article. (“Why I Quit Emergency
Medicine,” EMN 2018;40[10]:1;
http://bit.ly/2Pc0ktQ.) It described
my ED career almost exactly.
I graduated from residency in
2002, and my road was exactly as
described in Dr. Mohseni’s article.
I retired from the ED in June 2017.
I practice urgent care now, and I
love it! It can be busy, but that’s OK.
Thanks again for Dr. Mohseni’s
very well-done article.

T

William H. Livingston III, MD
Naples, NY

VIEWPOINT

Slope
Continued from previous page
medication-assisted therapy, preferably within 24 hours.
■ Legislation: We physicians
have tremendous power to influence legislation through direct contact with legislators, op-eds, and
lobbying efforts by our professional
organizations. We must promote

laws that require insurers to pay for
the full range of care that substance
use disorder patients need. We
should also support evidence-based
legislation that eases administrative
burdens for developing and maintaining these systems of care.
Opiate use disorder is a life-long
disease. Treatment must prioritize
sustained sobriety. Just as opiates
alone were not the right solution for
chronic pain, substitution opiates

alone are not right for this disorder.
Suboxone is only one element of
sustained sobriety. We must not let it

be a distraction from finding the best
role for emergency departments in
caring for these patients. EMN

Dr. Busko is the medical director of the emergency department at St. Joseph Hospital in Bangor, ME. He is also
a firefighter, a ski patroller, and the medical director for
a number of educational and wilderness organizations.
Dr. Busko is the owner of First to Last Health Services
Solutions and an owner and the medical advisor of CDS
Outdoor School.
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Mastering Aspiration for Peritonsillar Abscess
Hagop Afarian, MD; CMIO, Community Medical Centers; Fresno, CAv

BY JAMES R. ROBERTS, MD

A

Needle Aspiration versus Incision
and Drainage for the Treatment
of Peritonsillar Abscess
Cochrane Database Syst Rev
December 23, 2016;
http://bit.ly/2OcaDSp
This study compared, by literature
review, the effectiveness and risks
of needle aspiration with I&D for
treating PTA for patients age 8 and
older. Numerous articles describing
randomized controlled trials comparing the two procedures were
analyzed. The primary outcomes
were the recurrence rate, specifically those requiring repeat interventions, and any adverse effects
associated with the procedure.

8

A clever way to visualize a PTA is to use an inverted lighted laryngoscope
blade to depress the tongue.

Hagop Afarian, MD; CMIO, Community Medical Centers; Fresno, CAv

patient with an infection or
a collection of pus in the
peritonsillar area is rather common in the ED. The process can
be cellulitis or a distinct peritonsillar abscess (PTA), also called a
quinsy. The infection is characterized by severe sore throat, painful
swallowing, fever, drooling, tender
adenopathy, muffled voice, and
sometimes trismus.
It may be clinically difficult to
differentiate between cellulitis and
abscess initially. (“Distinguishing
Peritonsillar Abscess from Cellulitis,” 2018;40[11]:12; http://bit.ly/
EMN-InFocus.) The treatment for
an abscess consists of draining the
pus, which can be done by needle
aspiration or incision and drainage
(I&D). Both interventions can be
performed in the ED, but most
emergency clinicians prefer to do
only a needle aspiration. A formal
I&D is eschewed because it is
somewhat complex and more
difficult. Cellulitis is treated with
antibiotics, but may progress to an
abscess.
The medical literature has compared clinical results from aspiration with I&D for the past 30 years,
and numerous articles have attempted to determine the preferred method. The most recent
comparison appeared in the Cochrane Database of Systematic
Reviews to attempt, unsuccessfully,
to assess the effectiveness of
one compared with the other intervention.

PTA drainage is easier if an assistant retracts the cheek and helps the
patient remain still.
Other outcomes included time to
resumption of a normal diet, complications of the disease, and
symptom scores.
Eleven studies comparing 672
participants were reviewed. Despite the numerous articles, the Cochrane Database concluded that
the studies were clearly not
pristine and all were at high risk for
bias. Neither technique was proven
superior.

resumption of normal diet, and
complications were inconsistently
measured. In fact, only three studies reported adverse effects associated with the specific intervention.
Both interventions had a good
cure rate, but curiously, only one
adverse effect was noted—postprocedure bleeding from I&D. Only
three studies reported complications of the disease process; specifically reported were admissions

Needle aspiration can be formidable
for the untrained physician, but
it is safe and easy to do
All the data were considered
low quality in all of the studies, but
10 studies demonstrated a somewhat higher recurrence in patients
undergoing needle aspiration. Unfortunately, adverse effects, time to

to the hospital for dehydration in
two patients who underwent I&D.
Likewise, there was no consensus
on symptom scores between the
two procedures. This review concluded that it was impossible to

evaluate whether needle aspiration
or I&D was more effective in patients with peritonsillar abscess. No
high-quality evidence drew a firm
conclusion for any of the parameters studied. There was a suggestion, based on low-quality evidence, that I&D may be associated
with a lower chance of recurrence
compared with needle aspiration.
There was also some low quality
evidence that needle aspiration
was less painful. Previous reviews
have reached similar conclusions.
(Clin Otolaryngol 2012;37[2]:136;
http://bit.ly/2OMfh97.)
Comment: I would posit that
some investigator would have
found a difference between the
procedures, even though the evidence was poor quality, and that
leads me to conclude that either
intervention can be used.
It is generally accepted that ED
treatment and outpatient follow-up
are safe and effective in the vast
majority of patients. Some physicians may be reluctant to stick a
needle into the pharynx in an attempt to aspirate pus, but few
complications have been reported
because of this procedure, and it
seems fair game for the emergency
physician. The abscess is medial
and slightly superior to the tonsil in
the peritonsillar space, not actually
in the tonsil itself.
Most abscesses resolve with ED
management, but inadequately
treated peritonsillar abscess carries slight risks of complications,
such as airway obstruction, abscess rupture, septic necrosis of the
carotid sheath, and extension of
the hemorrhage into the deep tissues of the neck or posterior mediastinum. I have never seen any of
these.
One may consider culturing pus
from an abscess, but studies have
indicated that the results of cultures obtained from PTA does not
alter management, so cultures are
not generally recommended. Most
clinicians now use needle aspiration as the initial treatment for
PTA. Re-accumulation of the PTA
following an initial successful pus
drainage recurs in about 10 percent
of patients. Discharged patients
should be seen again in 24 to 48
hours; follow-up is often easiest in
the ED.
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Procedure: Pain relief is vital in
managing PTA. An adequate dose of
an opioid, such as fentanyl or
morphine intravenously, should be
routine prior to manipulation or even
in-depth examination. I prefer an initial 50 mcg IV dose of fentanyl, with
subsequent 25 mcg doses every
10 minutes until comfort is reached.
Patients should not be sedated
enough that they can’t respond or
stay awake. Using local anesthesia
with lidocaine or epinephrine injected into the peritonsillar area with a
27-gauge needle will provide nearly
painless aspiration. Sprayed benzocaine can be used before lidocaine is
injected, but some use only topical
benzocaine as the anesthetic.
Needle aspiration can be formidable for the untrained physician, but it is safe and easy to do.
The patient sits upright at eye
level to the clinician. A head lamp
is quite helpful. The pharynx is
viewed by depressing the tongue
with a tongue blade. A great view
can be obtained if a lighted
curved laryngoscope blade depresses the tongue. A colleague

Illustration ©2017 by John W. Karapelou, CMI. Used with permission.

INFOCUS

Needle aspiration of a peritonsillar abscess is relatively simple
and generally quite safe. The end-protected 18-gauge needle
on a 10 mL syringe is advanced in the midline, pointed at the
abscess, but not aimed laterally because the carotid artery is
located lateral to the tonsil. The needle is first inserted into
the upper pole of the abscess and all pus drained. If no pus is
encountered, the aspiration can be tried twice more in lower
positions on the soft tissue swelling. Pus is not usually sent
for culture because results rarely change treatment.

to help control the head
and to retract the
cheek is
helpful.
Following
adequate
sedation or
local anesthetic,
choose a
10 mL syringe with
an 18-gauge
needle. A 10
mL syringe is
required because the aspirated area
is too far
away for a
smaller syringe. The
operator
takes off the
needle cap,
cuts off the
distal third
of the cap,

Guard against advancing the drainage needle too deeply by removing the needle guard and cutting off a third
on the distal end (left), then replacing it on the needle (right.)

Read InFocus and Earn CME!
Earn CME by completing a quiz about this article. You may read the article here, on our website, or in
our iPad app, and then complete the quiz, answering at least 70 percent of the questions correctly to
earn CME credit. The cost of the CME exam is $10. The payment covers processing and certificate fees.
Visit http://CME.LWW.com for more information about this educational offering and to complete the
CME activity. This enduring material is available to physicians in all specialties, nurses, and other allied
health professionals. Lippincott Continuing Medical Education Institute, Inc., is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for physicians.
Lippincott Continuing Medical Education Institute, Inc., designates this enduring material for a maximum
of 1 AMA PRA Category 1 Credit™. Physicians should only claim credit commensurate with the extent of
their participation in the activity. This activity expires Nov. 30, 2020.
Learning Objectives for This Month’s CME Activity: After participating in this CME activity, readers
should be better able to treat peritonsillar abscess.

and replaces it on the needle.
That safeguard keeps the needle
from going in more than a third
of the length of the needle. The
maximum depth should be no
more than a centimeter. The
needle is advanced in the midline
and pointed at the abscess, not
aimed laterally because the carotid
artery is posterior and lateral to
the tonsil. First insert it into the
upper pole of the abscess. If pus is
obtained, continue to drain all that
is available.
Occasionally, the abscess is
loculated, but most clinicians stop
drainage after initial pus is obtained. If no pus is encountered,
attempt aspiration in a lower aspect of the swelling. The major
concern is injury to the carotid
artery, but that vessel is rather
deep and should not be an issue.
I cannot find a single recorded
carotid artery complication from
needle aspiration in the literature.
Following analgesia, aspiration,
observation, IV fluids, intravenous
antibiotics, and a prescription for
analgesics and oral antibiotics,
the improved patient can be discharged with follow-up in 24 to
48 hours. About six 5 mg oxycodone pills should suffice.
Patients should be appreciably
improved at the first follow-up
visit. Follow-up can be either in
the ED or ENT office, but subsequent ENT referral is recommended for all patients.
The majority of patients can
be treated as outpatients, but
it is recommended to observe
post-aspirated patients in the ED
or observation area for three to
four hours. Some relief can be
rapid following the removal of
pus. Overall, the hospital admission rate is about 10 percent, usually based on physician judgment
and severity of illness. EMN

Dr. Roberts
is a professor
of emergency
medicine and
toxicology at the
Drexel University
College of Medicine in Philadelphia. Read the
Procedural Pause, a blog by Dr.
Roberts and his daughter, Martha
Roberts, ACNP, PNP, at http://bit.
ly/EMN-ProceduralPause, and read
his past columns at http://bit.ly/
EMN-InFocus.
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ER GODDESS

‘How Inner-City Patients Taught Me a Lesson
about 3 a.m. Vaginal Discharge Cases’
BY SANDRA SCOTT
SIMONS, MD

W

e’re in the midst of an entitlement epidemic. We even
see it in health care. No place is
immune, not even the ED.
I got a full dose of privileged attitude working in an affluent part of
Richmond. I frequently encountered
a VIP mentality that kept people
from realizing that every patient
was important. I often felt that
nothing I did was good enough or
that patients believed their connections or power should influence our
relationship. Then I changed jobs
and began caring for patients in
one of Richmond’s poorest areas,
and I realized that gratitude hides
in unexpected places.
The neighborhood surrounding
our ED has a lower per capita income,
more single-mother households, and
a child poverty rate higher than 99.9
percent of the neighborhoods in
America. (Neighborhood Scout.
http://bit.ly/2Oc37XD.) People in this
community are less likely to have jobs
and healthy food and more likely to
face violence in and outside their
homes. They also have lower health
literacy about basic health needs.
Sadly, hospitals in this type of
community are closing nationwide.
Research shows that being poor is
highly correlated with poorer health,
and we need hospitals and physicians to remain anchored in communities with the greatest needs.
Yet, hospitals across the country are
moving out of poor neighborhoods
into wealthier ones. The number of
hospitals still operating in 52 big cities fell to 426 in 2010 from 781 in
1970. Meanwhile, hundreds of medical centers opened in affluent
suburbs. (Journal Sentinel. June
14, 2014; http://bit.ly/2yv8d6u.)
This push to move resources to
higher-income communities is leaving many low-income ones without
an effective safety net.
You would think my underprivileged patient population would be
adamant that they deserve more,
but I’ve learned that those who
have the least somehow have the
most gratitude. These are the most
grateful patients for whom I have
ever cared.

Dr. Simons said when a young patient handed her this picture, she pointed to
the girl figure, and said, “That’s you; you have your party shoes on. It’s your
birthday.” (It was two days before Dr. Simons’ birthday.) Then she pointed to
the other figure, and said, “That’s your boyfriend. I know you have a boyfriend.”
‘Why Are You So Nice?’
I’ll never forget the patient in cuffs,
beaten to a pulp, and about to be
hauled off to jail. He refused medical
evaluation, and I tried to persuade
him to let me help him. He said he
had bigger problems, grabbed one
of the industrial-strength disinfectant wipes, and started wiping his
wounds with it. I politely asked him
to let me get him a better wipe for
his skin because that one was for
counters. Nothing I did or said was
overly sweet; it was just a courteous
doctor-patient interaction. Yet, he
took a moment in the middle of his
horrible night to look me in the eye,
and asked, “Why are you being so
nice to me?” How badly are people
treating you that a doctor offering
you an appropriate facial wipe is
being so nice? I left the room blinking back tears. Had he ever known
real niceness? I have no real understanding of what his world must be

like nor how diametrically opposed his past must have been to
my privileged upbringing, but I’ve
gotten enough glimpses into the
day-to-day life of my patients to
know he had endured hardships.
Medics who serve this community
told me these people often have
three generations in a one-bedroom
apartment, often just grandma, mom,
and kids because the men die young.
Poverty traps many families in these
unfortunate circumstances. The child
brought in with “just a cold” may not
have had a good meal. The sweet
little girl who looked longingly at my
paper and pen was as excited as my
spoiled kids would have been looking at an iPhone. I left them with her
while we ran her tests, and her overwhelming gratitude for such a small
gesture melted my heart. She drew
me a picture that said, “I love you.”
It hangs on my fridge to this day.
(See image.)

Other doctors were incredulous
when I started at my ED: “You
really want to work there?” We are
all conditioned in residency to
think that good cases involve zebra
diagnoses or pulling people from
the brink of death. But I think good
cases are the ones where you get a
drawing from a child.
Disbelieving colleagues say,
“There’s so much psych.” We do
have an in-patient psychiatric unit
(but not an ICU), but maybe psychiatric resources help, given the
overlap between the mentally ill
and the impoverished. “You’ll see
the patients coming in for vaginal
discharge at 3 a.m. who should go
to their PCPs.” Maybe, but the level
of gratitude makes it worth it.
I see plenty of non-emergencies
in the wee hours of the morning,
but for the first time in my career, I
can stop asking myself, “Why are
they here for this at 3 a.m.?” because I understand my patients’
needs. One gracious and thankful
mom came at 2 a.m. for her back
pain because she worked two jobs
to support her children and didn’t
want to miss work. I can’t think of
more meaningful work.
What we do is especially rewarding when we are lucky enough
to feel gratitude from our patients.
The unique gratitude I get from
poor inner-city patients makes me
feel like I’m making a difference,
even when I’m evaluating vaginal
discharge at 3 a.m. Caring for this
population combats the compassion
fatigue and burnout I was beginning
to feel after a decade in emergency
medicine. Finding meaningful work
in the middle of the projects has
been a soul-satisfying blessing, and
I’m happier and more content than
ever. I’ve found my niche, and my
heart is full. EMN

Dr. Simons is a
full-time night
emergency physician in Richmond,
VA, and a mother
of two. Follow
her on Twitter
@ERGoddessMD, and read her
past columns at http://bit.ly/
EMN-ERGoddess.
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MEDICALLY CLEAR

A New Mindset is a Win-Win for PE Patients
BY DUSTIN BALLARD, MD,
& DAVID VINSON, MD

different facets of risk and are perhaps best integrated to inform clinical judgment. (Vinson, et al. Ann
Intern Med [Epub Nov. 14, 2018].)

C

hanging practice can be difficult. Not only do we have to
learn a new way of doing things,
we also have to unlearn old ways
and unprogram heuristics that
may be well established. Translation of new evidence into practice
can take years.
Take, for example, managing
acute hemodynamically stable pulmonary embolism (PE). Disposing
this patient has always been simple:
anticoagulate and admit. From the
EP’s mindset, this formula seems
like a win-win: clean disposition and
a clean conscience that the patient
would be safe in the hospital. But
what is a win for one might not be
for the other. The other in this case
is the hospitalist who has one more
patient to round on, the hospital
supervisor who has one fewer inpatient bed available, the hospital administrator who may have to write
off unreimbursed admission costs.
And data suggest that lower-risk
PE patients who have a longer
length of stay also have a much
higher rate of hospital-acquired
complications, most notably pneumonia. (PLoS One 2017;12[10]:e018
5022; http://bit.ly/2PqtZQh.) Is our
longstanding clinical practice of admitting acute PE patients really the
winner that it has seemed?
Sending Patients Home
Outpatient management of ED patients with PE is nothing new. Several hospitals in Canada launched
an outpatient pathway in the late
1990s, publishing their reassuring
results in 2000, and a number of
prospective studies followed. (Ann
Emerg Med 2012;60[5]:651; http://
bit.ly/2yawtM8.) The most rigorous
was a multinational trial of low-risk
ED patients who lacked contraindications to home care and who were
stratified using the PE Severity
Index (PESI). Patients were randomized to outpatient v. inpatient care
and followed for 90 days. (Lancet
2011;378[9785]:41.)
Patients not hospitalized were
observed for about 24 hours from
presentation to home discharge;
hospitalized patients stayed a mean
of 4.5 days. The outcomes at 90
days for the outpatient cohort were

12

found to be noninferior to their inpatient counterparts: symptomatic
recurrent venous thromboembolism
(VTE) (0.6% v. 0%), major bleeding
(1.8% v. 0%), and all-cause mortality
(0.6% v. 0.6%). The prospective
evidence supporting safe outpatient management of adults with
acute PE continues to mount.
One prospective study of an
outpatient treatment pathway included 200 explicitly defined lowrisk patients with acute PE, and
their 90-day results were excellent:
No patients had a recurrent VTE or
died, and only one suffered a major
bleed. (Chest 2018;154[2]:249.)
Despite this evidence, the prevalence of home discharge in most
medical centers around the world
is low, ranging from one percent to
eight percent.
Managing PE patents without
hospitalization can be accomplished
using several approaches to risk
stratification. The best-studied validated tool is the PESI, which estimates 30-day all-cause mortality,
which, when linked with outpatient
exclusion criteria, has been used successfully to select patients for home
care. (Lancet 2011;378[9785]:41;
Chest 2018;154[2]:249; Am J Respir
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Crit Care Med 2005;172[8]:1041;
http://bit.ly/2QBPEoA.). The PESI
can be used strictly, where only
low-risk classes (I & II) are deemed
home-eligible, or more loosely, when
the risk classes simply inform a more
holistic assessment of eligibility.
(Vinson, et al. Ann Intern Med [Epub
Nov. 14, 2018].) A simplified PESI has
been studied but underperforms
the original.
Another approach to patient
identification uses the Hestia criteria, a list of contraindications to
outpatient management that builds
on the earlier Ottawa criteria. (J
Thromb Haemost 2011;9[8]:1500;
Thromb Haemost 2000;83[2]:209.)
The two tools, however, address

High Rate of Satisfaction
A body of evidence certainly suggests that home discharge of low-risk
PE patients is safe and cost-effective,
so the challenge is changing practice.
We at Kaiser Permanente Northern
California developed an electronic
clinical decision support tool called
RISTRA (RIsk STRAtification) to facilitate practice change. The tool automatically populates the PESI with
patient-specific data and provides a
list of outpatient contraindications
(including the Hestia criteria). (Images.)
Use of the tool, which was supported by clinical champions at 10
facilities, was high (nearly 70% of
eligible patients) and well received
by physicians. It was also associated
with a 60 percent increase in home
discharge and short stay ED observation compared with concurrent
controls (28% v. 17%, p=0.007 for
the difference in differences analysis) without an increase in major
adverse events after discharge.
(Ann Intern Med 2018 Nov 13; doi:
10.7326/M18-1206.) A follow-up
phone survey revealed high rates of
satisfaction among patients who
were admitted, discharged, or had
a short stay. (West J Emerg Med
2018;19[6]:938; http://bit.ly/2Rxg8sr.)
Using these tools, shared
decision-making, and a safety net
for follow-up are practice-changers,
and we should be able to find
some acute PE patients—maybe
one in three—who can safely go
home. This may lead to a less
heursitic and more contemplative
dispostion dynamic, but we can
take heart in having the support of
evidence-based medicine. EMN

Dr. Vinson is an emergency physician at
Kaiser Permanente Sacramento Medical
Center, a chair of the KP CREST (Clinical
Research on Emergency Services and
Treatment) Network, and an adjunct investigator at the Kaiser Permanente Division of Research. He also hosts Lit Bits, a
blog that follows the medical literature at http://drvinsonlitbits.blogspot.
com. Dr. Ballard is an emergency physician at San Rafael Kaiser, a chair
of the KP CREST Network, and the medical director for Marin County
Emergency Medical Services. He is also the creator of the Medically Clear
podcast on iTunes. Read his past articles at http://bit.ly/EMN-MedClear.

WHAT TO DO

No Link Between Nitrofurantoin and Birth Defects

I

t’s during residency that most of
us develop our enduring practice
patterns, the bulk of our clinical
knowledge base, and the idiosyncratic points and pearls that make
up so much of the daily ED grind.
Much of what we learn is borne
from an ever-increasing database of
randomized trials and vibrant literature that give us guidance in choosing the best therapies for patients.
Beyond much doubt, our shift
away from eminence-based medicine (bedside practice dictated by
tradition and experience) toward
evidence-based medicine has been
perhaps one of the greatest leaps
forward in modern medicine. In our
haste for excellence, however,
sometimes we fall far short.
The American College of Obstetricians and Gynecologists
(ACOG) released a committee
opinion warning in 2011 against
using nitrofurantoin (Macrobid)
during the first trimester of pregnancy because of the perceived
risk of an increased rate of congenital abnormalities with its use.
(Obstet Gynecol 2017;130[3]:e150;
http://bit.ly/2yc3APG.)
The committee continued to recommend that nitrofurantoin be used
as a first-line agent during the
second and third trimesters, but
stated that it should only be considered appropriate in the first
trimester when no other suitable alternative antibiotics were available.
I was shocked. Not only had it
been my routine to prescribe nitrofurantoin to pregnant women with urinary tract infections, I had been taught
in residency to, in fact, go out of my
way to do so. Never before had I seen
such a profound and relevant conflict
between the worlds of eminence- and
evidence-based medicine. This common clinical question had, seemingly,
not only been answered incorrectly
for so many years, but the ACOG
committee opinion suggested we
may be causing outright harm with a
routine practice.
I searched harder.
No Verification
The ACOG recommendation would
seem to be borne out most significantly from a paper published in

2009. (Arch Pediatr Adolesc Med
2009;163[11]:978; http://bit.
ly/2IOpk85.) This case-control study
asked mothers by telephone anywhere from six weeks to 24 months
following delivery whether
they had had a UTI
from one month
prior to conception
until the
end of
the
third

month
of pregnancy and
which antibiotic they were
prescribed.

clefts were, in fact, lower in patients exposed to nitrofurantoin
than otherwise. (Obstet Gynecol
2013;121[2 Pt 1]:306; http://bit.
ly/2EgoUch.)
Further weakening the
earlier observations
suggesting
fetal risk, another
large
retrospective

review
was
D
/C
published
ns
lo
a
St
later that
n
Do
same year examining 1,319 nitroC

BY RICHARD
PESCATORE, DO

Enterococcus faecalis, formerly known as Streptococcus faecalis, cultured
on an agar plate. Cephalexin has no activity against these bacteria, which
represented up to 12 percent of cultures in one recent investigation.

Without any independent verification of the accuracy of patient
report, the researchers found that
exposure to nitrofurantoin was associated with increased risk of four
types of birth defects: anopthalmia
or microphthalmos, hypoplastic left
heart syndrome, atrial septal defects, and cleft lip with cleft palate.
Oddly, though, the authors found
no increased risk of birth defects
with tetracycline use (previously
classified as pregnancy category D
for evidence of human fetal risk), but
identified risk of limb deficiencies
and atrial septal defects with penicillin and cephalosporin use. Clearly,
this single (small) study was flawed,
yet it (and another similar but smaller case-control study) led to sweeping recommendations from ACOG.
Years later, larger investigations
have offered a more comprehensive and complete understanding
of nitrofurantoin’s safety in pregnancy. A population-based cohort
study in 2013 analyzing more than
180,000 pregnancies found no
association between nitrofurantoin
and any major malformations, and
the rates of septal defects and oral

furantoin exposures among an Israeli cohort, which also found no
association with increased risk of
congenital malformations. (J Clin
Pharmacol 2013;53[9]:991.)
When Data Do Harm
Just as increased knowledge and
meticulous investigation can lead us
toward better care and outcomes
for our patients, incomplete or casually interpreted data can cause
true harm. Urinary tract infections
complicate up to 10 percent of
pregnancies, and untreated and
undertreated infections have been
associated with low birth weights,
preterm labor, and neonatal sepsis.
(Am Fam Physician 2000;61[3]:713;
http://bit.ly/2IPhknr.)
Cephalexin, recommended
first-line in first trimester UTIs by

ACOG, is typically effective in the
majority of urinary tract infections,
but the growing resistance of some
isolates to cephalosporins and
gram-positive organisms on which
cephalexin has no activity such as
Enterococcus faecalis (which represented up to 12 percent of cultures in one recent investigation)
are concerning. (JAMA 2018;319
[17]:1781.)
Most patients with resistant organisms can have their antibiotic
regimens adjusted following culture data, but EPs are often faced
with patients in whom follow-up
and ongoing care are unlikely at
best. A significant proportion of
these patients are lost to follow-up
because of homelessness, socioeconomic disadvantages, and
even medical disenfranchisement,
prompting a more critical need to
get it right the first time.
Certainly, it seems likely that the
risk of undertreated infection outweighs the possibility of congenital
malformation in patients with recent antibiotic use or in whom
testing indicates lack of urinary
nitrites (suggestive of an increased
likelihood of E. faecalis infection).
(J Emerg Med 1997;15[4]:435; J
Emerg Med 2010;39[1]:6.)
Nitrofurantoin in pregnant patients with urinary tract infection
is a clinical challenge where traditional practice outshines the ACOG
committee opinion, which should
be revisited in light of the compelling proof of safety and the increasing risk posed by resistant
organisms. Emergency physicians
should have a low threshold to
prescribe nitrofurantoin for patients with urinary tract infections
in the first trimester of pregnancy,
particularly when poor follow-up is
anticipated or there is suspicion
for cephalosporin-resistant organisms, that is, patients with recent
antibiotic use, previous resistant
organisms, or nitrite-negative
urinalyses. EMN

Dr. Pescatore is the director of emergency medicine research for the Crozer-Keystone Health System in Chester,
PA. He is also the host with Ali Raja, MD, of the podcast
EMN Live, which focuses on hot topics in emergency
medicine: http://bit.ly/EMNLive. Follow him on Twitter
@Rick_Pescatore, and read his past columns at http://bit.
ly/EMN-Pescatore.
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TOXICOLOGY ROUNDS

Clinical Markers Dictate
Hemodialysis for Salicylate Toxicity
BY LEON GUSSOW, MD

kolesnikovserg/iStockphoto.com

I

t probably didn’t surprise anyone
that the National Poison Data
System identified salicylate toxicity as the leading cause of clinically preventable poisoning death.
(Clin Toxicol 2016;54[5]:441.) After
all, exposure to salicylate alone
or with other drugs is extremely
common: Almost 25,000 cases of
salicylate exposure were reported to U.S. poison control centers
in 2014, with more than 200 of
these resulting in major clinical
outcomes. (Am J Emerg Med
2017;35[6]:899.)
Unfortunately, it is easy to make
errors in management when treating salicylate poisoning. The
drug’s toxicology is complex, its
pharmacokinetics unpredictable.
Patients who look stable and relatively well can deteriorate quickly
as salicylate continues to be absorbed from the GI tract long after
ingestion. Changes in blood pH
facilitate the drug crossing the
blood-brain barrier into the central
nervous system and into mitochondria where it decouples oxidative phosphorylation, causing
metabolic acidosis.
The physician treating a
salicylate-poisoned patient is
forced to make critical decisions.
How much fluid should be administered to correct volume loss and
maintain adequate renal perfusion?
Is multidose activated charcoal an
appropriate and a safe means of
GI decontamination? When should
the patient be intubated, if at all?
Should these patients have hemodialysis?
Toxicologists generally agree
that certain clinical findings indicate starting hemodialysis.
(Curry SC, Spyres MB. [2017]
Salicylates. In Critical Care Toxicology, 2nd Ed. [pp. 1251-1267].
Cham, Switzerland: Springer;
Emerg Med Clin North Am
2007;25[2]:333.) These clinical
markers represent evidence of
significant end-organ toxicity or
suggest that standard medical
therapy is not working:
Neurotoxicity: Any sign of
neurotoxicity is ominous and may
presage rapid deterioration and
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imminent collapse. These findings
include lethargy, delirium, agitation,
coma, and seizure activity. Altered
mental status suggests that nonionized salicylate is crossing the
blood-brain barrier and entering
the central nervous system, though
it may also result from a low level
of glucose in the CNS. These patients should receive supplemental
dextrose, even if blood glucose is
normal. Medical therapy alone,
however, may not fend off the impending crash. Failing to initiate
hemodialysis at the first sign of
salicylate-induced neurotoxicity is
a critical error.
Significant persistent metabolic acidosis or electrolyte abnormality: Hemodialysis provides
many benefits for patients with
acute salicylate toxicity. Salicylate
is readily cleared by hemodialysis because it is water-soluble
and has a low molecular weight
and relatively low protein binding.

their effect on creatinine, urine
output, serum salicylate concentration, and clinical condition before starting hemodialysis, if no
other indications are present, because almost all patients with
severe acute salicylate poisoning
present with significant prerenal
azotemia.
Pulmonary edema: The pulmonary edema and hypoxemia
often seen in acute salicylate toxicity usually represent acute respiratory distress syndrome from
the direct toxic effect of the drug
or congestive heart failure exacerbated by fluid administration from
therapeutic purposes. Pulmonary
insufficiency will limit options for
medical treatment alone without
dialysis in either case.
Of course, any evidence of
deteriorating clinical condition
despite adequate medical therapy suggests the need for hemodialysis.

A salicylate level less than 100 mg/dL should
never be used to avoid starting hemodialysis
in a patient with other indications
Hemodialysis also treats chemical imbalances such as metabolic acidosis and hypokalemia.
Acidemia can set off a vicious
cycle in these patients, causing
more nonionized salicylate to
enter the mitochondria, leading
to increased acidosis, producing
more nonionized salicylate that
enters the mitochondria and
CNS, and on and on. Hemodialysis can effectively interrupt this
cycle.
Renal failure: Salicylate at
therapeutic doses is metabolized
in the liver and eliminated
through the kidneys. Hepatic
metabolism becomes saturated in
overdose, and increasing amounts
of salicylate are eliminated in the
urine. Renal impairment may defeat efforts to enhance elimination of salicylate by repleting
volume losses and alkalinizing the
urine, but no real consensus
defines renal failure. It would be
reasonable in borderline cases to
give fluids and closely monitor

Many texts and reviews suggest that a serum salicylate level
of 100 mg/dL or more in acute
overdose should be treated with
hemodialysis, even if no other indications are present. I used to
think this recommendation was
nonsense: Treat the patient, not
the number! But my thinking has
changed, and now I think starting
hemodialysis in patients with
levels higher than 100 mg/dL is
reasonable.
It is unusual for a patient with
acute salicylate toxicity to have a
level greater than 100 mg/dL but
no change in mental status or
hypoxia or other indication for

dialysis. The population of
well-appearing patients with
levels higher than 100 mg/dL
must be small. A number of those
would certainly go on to require
dialysis, and it seems preferable
to initiate hemodialysis early on
before large amounts of salicylate
enter the central nervous system
or cross the mitochondrial membrane. The number of acutely
poisoned patients who have salicylate levels greater than 100
mg/dL and who can be safely
treated without hemodialysis
must be exceedingly small.
Rather than trying to identify
them early on, it might be preferable to treat based on the level
alone.
But—and this is a crucial
point—a salicylate level less than
100 mg/dL should never be used
as justification to avoid starting
hemodialysis in a patient with
other indications. Clinicians who
do so are committing a critical
error. They are often called defendants.
Also, always carefully check
the units used to report salicylate
levels. These levels are most frequently reported as milligrams
per deciliter or mg per 100 mL.
These are the units I have been
using here. Just to make life difficult, salicylate levels are sometimes reported as milligrams per
liter. You do not want to start
hemodialysis on a patient for a
subtherapeutic salicylate level of
120 mg/L, which is equivalent to
12 mg/dL. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

Dr. Gussow is a voluntary attending physician at the John
H. Stroger Hospital of Cook County in Chicago, an assistant
professor of emergency medicine at Rush Medical College,
a consultant to the Illinois Poison Center, and a lecturer in
emergency medicine at the University of Illinois Medical
Center in Chicago. Read his blog at www.thepoisonreview.
com, follow him on Twitter @poisonreview, and read his
past columns at http://bit.ly/EMN-ToxRounds.
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QUICK CONSULT

Symptoms: Fever and Headache
BY SARAH TOLFORD
SELBY, DO,
& BONNIE KAPLAN, MD

A

35-year-old woman with a
history of HIV (a CD4 count
of 11 cells/mL and a self-reported
high viral load a year earlier)
presented to the ED with generalized headache three to four
weeks after she was in a motor
vehicle crash as the restrained
driver.
The airbag deployed, but she
didn’t know if she had had a head
strike. Her head CT at a different
hospital had been negative. Since
then, she had experienced increasing headache, photophobia,
nausea, and neck and back pain.
She had been seeing a chiropractor
for the neck and back pain with
minimal improvement. She noticed
fever and chills the day before her
presentation.
Her vitals included a temperature of 38°C, blood pressure of
125/90 mm Hg, pulse of 91 bpm,
respiratory rate of 16 bpm, oxygen saturation of 99% on room
air, and a weight of 56.7 kg. She
was alert and oriented to person, place, and time. She was in

no distress with no nuchal rigidity. Her sensation was intact,
and she had normal finger-tonose and reflexes and no
pronator drift. She had no
rashes or evidence of trauma.
Her lungs were clear, and she
was in no respiratory distress.

Consider the initial brain CT
without contrast. What further
diagnostic workup is needed?
What does the patient likely
have? What treatment should be
started?
Find the diagnosis and case
discussion on next page.

Nurses and
PAs, Don’t Miss
Breaking News!
Emergency nurses and
emergency medicine physician assistants are eligible
to receive Emergency
Medicine News for the
low annual price of $49
— 87% off list price! Order
by calling Lippincott Williams & Wilkins Customer
Service at 800/638-3030
or online at http://www.
lwwforms.com/EMN/
using the promotional
code VJEEMSP.
EMN is also free open access on our website, www.
EM-News.com.
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Diagnosis: Cryptococcal Meningitis
BY SARAH TOLFORD SELBY,
DO, & BONNIE KAPLAN, MD
Continued from previous page
ryptococcal meningitis is an
inflammation of the meninges
and brain parenchyma caused
most commonly by the fungus
Cryptococcus neoformans, which
is found in soil contaminated by
bird droppings. C. neoformans
infections are extremely rare in
healthy individuals, but they are a
major cause of illness in immunocompromised patients, especially
those with HIV/AIDS and CD4
counts below 100 cells/mL. (Future Microbiol 2012;7[11]:1297.)
The incidence in 2014 was
223,100 cases worldwide per year
and 181,100 annual global deaths.
(Lancet Infect Dis 2017;17[8]:873;
http://bit.ly/2yvZIIn.) Cryptococcal
meningitis causes 15 percent of
AIDS-related deaths globally.
Humans contract C. neoformans
by inhaling spores or dried yeast
cells that colonize the lung tissue.
Cryptococci in the lungs can cause
a pneumonia-like infection or disseminate to other body parts, usually the brain, where it causes
cryptococcal meningitis. (Future
Microbiol 2012;7[11]:1297.) Symptoms of cryptococcal meningitis
usually develop slowly over a few
weeks, and include subacute headache, neck pain, fever, nausea and
vomiting, photophobia, and confusion. Classic meningism occurs in
less than 20 percent of patients.
(Postgrad Med J 2001;77[914]:769;
http://bit.ly/2yvn1lR.) Altered mental state is associated with a higher
mortality. (PLoS One 2013;8[3]:
e60431; http://bit.ly/2ywMlrs.)

Lippincott, 2017.

C

Forty percent of patients will have
ocular involvement with papilledema and uveitis with multifocal
chorioretinitis. (Am J Ophthalmol
1993;116[6]:721.)
Diagnosis of cryptococcal meningitis requires a lumbar puncture
and cerebrospinal fluid analysis.
Typical CSF features include raised
opening pressures reflecting elevated intracranial pressure, lymphocytic pleocytosis, and evidence of
inflammation. (Clin Epidemiol
2014;6:169; http://bit.ly/2yxOdQJ.)
CSF analysis in HIV-endemic populations, however, may be normal in
17 percent of patients. (Clin Infect
Dis 1997;24[2]:131.) Cryptococcal
antigen detection is used to detect
asymptomatic, impending, or early
cryptococcal infection in HIVinfected patients, but the gold
standard for diagnosis is cultures,
which usually grow after 36 hours.
(Clin Epidemiol 2014;6:169; http://
bit.ly/2yxOdQJ.)

EMN on Instagram
Follow EMN on Instagram
at em_news for lots of
interesting and unusual
photos we think
you’ll like.
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Cryptococcal meningitis
guidelines recommended by the
Infectious Diseases Society of
America and WHO consist of three
phases: induction, consolidation,
and maintenance. (Clin Infect
Dis 2010;50[3]:291; http://bit.
ly/2QJzKsz.) The induction phase
involves treatment with intravenous amphotericin B and flucytosine
for 14 days. Serial LPs are performed
during induction to relieve elevated
ICP and to monitor CSF cultures.
Patients can be transitioned to
the consolidation phase with oral
fluconazole for eight weeks after
14 days of treatment or once the
cultures show no growth. A lowdose oral fluconazole is used as
prophylaxis in the maintenance
phase to minimize the risk of
cryptococcal meningitis relapse
until the HIV is controlled by antiretroviral therapy.
An LP was performed during
this patient’s workup in the ED, and
she was started on empiric antibiotics for bacterial and viral meningitis given her CD4 count of 11
cells/mL. Her CSF cryptococcal an-

tigen was reactive, and she had
lymphocytic pleocytosis, so amphotericin B was started in consultation with infectious disease.
The patient had a right lower lobe
infiltrate on her chest x-ray and
was treated with ceftriaxone (meningitis dosing) and doxycycline
prior to receiving the CSF analysis
results. She had no pulmonary
symptoms of a pneumonia-like illness, so the infiltrate was thought
to be community-acquired pneumonia rather than pulmonary C.
neoformans infection, and she finished her course of doxycycline.
The patient was admitted for
cryptococcal meningitis with amphotericin B and fluconazole (she
had side effects with flucytosine)
and had serial therapeutic LPs because of persistent headaches and
continued high opening pressures
with LPs. Her CSF cultures grew
moderate Cryptococcus neoformans
var. Grubii. She finished her pneumonia treatment, and was discharged
on oral fluconazole for cryptococcal
meningitis and TMP/SMX for
Pneumocystis prophylaxis. EMN

Dr. Selby is an assistant professor of
emergency medicine at the University
of Colorado School of Medicine and the
medical director of the forensic nursing
program at University of Colorado
Hospital in Aurora. Follow her on Twitter @DocSelbs. Dr. Kaplan is an assistant
professor of emergency medicine at the
University of Colorado School of Medicine in Aurora. Read her past
columns at http://bit.ly/EMN-QuickConsult.
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No Time to Read? Read This
BY ALEX MOHSENI, MD

news and entertainment cycles.
Watch a video of how it works:
http://bit.ly/2OvMHcQ. A yearly
subscription is $6.67 a month, a
monthly is $12.99 a month. The
site also offers a free seven-day
trial at www.blinkist.com. EMN

www.blinkist.com

M

any friends and colleagues
have recently lamented to me
that they no longer have time to
read books, and, in fact, even when
they do have time, they find it difficult to read long-form writing for
extended periods. This phenomenon
is sad and concerning, surely a
product of the overwhelming avalanche of clickbaity micro-aliquots
of stress-inducing news and notifications fed to us by our omnipresent
devices. The problem is even more
acute with emergency physicians,
whose career performance depends
on their ability to mimic rabbits on
crack while on shift.
Enter Blinkist, a modern-day digital CliffsNotes, offering written
and audio summaries of more than
2,500 of the best nonfiction titles
available on mobile or the web.
Most Blinkist summaries can be
read in 15-20 minutes, and do a
good job highlighting the key
points from each title. I have found

these summaries a great way to
browse new topics, efficiently
glean key points, and decide
whether it is worth diving deeper. I
have also found them a good way
to remind me of books I read in
full before. Most titles include
audio summaries, which are a
great way to fill your commute
with some learning time.

Obviously, a book summary
loses all the context and nuance
that make reading so enjoyable,
so this solution is more for the
hyper-efficient doer who seeks
maximum learning in minimum time.
Nonetheless, Blinkist is still a step
in the right direction for those
who want to extract themselves
from the abyss of our stressful

Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.
Dr. Mohseni is
an emergency
physician,
telemedicine
provider with
CirrusMD, and the
editor of his own
blog, http://CreativeHealthLabs.
com. Follow him on Twitter
@amohseni, and read his past
EMN columns at http://bit.ly/
EMN-DocAPProvED.
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SPECIAL REPORT

P-Values Have No Value,
but There is a Better (Bayesian) Way
BY PAUL YOUNG,
MBCHB, PHD

Think of a clinical trial as a diagnostic test of a trial hypothesis,
and imagine that you’re going to
test 100 intensive care interventions
and clinical trials, interventions that
might reduce mortality. You have
100 things you want to test, and
you want to demonstrate that you
can save lives.

onducting research and being
science-based is what distinguishes medicine from crystal
therapy and is fundamental to
modern medical care. Despite
many major advances in medicine,
we are missing an opportunity to
recognize the true potential of
research to advance patient care.
Some of our research concepts
are problematic, and you need to
understand the concepts to understand the problems.
Power is one such concept.
Power is the probability of demonstrating an effect of a magnitude
that you specify in your samplesize calculation if such an effect
exists. Then there’s the p-value. A
p-value of less than 0.05 does not
mean there is a one-in-20 chance
that the result is a fluke. Instead,
assuming that the null hypothesis
is correct, the p-value is the probability of obtaining a result equal
to or more extreme than what was
actually observed.
These concepts underpin the
frequentist statistical approach.
You start with an experimental hypothesis, reframe it as a null hypothesis, gather some data, and then
calculate the probability of the observed result under the assumption
that the null hypothesis is correct.
All this is abstract, and it is difficult
to understand why this is such a
problem, but you are basically accepting the null hypothesis when
you apply a threshold p-value of
greater than or equal to 0.05. If it’s
less, you reject the null hypothesis.
The fundamental problem with this

darkmoon1968

C

shippers in the world? What if I
asked you what the chances are
that she is Christian? How heavily
do you weigh the fact that there
are two billion Christians? This is

It should not be research but clinical care
and a system to optimize treatment that
reliably improves outcomes over time
paradigm is illustrated by the picture of a young woman shown
here. What are the chances this
woman worships Satan? Look at
the details and try to find the clues.
Whatever probability you came
up with, did you consider that
there are only 10,000 Satan wor-
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the problem of base rate neglect.
We tend to put too much weight
on the specific and not enough on
the general.
Another example: Let’s say I
have a test that detects 100 percent of drunk drivers, but it has a
five percent false-positive rate. We

have a driver with a positive test;
what are the chances the driver is
drunk? The answer that likely
comes into your head is 95 percent. The problem with that answer
is the same problem as the young
woman: It neglects the base rate.
For the sake of argument, let’s say
one in every 1,000 drivers is drunk,
so there can only possibly be one
true-positive: the drunk driver. From
the remaining 999 sober drivers,
we can expect 49 false-positives
with a five percent false-positive
rate. Under this scenario, there is
only a one-in-50 chance that the
driver is drunk if the test is positive.
We are all familiar with this kind of
thinking in relation to the sensitivity
and specificity of diagnostic tests.

Testing Hypotheses
It obviously depends on what
you’re testing and the effect size
you specify, but what percentage
do you expect to be positive? The
ICU literature is not exactly overrun
with interventions that reduce mortality, but for the sake of argument,
let’s say 10 percent of the hypotheses are correct. With 90 percent
power, we can expect to detect
nine of 10 of the true hypotheses,
with a p-value threshold of 0.05
where the null hypothesis is correct.
We can expect the p-value to be
less than 0.05 in five percent of the
remaining 90 trials. These are the
false-positives. If the prior probability that the hypothesis was correct
is 10 percent and the p-value is less
than 0.05, then it’s a true-positive
around two-thirds of the time, and
it’s a false-positive around one-third
of the time. (See graph.)
Another scenario: If one percent
of the hypotheses are correct, then
a trial that’s statistically significant
is five times more likely to be false
than it is to be true. From now on,
the first thing you should do when
you read a clinical trial is go to the
sample size calculation part of the
paper, where they say what their
hypothesized fixed size was, and
think about what you know about
medicine, biology, and the world.
What is the percentage chance,
based on what you already know,
that this hypothesis is correct?
Some effect sizes are manifestly
implausible. If the prior probability
that a treatment effect size is zero,
then the posterior probability must
also equal zero, no matter what the
p-value is. If you believe, as I do, that
most ICU trial hypotheses are long
shots, then you must also accept
that the two most likely results
from a clinical trial are no different
from a false-positive. This is a
problem for all of medicine.

EMERGENCY MEDICINE NEWS | DECEMBER 2018

LWW-EMN_December 2018_Layout.indd 18

14/11/18 4:46 PM
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We are facing an epidemic of
marginal p-values. There is a rapid
upsurge in exciting findings in
medical journals with marginal
p-values. If you remember only
one thing from this article, it
should be this: P-values have no
value. What we really should be
thinking about is probability, particularly when it comes to treatments currently in clinical practice
where there is practice variation.
We want to have a higher probability of giving patients the right
treatment for such comparative
effectiveness situations. The
p-value is not important. What is
important is that we increase the
probability of giving the patient
the right treatment.
We should see opportunity
wherever there is uncertainty. If
we randomize patients into a clinical trial, there is an opportunity
to shift our understanding of
probability. Therapy should be
randomized where there is idiosyncratic practice variation. Randomized treatment is the best
treatment when it’s not plausible
for a clinician to tell whether
treatment A or B is better based
on his clinical experience. Physicians are operating under uncertainty and have cognitive biases,
and that means they are likely to
make bad choices.
Consider attribution bias: The
physician remembers a time he
gave one drug to one person who
did well, and then he uses that
drug for the rest of his career. We
are also subject to novelty bias:
Doctors like the newest and most
expensive treatment; it must be
better because it is newer and
more expensive. Perhaps most
pervasive of all, doctors are
biased toward doing something
when doing nothing might actually be the best choice. When we
don’t know what to do, we should
be randomizing to treatment A or
treatment B and to treatment or
control.
Randomized Treatment
There are likely collateral benefits
from doing this. Clinical trials can
put the best available standard care
into a protocol and provide follow-up for patients who might not
otherwise receive it. Randomized
treatment is a good way of hedging
one’s bets and guarding against the
cognitive biases that the doctor
brings to the table. Not only that,
but if we can also come up with a

Graphical representation of the method of estimation of the
chances that a statistically significant result represents a “true”
positive based on 100 hypothetical trials where there is a 10
percent chance the hypothesis is correct; experiments are
conducted with 90 percent power at an alpha of 0.05. In this
example, where there is a 10 percent prior probability that the
hypothesis is correct, each box represents a hypothetical trial. The
top row of boxes (surrounded by a green line) represent the 10
occasions where the hypothesis is correct; the remaining 90 boxes
represent the occasions when the null hypothesis is correct. One
would expect in an experiment with 90 percent power to correctly
identify nine of 10 correct hypotheses (the area shaded red).
Because the alpha is defined as the probability of rejecting the null
hypothesis when the null hypothesis is correct, one would also
expect to incorrectly reject the null hypothesis on 4.5 of 90
occasions (the area shaded blue). As a result, with a 10 percent
prior probability in an experiment with 90 percent power, a true
positive result is expected 67 percent of the time when the P value
is 0.05.
system where we learn rapidly from
randomizing patients, then randomizing treatment is the best way to
get the right treatment if you are
ever sick again.
We need to change the
paradigm completely. It should not
be research but clinical care and a
system to optimize treatment that
reliably improves outcomes over
time. We have to use an alternative
method, the Bayesian approach.
Here we have an experimental hypothesis and a null hypothesis, we
collect some data, and we calculate two probabilities. The probability the hypothesis is correct divided by the probability the null
hypothesis is correct is the Bayes
factor. Take the prior probability
that the hypothesis is true and
multiply it by the Bayes factor to

get the posterior probability that
the hypothesis is true. We need big
data sources that collect important
outcomes for our patients, and
then we need to randomize.
Using this Bayesian approach,
we can then look at what has
happened to patients and continually update the probability
that particular treatments are better. Randomization can be unequivocally good for patients. We can
start by randomizing patients in a

1:1 ratio and randomizing the aspects of treatment for ICU patients
who are subject to idiosyncratic
practice variation, like blood pressure, oxygen, and nutrition therapy targets. The information can
go into a database, and as it looks
like particular treatments are
better over time, we can continue
to randomize, but also weight
the coin.
As soon as we have information
that makes it look like one treatment might be better than another,
even if we don’t know for sure, we
can increase the probability that
patients get treatments that work.
Doing this creates a new paradigm
where there is a fusion of quality
improvement and science so that
every patient contributes information that improves the care of
every subsequent patient. It no
longer matters what the p-value is,
but we can stop randomizing patients once we have decided a
treatment works.
We can also declare that two
treatments are equal, and we can
systematically use the cheapest
treatment from that time on, move
on, and study something else. Instead of having indeterminate clinical trials where we wonder if the
trial was too small and underpowered, we will have statistically
robust results that are never indeterminate.
Optimizing care is a priority
for global public health. Those
with an acutely-reversible,
life-threatening illness will be
cared for in an intensive care unit,
and there is about a one-in-two
chance of needing intensive care
over your lifetime if you live in a
developed country, so you want
the best intensive care therapy
you can get. Using this system
could save money by not using
ineffective treatments, could save
lives by immediately incorporating effective treatments into
standard care, and could increase
the probability that patients will
get the treatments that work
even before we know for sure
that they work. This is the way
that research should be. EMN

Dr. Young is an intensive care specialist at Wellington
Hospital, the medical director of the Wakefield Hospital
Intensive Care Unit, and the head of the Intensive Care
Research Unit at Wellington Hospital and the Medical Research Institute of New Zealand, both in Wellington, New
Zealand. Follow him on Twitter at @DogICUma.
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THE EMN SALARY SURVEY

Female and Male EPs Nearly
Equal in Board Certification
BY JACKIE LAM

THEN AND NOW: BOARD CERTIFICATION ON THE RISE

emale EPs are very close to
attaining equality with male
EPs, at least in board certification.
The number of board-certified
female EPs has increased significantly since the last EMN salary
survey in 2015, so much so that it
almost pulled even with the number of board-certified male EPs
in 2017. Eighty-four percent of
female physicians reported having board certification in our 2017
survey, compared with 74 percent
two years ago, while 86 percent
of male physicians said they were
board-certified, an increase from
84 percent in 2015. The board
certification gap between the two
genders has narrowed to two percent from 10 percent over the span
of two years.
The trend in board certification
and age wasn’t so clear-cut. Take
the age group with the highest percentage of doctors with board certification: More of those over 56
said they were board-certified—26
percent—in 2017 compared with 20
percent before, but more of them
also said they didn’t have board
certification: 43 percent v. 35 percent in 2015.
Those findings were reflected in
the data on years in practice and
board certification: A higher number of more experienced EPs said
they were board-certified compared with two years prior, specifically those who had been in the
specialty for 16-20 years, 26-30
years, and more than 30 years. The
percentage of physicians who reported themselves as boardcertified rose to 16 percent in 2017
from 13 percent in 2015 for the
16-to-20-year group, to nine percent from seven percent for the
26-to-30-year cohort, and to 13
percent from 11 percent for those
who had more than 30 years of experience in EM.
Most EPs, board-certified and
non-board-certified, still worked in
hospitals or health care systems.
What’s different in 2017 was that
fewer doctors in this practice setting
said they were board-certified—78
percent v. 80 percent in 2015—and
significantly more of them did not

2015
BOARD
CERTIFICATION
BY GENDER
BOARD
CERTIFICATION
BY EMPLOYER
SATISFACTION
BOARD
CERTIFICATION
BY TYPE OF
EMPLOYERS
have board certification—82 percent
v. 71 percent in 2015. On the other
hand, while the number of
board-certified EPs working in an
academic or university setting remained the same at 13 percent in
2017, fewer EPs said they did not
have board certification at five percent, dropping from 10 percent in
2015. Similarly, lack of board certification became less common among
EPs in urgent care (4% in 2017 v. 7%
in 2015) and freestanding EDs (3%
in 2017 v. 4% in 2015).
The majority of EPs stayed put
in community nonprofit hospitals
between 2015 and 2017, and the
percentage of those with board
certification was again 36 percent
in our most recent survey. The
number of non-board-certified EPs,
however, fell to 31 percent from 33
percent in 2015. In fact, a general
decline in board certification was
observed across types of hospitals,
except for private nonprofits and
VA/military facilities. Twenty-three
percent of respondents who
worked in private nonprofits said
they were board-certified compared with 21 percent in 2015.
Hospitals or health care systems
replaced independent EP groups as
the employer with the highest percentage of board-certified EPs in
2017. While the number of EPs who
were employed by a hospital or

FEMALE
MALE

VERY SATISFIED
SOMEWHAT SATISFIED
NEUTRAL
SOMEWHAT DISSATISFIED
VERY DISSATISFIED

INDEPENDENT EP GROUP
CONTRACT MGT.
Hospital/Health Sys.
LOCUM TENENS

2017

YES

NO

74%
84%

26%
16%

YES

NO

40%
36%
10%
9%
5%

40%
35%
9%
12%
4%

YES

NO

39%
23%
37%
2%

23%
22%
54%
2%

health care system and had board
certification held steady at 37 percent from 2015, that of boardcertified physicians working for independent EP groups fell to 34 percent
in 2017 from 39 percent in 2015. It
stands to reason then that the percentage of non-board-certified EPs
working for independent groups increased, to 25 percent from 23 percent two years ago, to be exact.
Contract management groups were
the only employer category that saw
an increase in board-certified employees (27% v. 23% in 2015).
The employer satisfaction and
dissatisfaction between EPs with
and without board certification
were neck and neck in 2015, with
board-certified physicians reporting
feeling a bit happier. Seventy-six
percent of board-certified EPs said
they were very or somewhat satisfied with their employers, while 75
percent of EPs not holding board
certification said so. Slightly more
non-board-certified doctors said
they were very or somewhat dissatisfied with their employer at 16 percent compared with 14 percent of
their board-certified peers.
Non-board-certified EPs said they
were very or somewhat satisfied
with their employers at 78 percent
compared with 73 percent of their
board-certified colleagues, but
fewer non-board-certified doctors

FEMALE
MALE

VERY SATISFIED
SOMEWHAT SATISFIED
NEUTRAL
SOMEWHAT DISSATISFIED
VERY DISSATISFIED

INDEPENDENT EP GROUP
CONTRACT MGT.
Hospital/Health Sys.
LOCUM TENENS

YES

NO

74%
84%

26%
16%

YES

NO

38%
35%
Ɩ0%
11%
6%

34%
44%
11%
6%
6%

YES

NO

34%
27%
37%
2%

25%
25%
47%
4%

kathy@giarranodesign.com

F

also reported feeling very or somewhat dissatisfied with their employers at 11 percent compared with 17
percent of board-certified ones.
Those without board certification also felt happier with their careers than those who had board
certification in 2017, which was also
the case in our 2015 survey. Back
then, 86 percent of non-boardcertified doctors said they felt very
or somewhat satisfied with their
careers, while only 83 percent of
board certification holders said so.
That gap had widened in 2017, with
89 percent of non-board-certified
EPs feeling very or somewhat satisfied with their careers and 83
percent of their board-certified
counterparts saying so.
Next month: Then and Now:
Board Certification, Part Two. We’ll
cross-reference board certification
with locale, ED visits, plans to move,
and more in next month’s salary survey article. We’ll also publish that
article ahead of print in our enews.
Sign up for the enews (free!) at
http://bit.ly/EMNenews. You can also
find past salary survey articles with
additional tables in the Emergency
Medicine News Salary Survey blog at
http://bit.ly/EMNSalarySurvey. EMN
Ms. Lam is the associate editor of
Emergency Medicine News.
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THE SPEED OF SOUND

Symptoms: Arm, Back Pain, and the Seat Belt Sign
BY CHRISTINE BUTTS, MD

E

MS brought in a 45-year-old woman after a motor vehicle crash. She
was the restrained driver in a high-speed, front-end collision. She complained of severe right arm and back pain.
Her vital signs were stable, and her physical exam was significant for
an obvious deformity to her right humerus and a linear ecchymosis
across her mid-abdomen consistent with the seatbelt sign.
She had moderate, diffuse tenderness to palpation of her abdomen, and
a FAST exam was performed. The right upper quadrant view is shown
below, and the remainder of the views were negative. What does this view
demonstrate?

Find the diagnosis and case discussion on the next page.

CLINICAL PEARL

The Reflex and the Bradycardia
BY EMEDHOME.COM

T

he oculocardiac reflex is a
trigeminal-vagal reflex that
causes bradycardia with traction or
compression of extraocular muscles.
Its presence is an indication for
urgent surgery in a patient with a
so-called trapdoor type of orbital
blowout fracture where the inferior
rectus muscle is entrapped in the
maxillary sinus. (Pediatr Emerg
Care 2018 Feb 28. doi: 10.1097/
PEC.0000000000001429; Emerg
Radiol 2018;25[5]:561.)

The oculocardiac reflex occurs
when there is traction on the extraocular muscles. The reflex is
triggered by stimulation of the ophthalmic branch of the trigeminal
nerve. This stimulus is transmitted via
the ciliary ganglion to the medulla
oblongata. The efferent portion travels
with the vagus nerve and decreases
firing of the SA node, leading to
bradycardia, which can be profound.
Activation of the oculocardiac reflex
even creates a risk of cardiac arrest.
(Pediatr Emerg Care 2018 Feb 28. doi:
10.1097/PEC.0000000000001429.)

Signs and symptoms of the
oculocardiac reflex include a variety of arrhythmias (e.g., sinus
bradycardia, junctional rhythm,
bigeminy, asystole), nausea, vomiting, and headache. The reflex is
greatly exaggerated in the presence of hypoventilation, hypoxemia, and acidosis, which can be
seen in trauma. The degree of
bradycardia worsens with progressive increase in the amount
of traction on the ocular muscles;

an attempted up-gaze causes
additional stretch on the inferior
rectus muscle, which can exacerbate
bradycardia. (Pediatr Emerg Care
2018 Feb 28. doi: 10.1097/PEC.0000
000000001429; J Oral Maxillofac
Surg 2017;75:1716.) EMN
This Clinical Pearl first appeared
on EMedHome.com. Subscribers
get a new clinical pearl emailed
to them every Wednesday. Visit
www.EMedHome.com.

A Familiar Face in a New Place!

EMedHome.com on EM-News.com

The So What? 2.0 Podcast Comes to EMN!

Visit our website for videos and podcasts from Amal Mattu,
MD, and other noted emergency physicians from EMedHome.
com and EMedHome’s video lectures at http://bit.ly/EMNEMedHomeVideos.

Renowned emergency medicine podcaster

This Month’s Videos
Laura Bontempo, MD: Drooling, Hypoxic, and
Crashing: http://bit.ly/EMN-EMedHomeVideos. Dr.
Bontempo is an assistant professor and the assistant director of faculty development and residency
education of emergency medicine at the University
of Maryland Medical Center.

Howie Mell, MD,
is bringing his
erudite,
outrageous,
opinionated,
thought-provoking

Michael Bond, MD: Orthopedic Risk Reduction:
Tips and Tricks to Keep You Out of Court:
http://bit.ly/EMN-EMedHomeVideos. Dr. Bond is
an associate professor of emergency medicine
and the residency program director of emergency medicine at the University Of Maryland
School of Medicine.

podcast to EMN!

Find So What? 2.0
under the podcast tab
on www.EM-News.com!
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The Speed of Sound

Diagnosis: The Double-Line Sign
BY CHRISTINE BUTTS, MD
Continued from previous page

T

he double-line sign refers to
the two hyperechoic lines
surrounding the kidney and
liver. (Image 1.) These represent
fascial planes and are visible
because of perinephric fat in
the hepatorenal space. Anatomically, the liver and kidney
should lie next to each other
with little space in between. The
presence of perinephric fat in

Image 1. The double-line sign, which is indicative of
perinephric fat.

Image 2. Positive FAST in the right upper quadrant. Note
only one hyperechoic line can be seen surrounding the kidney.

Adult Emergency Medicine
Pediatric Emergency Medicine
Rapid Reference Cards
Pocket Friendly Folding Cards

14 Faces Packed with Information!

Larry B. Mellick, MD, FAAP, FACEP
Professor of Emergency Medicine
and Pediatrics
Georgia Regents University

Purchase online at

www.nonapps.com
100% Prots Donated
Purchase 100 cards and receive
a free pediatric wall poster!

patients with a larger habitus,
however, can create the appearance of space in the area. This
hypoechoic (dark gray) area can
cause confusion about whether
this space represents a positive
FAST. When free fluid is present,
this double-line sign will not be
apparent. (Image 2.)
This finding was first described
in The Journal of Emergency
Medicine in 2011, and holds true
as a means to prevent false-positive FAST exams. (J Emerg Med
2011;40[2]:188.) Other normal
structures, such as bowel loops
or blood vessels, can also be confused with free fluid and cause a
false-positive FAST exam.
It is essential when performing your FAST exam to evaluate
all of the potential spaces carefully, particularly the inferior tip
of the liver where free fluid can
hide. Also keep your eyes
peeled for the double-line sign
to avoid being fooled by perinephric fat. EMN
 omments? Write to us at
C
emn@lww.com.
Dr. Butts is the
director of the
division of emergency ultrasound
and a clinical assistant professor
of emergency
medicine at Louisiana State
University at New Orleans.
Follow her on Twitter @
EMNSpeedofSound, and read
her past columns at http://bit.ly/
EMN-SpeedofSound.
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EMERGENTOLOGY

The Less Sung, Less Thanked, Less Recognized
BY GRAHAM WALKER, MD

A

■ The tech who anticipates my
needs and proactively predicts my
plan: “Hey, I overheard you telling
bed 3 it’s a distal radius fracture. Is it
OK if I get the fingertraps and some
splinting stuff ready?” Thank you.
■ The housekeeper who
sees that a patient has been

■ The nursing manager who
pushes the house supervisor to get
beds ready because a STEMI, a
stroke, and three appys that will need
the OR just showed up. Thank you.
■ The tech who does the road
test and PO challenge for the patient and is experienced enough to

just repeat “Thank you” for another
600 words, so I’d like to highlight
some examples of how much of a
difference people make to my ability to see patients, discharge patients, and maintain my sanity.

discharged and immediately
starts cleaning the room because she knows the waiting
room is full. Thank you.
■ The social worker who pulls
an amazing community resource

know that the drunk patient needs
a little more time to make sure it’s
a safe discharge. Thank you.
■ The paramedic who just had a
suspicion about a patient and
ended up putting in two big lines
before the patient decided to code
for no good reason. Thank you.
I know I often say that emergency medicine is a team sport,
but the gratitude (and the blame)
often go to the physician. But if
the rest of the team weren’t involved, we could easily be bogged
down and unable to do that really
critical piece of our job: documenting thinking about how to
manage a complex patient, or who
to consult, or how to address a
particular issue. So I’ll say it again,
one last time: thank you. EMN

petekarici/PhotoMelon/iStockphoto.com

fter signing out to me, a colleague recently texted me on
his way home. “I hope Molly and
Ron were able to get room 19 out
like I said. He needed a lot of TLC
during the shift.”

certainly is structured that way, but
often the entire fleet is barely staying afloat, and it’s the entire team
that is to thank for keeping our patients safe. I don’t have much more
to say in this month’s column besides this: Thank you. Thank you.
Thank you. My editor said I couldn’t

Nurses Molly and Ron certainly
did: I didn’t hear a peep from room
19, and the patient apparently left
the ED without any issues.
Later that same night shift, I
looked up to see a card taped to the
wall with my name on it. “Dr. Walker,
thank you for your care,” the note
read. I’d run into the patient’s daughter the night prior and said hello. The
patient had been a fairly hairy ethical
and medical dilemma about a year
ago and was back after a fall.
I was showing the nice card to
the night nurses and quickly realized that none of them received a
card. Nor did the techs, nor the
housekeepers, nor the patient care
coordinator, nor the social worker.
Not the nurse manager, or the ED
director, or the unit assistant. No
card for the phlebotomist. Or the
materials and supplies worker. Or
the pharmacist. Or the paramedic
who was already gone. Certainly
not the engineer we call when the
tube system goes down or the
heating or cooling goes haywire.
Sure, the doctor is often the
captain of the ship in the patient’s
eyes, and the health care team

Thank you, thank you, thank you to the entire
ED team for keeping our patients safe
■ The nurse who is able to an-

swer all of the questions that I’ve
already answered three times, so
the patient doesn’t ask to see me a
fourth time at the bedside and so I
can spend time at the bedside of a
critical patient. Thank you.
■ The nurse who explains the
plan and discusses the status of
the patient to the first family member and the second and the third,
so I can actually create the complicated plan. Thank you.
■ The patient care coordinator
who knows everyone in the hospital and clinic and is able to get a
neonate with a fever directly admitted to the NICU for his entire
workup and admission, bypassing
the ED. Thank you.

out of his back pocket (that you
never knew existed) to safely get
a disposition nightmare to a better locale than the ED hallway for
three days. Thank you.
■ The charge nurse who lets
you take up a code bed for three
minutes to suture a laceration so
you can see the next patient.
Thank you.

Dr. Walker is an emergency physician at Kaiser San Francisco. He is the developer and co-creator of MDCalc (www.
mdcalc.com), a medical calculator for clinical scores, equations, and risk stratifications, which also has an app (http://
apps.mdcalc.com/), and The NNT (www.thennt.com), a
number-needed-to-treat tool to communicate benefit and
harm. Follow him on Twitter @grahamwalker, and read his
past columns at http://bit.ly/EMN-Emergentology.
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LIFE IN EMERGISTAN

Pain and Suffering, Wonder and Meaning
BY EDWIN LEAP, MD

Shidlovski/iStockphoto.com

M

y love of Christmas as
a child was a blend of
nascent Christian faith mixed
with the remnants of ancestral pagan magic topped
with natural, kid-like avarice.
It’s a time I look forward to
with a thrill even as an adult.
There were times in
school and residency that
Christmas had a little less of
a hold on me, but I was
back in its throes once our
children were born. The
music, the decorations, the
gifts! One of my love languages is gift-giving, and I
do it with fervor and a little
obsessive neuroticism, as
my parents did.
I’m still struggling with
the fact that my children are
all adults or nearly so, and probably don’t want toys anymore. The
feeling is so primal, so deep, that I
am filled with grief when I drive
past the shuttered Toys-R-Us.
Still, Christmas shopping is a
delight. I enjoy it the way I enjoy
all of my time in public. I realized
a long time ago that I find solace
walking through retail stores and

the thousands shopping, eating,
walking, and watching. Christmas
does not ask that I be a physician
or in charge. It simply allows me
to revel in being one in the crowd.
Christmas is also a time for
family. Jan and I have always
been purposeful in our celebrations. We have a routine, a pattern to our holiday behavior that

Christmas reminds me to love the poor and
broken (and the wealthy and misguided)
and teaches me to look for wonder
malls, down city streets, and even
among the cluttered chaos of antique shops. I find a kind of anonymity and calm there. It is unusual for anyone to run into those
places, intentionally, with chest
pain or bleeding wounds, suicidal
thoughts, sepsis, or pneumonia.
They are like peaceful nature preserves where humankind is the
species to study.
It’s even better at Christmas
because humans are a species
driven then. Like migratory animals crossing rivers, we go to shopping centers en masse, unable to
resist the retail drive. There is an
energy at Christmas that makes
people-watching even more delightful. It is easier than ever to
shed my medical personality in
the crowds and simply be one of

sionary clinics, intensive
care units and combat
hospitals, rural EDs and
urban trauma centers. The
quiet of a starlit, desert
night, the crying of a
single child, the silent,
awestruck shepherds, and
singing angels may seem
out of place against our
beeping monitors and
screaming ambulances,
our raging psychotics and
weeping parents, our
angry consultants and our
exhausted colleagues,
against pain and death,
loss and anger.
I believe, however, that
it stands in contrast not
because the world then
was kinder (it wasn’t),
but because the message
of Christmas is that God
is love and suffers with us.
There is hope. Someday all will
be well.
Believe what you must, but believe something. Science alone,
dear ones, is not sufficient to answer the questions that nag us in
the trauma bay or in the dark of
night when we look back on a
day’s troubles or when we face
our own resuscitations.
I believe in a child in a manger
and all his story meant. Maybe
I’m mad. Maybe I’m a fool. I’m
certainly weak and ignorant. But,
boy, do I need Christmas after all
these years immersed in this
mess of medicine and humanity.
Merry Christmas! EMN

is well worn. The pizza on Christmas Eve, reading assorted Christmas books when the kids were
small, and reading the Christmas
story to this day. The last
presents wrapped, the cinnamon
rolls and bacon on the big morning as we give one another gifts.
It is almost instinctual by now; it
may be difficult for my children
to deviate from this with their
kids, even as they add new traditions of their own.
All Will Be Well
One of the most important things
that Christmas does for the
physician-me, now working for
28 years, is that it imbues me with
hope. I really need Christmas. I
need the story of the Christ-child.
It reminds me to love the poor

and broken (and the wealthy and
misguided). It teaches me that
wonder and meaning come in
ways we never expect and that we
often overlook to the detriment of
our own spirits.
The story of the Christ-child,
whether or not you take it literally,
resonates deeply with many. And
to make it culturally relevant, it is
extremely important to many of
our patients every day.
Even if it is a myth, it is an
earth-shattering, civilizationshaking myth. And before we
dismiss mythology, we must remember that we speak and think
largely in story and metaphor. For
all its modern, tawdry commercialism, the Christmas story truly
understood shakes many of us to
the core.
Christmas with its complex cast
of players and breathtaking poetry stands in contrast to the
chaos of the ED, to the pain and
loss of teaching hospitals and mis-

Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

Dr. Leap practices emergency medicine in rural South
Carolina, is a member of the board of directors for
the South Carolina College of Emergency Physicians
and an op-ed columnist for the Greenville News. He is
also the author of four books, Life in Emergistan, available at www.nursingcenter.com, and Working Knights,
Cats Don’t Hike, and The Practice Test, all available at
www.booklocker.com, and of a blog, http://edwinleap.com/. Follow
him on Twitter @edwinleap, and read his past columns at http://bit.ly/
EMN-Emergistan.
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AFTER THE MATCH

Psst, Residents: It’s OK to Have Imposter Syndrome
BY THOMAS COOK, MD

id-work/iStockphoto.com

I

was sprawled out on a grass
field, the metallic, salty taste of
fresh blood sloshing in my mouth.
Loose teeth shifted in my fractured mandible after I crashed into
one of my fraternity brothers during an intramural football game.
My first thought was how upset
my mother would be that I had
ruined all the expensive orthodontic work she paid for with her
meager salary. The second was
how I could possibly interview for
medical school in two days. My
jaw was crushed, along with the
slim hope that I would become a
doctor.
I made it to the interview with
a head swollen as big as a basketball. I drank my lunch through
a straw and tried to formulate
cohesive answers to puzzled
interviewers.
Back in my dorm room, I got a
call from my mother about a letter that had arrived that afternoon from the medical school. I
was accepted less than 24 hours
after I had finished interviewing.
They must have put the letter in
the mail as I was leaving town.
How did this happen? I was a B+

difficult and occasionally lifesaving decisions, am I really the
best person to do this?
Consider the following questions:
■ Did you experience anxiety or
depression about your grades, clinical evaluations, or letters of recommendation?
■ Have you been referred to as
a “perfectionist?”

Imposter syndrome afflicts not only
residents and young doctors
but also older physicians
student. Nothing spectacular. It
did not make sense. The only logical explanation was that they
felt sorry for me.
My life has been a study in mediocrity. I was an above-average
college student who became an
average medical student at an average medical school. I entered a
relatively uncompetitive specialty
(at the time) and trained with average medical school graduates
in an average residency program
in the middle of nowhere Texas.
Nothing about my career is superlative. Nonetheless, a small
number of people in health care
seem interested in my lectures
and writing. I am puzzled by this.
Why would anyone want me to
tell them how to manage patients? In a profession filled with

■ Do you excessively self-monitor
your performance or scrutinize your
self-worth?
■ Do you think your success is
largely due to your fortunate access to a great education or excessive luck compared with others?
■ Do you find yourself wondering why patients, peers, and even
attendings believe you actually
know what you are doing and
value what you have to say?

Vicious Cycle of Guilt
If you are an emergency medicine
resident, it is very likely that your
answer to several of these questions is yes. Sitting in my office behind a closed door, some of the
most talented, unflappable residents will confess how anxious they
are about what the faculty and

their peers think about them. The
list of anxiety-laden questions is
long: “Do others think I know what
I am talking about?” “Do they think
I am a hard-worker?” “Am I ready
to work alone?” “Am I ready to
moonlight?”
Estimates say that 70 percent of
accomplished professionals experience or continuously have doubts
about their accomplishments and
excessive concern about being perceived as incompetent. (Int J
Behav Sci 2011;6[1]:75; http://bit.
ly/2yAc5TO.) They often experience guilt and fear of additional
success because it creates a vicious cycle of more guilt. They
question why they are more fortunate than others who are just as
talented. Physicians are perfectly
set up for the phenomenon called
imposter syndrome.
This syndrome is not a mental
disorder, and it is not listed in the
DSM-5. People with mental disorders such as depression and
anxiety may be more susceptible
to it, however. (Int J Behav Sci
2011;6[1]:75; http://bit.ly/2yAc5TO.)

New work environments, academic
settings, and relationships based
on living up to the expectations of
others are all components of residency training that put young physicians at risk of this syndrome.
But residents are not the only
ones who struggle with these feelings. Older emergency physicians
must contend with smart young
doctors filtered by the match into
one of the most competitive specialties. Their younger brains are
sponges that soak up information
from off-service rotations, blogs,
and podcasts, while the brains of
older physicians are slowing down
and burdened with decades of
memorized information no longer
relevant to current practice.
You are not alone if you find
yourself questioning your ability.
The majority of highly successful
people will worry about their ability and expertise, particularly when
they fail (as everyone does). The list
of famous, highly successful people
who have experienced feelings
consistent with imposter syndrome
include actors, artists, musicians,
business leaders, billionaires, and
Supreme Court justices.
Accepting how common these
feelings are within groups of highly
successful people is critically important. I have seen older EPs encounter and eventually accept their
scholastic and professional limitations. No one knows it all, and all of
us have weaknesses. Getting hung
up on the need to be the best is
unsustainable, and finding some
measure of peace with your own
shortcomings is imperative to
maintaining your mental health
over a long career. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

Dr. Cook is the program director of the emergency
medicine residency at Palmetto Health Richland in
Columbia, SC. He is also the founder of 3rd Rock Ultrasound (http://emergencyultrasound.com). Friend him
at www.facebook.com/3rdRockUltrasound, follow him
on Twitter @3rdRockUS, and read his past columns at
http://bit.ly/EMN-Match.
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BOUNCING BACK

Making Stress Work for You
(or Thriving with Scars)
BY ANNAHIETA
KALANTARI, DO

H

The Positives of Stress
Stress is _____. What was your initial thought? The majority of people
with whom I’ve discussed this topic
filled in that blank with something
negative, terms like “bad,” “divorce,”
“death.” But step outside of the
context of emotional stress. The
stress of weight-bearing makes
bones and muscles grow stronger;
the stress of cardiovascular exercise
benefits the heart and lungs. These
are the positive effects of stress, but
talking about emotional stress
makes all positive thoughts vanish.
It is not our fault; we have been
conditioned to feel this way.
Most of what we know about the
physiologic effects of stress comes
from studies done on rats in the
1930s. Hans Selye, MD, injected rats
with ovarian extract and noticed they
developed ulcers, their immune sys-

DaSza64/iStockphoto.com

umans are remarkable
creatures. We have survived
wars, natural disasters, famines,
personal loss, and disease, yet we
still find a way to make connections and find happiness. Some
of us are debilitated by wounds
that won’t heal, but some heal and
thrive with scars. I believe the difference is a result of stress-growth,
the increasing emotional strength
from adversity or mental stress. It’s
the way we thrive with scars rather
than be debilitated by wounds.
Stress-growth is different from resilience. Resilience is the capacity to
recover quickly from difficulties, the
ability of a substance or object to
spring back into shape. You do not
return to your baseline shape after
an event with stress-growth; you are
stronger as a result of it. This is especially important for those of us on
the front lines of health care. Think
of how many times we had to deliver
devastating news. How many times
we had to deal with death and
severe disease? And we do that on
top of our personal lives.
Three steps are essential to
achieving stress-growth: developing
a stress mindset, using vulnerability
appropriately, and building grit, but
let’s focus on the stress mindset.

tems suffered, and then they died.
That was when the idea of stress
causing health problems was born.
We’ve also been taught to think
stress equals fight or flight. This
concept came from Walter Cannon,
MD, who in the early 1900s pitted
cats and dogs against each another.
He measured their vital signs,
physiologic changes, and catecholamines, and called the response fight or flight. Humans are a
bit more complex in their stress responses. We have fight or flight, but
other responses to stress also occur.
Stress Responses
The challenge response increases
our self-confidence, motivates us,

helps us learn from experience,
gives us energy, and helps us perform under pressure. This response
is driven by DHEA and benefits
resilience and learning. The tendand-befriend response increase
courage, motivates caregiving,
and strengthens relationships; it is
driven mainly by oxytocin. It enhances empathy and intuition, and

leads us to seek friendship during
times of stress. It motivates social
connection, building of social networks, and dampens fear responses.
Oxytocin also happens to be cardioprotective.
Alia Crum, PhD, and Kelly McGonigal, PhD, have published several
studies and written some great
books that discuss changing your
mindset about stress and the longterm social and health benefits. Dr.
McGonigal’s book, The Upside of
Stress, provides tons of data to
support the benefits of stress and
goes through several exercises to
help the reader build a stress
mindset.
Carol Dweck, PhD, in Mindset:
The New Psychology of Success,
explained the growth mindset and
fixed mindset. The growth mindset
allows us to cultivate ourselves in
any field with effort, consider failure a learning opportunity, and
seek challenges so we can grow. A
fixed mindset means individuals
believe the qualities they have at
birth stay the same for the rest of
our lives; they avoid challenges for
fear of failure. She offers essential
pointers on how to shift one’s
mindset from a fixed perspective
to a growth perspective.
Stress is not the enemy. Take a
step back and evaluate your response when you are feeling
stressed. Is this the response you
want to have? If not, think about
which response you would like
and work on it. This will help you
build a stress mindset, and that
is the first step in thriving with
scars. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

Dr. Kalantari is the associate program director of the emergency medicine residency at Penn State Health Milton S.
Hershey Medical Center, an international speaker and author on physician wellness, a faculty mentor for the ALiEM
Wellness Think Tank, a member of the American Academy
of Emergency Medicine Wellness Committee, and a speaking coach for FemInEM. Follow her on Twitter @akkalantari.
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Some Peer Review is Better than No Peer Review
BY KENNETH FRUMKIN,
PHD, MD
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ll emergency physicians,
whether author, reader, or
educator, should be aware of and
d
contribute to the discussion of the
he
changing nature of peer review.
Why? Let’s start with the sheer
number of papers published
each year.
Peer review can thin the
herd in an age of information
overload. Emergency medicine
journal rejection rates are high
(71% in my last 93 reviews for two
o
leading emergency medicine
journals), but thousands of suspect
ct
articles are published anyway. One
ne
2010 estimate said more than
400,000 papers had been published in questionable journals
without true peer review. (BMC
Med 2015;13:230; http://bit.ly/2yH-wbeW.)
Peer review also exerts quality
control over the research on which
we rely. Is it worth reading if it’s not
in PubMed? Editors performing
peer review are held accountable,
and potential conflicts of interest
are addressed. The journals that use
peer review also have recall and
correction mechanisms in place.
The value of peer review
changes with one’s perspective.
Authors generally think that editors improve their papers. Nothing
focuses one’s writing like rejection.
Readers find that confidence in
peer review contributes to the lazy
luxury of forming opinions based
on an abstract. (Evid Based Med
2013;18[2]:48; http://bit.ly/2Ade0Qc.) Academics question
whether they are up to date and
credible, asking which evidence
they should use to answer questions, evaluate research ideas, and
resolve disparities. And malpractice attorneys use peer review to
determine standard of care or an
expert’s qualifications.
Criticisms of traditional peer review abound, however. One article
with the provocative title, “Why
Most Published Research Findings
Are False,” raises concerns that
that might be true. (PLoS Medicine
2005;2[8]:e124.) Another study
found that “the small proportion of
results chosen for publication are
unrepresentative of scientists’ re-

peated samplings of the real
world.” (PLoS Med 2008;5[10]:e201;
http://bit.ly/2yKEYN4.)
There’s also a fair amount of criticism that says peer review is a
poor method for evaluation. “If the
only thing Amazon ever published
were reviews of the first three
people who bought a product, then
we’d have a very ineffective system
for knowing what was good and

words over and over (The Guardian
Nov 24, 2014; http://bit.ly/2yGLTHf)
and another in which students included references from the show
“Rick and Morty.” That was accepted
by three journals without question
and five in exchange for payment.
(Ozy Oct. 4, 2018; http://bit.ly/
2Ep3JVl.) Another downside of
peer review? Waiting for review
and revision is often excruciating.

Egregious examples show the lack
of peer review, like the accepted paper
that repeated the same seven words
over and over
bad,” Michael Eisen, a Howard
Hughes Medical Institute investigator at the University of California,
Berkeley, told NPR. (Feb. 24, 2018;
https://n.pr/2NEPhYJ.) And an article in The Economist said “a rising
number of journals that claim to
review submissions in this way do
not bother to do so.” (June 23,
2018; https://econ.st/2AdI7qU.)
Around 8,000 predatory journals
published, for a fee, an estimated
420,000 articles in 2014. (BMC
Med 2015;13:230; http://bit.ly/
2yHwbeW.)
Multiple egregious examples
demonstrate the absence of “peer
review,” including one paper that
was accepted for publication despite repeating the same seven

Open Science Publishing
The proliferating forms of peer review include traditional prepublication peer review in professional
society-sponsored print journals,
predatory publishers, and online
educational resources such as
FOAMed—Free Open Access Medical Education. Fewer than 15 percent of the 100 top emergency
medicine and critical care open educational resources (OERs) describe
any editorial process, and only 18
sites listed academic affiliations.
(AEM Educ Train 2018;2[3]:204.)
Open science publishing, defined
as literature that is free on the internet to read, download, copy,
distribute, and link, is a challenge
to traditional publishing. Multiple

variations allow all to follow the
va
process and collaborate. (F1000
pro
Research; http://bit.ly/2En9TW8;
Re
Figshare;
http://bit.ly/2AeAel8.)
Fig
Different terms are used when
talking about OERs. Open access
tal
generally means freely available on
ge
the internet with or without peer
rreview. Some funders, such as the
National Institutes of Health and
some charitable foundations,
require open access publication. Open data means making
data available to and reusable
by anyone for further analysis, like
b
tthe human genome project. Open
peer review means posting all repe
viewer names and reviews online
vie
before publication, as BMJ has
b
done since 1999. (NPR. Feb. 24,
2018; https://n.pr/2NEPhYJ.)
Open review employs crowdssourcing. (Surowiecki J. The Wisdom
do of the Crowds. New York:
Doubleday; 2004.) An unlimited
number of reviewers (the public)
discuss an already published manuscript, as Wikipedia and WikEM.org
do. (Adv Physiol Educ 2007;31[2]:
145.) Megajournals, like PLoS One, is
a successful example. Publications
are checked for scientific rigor and
validity, but the significance of the
results is left to the readers to decide. (Tohatoha Oct. 23, 2013; http://
bit.ly/2PDoPjO.)
Then there’s post-publication peer
review where preprints are published
without review (F1000 Research;
http://bit.ly/2En9TW8) and then
followed by various review formats,
including no review (like the distribution service bioRxiv where authors
post unpublished preprints and
readers provide feedback before
submission to journals), formally invited reviewers (articles that pass are
indexed in scholarly databases),
volunteer reviewers with variable
impact on the status of the published article, and journal-led reviews
(journals host online post-publication
discussion of their own articles). (J
Am Coll Radiol 2018;15[1 Part B]:173;
http://bit.ly/2ypyHXX.) Review also
results from uninvited comments on
blogs, podcasts, Twitter, and thirdparty sites. (CJEM 2018;20[1]:3.)
Other sites such as F1000 Research charge a fee for immediate
open access publication, transparent post-publication peer review
Continued on next page
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A Look Back While Moving Forward

T

hese photographs were taken
by Elsburgh Clarke, MD, an
emergency physician and professional photographer who has been
practicing for more than 40 years
since completing his emergency
medicine residency at LA County/
USC Medical Center.
These were taken when emergency medicine was still a pup,
so to speak, a nascent specialty
struggling to prove its worth.
The images and many others
are now in a new book, Emergency Medicine—Pomona Valley

Medical Center Emergency Department: A Historical Snapshot of
Emergency Medicine, showing
what life was like in the mid-1990s
in one California emergency
department and level II trauma
center.
The book is a slice of history
that shows how emergency physicians and nurses dealt with major
trauma and critical patients back
in the early days of emergency
medicine. It and Dr. Clarke’s other
books of photography are available at http://bit.ly/2OEBaUE. EMN
Dr. Elsburgh Clarke.

Wesley Curry, MD, and a nurse
attending to an unconscious critical
patient.

Irving Danesh, MD, left, Greg Murphy, MD,
center, nurses, and respiratory therapists
resuscitating an infant.

Ken Nakamoto, MD, in a lighter
moment feeding his son who came
to visit him the ED.

Irving Danesh, MD, performing a
post-mortem closure after an
unsuccessful thoracotomy for a
victim of urban violence.

NEWS

Peer
Continued from previous page
by invited referees, and full data
deposition and sharing. All scientifically sound articles are accepted and indexed in PubMed.
Cureus is free to the author and
reader, offers rapid publication,
and relies on professional in-house
editing, a community of scholars
on editorial boards, and pre- and
post-publication peer review.
(Gaslighting the Medical Literature. Medscape; https://wb.md/
2COAKsn.)

Forces Affecting Change
As always, we have to follow the
money. Paying to receive or deliver
science has hidden costs to science
and to society. But how long can
the current model of mailing
monthly journals to dues-paying
members last? Millennials will lead.
It is important to distinguish
among the various functions of
peer review and the forms they are
taking: determining if a paper is
worth publishing, if it contributes
to knowledge, and if it is scientifically valid; improving the work
through editing; and disseminating
and translating knowledge.

The nature of peer review remains the author’s choice, and peer
review is better than no peer review. More than other specialties,
we emergency physicians continually modify our practice with information from sources outside our
own literature. Sorting good science

from bad is a valid role for one’s
professional organization and peers.
Knowledge translation is slow
enough when the content has been
reviewed, but speedy dissemination
of bad information helps no one.
Can we really be comfortable with
the wisdom of the crowd? EMN

Dr. Frumkin currently serves as volunteer faculty in the
emergency medicine residency at Naval Medical Center
in Portsmouth, VA. The views expressed in this article are
his own, and do not necessarily reflect the official policy
or position of the Department of the Navy, Department of
Defense, or the United States Government.
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Read Your Contract; It’s Dangerous!
BY LARRY D. WEISS, MD, JD

dane_mark/iStockphoto.com

C

linical emergency physicians
have many significant professional problems, and most emanate from their contracts. Before
signing any contract, physicians
should hire a contract attorney to
review it and serve as the physician’s advocate. Common problems arise in contracts that could
profoundly affect an EP’s career.
The indemnification clause is
one such pernicious provision that
began routinely appearing in physician contracts 15-20 years ago.
They seem harmless at first glance,
but consider that they are sometimes labeled “hold harmless”
clauses. The most common form of
indemnification clause in physician
contracts states that each party
will indemnify the other, or hold the
other harmless, for all liability. This
sounds “harmless” and reciprocal,
but in practice it places the physician at huge risk for uninsurable
losses.
As a rule, an indemnification
clause means that the primary
actor in any alleged case of negligence must pay the attorney fees,
court costs, and verdicts levied
against all other defendants. The
plaintiff in a typical medical malpractice lawsuit will allege that the
physician committed malpractice,
making the physician the primary
actor. If the plaintiff also names the
hospital and the practice group as
defendants, the physician has to
pay all the costs for them as well.
Worse, malpractice insurance
policies do not cover these indemnification expenses, and physicians
have to pay these expenses out of
pocket. Just one case can cost several million dollars, resulting in financial ruin for the physician. No benign

reason exists for a contract to saddle
physicians with such a burden.
Don’t Waive Your Rights
Perhaps the most important advocacy issues in emergency medi-

means that adverse actions against
medical staff privileges must not
occur until after a fair hearing before a panel of the physician’s peers.
Many sources accord due process rights. Most importantly, the

EPs are in big demand, have great
bargaining power, and never have to take a
job that denies their due process rights
cine relate to the systematic abuse
of emergency physician practice
rights. Most important are waivers in
physician contracts that deprive EPs
of basic due process at hospitals.
Due process within this setting

In Brief
ABEM Elects New Leadership
The American Board of Emergency Medicine (ABEM) has elected
Robert L. Muelleman, MD, as its new president. Dr. Muelleman has been
a member of the board of directors since 2011, and was elected to the
executive committee in 2015.
ABEM also elected new directors to their 2018-2019 executive
committee, including Terry Kowalenko, MD, as immediate-past president; Jill M. Baren, MD, as president-elect; and O. John Ma, MD, as
secretary-treasurer. Newly elected members of the committee are
Michael S. Beeson, MD, member-at-large, and Robert P. Wahl, MD,
senior member-at-large.

medical staff bylaws of virtually all
hospitals in the United States guarantee full due process rights for
members of the medical staff.
Sometimes physicians voluntarily
waive these rights, but a contract
that forces a physician to waive due
process rights should prompt seeking help from legal counsel. If the
other contracting party insists on
depriving the physician of due pro-

cess, then she must decide whether
to look elsewhere for employment.
The demand for board-eligible
and board-certified emergency
physicians is currently strong. Most
emergency physicians do not realize how much bargaining power
they have, and in most cases they
can look elsewhere and take a job
at a hospital that does not deny
their practice rights.
Another contractual provision
routinely used to limit the practice
rights of emergency physicians is
the restrictive covenant, or noncompete clause. Its most common
form is a clause prohibiting the
physician from working in a
defined geographical location for a
specific period of time. A restrictive covenant may state, for example, that a physician cannot
work in a 50-mile radius from the
hospital for a two-year period after
termination of the contract.
Restrictive covenants are most
inappropriate in emergency medicine. We don’t learn our profession
from employers. Almost every emergency physician learns everything
he needs to know during residency.
Unlike physicians in many other specialties, we don’t learn office management from employers. We don’t
have patients who will follow us to
other hospitals. Restrictive covenants exist only to control and exploit
emergency physicians. If a prospective employer will not remove a
restrictive covenant from a contract,
this creates another need for legal
representation.
Signing a contract may constitute the most hazardous step in an
emergency physician’s career. Physicians should secure legal counsel
while navigating the process. An
experienced contract lawyer can
review almost any physician contract within three hours, and the
cost will be quite modest, especially considered against the important consequences of signing a
dangerous contract. EMN

Dr. Weiss was a professor of emergency medicine (retired)
at the University of Maryland School of Medicine and a past
president of the American Academy of Emergency Medicine. Follow him on Twitter @ldw1532. Disclaimer: None of
the information in this article constitutes legal advice. The
only purpose of this article is for continuing medical education in the area of professional practice development.
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Life Outside the Residency Training Bubble
BY ROHIT B. SANGAL, MD,
& PATRICK J. BRENNAN, MD

H

ealth care is going through
a series of transformations,
most notable among them the
consolidation and merging of
health systems. As hospital systems grow, new opportunities
will expand resident training and
broaden resident perspectives.
p
p
These new opportunities
unities
may shape job searches
arches
and increase networking opportun-ities for graduating
g
residents.
Traditional huband-spoke models
of a main hospital
with a wide referrall
base have given way
ay
to geographic-cluster
ter
models to provide advanced
care in regional markets. (BMC
Health Serv Res 2017;17[Suppl
1]:457; Becker’s Hospital Review.
Nov. 27, 2012; http://bit.ly/2K
fIg3G.) Take the University of
Pennsylvania Health System
(UPHS) as an example, which has
acquired and formed partnerships
with Princeton HealthCare System
in Plainsboro, NJ; Chester County
Hospital in West Chester, PA; and
Lancaster General Hospital in Lancaster, PA, over the past few years.
These partnerships are not unique
to UPHS. Western Pennsylvania
hospitals such as the University of
Pittsburgh Medical Center and
Highmark have moved eastward
toward Philadelphia. All these
health systems are increasing their
referral bases and building economies of scale to increase bargaining power with payers while
reducing costs and providing quality on a larger scale. (Becker’s
Hospital Review. Nov. 27, 2012;
http://bit.ly/2KfIg3G; Manag Care
2016;25[9]:24.)
Graduating residents now face
a surplus of jobs to choose from,
given a physician shortage expected to hit 100,000 doctors by
2030. (Hosp Health Netw 2011;
85[12]:12; Merritt Hawkins. 2015;
http://bit.ly/2Kf5VBs; AAMC.
April 11, 2018; http://bit.ly/2KgzfHK.)
Twenty-five percent of physicians
changed jobs within three years,
and 50 percent of them did so

within five. (Plast Reconstr Surg
2011;128[2]:559; NEJM Career Center. http://bit.ly/2KrDMX3.) Senior
residents who switched jobs within
five years were more likely to prioritize job location compared with
physicians staying for more than
10 years at one location, who
indicated that they prioritized
the quality of the practice. (Merritt
Hawkins. 2015;; http://bit.ly/2K
f5VBs; Plast
Pla Reconstr Surg
2011;128[2]:559; Plast
2011;12
Reconstr
Surg 2015;
Rec
136[1]:96e.) This
13
suggests
that
s
graduating
residg
ents
may not ace
curately
prioritize
c
their
needs,
and
th
do not explore the
culture and quality of
cultu
practice. (Plast Reconstr
practice
Surg 2011;128[2]:559.)
One study found that senior
residents were more likely to rank
location and teaching as important compared with attending
physicians, who ranked salary,
incentive structure, and benefits

to engage in a wide variety of
practice environments during
training to gain exposure to different systems and practice styles to
help bridge this divide.
I found myself as a senior resident peppered with questions about
career aspirations, practice location, and academic versus community medicine. The questions
seemed impossible to answer all at
one time because the bubble of
my institution was the only world
of medicine I knew. My residency
program offers multiple training
sites, yet the culture is the same
throughout. When I was told
there was a new elective
lective
at a large community
nity
hospital, I jumped at
the opportunity.
New Perspectives
The UPHS and
Lancaster Generall
Hospital partnership allowed me to
experience a different
erent
hospital system. I relocated two hours away from home

Hospital mergers afford residents
new knowledge and experience in
different work environments
as more important. (Plast Reconstr
Surg 2015;136[1]:96e.) Part of this
discordance stemss from the
fact that many residents
sidents
are entering the job
ob
market for the firstt
time, no longer a
student or trainee,,
and now bear
primary responsibility for clinical
decisions, charting,
g,
billing, and leading
ga
team independently.
tly.
More than 50 percent
cent of
1,200 graduating residents said
they received no formal training
on issues such as contracts, compensation arrangements, or other
employment issues in a 2015 survey. Close to 40 percent felt unprepared for the business side of
medicine, while only 10 percent
felt prepared. (Merritt Hawkins.
2015; http://bit.ly/2Kf5VBs.)
Residents should be encouraged

base for a month, and saw a life
outside the bubble. My patients
transformed from a young,
urban population to
Amish octogenarians.
Ami
worked with an inIw
dependent group
d
of EPs who run
o
tthe ED without
rresidents. I cared
for
fo the same diseases I saw in the
ea
city, but gained percity
spective on how differspectiv
can operate.
ently systems
syste
Anesthesiologists were bedside

for critical trauma patients, and
critical care teams managed intensive care patients waiting in
the ED, unlike in my bubble. The
workflow organization was significantly different from anything I
had experienced.
I directly handed off patients
to inpatient attending physicians,
and picked up pearls of wisdom
not otherwise gained when handing off to less experienced residents. My home bubble absorbs all
the regional transfers, so it was illuminating to be on the other side
of transferring patients. I used
software, which has
dictation sof
forever changed the way
I view charting, and
maybe most importma
antly, I gained
a
valuable knowv
ledge about legal
le
issues, billing criis
teria, and job
te
search processes,
se
and expanded my
professional
network by
profes
with a new group
working w
of attendings.
I am grateful that this opportunity came when it did. Every
hospital is different with its own
triumphs and challenges, so I
encourage other residents to
explore beyond the comfortable
walls of their home institutions.
Spending time at multiple sites
broadens your network and
connects you with mentors
who will provide different perspectives. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.
Photo: 1moonlight31/Ylivdesign/
iStockphoto.com

Dr. Sangal is an emergency medicine
resident in the class of 2019 at the Hospital of the University of Pennsylvania.
Dr. Brennan is the chief medical officer
and the senior vice president of the
University of Pennsylvania Health System and a professor of medicine at the
Hospital of the University of Pennsylvania.
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MYTHS IN EMERGENCY MEDICINE

Fentanyl
and seemingly endless reports of
unwitting professionals nearly
overdosing, only to be saved by a
timely naloxone administration.
Thankfully, no law enforcement
or first responder lives have been
lost as a result of this growing
crisis, but the fear is real and all
too pervasive. The only problem?
Accidental fentanyl overdose is not
a thing. All those reports you’ve
seen in the news? Not a single one
has been verified by an actual toxicologist or physician.
Several cases described
toxidromes that more closely resemble panic attacks or, to be more
generous, potential methamphetamine exposure. In several others, the
accidental overdose victim reported
self-administering naloxone. As EPs,
we can confidently say that if you can
self-administer an opioid overdose reversal agent, then you weren’t overdosing on opioids in the first place.

Joshua Radke, MD.
Fear of Accidental Harm
I happen to be lucky enough to be
friends and colleagues with a brilliant clinical toxicologist, Joshua
Radke, MD, whose pharmacokinetic
knowledge is rivaled only by his
spectacular red beard. I asked him if
it was possible to overdose on
fentanyl by touching it with intact

DEA.gov.

Continued from page 1

Fentanyl pills and crystals.
skin. Dr. Radke said, “Nope, fentanyl
isn’t absorbed that way. That’s why
pharmaceutical companies had to
spend years and millions of dollars
developing a special patch to get
fentanyl into the body through skin.”
What about these superfentanyls we keep hearing about
like carfentanil? Can that be absorbed through skin? That got another “nope” from Dr. Radke, who
added, “It’s more potent, but it’s
not magically more dangerous.”
Then what about breathing in
fentanyl dust that’s kicked up into
the air? “Again, very unlikely for
two reasons,” Dr. Radke said. “First,
fentanyl has a low vapor pressure,
which means it would be hard to
have very much of it floating
around in the air. Second, even if it
were, you’d have to breathe it in for
a really long time, like hours, to get
a meaningful amount into your
bloodstream.”
Last question: Is your amber
mane really natural? It’s almost impossible to believe it’s not chemically enhanced. Said Dr. Radke: “It is
100 percent natural, and 1,000 percent magnificent.”

New Issue Alerts!
Find out when the
latest issue of EMN is
published online!
Sign up for the EMN
eTOC at

www.EM-News.com

On the off chance that the words
of my red-headed colleague don’t
have you completely convinced,
here’s a position statement from
the American College of Medical
Toxicology and the American
Academy of Clinical Toxicology
echoing exactly what Dr. Radke said
but in more highfalutin language:
“Fentanyl and its analogs are po-

ingly common and is subject to so
much well-intentioned but incorrect information. Perhaps more importantly, we know the people who
use and inject drugs are subject to
tremendous stigma, inside and outside the hospital.
If first responders are afraid of
touching patients who have actually overdosed and are in need

Not a single report of accidental
fentanyl overdose has been verified by a
toxicologist or physician
tent opioid receptor agonists, but
the risk of clinically significant exposure to emergency responders is
extremely low. To date, we have not
seen reports of emergency responders developing signs or symptoms
consistent with opioid toxicity from
incidental contact with opioids.”
(Clin Toxicol [Phila] 2018;56[4]:297;
http://bit.ly/2J1uSw7.)
As EPs, we have important partnerships with first responders and
law enforcement, and a key part of
our interaction should be education, especially when we’re talking
about a situation that is increas-

of emergent reversal out of a
misplaced fear of overdosing themselves, it puts this vulnerable population at further risk. The same is
true for law enforcement—introducing fear of accidental bodily harm
into what can already be a potentially fraught interaction is bad for
everyone. Our colleagues in these
fields have tough and sometimes
scary jobs. If we can use our expertise and close ties to help minimize fear and misinformation, we’ll
be doing a service to our fellow
professionals and to our future
patients. EMN

Dr. Runde is the assistant residency director and an
assistant professor of emergency medicine at the University of Iowa Hospitals and Clinics, where he serves as
co-director for the associate fellowship in medical education. He creates content for and is a member of the
editorial board for www.TheNNT.com, and is a content
contributor for www.MDCalc.com. Follow him on Twitter
@Runde_MC, and read his past articles at http://bit.ly/EMN-MythsinEM.
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AT YOUR DEFENSE

Ruling

ED, and follow certain protocols. It
is a compelling argument that an
EP group is not free from the control and direction of the
hiring company.

an employer. Physicians no
longer have the opportunity to
incorporate as a business entity
distinct from the hiring entity or
be free of control imposed by
hiring entity. Dynamex will increase the overhead of physician
practices to maintain their physician workforce because providing
employee benefits is the cost of
doing business. Suddenly, physician groups must pay for Social
Security taxes, Medicare, workers
compensation, health insurance,
and other employee benefits, even
if the physicians were originally
hired as independent contractors.
The ABC Test
Dynamex, a courier and delivery
service, changed its workforce of
drivers from employee to independent contractor status in 2004 to
save money. The plaintiff, Charles
Lee, filed a certified class action in
2005 asserting that Dynamex improperly classified him and others
as independent contractors.
Before the Dynamex suit, the
Borello test identified the “right
to control” as the most important
factor in determining independ-

ent contractor status. (S.G.
Borello & Sons, Inc. v. Department of Industrial Relations; http://
bit.ly/2OvReMq.) Another ruling,
Martinez v. Combs, held that a determination of the employeremployee relationship can be
made based on satisfying one of
three definitions: exercising control
over hours, wages, or working
conditions; permitting to work; or
engaging and creating a common
law employment relationship.
(https://stanford.io/2OtrQGV.)

Need Relief from the Grind?
What better way to feel less
alone than hearing stories
from the trenches?
Creator Zahir

Basrai, MD,

will help you feel connected
by sharing the good, the bad,
the beautiful, and the ugly in
emergency medicine.

The Physician Grind@EMN
is under the podcast tab on
www.EM-News.com

The Dynamex
court refuted that
the “right to control”
test is controlling and instead
opted for the ABC test, which
presumes employment status unless all three requirements are met:
The worker is free from control and
direction of the hiring entity in performance of the work in fact and
under contract; the worker performs
work outside the usual course of the
hiring entity’s business; and the
worker is customarily engaged in an
independently established trade, occupation, or business of the same
nature as the work performed.

The Upshot
Dynamex
allows the
twisted
conclusion
that every
physician
group in California must now
employ its provider workforce.
This is impractical
because most EPs
are accustomed to
dictating the number of shifts for a
particular group
and the number of
groups to work for, especially for
young EPs coming out of residency.
Legislation should carve out
physicians from the implications
of Dynamex to prevent the
Aleutie/iStockphoto.com

Continued from page 1

Physicians should be exempt
from the ruling’s nonsensical
conclusion that all physicians must be
employed by their physician groups
Most problematic for EPs is the
second requirement. Any EP hired
to provide professional medical
services in the ED could not possibly be considered to be performing work outside the usual course
of an emergency physician group’s
business. An EP group is hired for
the express purpose of providing
medical care to emergency department patients.
The first requirement is also
troublesome—professional services
agreements between the hospital
and an ED group require that the
EPs perform under certain acceptable metrics, sufficiently staff the

nonsensical conclusion that all
physicians must be employed by
their physician groups. A call to
action is in order to prevent this in
California, or other state courts
may follow suit and adopt the ABC
test to prevent EPs from practicing medicine as independent
contractors. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

Dr. Reyes is the vice chief of staff and the assistant medical director of emergency medicine at Los Robles Hospital in Thousand Oaks, CA. He is also a clinical professor
in emergency medicine and pediatrics at Olive View/
UCLA Medical Center, a health law attorney with Boyce
Schaeffer Mainieri, LLP, in Oxnard, CA, and the founder
and CEO of Health-e-MedRecord, a patient-centered and
emergency physician-designed EHR solution. (www.health-e-medrecord.
com.) Follow him on Twitter @carloreyesmdjd, and read his past articles
at http://bit.ly/EMN-Defense.
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2019 Classiﬁed Advertising Rates

TO PLACE AN AD, CONTACT:
Mike Rusch | (215) 521-8404 | mike.rusch@wolterskluwer.com

Rates apply to ads for recruitment, events, and education

ALL ACCESS RATES
Includes 4 Color print and online job posting

ONLINE JOB POSTING

King Page ....................................................................................... $10,405

60 Days .............................................................................................. $675

3/4 Page ........................................................................................... $8,860

Monthly Jobs eBlast .......................................................................... $300*

1/2 Page ........................................................................................... $7,085

*in conjunction w/print or online ad

30 Days .............................................................................................. $450

1/4 Page ........................................................................................... $4,705
1/8 Page ........................................................................................... $3,030
1/16 page ......................................................................................... $1,785

OUTBOUND ENEWSLETTER

*contact your rep for frequency discounts

(Twice Per Month, 19,000 Opt In Subscribers)
Top Sponsor Display......................................................................... $2,215
Side Sponsor .................................................................................... $2,215
Featured Employer............................................................................ $1,340
Sponsored Link.................................................................................... $515

CLASSIFIED LINE AD RATES
Base Rate .................................................................................$8.50/word
Minimum Charge .............................................................. $425 (50 words)

CLOSING DATES

Visual Enhancements

January ............................11/28/18

July ......................................6/3/19

Bold Type ...................................................................................$0.75/word

February ..............................1/4/19

August .................................7/3/19

Logo..................................................................................................... $325

March ................................1/31/19

September ...........................8/5/19

Featured Ad ......................................................................................... $150

April .....................................3/4/19

October ...............................9/3/19

Icon ...................................................................................................... $125

May......................................4/3/19

November ..........................9/27/19

June .....................................5/3/19

December ........................10/31/19

CALIFORNIA: BAY AREA
Berkeley Emergency Medical Group
is a democratic EM practice, serving
two hospitals and an Urgent Care Clinic
in the San Francisco Bay Area. We
are seeking an EM Physician, Nurse
Practitioner, and an experienced Physician
Assistant to serve our diverse patient
population in two inner city hospitals.
The group employs 45 Physicians and
6 PAs servicing 100,000 patients per
\HDU  %(0* KDV RXWVWDQGLQJ VWDI¿QJ
ÀH[LEOH VFKHGXOHV DQG SDLG RFFXUUHQFH
malpractice coverage. In addition, we
offer competitive compensation and a
ÀH[LEOH EHQH¿WV SDFNDJH 6HQG &9 DQG
cover letter to jobs@bayem.org.

VIRGINIA: NORFOLK/VIRGINIA
BEACH
Emergency Physicians of Tidewater
(EPT) is a physician-owned, physicianrun, democratic group of ABEM/AOBEM
HOLJLEOH FHUWL¿HG (0 SK\VLFLDQV VHUYLQJ
the Norfolk/Virginia Beach area for the
past 40+ years. We provide coverage to
5 hospital-based EDs and 2 free-standing
EDs in the area. Facilities include a Level
1 trauma center, Level 3 trauma center,
academic medicine and community
medicine sites. All EPT physicians serve
as community faculty to the EVMS
Emergency Medicine residents. EMR via

EPIC. Great opportunities for involvement
in administration, EMS, ultrasound,
hyperbarics and teaching of medical
students and residents. Very competitive
¿QDQFLDOSDFNDJHDQGVFKHGXOH%HDXWLIXO
affordable coastal living. Please send CV
to eptrecruiter@gmail.com or call (757)
467-4200 for more information.

FL, TAMPA BAY AREA
Envision Physician Services is seeking an
Associate Medical Director and Emergency
Medicine physicians to join our prestigious
practice at Citrus Memorial Hospital in
the greater Tampa Bay area. Candidates
PXVW EH %RDUG &HUWL¿HG LQ (PHUJHQF\
Medicine, or Family Practice or Internal
Medicine. Citrus Memorial Hospital has
a 28-bed newly renovated ED with 45,000
annual patient visits. 40 hrs of physician
coverage and 36 hours of APP coverage
and Scribes. Conveniently located
approximately an hour from Orlando and
Tampa Bay allows for an abundance of
recreational activities and perfect work/
life balance! We’re offering an excellent
comprehensive package and an enhanced
sign-on bonus! For more details about
these exciting opportunities, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, ENGLEWOOD: ENGLEWOOD
COMMUNITY
Envision Physician Services is seeking
Emergency Medicine Physicians to join
our team at our prestigious practice at Englewood Community Hospital in beautiful
Englewood, FL. Candidates must be Board
&HUWL¿HGRU%RDUG3UHSDUHGLQ(PHUJHQF\
Medicine. Englewood Community Hospital is 100-bed acute care hospital with an
annual ED volume of 18,000 annual visits
and a 10-bed ED. Englewood is part of
the beautiful Sarasota-Venice Metro area
with many recreational options including pristine gulf beaches, deluxe golfLQJ¿VKLQJDQGERDWLQJ:H¶UHRIIHULQJD
comprehensive package. For more details
about this exciting opportunity, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

KY, BOWLING GREEN: TRI-STAR
GREENVIEW
Envision Physician Services is seeking
EM Physicians at TriStar Greenview Regional Hospital, a 211-bed community
hospital located in Bowling Green, Kentucky, and hour north of Nashville, TN.
20-Bed ED with 32,000 annual ED visits
staffed with 40 hrs. of physician coverage and 32 hrs of APP coverage. We’re

offering a comprehensive package including competitive pay, sign-on bonus and
relocation assistance. Full-time, part-time,
per diem and travel opportunities. Ask
about our limited time enhanced referral
program. For more details, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, VERO BEACH: INDIAN RIVER
Emergency Medicine physician opportunities at Indian River Medical Center located
in Vero Beach, FL. 42-Bed ED with 60,000
annual ED visits staffed with 80 hrs. of
physician coverage and 36 hrs of APP
coverage. Vero Beach is an elegant city located along Florida’s Atlantic Coast and is
DKDYHQIRUJROIZDWHUVSRUWVDQG¿VKLQJ
We’re offering a comprehensive package.
Full-time, part-time, per diem and travel
opportunities. For more details, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, OCALA: OCALA REGIONAL
Envision Physician Services is seeking
EM Physicians at Ocala Regional Medical
Center located in Ocala, FL. Recreational
possibilities abound as Ocala is an easy
1-hour drive to Orlando, the Gulf of Mexico,
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Daytona Beach and the Atlantic Ocean
ZLWKZRUOGFODVVJRO¿QJERDWLQJDQG¿VKing options. As well as key area attractions
including Busch Gardens, Sea World and
Walt Disney World. Ocala is considered
one of the three fastest growing areas in the
Nation. Located in the Heart of Florida, the
area is surrounded by scenic countryside
and a unique mixture of rural and urban
lifestyles. Excellent compensation package and relocation assistance is available.
Full-time, part-time, per diem and travel
opportunities. For more details, contact our

California .............pgs 35, 37

Florida.................. pgs 35-37

dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.
FL, KISSIMMEE: OSCEOLA
REGIONAL
Emergency Medicine physician opportunities at our prestigious practice at Osceola
Regional Medical Center located in sunny
Kissimmee, Florida. Osceola Regional
Medical Center is a Level II Trauma Center, has a 55-Bed ED with 82,000 annual ED visits staffed with 60-68hrs. of
physician coverage and 36 hrs of APP

coverage. Osceola Regional is also home to
one of Florida’s newest emergency medicine residency programs in partnership
with the UCF College of Medicine having
started July 2016. Recreational possibilities abound, located minutes from Orlando
and area attractions including Walt Disney
:RUOGDQGZRUOGFODVVJRO¿QJERDWLQJDQG
¿VKLQJ :H¶UH RIIHULQJ D FRPSUHKHQVLYH
package. For more details about this exciting leadership opportunity, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

{ Job Opportunities }
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FOR ADDITIONAL INFORMATION PLEASE CONTACT:

Virginia ................pgs 35, 37

Susan B. Promes, Professor and Chair, Department of Emergency Medicine c/o Heather Pefﬂey,
Physician Recruiter, Penn State Health Milton S. Hershey Medical Center
500 University Drive, MC A595, P O Box 855, Hershey PA 17033
Email: hpefﬂey@pennstatehealth.psu.edu
or apply online at: hmc.pennstatehealth.org/careers/physicians
Penn State Health is committed to afﬁrmative action, equal opportunity and the diversity of its workforce. Equal Opportunity Employer – Minorities/Women/Protected Veterans/Disabled.
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MARYLAND: ANNAPOLIS
Independent, democratic and wellestablished group at community hospital
with excellent specialty support, located
in beautiful Annapolis MD, seeks BC/
BE physician for partnership and nonSDUWQHUVKLSRSSRUWXQLWLHV%HQH¿WVLQFOXGH
ÀH[LEOH VFKHGXOLQJ JHQHURXV &0(
comprehensive medical plan, outstanding
401k match and excellent compensation.
Convenient to Baltimore and DC. Contact
Yolanda Cormier at 443-481-1293 or
ycormier@aahs.org.

Virginia
Fredericksburg
Fredericksburg Emergency Medical
Alliance is a democratic group
looking to add partners to its growing
practice serving the Fredericksburg
area for more than 30 years.
We see more than 110,000 patients
each year between a Level II trauma
center, a community hospital, and a
freestanding ED, with APP and scribe
support at each site.
If you are looking to join a group of
close-knit, fun-loving, board certiﬁed
EM docs with top-level comp and a
$10,000 signing bonus, please send
your CV to Alex Alvarez at
alexandra.alvarez@mwhc.com
or call 540-741-1167.

Salem, Oregon

A rare opportunity! Mountain View Emergency Physicians Medical
Group is currently interviewing for BC/BE emergency medicine
physicians for partnership-track full-time positions, as well as for
part time positions. We are also hiring PAs and NPs to work in our
ED. Full and part time APP positions are available

Salem
Emergency
Physicians
Service (SEPS) offers an outstanding
partnership opportunity for BC/
BE EM physicians. SEPS is a stable,
independent, democratic, physicianowned group with 37 BC emergency
physicians, and 6 APPs, and has
continuously staffed Salem Hospital
ED since 1973. Currently over 110K
patients are treated annually in a
state of the art level II trauma center
with
comprehensive
specialty
backup. We value work-life balance
to promote long and healthy careers.
Exceptional compensation and
ILULÄ[Z PUJS\KL ZJYPILZ ÅL_PISL
scheduling, malpractice, 401k,
health insurance, and more.

We are a democratic, single-hospital, independent group,
practicing in the same location for over 40 years. We are located
30-45 minutes from beach, mountains or desert in Southern
California. Los Angeles and Palm Springs are short drives away.
The possibilities for any lifestyle are endless! Great schools and
world class universities are nearby. We saw over 80,000 patients
in our ED last year and will see over 90,000 this year. We are
growing and looking to add to our provider group.
Coverage is excellent with 58 hours of physician and 51 hours
of midlevel coverage daily, working 8-10 hour shifts. All shifts
have scribes. Night and weekend differentials are offered on top
of a competitive hourly rate. We moved into a new 52-bed ED this
year. Ancillary services and call panel backup are robust. We are
a base station, a STEMI center and stroke receiving center. Our
group is transparent and run by ED physicians. Our partnership
track is fair and well-deﬁned. This is the environment ACEP,
AAEM and residency programs tell you to look for!

We love living in Salem, the heart
of Oregon’s Willamette Valley
wine country, as it is affordable
and convenient to the bounty of
Oregon’s outstanding recreational
opportunities.
See more what we’re about at
sepspc.com, then send your CV,
cover letter, and a recent photo to
sepspc@salemhealth.org or call
503-814-1278.

Interested physicians and APPs, please contact
Kevin Parkes at MTNViewEPMG@gmail.com

REBECCA PARKER, MD, FACEP

FEATURED FLORIDA OPPORTUNITIES
■

Broward Health Medical Center

■

Poinciana Medical Center

Ft. Lauderdale, FL

Orlando, FL

■

■

Raulerson Hospital

Citrus Memorial Hospital

Okeechobee, FL

Tampa Bay, FL

■

■

Ocala Regional Medical Center

Ocala, FL

Indian River Medical Center

Vero Beach, FL

Opportunities in GA, FL, SC, NC, LA, KY and TN
877.226.6059
success@evhc.net
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PhysiciansJobsPlus.com

Connect to the Best
Talent Pool in Healthcare
Be top of mind with physicians who are actively engaged
in reading and researching valued clinical content. From
basic job listings to sophisticated recruitment programs,
PhysiciansJobsPlus offers a range of budget-friendly
solutions that place your positions at the ﬁngertips of the
right candidates at the right time.
s Reach professionals in virtually every medical specialty
s Gain exposure across our network of 250+ journal
websites
s Quickly measure results with reporting and
management tools
s Enhance your listings with Visibility Enhancement
Upgrades and Posting Packages
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Expecting to be excited and challenged ?
Come join our team today !
Emergency Department Providers: The busiest ED in North Carolina, and one of the top 15 busiest nation, treats 95k adult and 35k pediatric
cases annually in its 92 beds. We are currently seeking residency trained BC/BE emergency physicians to work in the 75 bed adult ED. This ED
serves as a high acuity patient population with 28% annual admission rate. There are over 90 hours of adult physician coverage daily and over
110 hours mid-level coverage daily. It is a Level III Trauma Center with robust hospitalist service, interventional cardiology 24/7, cardiac surgery,
neurosurgery, etc. The facility is Chest Pain and Stroke accredited. The EMS system is hospital owned and managed with an award winning
paramedic program. Of note, the Pediatric ED is seperate and has 17 dedicated beds with an additional 24 hours of physician coverage and 20
hours of mid-level coverage. We welcome our inaugural class of Emergency Medicine Residents in July 2017. Opportunities exist for both clinical
and academic emergency physicians.
Top Tier Compensation: The cash compensation package is valued at over $250/hour, including evening, night, and holiday differentials, as well
as a quarterly incentive bonus. We offer a generous sign-on bonus plus moving stipend. The comprehensive benefits package includes Malpractice
Insurance Paid; CME Time and Allowance; 403(b) match and 457(b); and health and dental.
The Area: Cape Fear Valley Health is located in the thriving and diverse community of Fayetteville, NC which consists of more than 319,000
residents. Fayetteville has received the prestigious All-America City Award three times from the National Civic League and has been recognized
for cultural diversity and municipal excellence by the National League of Cities.
Fayetteville is known for its many golf courses with the Home of Golf, aka Pinehurst, located 30 minutes from the city. Our central location provides
easy access to some of the most beautiful beaches in the country to our east and to the majestic Blue Ridge Mountains to our west. In addition
to our central location, our mild climate, low cost of living, and patriotic spirit makes it an ideal city for rising healthcare professionals and families.
As the sixth largest city in North Carolina – and growing – both Fayetteville and Cape Fear Valley Health’s healthcare needs are on the rise.
Please contact Ashley Dowless, Corporate Director, Physician Recruitment at 910-615-1888 or adowl@capefearvalley.com for additional information.
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Where you live is a reflection of who you are.
Over 200 locations and growing.

So is where you work. If you want to be
part of a large, stable group, take a look at US Acute
Care Solutions. We are the largest, physician-owned
group in the country, with over 200 locations, each
chosen to appeal to the different tastes and lifestyles
of our clinicians. Best of all? Every USACS physician
becomes an owner in our group, creating unbeatable
camaraderie. Our commitment to physician ownership is a reﬂection of who we are and what we care
about most: our patients, and living the lives
we’ve always dreamed of.
Visit USACS.com and discover why more than 3,000
providers serving over 6 million patients a year are
proud to call US Acute Care Solutions home.

Own your future now. Visit usacs.com
or call Darrin Grella at 844-863-6797 careers@usacs.com
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