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Cricoid Pressure
Nothing More
than Nostalgia

Staffing Company, Hospitals
Failed to Pay EPs
BY RUTH SORELLE, MPH

BY RORY SPIEGEL, MD

C

ate Pelletier, MD, well remembers the day it all fell apart. It
was late October, and she said one
of the chief officers of Roxborough
Memorial Hospital called to offer
her a contract with Prime Healthcare, the company that owned
the hospital, if she would show
up for her midnight shift. She said
he promised that a contract at a
higher rate of pay would be on her
desk when she got to the hospital.
“When I got to work that night,
there was no contract on my desk,”
she said. When another physician
offered the same deal came in the
next morning, the two of them
asked the administrator to come
to the ED. He was angry and abrupt when he showed up, she said,
telling them that he could not
make a contract for Prime and that
they shouldn’t be “absurd.”
Continued on page 34
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T

he use of cricoid pressure is a
polarizing issue. It is not uncommon for experts in emergency
airway management to come
close to blows when discussing
the efficacy of Sellick’s famous
maneuver. Until recently, there has
been a paucity of data to support
or discredit its use, but the publication of the IRIS trial represents
the first large, high-quality empiric
examination of this historic piece
of airway dogma.
The IRIS (Sellick Interest in Rapid
Sequence Induction) trial examined
using cricoid pressure in surgical
patients undergoing rapid sequence
induction (RSI) at 10 centers across
France. (JAMA Surg 2018 Oct 17.
doi: 10.1001/jamasurg.2018.3577;
http://bit.ly/2zuJKid.) The authors
enrolled 3,472 adult patients requiring RSI for any type of surgical procedure under general anesthesia
who were considered to have a full
stomach (less than six hours of fasting) or at least one risk factor for
pulmonary aspiration. Patients were
randomized to receive a sham procedure or true cricoid pressure,
Continued on page 32
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VIEWPOINT

Ending Gun Violence Is Our Lane
BY CHRISTOPHER
BARSOTTI, MD

T

he problem of gun violence is
more than bullet holes.
Emergency physicians know
how deep this problem runs.
We conduct threat assessments
of patients who demonstrate
dangerous behaviors with legally-owned firearms, comfort the
families of victims we couldn’t
resuscitate, help survivors learn
to live with their new disabilities,
and prepare for the next inevitable
catastrophe with active shooter
drills and mass casualty plans.
We also see firsthand the toll
gun violence takes on the psychological and social health of our
communities.
But, more importantly, we know
that it doesn’t have to be this way.
Gun violence is an unrelenting
epidemic that kills and wounds
120,000 people each year,
threatens the lives of hundreds of
thousands more, and creates pervasive fear of violence in our
schools and places of worship and
celebration.
If physicians can address gun
violence in the same way we have
addressed every other health
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crisis, we will find solutions to decrease firearm victimization, injury,
and death. We checked the HIV
epidemic without taking away sex.
We slashed the mortality rate from
motor vehicle trauma by improving cars, roads, and the behaviors
of those who use them without
taking away cars. The same is possible for firearms.
By employing public health
methods, physicians can identify
the causes of gun violence, learn
who is at risk, understand what
works to prevent or mitigate injuries, and scale up successful inter-

because of the 1996 Dickey
Amendment. Despite 20 years of
advocacy by the medical professions, Congress continues to appropriate $0 to the Centers for
Disease Control and Prevention for
gun violence prevention research.
It’s time to seek alternative solutions.
The American Foundation for
Firearm Injury Reduction in Medicine (AFFIRM) was founded last
year by physicians to fund gun
violence prevention research
through private sector partnerships and to sponsor the develop-

‘We slashed MVC mortality by improving
cars and roads without taking away cars.
The same is possible for firearms.’
ventions. We can develop layered
systems to optimize care, mitigate
risk, promote resilience, and reduce harm at every opportunity.
Policy change is important, but we
can’t legislate our way out of this
problem.
It’s going to take research. Unfortunately, gun violence prevention research has been systematically underfunded for decades
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ment of evidence-based
recommendations to diminish
the injury burden. AFFIRM created
a bypass to the partisan blockade
of gun violence prevention research in partnership with its coalition of medical organizations,
including the American College of
Emergency Physicians, the American Medical Association, the
American College of Surgeons,
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and the American College of Physicians, among many others.
With this backdrop, the #ThisIsOurLane physician movement
erupted Nov. 8 after the National
Rifle Association (NRA) scolded
physicians on Twitter to “stay in
their lane” in response to a position paper on firearm injuries published in the Annals of Internal
Medicine. (2018;169[10]:704;
http://bit.ly/2FTGt2t.) At the same
time, Thousand Oaks, CA, became
the latest chapter in the American
epidemic of mass gun violence.
Recruiting the energy and talent of more than a dozen physician authors nation-wide, AFFIRM
responded with an open letter
that decisively staked our claim in
the fight to end the epidemic of
gun violence in America. (http://
bit.ly/AFFIRMpetition.) Our letter
had garnered more than 40,000
health care signatures as of Dec.
1, and confirms that we have the
expertise, workforce, and collective will of medicine to end this
epidemic.
AFFIRM’s first requests for proposals were just released in partnership with the Emergency Medicine
Foundation and Emergency Medicine
Continued on next page
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Friends Refuse to Let Tamara O’Neal
Be Hashtagged and Forgotten

W

e had the good fortune
of becoming friends with
Tamara O’Neal, MD, (also known
as T.O. by those who were close to
her) in 2010. We met while starting medical school at the University of Illinois at Chicago (UIC).
Tamara already had a close-knit
group of friends she had met as an
undergrad, and we were new to the
group, but we were immediately
accepted and integrated without
question. We were 10 young black
physicians (besides us, Chisalu
Nchekubwe, MD, MBA; Talia Minor,
MD; Elizabeth Bonsu, MD; Victor
Nwanko, MD; Breana Taylor, MD; Alexandria Holliday, MD; and Christopher Hicks, MD) tied together
by the objective of being exceptional
in a field that lacked so many of us.
Tamara was the glue that held
us together. She propelled us while
always being courageous, vibrant,
and cheerful. As a group of young
African American medical students,
we relied heavily on each other to
matriculate. The scarcity of minorities in medicine alone bonded us
forever. We faced the typical
obstacles and sacrifices of medical students, but we also encountered the greatest adversity
of being continually undermined as
physicians-in-training.
Feelings of inadequacy, incompetency, and insecurity were common, but Tamara’s tenacity and

Letters to the Editor
begin on p. 15.

resilience marched all
of us through. She
named our study
group the OHQs,
short for One Hitter
Quitters. The name
meant that we had
vowed to take tests
only once, pass them,
and never take them
again. It was the perfect illustration of her
goal for us to be nothing short of excellent
physicians. Over the
next four years, the 10
of us studied together,
ate together, laughed
together, and grew together. We celebrated
each other’s accomplishments, supported
each other, and most
of all, relied on each
Dr. Tamara O’Neal.
other through times of
comedian. She made us laugh so
tribulation. We became more than
hard that our sides hurt.
friends; we were an authentic famTamara loved to put others in a
ily, a family of OHQs.
good mood and always found the
Tamara meant the world to all
silver lining in dark situations. She
of us. She was bright, caring, and
threw herself a birthday party for
selfless, often volunteering for as
three days straight and would
many events as she could to uplift
throw you one too. She was sincere
her community. She loved God and
and genuine, always making time
frequently thanked him for her
to bond with her friends and famblessings. She didn’t work on
ily. Even after we graduated and
Sundays so she could attend
moved around the country, she was
church and choir. She loved her
the one who kept us all in sync.
’90s music and would often bust
She was the epitome of a friend.
out a random old-school dance
The loss of Tamara O’Neal is a
move when her jam came on,
loss for all of medicine. She wanted
shouting, “You don’t know anyto be an emergency physician as
thing about this right here!” She
soon as she stepped through the
loved to laugh and was wildly
doors of UIC. She loved the excitefunny. In another life, she would
ment, the adrenaline, and the sponhave been your favorite stand-up

taneity of her shifts. Her
drive was unsurpassable.
But her real draw to
the specialty was the opportunity to touch the
lives of as many patients
as possible, especially the
underserved population.
She made it her purpose
to create a light for others on their darkest days.
She made it her mission
to provide mentorship to
medical students and residents, especially those of
color. She was a powerful
resource and a positive
example for medical students to emulate. She
was a role model to all
who knew her and a
source of joy for her students and patients.
No one ever expected
Tamara to be a victim of
interpersonal violence or gun violence. She would not have wanted
to be remembered by the way she
died but remembered by the way
that she lived. Tamara would have
wanted to use her death to be outspoken on the issue that ended her
life and to affect the lives of others.
We, her OHQs, and her immediate
family have started two memorial
funds in her honor. The Dr. Tamara E.
O’Neal Memorial Fund will fund a
scholarship at the UIC College of
Medicine for a minority medical student to follow in Tamara’s footsteps.
(Contribute at http://bit.ly/ONealMemorialFund.) The Dr. Tamara
O’Neal Memorial Research Fund hosted by FemInEM will cover the costs
Breana Taylor, MD

BY AMEERA HAAMID, MD,
& GARTH WALKER, MD, MPH

Continued on next page
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Our Lane
Continued from previous page
Residents’ Association, and are available at https://affirmresearch.org/
opportunities/research/.
In partnership with the Illinois
College of Emergency Physicians
and University of Illinois at Chicago
faculty, we are currently raising
funds to study the intersectional is-
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sues of gun violence and intimate
partner violence in honor of Tamara
O’Neal, MD. Anyone wishing to support this fund may contribute at
http://bit.ly/AFFRIMONeal.
Physicians who wish to increase
the impact of the #ThisIsOurLane
discussion by writing a perspective piece (http://bit.ly/AFFIRMperspectives) for our webpage
are encouraged to contact us at
info@affirmresearch.org. EMN

Dr. Barsotti is a founder and the chief executive officer
of the American Foundation for Firearm Injury Reduction
in Medicine (AFFIRM) and an emergency physician at
Berkshire Medical Center in Pittsfield, MA, and Southwestern
Vermont Medical Center in Bennington, VT. He is also the
immediate past chair of the Trauma and Injury Prevention
Section of the American College of Emergency Physicians, the current secretary/treasurer of Vermont ACEP, and a member of the
Massachusetts Medical Society committees on preparedness and violence
intervention and prevention. Follow AFFRIM on Twitter at @ResearchAFFIRM.
Find more information about AFFIRM at https://affirmresearch.org.
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The Aftermath of the Shooting
at Chicago’s Mercy Hospital
BY KATHERINE BLOSSFIELD
IANNITELLI, MD

A

gunman shot and killed an
emergency physician, a pharmacy resident, and a police officer
at Chicago’s Mercy Hospital in
November, leaving the emergency
physicians there reeling from the
experience. They cycled through
every emotion imaginable, from
fear to guilt, but they were able to
glean some lessons from their harrowing experience.
Keep Yourself Safe
Basem Khishfe, MD, was working in
the ED opposite Tamara O’Neal,
MD, for eight hours that day. After
learning that she had been shot in
the parking lot, he and others
wanted to run to their dying friend.
“Our first instinct as physicians is
to save lives,” he said.
But the shooter was moving toward the ED. The police urgently insisted that they barricade in a break
room with other staff and a patient.
One physician started toward the
parking lot, but Dr. Khishfe prevented her. “I remember hugging her
and telling her I want to run also,
but we need to make sure everyone
is safe so we can go help Tamara.
“The most important thing is to
protect yourself so you can help
others when the incident is done,”
he said. “You can’t help someone
if you’re dead.”

Training Saved Lives
Dozens of lives were saved because
people recognized the crisis and
followed their training, said Patrick
Connor, MD, the director of the ED
at Mercy Hospital. He watched the
hospital security tapes after the
shooting, and saw the shooter
move through the halls toward the
ED, where dozens of people had
been only seconds before.
“Everyone stepped up and barricaded. People protected themselves and patients and visitors,”
he said. “When [the shooter]
walked down the hall to our main
ED, there was nobody there. Everyone had the courage to think right
and do the right things. That’s
what prevented more catastrophe.”
Those life-saving events were set
off by a person running in from outside to report that Dr. O’Neal had
been shot, Dr. Khishfe said. “They
called a Code Silver immediately.
The police showed up really fast.
The receptionist in the Family Health
Center who used to be a security
guard barricaded people. When [the
shooter] got to the lobby, there
weren’t a lot of people there.”
You’re Not to Blame
Some Mercy emergency physicians
are battling guilt in the aftermath of
the shooting. Dr. Khishfe himself
can’t shake the image of Dr. O’Neal
lying unattended while he and others were following police orders to

hide for their own safety. “What if
we ran to her earlier? Could I have
saved her? I don’t know.”
Dr. Connor said he was struggling too. “Tamara was notorious for
leaving late,” he said. “She didn’t
leave until a couple minutes before
she was murdered. We should have
kicked her out.”
Dr. Khishfe agreed, saying he
wished he had picked up more patients on her side so she could have
left early. “Maybe if I left with her,
she wouldn’t be dead,” he said.
But both physicians are quick to
redirect themselves from that line of
thinking, noting that trauma survivors have to accept that feelings of
guilt are normal but irrational.
Dr. Connor encouraged his staff
by sharing the words of a colleague
who preferred to remain anonymous.
“You guys could not have possibly
carried her back into the hospital,”
the colleague wrote in an email. “[E]
ven if you could, there would be NO
ONE to assist you, and you probably
would have gotten killed because
you would immediately have become the target. Just remember that
there was no other option.”
Dr. Connor stressed to his staff
that they had actually succeeded.
“There are faces and names still
walking on this earth [because of]
your rapid actions,’” he said.
Dr. Khishfe said it is normal to
feel guilty. “You just have to know
you’re not,” he said.

Promote Healing
Dr. Khishfe went back to the ED the
day after the shooting to be with his
friends, overcoming mixed feelings
about returning to the scene of the
shooting. “I wasn’t excited to go to
a place where I saw a bloodbath,”
he said. “But I sat with everyone in
the department. We’re coming together, checking on each other.
We’re talking to each other, taking
care of each other. It was helpful for
me to come.”
Talking with colleagues is important, Dr. Connor said, because outsiders may never understand the intense emotions and sense of guilt.
“You have to be a voice of reason
and encouragement,” he said. “You
have to listen every day. Explain [to
your family] as best you can, but
don’t ruin your relationships because you’re frustrated they don’t
get how everything has suddenly
changed. Don’t get angry.”
He also recommended talking to
the hospital’s Employee Assistance
Program professional despite his
own initial reluctance to do so. “I
found it very cathartic to talk and
vent my frustrations to an active
listener who was willing to hear my
voice in the rawest sense of the
word,” he said.
Let Others Help
Emergency physicians must make a
mental shift to recover from trauma,
Continued on next page
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O’Neal
Continued from previous page
of her funeral with the remainder
going toward an AFFIRM research
fund. (Donate at http://bit.ly/ONealAFFIRMfund.) Tamara would want
this used to fund research on interpersonal and gun violence especially
affecting women of color. We hope it
will provide us with highly specific
warning signs and evidence-based
prevention methods to keep this
from happening to other women
who may be too afraid to speak out.
We know that Tamara is smiling
down from heaven at these efforts.

We refuse to have her hashtagged
and forgotten. She brought so
much to this world through her
personal life and profession, and
we are so sad that she wasn’t allowed to keep giving. Nonetheless,
we will keep her legacy of love and
charity alive.
We love you, T.O. Thank you
for all that you have done for us
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.

and for the incredible memories.
Thank you for loving us and allowing us to love you back. May
your tragedy help others in need;

we know you would have wanted
it that way.
Love,
Your OHQs

Dr. Haamid is an emergency physician and EMS fellow at Denver Health
Medical Center. She plans a career as
an EMS medical director in an urban
setting while mentoring younger
physicians and continuing community
outreach. Dr. Walker is a third-year
resident in emergency medicine at the University of Chicago and plans to
continue his work in health policy, health care innovation, and emergency
medicine. He holds a master’s of public health from the Northwestern
Feinberg School of Medicine, where he researched health care utilization
and gun violence. They wrote this article on behalf of the OHQs.
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Death, Violence, Health, and Poverty in Chicago
BY EARL FREDRICK III,
MD, MBA

Ten Leading Causes of Death by Age Group, United States, 2016

I

noticed about a decade ago that
Chicago’s South Side communities had extremes of chronic disease and their complications. The
intensity of chronic disease morbidity and mortality was higher in
community hospitals on Chicago’s
South Side than in the university
referral centers in which I had previously worked and trained.
A couple years ago, I began to review Medicare discharge data by zip
code in Chicago and found clusters
of zip codes on Chicago’s south and
west side that had the highest concentrations of cardiovascular, renal,
endocrine, neurologic, and HIV disease in the entire city. The same
neighborhoods with extremes of
chronic disease also had extremes of
poverty, racial-residential segregation, and gun violence. There was an
incontrovertible link between
poverty, poor education, poor health,
early death, racial residential segregation, and gun violence in Chicago.
Gun violence in Chicago is a
public health emergency. It is
driven by poverty and inequity.
Chicago is famously known as a
city of neighborhoods. The neighborhood affects life expectancy,
wealth, health, and likelihood of
encountering gun violence. Segregation drives the persistence of
poverty, premature death, and violence in Chicago’s neighborhoods.

An epidemiologic approach to
assessment and a public health
approach to policy and mitigation
are desperately needed to address
violence in Chicago’s most challenged neighborhoods.
The neighborhood in which a
person lives determines his health,
wealth, life expectancy, and
whether gun violence will directly

affect him, and it is clear that segregation is the core prevailing influence that perpetuates conditions
that sustain and ensure ongoing violence in some Chicago neighborhoods.
Guns caused 36,252 deaths in
the United States in 2016, according to the Centers for Disease
Control and Prevention. (National

Vital Statistics Reports 2017;66[6];
http://bit.ly/2OD2G4R.) The majority of these deaths (excluding
mass shootings) occur in
economically-challenged communities with high rates of individuals living at or below the
poverty line. Growing up in certain
Chicago neighborhoods is a guarantee of poverty and exposure to

NEWS

Shooting
Continued from previous page
Dr. Khishfe said. “We’re trained to
think of everyone else before
ourselves. But now this is about
you. You were injured in all of this.
You need to recover so you can
come back and do the thing you
love to do.”
Mercy ED is faced with the practical matter of covering Dr. O’Neal’s
shifts, but Dr. Connor said it was not
the time for his regular physicians to
pick up extra shifts. They received
many offers, including from a local
ED director who covered gaps in
the schedule, he said.
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Fortunately, Dr. Connor had kept
up to date with credentialing parttime physicians. “You should have
more staff than you need,” he said.
“Convince them to stay on staff even
if they’re not working. Those people
can step in” to fill the gaps and let recovering physicians take time off. EMN

AFFIRMing the End of Gun Violence
It was inevitable that EPs wouldn’t sit idly by when
the NRA told them to stay in their lane when it came
to gun violence.
The reaction was swift and strong, and in the
middle was the rational voice of Chris Barsotti, MD,

Dr. Iannitelli is an
emergency physician in Illinois.
She graduated
residency from
Advocate Christ
Medical Center in
June 2016 and the University of
Chicago Medical School in 2004.

the CEO and mastermind behind AFFIRM, an organization seeking to end gun violence through research,
innovation, and evidence-based medicine.
Listen to him explain AFFIRM’s mission in this
exclusive interview on our website: http://bit.ly/
SoundBitesEMN
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NEWS
violence. Massey and Denton in
their seminal treatise found that
poverty is concentrated in nonwhite neighborhoods not by coincidence but through systematic
segregation. (American Apartheid:
Segregation and the Making of
the Underclass. Cambridge, MA:
Harvard University Press, 1993.)
Racial segregation magnifies
poverty’s influence on communities of color in particular. (Am Social Rev 2012;77[3]:354.) The
Chicago neighborhoods with the
highest concentrations of poverty
from 2005 to 2009 also had the
highest homicide rates citywide
based on age-adjusted data per
100,000 persons.
Among these neighborhoods,
Fuller Park is currently 90 percent
African American, 5.4 percent
Hispanic, and 4.2 percent white.
The median annual household income there is $22,400, while the
U.S. poverty level in 2017 was
$24,858. (U.S. Census; http://bit.
ly/2PYtxJq.) Englewood is currently 94.6 percent African American, 2.5 percent Hispanic, and 1.2
percent white with a median annual household income of
$25,200. Washington Park is 95
percent African American, 0.9
percent Hispanic, and 0.4 percent
white with a median annual
household income of $24,600.
West Englewood is 90 percent
African American, 7.6 percent Hispanic, and 0.7 percent white with
a median annual household income of $31,000. Burnside is 99
percent African American and 0.4
percent white with a median annual household income of
$32,800. (Statistical Atlas; http://
bit.ly/2PmziTZ.)

cial segregation also affects mortality, life expectancy, and infant
mortality. Reductions in exposure
to racial residential segregation
are associated with reductions in
systolic blood pressure. (JAMA Intern Med 2017;177[7]:996.)
The leading causes of death in
the United States are heart disease,
cancer, chronic lower respiratory
disease, unintentional injuries, and
strokes. (National Center for Health

Statistics, NCHS Data Brief No.
229, December 2015; http://bit.
ly/2OKaJ3U.) Illinois’s leading
causes of mortality largely mirror
national statistics except stroke
tops unintentional injuries at the
state level. Mortality data for
Chicago generally mirror national
and state data except that homicides are the leading cause of
death for those aged 15-24 and 2534; injuries are first for these age

groups nationally. Coupling these
age groups show that they suffer
the burden of excessively high unemployment, under-education,
community-based trauma and violence, and premature death due to
homicide.
The question is are these relationships incidental or causal?
Debate has raged over the influence of poverty on violence and
Continued on next page

Race and Violence
The level of residential segregation is directly related to the level
of violence, particularly gun violence. African American-white segregation is especially problematic
in Chicago. One homicide occurred in each of the three predominantly white neighborhoods
in Chicago (Lakeview 80% white;
O’Hare 77% white, and Near North
72% white) while the remaining
predominantly white neighborhoods had none during 2015.
Homicides in Chicago’s predominantly black neighborhoods ranged
from three in Riverdale (96%
black) and Burnside (98% black)
to 23 in Chatham (97% black). Ra-

7

LWW-EMN_January 2019_Layout.indd 7

11/12/18 4:51 PM

NEWS

Chicago

Chicago Neighborhoods at least 70%
African American with Highest Number
of Gun-Related Crimes, 2015

Continued from previous page
homicide while the data on
mortality, life expectancy, and
chronic disease prevalence are
more compelling. U.S. life expectancy for all races and ethnicities is 75.6 years for men, 80.6
years for women, and 78 years
overall. (Prev Chronic Dis 2016;13:
160088.)
Chicago life expectancy in 2010
was 79.8 years overall. Significant
variance in life expectancy is associated with median household
income in Chicago, which was
$49,877 in 2010. The median
income in Chicago’s poorest
neighborhoods was $22,234 and
$90,000 in the highest income
neighborhoods. Life expectancy
was an average of 73.5 years in
the lowest income neighborhoods
and 86 years in high-income
neighborhoods, a 12-year gap.
The neighborhoods with the
lowest life expectancy in Chicago
are West Garfield Park 69, Washington Park 69, Fuller Park 69,
West Englewood 70, Englewood
71, Greater Grand Crossing 71,
and West Pullman 72. Seventy
percent of these neighborhoods
with the lowest life expectancy
were Park 72, Austin 72, and
Burnside 72. Chicago also has the
highest levels of gun violence.
Obviously, it makes sense that
high homicide and gun violence
rates equate with low levels of
life expectancy.
Segregation and Poverty
Chicago experienced 58 percent
more homicides and 43 percent
more nonfatal shootings between
2015 and 2016. The incidence of
violent crime and gun violence in
Chicago is markedly disparate
across neighborhoods. Sixty-four
percent of 2017 homicides occurred in 20 percent of Chicago’s
neighborhoods. The Chicago
metro area is the third most segregated after Milwaukee and
New York City/Newark, NJ.
Chicago is one of the most racially
segregated cities in America, and
its neighborhoods serve as placeholders for racial and economic
groups. Segregation also concentrates poverty, low life expectancy,
and high infant mortality.
Gun violence is a disease resulting from generations of neg-
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lect and concentrating racial and
economic groups to the detriment of Chicago as a whole.
Redirecting funds that isolate, segregate, and incarcerate toward
community and individual development, education, and desegregation is urgently needed. We
urgently need safer communities
that are multicultural and racially
diversified. We urgently need to
lift all Chicagoans to at least the
level of the average of the 100
most populous cities in America.
Systematic desegregation, educational investment, and growth of

jobs and incomes will improve
the quality of life for Chicago.
Gun violence in Chicago requires
a massive public health response
to remediate a predictably
worsening crisis.

Emergency physicians and
trauma surgeons are the front line
of the gun violence crisis. Education, community activism, and
enormous compassion are needed
to comprehend the impact of social
determinants on the victims and
perpetrators of gun violence. Each
encounter is an opportunity to
teach and show love that is otherwise absent from the landscape and
policy affecting victims and perpetrators of gun violence. Our criminal
justice system has predictably failed
to redress gun violence on the individual or population level. Policymakers need education from first
responders and emergency physicians who stand at the vanguard of
gun violence.
The Means Matter campaign
at the Harvard T. H. Chan School
of Public Health addresses the
availability of guns in relation to
suicides, including children. In
fact, Baxley found that 22 percent
of children had played with a
gun parents thought was hidden.
(Arch Pediatr Adolesc Med 2006;
160[5]:542.) Emergency physicians’ advocacy for gun control
is important to save lives. Just
hours before the mass shooting
in San Bernardino, CA, that killed
14 people and seriously wounded
22 in December 2017, a group of
doctors in white coats brought
a petition to Capitol Hill. More
than 2,000 physicians from across
the country petitioned Congress
to lift the 20-year restriction
on CDC funding for gun violence
research.
Racial residential segregation
in Chicago isolates individuals
with limited means in areas rife
with gun violence. Gun violence is a
public health emergency in need of
policy, advocacy, and epidemiologic
research to develop real solutions.
Powerful lobbying groups have effectively stifled research and have
only offered law-enforcement solutions that clearly don’t work and, in
fact, exacerbate the core social
determinants underlying gun
violence. EMN

Dr. Fredrick is an emergency physician who has been
practicing for 28 years mostly in community hospitals
on Chicago’s southwest and southeast sides. He is currently the medical director for a Cook County-managed
care organization, and was the medical director at Advocate Trinity Hospital from 1993 to 2001, at Holy Cross
Hospital from 2002 to 2004, and at Jackson Park Hospital from 2015 to 2018.
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THE SPEED OF SOUND

No Benefit of POCUS for Shock (but Keep Using It)
BY CHRISTINE BUTTS, MD

ical exam, experience, and clinical
judgment.
I use POCUS to confirm my
thoughts and to look for the really
bad things. If bedside ultrasound
really is the stethoscope of the 21st
century, as so many have suggested, perhaps we should use it as
such. I’m not aware of any randomized, controlled trials that show an
increased survival rate when I listen
to my patient’s heart, but I’m going
to do it anyway because it adds to
my overall understanding and
every now and then points me in a
different direction. EMN

I

t was a bombshell: A recent
study found no difference in any
outcomes between undifferentiated shock patients who did and
did not receive ultrasound.
This multicenter study evaluated the use of point-of-care
ultrasound (POCUS) in adults
who presented with a systolic
blood pressure less than 100 mm
Hg or a shock index greater than
1. (Ann Emerg Med 2018;72[4]:478;
http://bit.ly/2OnZFEy.)
There were quite a few exclusion
criteria, which appear to have been
intended to exclude patients with
known causes of hypotension (history of trauma, for example). Patients were randomized to a group
that utilized the established POCUS
RUSH protocol to evaluate hypotension and direct care or to a group
receiving standard, non-ultrasound
directed care. The primary outcome
of the study was survival at 30 days
or to hospital discharge. They also
looked at secondary outcomes such

More about Kurdistan
The map used with Dr. Butts’
column last month demonstrated the region in which the
Kurdish people and culture are
the majority. The term Kurdistan
referred to the semi-autonomous region of Iraqi Kurdistan,
located within northern Iraq.

as length of stay, ICU admission,
and use of inotropes.
Certainly, the study design had
a number of methodological issues.
The initial proposal was powered
for 400 patients, but only 270
were enrolled. The study was halted early due to slow enrollment
and the futility of continuing, as
decided by their ethical board. But
were there really that few patients
over four years? Would it have
made a difference if they had met
their initial goal?
The study design required patients in the POCUS arm to have
their first ultrasound within 60
minutes of initial assessment. The
physicians performing the scan
were not blinded; is it possible that
they were influenced by their clin-

ical gestalt prior to the ultrasound?
Most of the patients in this study
had non-cardiogenic shock, specifically sepsis. Short of identifying
an obvious source (hot gallbladder,
big abscess), the mortality benefit
of POCUS in these patients seems
a bit murkier and likely less important than other factors, such as
early antibiotic administration.
Hopefully, additional validation
will add to the findings of this
study and clear up these issues.
This study made me think of a bigger question, however: What do we
expect from bedside ultrasound?
Sometimes I am surprised by what
I find when I put the probe on a
patient’s abdomen, but most of the
time I know what I’m looking for.
That’s the role of my history, phys-

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. Butts is
the director
of the division
of emergency
ultrasound and
a clinical associate 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.

QUICK CONSULT

Symptoms: Cold,
Dizziness, Tachycardia
BY BONNIE KAPLAN, MD

A

Lippincott, 2017

31-year-old man with a history of high blood pressure
presented with a cough, cold, and congestion for two weeks
and recent dizziness. He said he hadn’t been feeling well off and
on with body aches and fatigue. Then he became really dizzy and
short of breath, and felt like he was going to faint, so he came to
the ED. He had injected conjunctival, looked unwell, and couldn’t
lie down for long without shortness of breath.
He was afebrile, tachycardic to 110 bpm, and had a blood pressure of 118/89 mm Hg. He received an ECG and then had a troponin of 2.57. He was quickly admitted. What was his diagnosis?
Find the diagnosis and case discussion on next page.
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CLINICAL PEARL

Think of CRAO as a Stroke
BY EMEDHOME.COM

C

LWW, 2016

entral retinal artery occlusion
is analogous to an ischemic
stroke, usually the result of an
embolus from a carotid or cardiac
source. CRAO patients are at in-

creased risk of ischemic stroke,
particularly the first week after
the occlusion. (Ophthalmology
2015;122[11]:2336.)
A recent study evaluated the
diagnostic yield of an inpatient
stroke workup in patients with
acute CRAO. (Am J Ophthalmol
2018 Aug 25. doi: 10.1016/j.
ajo.2018.08.027. [Epub ahead of
print].) Thirty-seven percent of 103
patients with CRAO had critical ca-

rotid disease ipsilateral to the
CRAO, 37 percent also had acute
stroke, and 25 percent underwent
an urgent surgical intervention,
usually carotid revascularization,
valve replacement, or coronary
artery intervention.
The combined stroke-MI-death
rate at 24 months was 32 percent,
suggesting that CRAO confers a
risk at least equal to a high-risk
TIA. This study was limited to a
single academic medical center,
but the high rate of serious comorbid disease and the high rate
of subsequent stroke, MI, and
death showed that CRAO was a
stroke equivalent and that patients presenting with an acute
CRAO should quickly undergo
thorough risk factor evaluation
and intervention.
Given that CRAO patients
typically present to the ED, this
has important implications for
appropriate disposition and
evaluation by emergency
physicians .

This Clinical Pearl first appeared on EMedHome.com.
Subscribers get a new clinical

pearl emailed to them every
Wednesday. Visit www.EMed
Home.com. EMN

EMedHome.com on EM-News.com
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/
EMN-EMedHomeVideos.
This Month’s Podcast
Amal Mattu, MD, and Colleagues: Medical Malpractice, Neonatal Fever, the Dizzy Patient, and
EPI in Cardiac Arrest: http://bit.ly/MattuEMN.
Dr. Mattu is one of the premier speakers in emergency medicine, and a professor of emergency
medicine and the vice chair of emergency medicine at the University of Maryland School of
Medicine in Baltimore.
This Month’s Video
Sergey Motov, MD: Top 10 2017 Sickle Cell Disease: Cutting Edge Care: http://bit.ly/EMNEMedHomeVideos. Dr. Motov is an assistant
professor of clinical emergency medicine at SUNY
Downstate Medical Center and the assistant
emergency medicine residency director at Maimonides Medical Center, both in New York City.

QUICK CONSULT

Diagnosis: Acute Myocarditis
Continued from previous page

M

yocarditis, the inflammation of
the myocardium, causes dysfunction in the heart. A definitive
diagnosis is obtained only by doing
a biopsy of the myocaridium, so the
diagnosis often comes down to a clinical diagnosis using the Dallas criteria.
Multiple things can cause
myocarditis, the most frequent being
viral, bacterial, spirochetal, mycotic,
rickettsial, protozoal, and helminthic
infections. Noninfectious causes include cardiotoxins, hypersensitivity
reactions, systemic disorders, and radiation. (Circulation 2006;114[15]:1581;
http://bit.ly/2Q6VkqQ.)
Unfortunately, patients with
myocarditis present in a variety of
ways, with fatigue, chest pain, heart
failure, shock, arrhythmias, or even
sudden death. Many cases, in fact, go
undetected because the amount of inflammation varies by case and patients
can present with the whole spectrum

of concerns. Its frequency, therefore, is
not really known. Researchers looking
at causes of unexplained cardiomyopathy found nine percent were ultimately caused by myocarditis. (N Engl
J Med 1985;312[14]:885.)
The physical exam usually shows
some signs of the heart dysfunction,
and could show unexplained fluid
overload, tachycardia, shortness of
breath while lying down, dyspnea
on exertion, and tachypnea.
The initial workup should include
an ECG, troponin, chest x-ray, and
BNP (if heart failure is suspected).
The ECG can be normal, nonspecific,
or have patterns similar to pericarditis or acute myocardial infarction. (Heart 2000;84[3]:245; http://
bit.ly/2PtEQvT.) The troponin may be
elevated, which would reflect some
myocardial necrosis; this is seen only
in some patients with myocarditis. A
chest x-ray, unfortunately, also has
limited sensitivity for identifying cardiomegaly. It is also important to
perform echocardiography to evaluate for decreased ventricular func-

distinguish from
myocardial infarction or
they have high risk
factors for MI. It is important to have a
higher level of suspicion
for a patient presenting
with otherwise unexplained heart failure,
shock, or arrhythmia,
especially if infection is
present.
Our patient had a cardiac angiography without any disease
noted, and was treated for presumed myocarditis. EMN
Lippincott, 2017

BY BONNIE KAPLAN, MD

tion. The sensitivity of the echocardiogram is still not perfect, however.
Investigators found that the echocardiogram will show left ventricular
dysfunction 69 percent of the time.
(Am J Cardiol 1988;62[4]:285.)
If your facility has the capability,
cardiac magnetic resonance imaging
has been found to have
a sensitivity of 100% and a specificity of 90%. (Circulation 1999;
99[3]:458.) Cardiac catheterization
is not usually required, but
select patients require coronary angiography when their clinical
presentation is too difficult to

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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Even a Monkeylearn Can Do It
BY ALEX MOHSENI, MD

much more can be done easily
with these tools.
■ Monkeylearn: Easily one of
the coolest add-ons, Monkeylearn
allows you to apply AI algorithms
to your data set, doing things like
sentiment analysis, topic classification, and even build and apply your
own AI algorithms. EMN

I

’m surprised how many people
still use Microsoft Word, Excel,
and PowerPoint. It’s difficult for
me to imagine a bigger waste of
time than trying to reconcile different versions of documents, with
agonizing file names—MyProjectfinal-final-really-final4.doc.
I use Google Apps for everything,
and I believe Google Sheets is far
superior to Excel for everything
other than large data sets. And
there’s one simple reason: Add-ons.
Google Sheets offer add-ons,
which are extensions that can
greatly boost your power, functionality, and efficiency when
doing spreadsheet work. Here are
my favorites:
■ Power Tools: Any repetitive
task that would normally take you
many hours, like removing all blank
rows from a sheet, looking for and
extracting duplicates, merging
sheets, capitalizing each word, and
removing extra spaces, can be
done with Power Tools from AgileBits in just seconds. This is the
add-on I use most often.

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.

■ Autocrat: This is essentially a
document merge tool. You have a
list of 1,000 people on your sheet,
and you want to generate a custom letter for each one.
■ Blockspring and CloudIgnite:
Both of these tools allow you to
access dozens to hundreds of application programming interfaces

(APIs) and data sets via their interface. Imagine you need longitude
and latitude for a set of addresses
so that you can map them, or you
need to find the website domains
and their Alexa rank for a list of
businesses, or you need to standardize the formatting of a list of
phone numbers. All of this plus

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.

The EM Podcast You Need!
EMN Live is all about
everything that’s buzzing
in emergency medicine.
Tune in to hear
Richard Pescatore, DO,
and Ali Raja, MD, tackle
hot topics and interview
the EM’s movers and shakers.
http://bit.ly/EMNLive
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‘Allergic Reactions’ to Fish Usually Aren’t
BY JAMES R. ROBERTS, MD

leling the rise in consumption. It often
occurs in outbreaks where a number
of individuals are affected by the
same source. Scombroid poisoning
has been reported throughout the
world, and the process is annoying,
but no deaths have been reported in
the United States. Histamine poisoning is usually mild, has a short duration, and is self-limited. Symptoms
usually occur within 20-30 minutes of
eating histamine-contaminated fish,
are ameliorated by antihistamines, or
resolve spontaneously within six to
eight hours. The symptoms most
commonly seen include urticaria,
flushing, headache, nausea, vomiting,
and lightheadedness. Hypotension,
bronchospasm, throat swelling, and
respiratory distress may occasionally
accompany this process.

A

patient reporting facial
flushing, urticaria, abdominal pain, diarrhea, headache, and
palpitations within 20-30 minutes
of eating fish would lead most
emergency physicians to diagnose
a classic seafood allergy. Other
symptoms might include flushing
of the neck and torso, nausea,
vomiting, dry mouth, and occasionally wheezing. The symptoms
are ameliorated or resolve with
basic treatment for an acute allergic reaction, and everyone is
convinced that the patient has a
fish allergy and should avoid the
offending agent in the future.
This is a common scenario, but
many such cases are not actually allergic reactions, and are caused by
excess histamine in the fish, otherwise known as scombroid poisoning.
Scombroid poisoning is the most
common cause of ichythyrotoxicosis
in the world, but scombroid poisoning, unlike a true allergy caused by
an IgE-mediated reaction, is simply
due to the deterioration of histidine
resulting in excess levels of histamine in poorly stored fish.

Histamine (Scombroid) Fish
Poisoning: A Comprehensive
Review
Feng C, et al.
Clinic Rev Allerg Immunol
2016;50[1]:64
This review discusses the cause, clinical symptoms, treatment, and implications of scombroid poisoning.
Scombroid fish include mackerel,
bonito, albacore, skipjack, sardines,
bluefish, and occasionally salmon,
but the majority of scombroid cases
are attributed to tuna and mahi mahi.
The disease has only been reported
in the United States since 1968, but
has been reported in homes, restaurants, cafeterias, schools, army barracks, and at medical conferences.
The toxicity is due to a variety
of bacteria converting histidine,
commonly found in fish, to the
toxin, histamine. The process is
caused by inadequate storage, particularly inadequate freezing. About
80 percent of fish consumed in the
United States is imported from
other countries, and one can see
how this could occur. Ensuring

12

Most of the fish consumed in the United States is imported, a process that
can predispose fish to improper handling (loss of refrigeration) during
transit. Many sport anglers consume the fish they catch, another chance
for improper storage at high temperatures, leading to histamine
formation. If this fish were caught in the morning by this avid fisherman
(Dr. Roberts) and placed in an unrefrigerated fish box on the boat,
significant levels of scombroid-producing histamine would form by the
afternoon. The contaminated fish will appear normal, and the histamine
toxin cannot be destroyed by heating or subsequent freezing.
safety standards, particularly avoiding seafood storage in warm environments, is key to prevention.
The symptoms of histamine
poisoning are similar to those of an
allergic reaction, and often the process is misdiagnosed as a straightforward IgE-mediated allergy. It has
been estimated that scombroid

poisoning may cause up to 40 percent of seafood-associated outbreaks that are incorrectly diagnosed as classic allergic reactions.
U.S. fish consumption has
markedly increased since the 1980s;
average seafood consumption per
person is more than 16 pounds a year,
and histamine fish poisoning is paral-

Symptoms of Scombroid Toxicity
■ Cutaneous flushing of the face and neck, uncomfortable feeling of

intense warmth
■ Erythematous and urticarial rash, often most prominent on the
■
■
■
■
■
■
■
■
■
■
■
■

face and upper torso
Perioral burning, itching, or edema
Abdominal cramping, nausea, vomiting, and diarrhea
Headache
Dizziness
Tachycardia
Palpitations
Chest tightness with shortness of breath
Peppery or metallic taste to the fish
Blurry vision
Hypotension (distributive shock)
Bronchospasm and respiratory distress (rare)
Cardiac arrhythmias (rare)

Bacterial Enzyme
This is a relatively new toxicity:
Histamine was not proven to be the
culprit of scombroid poisoning until
1991. It was previously thought that
orally ingested histamine could not
be absorbed in sufficient amounts
to cause symptoms.
Bacteria that normally reside in
fish contain an enzyme, histidine decarboxylase, which converts benign
histidine to histamine. A variety of
bacteria have histidine decarboxylase
activity. The exact type and composition of these bacteria vary according
to geographic location, fish feeding
habits, water temperature, and the
handling process. Once the histamine
has been formed, it is resistant to
cooking, smoking, freezing, canning,
and subsequent refrigeration; none
of these can prevent histamine fish
poisoning. The fish will smell or appear fresh, but those with scombroid
poisoning might report that it tasted
metallic, peppery, spicy, or bubbly.
Fortunately, scombroid poisoning is self-limited and has no longterm complications. It has been
reported that individuals taking
isoniazid or monoamine oxidase
inhibitors, which inhibit histamine
metabolism, may be more vulnerable to scombroid poisoning and
may have prolonged and severe
symptoms. The duration of various
scombroid poisoning generally depends upon the amount of contaminated fish that was consumed.
The best way to protect against
the production of histamine is to

EMERGENCY MEDICINE NEWS | JANUARY 2019

LWW-EMN_January 2019_Layout.indd 12

11/12/18 4:52 PM

INFOCUS
keep the product at a temperature
of 0°C (32°F) or lower. Histidine
decarboxylase is inactivate and bacteria can’t grow at these temperatures. When stored at temperatures
above 20°C (68°F), it only takes a
few hours for enough histamine to
be formed to cause symptoms.
True Allergy
Evaluating a patient for possible
histamine fish poisoning begins
with a history that includes the
type of fish, when it was eaten,
and if symptoms have occurred in
the past, suggesting true allergy.
Importantly, it should be noted
that it is rare for fish allergy to develop in adults spontaneously. A
true allergy is unlikely if someone
has tolerated fish in the past.
Spoiled fish does not have a specific appearance or odor that
would aid in the diagnosis. Even
fish with high histamine levels appears fresh. The best historical clue
is ascertaining whether others who
consumed the same food become
similarly ill.
An allergist can confirm a true
fish allergy by evaluating for specific immunoglobulin IgE via testing and food challenges. It is unlikely that the offending fish can be
found or tested, but histamine
levels can be measured. Skin prick
testing can help diagnose histamine fish poisoning, though obviously it is not available in the ED.
Antihistamines are the mainstay
of treatment for scombroid poisoning and fish allergy. H1 blockers such
as diphenhydramine are generally
effective. H2 blockers, such as cimetidine and ranitidine, are also beneficial and can be added if symptoms

Scombroid Poisoning
■ Occurs when fish are improperly stored in warm temperatures.

Only a few hours are required to produce the toxin.
■ Histidine normally found in fish is converted to histamine by histidine

■
■
■
■
■
■
■

■
■
■

decarboxylase, an enzyme found in many bacteria normally residing
in fish.
Toxic levels of histamine can accumulate within two or three
hours of storage at temperatures 68°F (20°C) or higher.
Histamine is not broken down by cooking, freezing, or subsequent
refrigeration.
Fish usually appears fresh, but may have a peppery or metallic
taste when eaten.
Symptoms occur within one hour of eating histamine-contaminated fish.
Most common symptoms are flushing of the head/neck, feeling of
warmth, urticarial rash, and headache.
Hypotension, bronchospasm, and cardiac arrhythmias occur rarely.
Symptoms are impossible to differentiate clinically from a true allergy. Identifying the same symptoms in other individuals who
consumed the same product can confirm scombroid poisoning.
A seafood/fish allergy does not develop in adults who have not
had symptoms in the past.
Evaluation by an allergist can uncover true fish allergy.
Treatment consists of H1- and H2-blocking antihistamines, but
occasionally epinephrine may be required.

persist or are severe. The symptoms
should completely resolve a few
hours following antihistamine administration. The use of IM epinephrine can be considered in severe
cases, or if the patient is hypotensive or wheezing. Methylprednisolone
is often incorporated in the treatment, but the value is controversial.
Comment: Up to two percent of
individuals in this country are actually allergic to seafood. Seafood
allergy is the most common food allergy in adults and one of the most
prevalent food allergies in young children. Symptoms after eating seafood
would prompt most to conclude that
an allergic reaction has occurred. A
true allergy is an immunologic response to the proteins in food that is
IgE-mediated. Interestingly, the

highest rate of seafood allergy
occurs in African Americans, with
shellfish being reported as a leading
cause. Fish and shellfish allergies can
vary from mild to severe, and death
can occur.
Many fish, especially those with
dark meat, such as tuna, mahi
mahi, bluefish, and mackerel, will
produce histamine at higher temperatures by bacteria normally
present in the fish. Interestingly, an
individual who has an allergy to a
finned fish would not necessarily
have an allergy to shellfish because
the allergens are different. The specific treatment for allergy and
scombroid poisoning is relatively
straightforward, and it’s best to
refer all patients to an allergist.
Those with a true allergy should

Reader Feedback: Readers are invited to ask specific questions and offer personal experiences,
comments, or observations on InFocus topics. Literature references are appreciated. Pertinent
responses will be published in a future issue. Please send comments to emn@lww.com.

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 Dec. 31, 2020.
Learning Objectives for This Month’s CME Activity: After participating in this CME activity, readers
should be better able to diagnose and treat scombroid poisoning.

carry an epinephrine pen because
true allergy can be life-threatening.
Scombroid poisoning does not appear to be life-threatening.
The proper handling of commercial fish is important, but scombroid
poisoning can occur from fish caught
by individuals. Anglers often eat
tuna, mahi mahi, mackerel, or skipjack. Catching a fish in the morning
and storing it in the warm environment of a boat for the day can certainly produce enough histamine to
cause a reaction. Toxic histamine
levels can accumulate within a few
hours via bacterial action. A number
of bacteria are responsible, including
Escherichia coli, Vibrio, Proteus, Klebsiella, Clostridium, Salmonella, and
Shigella. Curiously, scombroid poisoning can also occur by eating Swiss
cheese; bacteria contaminate the raw
milk prior to processing.
Identifying individuals with similar
symptoms who ate the same fish is
the best way to confirm scombroid
poisoning. Characteristically, patients
improve promptly with antihistamine
administration. Patients with mild
symptoms or those who respond
immediately can generally be discharged from the ED after a short
period of observation. Some clinicians suggest a day or two of an
oral antihistamine, such as loratadine
or cetirizine. Those with severe
symptoms such as airway edema,
bronchospasm, or hypotension
should be observed for 12-24 hours.
The treatment of true fish allergy and scombroid poisoning are
the same in the ED, and referral to
an allergist is recommended because labeling a person with a seafood allergy can have significant
consequences to his diet. It would
be unfortunate if someone were
told in the ED that he has a seafood allergy, eschewing all seafood
in the future, when it was benign
scombroid poisoning. 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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WHAT TO DO

Opioids Are Out, Amitriptyline Is In, Despite Failings

Amitriptyline may provide pain
relief to only a small number of patients
(but you should still use it)
intensity measured at six months
using a 100 mm visual analog scale,
with secondary outcomes of disability, global improvement, general
health status, depression, and fear
of movement and (re)injury.
Treatment with amitriptyline did
not result in a greater pain reduction
at three or six months, nor was there
a statistically significant difference in
any outcome except for a mild improvement in disability at three
months. Stunningly, in reporting their
results, the authors argued for the
drug’s effectiveness: “Amitriptyline
may be an effective treatment for
chronic low back pain,” particularly
in an opioid-sparing strategy, and
they called for larger trials with
dose-finding and escalation.
Despite the negative results,
these authors were almost certainly
correct despite assertions that in no

14

continues about whether the analgesic effect of TCAs can be separated from their effects on mood,
and the literature continues to
emerge supporting their use across
a wide range of painful conditions.
A 2015 Cochrane Review
supported previous data, finding
significant pain relief in 25 percent of neuropathic pain patients
at the cost of a similar proportion reporting at least one adverse
event. (Cochrane Database Syst Rev
2015 Jul 6;[7]; https://bit.ly/2qkjvH1.)
A separate meta-analysis investigating amitriptyline’s effectiveness in
fibromyalgia identified an essentially identical response. (Cochrane
Database Syst Rev 2015 Jul 6;[7];
https://bit.ly/2ETSC75.) In beautiful
Bayesian prose, the authors wrote,
“Amitriptyline probably does give
really good pain relief to some

m
k.co

Relief v. Side Effects
The use of tricyclic
antidepressants
(TCAs) in treating
pain is not new,
with one systematic review in 1996
identifying a
number-neededto-treat as low as
2.9 for patients
with postherpetic neuralgia or atypical facial pain. The same study extensively argued the heterogeneity
of pain, suggesting that compared
with placebo, 30 percent of patients with painful conditions would
have significant relief—at the cost
of an equal number of patients suffering medication side effects ranging from minor to severe. (Pain
1996;68[2-3]:217.) Controversy

rstoc

recent trial that found
amitriptyline had only minimal benefit for low back pain still
led its authors to call for its use,
a likely byproduct of the opioid
crisis but a correct conclusion
nonetheless.
The authors noted that the
drug may be worth considering,
especially if the alternative is
opioids, despite the nearly uniformly negative outcomes in the
randomized, controlled trial. (JAMA
Intern Med 2018 Oct 1; doi: 10.1001/
jamainternmed.2018.4222; http://bit.
ly/2RlaGYY.)
The Australian authors randomized 146 patients ages 18-75 with
chronic low back pain present for
more than three months to 25 mg
of amitriptyline or 1 mg of benztropine, an active comparator selected to mimic the adverse events
of amitriptyline without any effect
on pain. A total of 118 participants
(81%) completed the study, with 12
percent withdrawing due to medication adverse events. The primary
outcome measure was level of pain

pathology, radiculopathy,
and stenosis, to name a
few. It is unreasonable
and unfair to call upon a
single agent to beat back a
horde of painful pestilence,
and trial upon trial has
proven that the diverse
causes of back pain are refractory to intervention,
with orphenadrine,
methocarbamol,
diazepam, cyclobenzaprine, and even
oxycodone/acetaminophen all falling short in large
investigations.
(Ann Emerg Med
2018;71[3]:348;
Ann Emerg Med
2017;70[2]:169; http://bit.ly/2JsH2hT;
JAMA 2015;314[15]:1572; http://bit.
ly/2JsH2hT.) But interventions often
succeed when confined to a narrow
and directed population. (Spine
1997;22[20]:2323; http://bit.
ly/2qlDkOw.)
Pain is a heterogenous, complex,
and dynamic clinical condition that
requires an informed but tailored
approach. Caution and skepticism
remain the watchwords of safe
implementation, but acknowledgement of the limitations in the
questions we ask fosters a mature
synthesis of the literature with experience, and allows the best outcomes for patient and physician.
The role of amitriptyline in treating pain remains unchanged with
the publication of this latest RCT,
but to borrow from our pragmatic
Cochrane authors from 2015:
“Amitriptyline probably does give
really good pain relief to some
people,” but won’t work for everyone. It merits a place in every emergency physician’s analgesic armamentarium, but we should remain
aware of its limitations and the likelihood that only a small number of
our patients given this drug will
achieve satisfactory pain relief. EMN
van den Broek/Shutte

A

way were backed by the
data they presented.
Amitriptyline, relegated
to the dark corners of
emergency medicine after
decades of use and misuse,
has a larger role to play in
managing pain in the
emergency department.

Anita

BY RICHARD
PESCATORE, DO

people…but will not work for most
people.” They went on to argue that
“amitriptyline should continue to be
used…but we should be cognizant of
the fact that only a small number of
people will achieve satisfactory pain
relief.”
The incredible perceptiveness
of these statements strikes at the
heart of the dichotomy of our
Australian investigators’ recommendations. The trials we perform,
study, and interpret are designed to
evaluate effectiveness across a wide
population and by necessity gloss
over the granularity and
individuality that can make a profound difference at the bedside. Recognition of these limitations and
synthesis of emerging data with
clinical experience, patient values,
and collated literature allows a more
mature application of the information—the evidence-based,
patient-centered approach that we
laud and toward which we strive.
Consider the clinical condition of
chronic low back pain, the population investigated by the Australian
researchers. These patients are frequently seen in the ED, and can suffer from a catalog of agonizing precipitants—sprains, strains, disc

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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LETTERS TO THE EDITOR
Letters to the Editor
Emergency Medicine News welcomes letters to the editor about any
subject related to emergency medicine. Please limit your letter to
250 words, and include your full name, credentials, and city and
state of residence or practice.
Letters may be edited for content, length, and grammar. Submission
of a letter constitutes the author’s permission to publish on all media,
including print, online, and social media, but does not guarantee publication. Letters express the views of the authors and do not necessarily reflect those of Emergency Medicine News and Wolters Kluwer.
Letters to the editor may be sent to emn@lww.com.

Online Tantrums Not the
Right Response to the NRA
Editor:
he NRA responded in a predictable but bumbling fashion to
new American College of Physicians
recommendations on reducing firearm-related deaths and injuries. The
policy was ripe for dissension from
Second Amendment supporters,
and included some recommendations based on dubious evidence.
The response from the online
medical community was swift and
fierce, but quickly degenerated into
name-calling, insults, and ad hominem attacks. Others included emotional and graphic clinical stories of
victims of gun violence. The hashtag
#ThisIsOurLane exploded. Truly, hell
hath no fury like a doctor’s ego
threatened.
Unfortunately, fervent emotion
does not always confer expertise or
correlate with wise public policy. To
move forward, we must carve out an
intelligent communal space that will
help us address the problems of firearm-related deaths. We can start by
tackling pressing issues such as research into the best practices of mass
shooting response training or firearm
restrictions to domestic abusers.
The question is can physicians go
it alone? We will have no other
choice if we cling to emotional responses, online temper tantrums,
and our worst impulses. Twitter is
not built to engender harmony with
its 280-character limit. It is necessary
to set aside these impulses knowing
they will lead nowhere beneficial.
Such behavior is more likely to be injurious to your own soul than persuasive to anonymous Twitter users.
Luckily, we physicians already
possess amazing skills that can
help us broaden our base of
support. Every day patients present
to us with distasteful biases, aggressive behaviors, and even racist
or sexist attitudes. But we do not

T

lash out at them. We have nuanced
techniques to calm agitated patients and assuage those with misplaced ideals so that they partner
with us on their health care.
We should employ these skills in
the public forum as well by avoiding unnecessary conflict, derisive
language, and accusatory statements. We should encourage all to
partner with groups occupying the
space of common agreement, such
as the AFFIRM research group
(https://affirmresearch.org/).
There is a path forward on these
issues. Physicians can be the leaders, but it cannot be through deliberate exaggeration and snarky commentary. The way forward must be
claimed by thoughtfulness, understanding, and compromise. This is
where our lane exists if we are willing to stay in it.
Kevin L Taylor, MD
Jupiter, FL

The Roots of Suicide
and the Culture of Medicine
Editor:
found the recent article by Janae
Sharp examining suicide in EPs to
be insightful and informative. (“Preventing Physician Suicide Starts with
Radical Honesty,” EMN 2018;40[9]:18;
http://bit.ly/2CsMcuD.) I know physicians who have considered suicide
and one who succeeded.
A recent article examined the frequency of burnout symptoms among
second-year residents. (Fam Pract
Res J 1994;14[3]:213.) Burnout, even
this early in their career, was common among 53.6 percent in emergency medicine. More than 11 percent
experienced career choice regret.
Few of my colleagues cited the practice as the source of their dissatisfaction; rather, it was the administration
of the practice. Other issues that
make the practice of medicine increasingly frustrating are administrat-

I

ive domination, malpractice threats,
and the total lack of control that
physicians have over their professional lives. It has been well documented that burnout is associated
with poor medical practice (JAMA
Intern Med 2018;178[10]:1317), so not
only are the practitioners at risk, their
patients are as well.
Suicide is just a more tragic exit,
but the truth is the realities of the
practice of medicine, particularly
emergency medicine, are driving
good practitioners to take desperate
steps to exit the specialty. Those who
stay do so with near heroic personal
sacrifice of their own well-being and
happiness. It is the culture in which
we are forced to practice that drives
us away. The roots of suicide do not
originate in the practice but in what
we must tolerate to practice what is
truly a most noble art and science.
Paul Janson,MD
Lawrence, MA

Treat EPs as Administrators
Would be Treated
Editor:
dwin Leap, MD, brings up
an important concept in his
column, which is also ancient: “Treat
others as you would be treated.”
(“Ban on Food and Water in the ED
a Cruel Policy,” EMN 2018;40[10]:8;
http://bit.ly/2Pbt06j.)
If this simple precept were to be
observed by people with the authority to create an environment of care

E

for the caregiver, a lot of burnout
problems would vanish. This job is
tough enough; when leadership
doesn’t have your back, it’s that
much more of a load to carry.
Tom Benzoni, DO
Des Moines

Best Evidence on
Clean-Catch Urine Samples
Editor:

W

e read the article, “The Myth
of Midstream Clean-Catch
Urine Samples” (EMN 2018;40
[10]:43; http://bit.ly/2yRWTm7) with
great interest because asymptomatic bacteriuria and urine specimen collection are significant areas
of interest for our emergency department antibiotic stewardship program. (J Emerg Med 2016;51[1]:25.)
We agree with the authors’ overall
message, but the article misses the
mark on three important points.
First, clean-catch urine collection
may not reduce culture contamination rates, but the diagnostic performance of urinalysis degrades
rapidly in the presence of squamous
epithelial cells, which are associated
with an increased rate of pyuria
(WBCs in the UA). (Acad Emerg
Med 2016;23[3]:323.) UTIs in the ED
are primarily diagnosed using UA
results, so pyuria may bias clinicians
toward the presence of infection
and result in unnecessary antibiotics. Rather than abandon the midContinued on page 23

A Familiar Face in a New Place!
The So What? 2.0 Podcast Comes to EMN!
Renowned emergency medicine podcaster

Howie Mell, MD,
is bringing his
erudite,
outrageous,
opinionated,
thought-provoking
podcast to EMN!

Find So What? 2.0
under the podcast tab
on www.EM-News.com!
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THE EMN SALARY SURVEY

Board Certification on the Rise
despite Movement against MOC
THEN AND NOW: BOARD CERTIFICATION…

T

he movement to abolish
MOC is gaining momentum
across specialties, so we expected the number of EPs seeking
board certification to drop. But
that was just not the case in the
latest EMN salary survey: The
percentage of EPs who were
board-certified rose to 85.2 percent in 2017 from 81.2 percent in
2015, and the percentage of EPs
who did not have board certification fell to 14.8 percent from 18.8
percent two years ago.
That wasn’t the only surprise. More EPs, board-certified
and non-board-certified, worked
in remote areas in 2017, increasing to 1.3 percent from 0.6 percent in 2015 and to 2.2 percent
from 0.4 percent, respectively.
Non-board-certified EPs still
mostly resided in urban areas in
2017 at 35 percent v. 37 percent in
2015, but board-certified EPs
transitioned away from those
areas, with 36.6 percent saying
they lived in an urban locale compared with 42.4 percent two years
ago. Most board-certified doctors
still lived in suburbia, with that
percentage inching up further to
47.8 percent in 2017 from 45.1 percent in 2015. More of those with
board certification also said they
lived in rural areas at 14.3 percent
in 2017 compared with 11.9 percent before.
EPs have gone through not
only a change in locale but also a
change of pace in the ED over the
past two years. Most emergency
physicians, regardless of board
certification, still worked in highvolume EDs with more than
30,000 annual visits but at
slightly lower percentages compared with 2015—74 percent in
2017 v. 76.5 percent in 2015 for
board-certified doctors and 45.8
percent v. 50 percent for their
non-board-certified colleagues.
Some EPs from both groups migrated to EDs that saw fewer patients but more so for those
without board certification. The
percentage of non-board-certified
EPs who worked in EDs with
1,001-5,000 visits per year grew

16

2015
OVERALL
IN EM
BY LOCALE

NO

YES

to five percent from three percent
in 2015, and that rose in EDs with
15,001-20,000 annual visits to 11
percent from nine percent two
years ago.
This trend is also evident in the
number of ED beds. Fewer EPs,
with or without board certification, worked in EDs with more
than 50 beds, the highest bed
count in our survey in 2017, but
that decline was more pronounced among non-boardcertified doctors. More than 16
percent of board-certified EPs
said their EDs had more than 50
beds, down from 17.8 percent in
2015, while only 7.9 percent of
their non-board-certified peers
said the same, compared with 11.3
percent in our previous survey.
Board-certified EPs still mostly fell
in the 31-40- and 41-50-bed
groups, with percentages in those
categories increasing to 18.6 percent from 18 percent and to 15.1
percent from 14.5 percent, respectively. It’s the reverse, however, for their non-board-certified
counterparts: Most of them were
concentrated in the lower end of
the spectrum, with the percentage
of EPs without board certification
who reported working in EDs with
fewer than 10 beds hiking up to
20.9 percent in 2017 from 14.6
percent in 2015 and that in EDs
with 21-30 beds rising to 23.3 percent from 18.2 percent before.
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The distributions of boardcertified and non-board-certified
EPs were more similar in our
hospital bed data. Both groups
were more likely to be in smaller
hospitals, but the number of
non-board-certified EPs working
in hospitals with fewer than 100
inpatient beds increased more
substantially: 42.1 percent in 2017
v. 33 percent in 2015. The percentage of board-certified EPs working in hospitals with fewer than
100 beds also went up slightly to
17.5 percent from 21.4 percent. The
majority of board-certified doctors were still found at hospitals
with 101-300 beds in 2017 at 37
percent, the same as in 2015.
More EPs, board-certified or
not, planned to make a move, but
more doctors without board certification reported that—81.1 percent of board-certified EPs
(80.4% in 2015) v. 84.6 percent
of non-board-certified EPs (78.1%
in 2015). A similar number of
board-certified EPs (about 10%)
said they were not planning to
move in 2015 and 2017. Fewer
non-board-certified EPs said they
had no intention to move, however, at 7.1 percent, dropping
from 10 percent two years ago.
Not surprisingly, given how
many more non-board-certified
doctors said they worked in lowervolume EDs and smaller hospitals
compared with our last survey, 11.1
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BY JACKIE LAM

percent of them cited wanting to
move to larger hospitals as the
reason to move while none of them
reported that as a motivating factor
in 2015. This contrasts starkly with
board-certified EPs, only four percent of whom said they wanted to
move to a bigger hospital. Overall,
money was the most cited reason
for wanting to move, with 50.8 percent of board-certified doctors
(20.9% in 2015) and 38.9 percent of
non-board-certified EPs (13.3% in
2015) reporting that they wanted to
move to get a better salary. Back in
2015, the main motivator for a
move was better location for both
groups—21.7 percent of boardcertified doctors (40.5% in 2017)
and 20 percent of non-boardcertified ones (27.8% in 2015).
Next month: Then and Now:
Plans to Move. We’ll crossreference plans to move with
gender, career satisfaction, salary,
age, 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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EMERGENTOLOGY

Physician Suicide is All Too Real

don’t have
the time, are
in denial that
we’re sick, or
because our
medical training
tells us to tough it
out. We know what
to say and what not
to say to keep us
out of trouble with
therapists and
psychiatrists
even when we
do seek help with
mental illness.
Our own state licensure boards
stigmatize mental illness, and we
worry that admitting to any illness,
especially a mental one, is viewed by
the medical board negatively. To
apply for medical licensure in California, for example, you must disclose
whether you have ever been diagnosed with an emotional, mental, or
behavioral disorder that may impair
your ability to practice medicine
safely. More recently, some medical
boards are modifying these types of
questions to ask if any medical conditions currently affect your ability to
practice medicine safely.
Third in Line
We also know that our day-to-day
jobs as physicians are incredibly
stressful: the challenging health
care “system” in which we try to
practice; bad outcomes and malpractice lawsuits that question our
competency and dedication; exhausting call schedules preventing
adequate sleep or shift work dis-

Special thanks to Pamela Wible’s
dedication to this cause; many of
my facts and insights are taken
from her wonderful website, http://
www.idealmedicalcare.org. Consider
organizing a viewing of “Do No
Harm,” a documentary about the
epidemic of physician suicide in the
United States, at http://www.donoharmfilm.com. EMN
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‘Heal Thyself’
Never in a million
years would I have
guessed Steve. He was always so happy. He always
seemed to have everything figured
out. But the more I read about
physician suicide, the more I
learned that Steve was exactly the
guy to worry about and to whom we
should pay a little more attention.
Physicians are similar to the rest
of the public in some ways when it
comes to suicide. Female physicians are more likely to attempt
suicide; men are more likely to
complete suicide. We lose seven
male physicians for every female
physician. People who seem happy
aren’t necessarily so; they may be
suffering from deep, dark depression in silence. Doctors abuse substances to cope (or try to treat)
mental illness or stress, just like
everyone else.
But in many other ways, physicians are a special case. We have a
higher suicide rate than the general population and the highest
suicide rate among professionals.
Medical training itself seems like it
might be associated with mental
illness—it’s common even among
medical students—and not just
those in the United States. Studies
in Europe, Asia, and Australia have
all shown increased anxiety, depression, and suicidality in students
and physicians. We often have a
physician, heal thyself complex:
Figure it out yourself, make it work,
keep going. We may attribute the
symptoms of depression to some
rough shifts at work or a string of
night shifts that we can’t shake.
We don’t seek medical or psychiatric medical care because we

.com
photo
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I

’ll be ashamedly and brutally honest: I always thought
physician suicide was sad but
ultimately someone else’s nightmare. I’ve read the blog posts
and tweets and lectures on physician burnout and the resident
and medical student studies on
depression and suicidality. I had
mostly concluded, “Who didn’t
have a period where they felt depressed in medical school? Who
didn’t feel overwhelmed during
internship?”
I have even struggled with anxiety, and my father is a psychiatrist,
but it just felt like people reporting
depression or even suicidal
thoughts was a bit much. I was
skeptical.
Last month I was aimlessly
scrolling through Facebook when I
saw a classmate of mine from
medical school comment on a
blog post entitled “33 Orthopaedic Surgeon Suicides. How to
Prevent #34” with the note, “We
miss you and love you, my dear
friend.” Scrolling down, I couldn’t
believe it: It was my classmate,
Steve Ortiz. Steve killed himself
last year.
Steve’s picture stared back at
me as I clicked through to the article. We weren’t particularly close,
but all of us in my tiny medical
school class of 86 ended up
spending at least a little bit of
time together. Shocked, I read
about his life and the challenging
path he had taken since we parted ways in medical school—
orthopedics residency and a
spine fellowship—and sat in
stunned disbelief.
Steve Ortiz was one of those
genuinely kind and giving people.
Welcoming to all. Humble. He had
had another career before medicine, and started medical school
in his mid-30s. Despite being
thrown into classes with a bunch
of 21-year-olds and already having
children and a family, he fit right
in with everyone. He shared notes
with everyone in his study group,
wanting all his classmates to do
better. I can’t imagine the challenges of being a med student and
a dad, but Steve made it look easy.
He had a maturity and manner

rupting normal sleep patterns; and
seeing pain and suffering day in and
day out taking a mental, emotional,
and spiritual toll on us.
Anesthesiologists and surgeons
are most likely to die by suicide.
Emergency physicians are third in
line.
It’s been a few weeks since I
found out about Steve’s death, and
I just keep feeling like I wish I had
known. I’m sure we all do. I hadn’t
talked to him since medical school,
but I would have flown out to see
him and to try to help him in a
heartbeat. He was genuinely that
kind and good-hearted. I have no
doubt he would have done the
same for me.
It’s wishful—or maybe foolish—
thinking that I could have saved the
day. There I go again, trying to fix
things. I hope that anyone reading
this will reach out to me or one of
their colleagues when they are feeling sad, upset, depressed, or suicidal. Check in with your colleagues.
Grab a bite or a drink and have a
chance to talk. Make some space to
talk about the good and the bad.
Until society finally wakes up—like I
recently did—and realizes that suicide is a real and present danger to
our colleagues, our patients, and
ourselves, we have to step up to the
challenge for each other, like we do
every shift in the ED for everyone
else. We lose at least 300 medical
students, residents, and physicians
each year to suicide.
You left us way too early, and
I’m sorry, Steve.

with people that 20-somethings
just don’t, and it always made
me want to be a little more
adult and wise and mature when I was
around him.

S
K /i

BY GRAHAM WALKER, MD

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-neededto-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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EM New Year’s Resolutions You Can Actually Keep
BY SANDRA SCOTT
SIMONS, MD
his New Year’s I’m doing
something different. I refuse
to participate in the tradition of
starting a new year by heaping
more pressure on myself. I will not
make the same worn-out resolutions just to break them (again).
It seems January is the season
to give the self-critical voice in our
heads a megaphone. This time, we
need to custom-tailor something
for overachieving physicians. Most
of us have been bombarded
throughout our careers with incessant messages to be better, to
the point that this message becomes part of our inner dialogue.
We face conflicting pressures
from so many groups that to make
one happy is to let another down.
To please patients by getting to
them quickly and spending time
listening, we frustrate medical
coders with anemic charts. To
please administrators and coders
by staying late to chart, we let
down loved ones waiting for us at
home. Living with the constant
nagging feeling that we need to do
better by someone, including
ourselves, means physicians have
an ever-ready list of possible resolutions. We make them each new
year as if January has magical ability to accomplish what we couldn’t
the rest of the year.
It’s no surprise that most resolutions fail because we make them
with the odds stacked against us.
We make them arbitrarily because

RussellCreative/iStockphoto.com
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We make overly ambitious resolutions that try to change our habits
too radically, forgetting that we
have limited willpower. We make
resolutions based on myths, like
work-life balance, that may not
even be attainable.
I’m not saying we shouldn’t
strive for improvement, but we
need to choose goals realistically
for change to occur. Even the loftiest ambitions are achieved one
step at a time. The best resolutions
are simple and small. Instead of

Stop stealing pens, keep the peppermint
oil off your lips, find time for a bathroom
break, and be kind to yourself
the calendar says Jan. 1, not because our circumstances are amenable to change. We make resolutions whose success is at the
mercy of things we can’t control.
We make resolutions for ourselves
to change as individuals even
though institutions aren’t changing.
I can resolve to work faster, but
there is only so much I can do
without the appropriate infrastructure, ancillary services, and EMR.
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resolving to lose 40 pounds, how
about resolving to schedule three
runs and three sessions of strength
training per week? Manageable aspirations are key.
Real change also requires inspiration. We need circumstances
compelling enough to snap us out
of bad habits. If I were to become
so fluffy that I couldn’t button my
pants and it was either trim down
or buy all new clothes, that might

motivate me to lose weight. If I
were to fall asleep behind the
wheel, that might motivate me to
pursue better sleep hygiene. But
the day changing from Dec. 31 to
Jan. 1? I can’t say that compels me
to do much besides pop a bottle of
champagne.
Why force it? Meaningful
change will happen because I’m
ready. This year I’m not setting
myself up for stress and failure
again. Instead, I’m stacking the
deck in my favor and choosing
targets I can hit. And I’m using
one of EPs’ favorite strategies for
dealing with stress—humor. Who’s
with me?
Here are my EP New Year’s resolutions:
■ I will not steal pens, not even
accidentally.
■ I will try to figure out why I
really need pens in every single
pocket of my white coat plus every
single pocket of my scrubs. I will
remove said pens from said pockets before they explode in my
washer or dryer.
■ I will not stand like a fool in
the exam room expecting the
paper towel dispenser to feed me
its goods. Nothing instills patient
confidence like flailing my hand re-

peatedly under the sensor and getting zilch. Foam it is in 2019.
■ If I am ever lucky enough to
get a paper towel from the dispenser, I will not miss when I shoot
it into the trash can.
■ I will stop letting ECGs from
my entire shift and the shift before
pile up on my desk so I have to
hunt for my keyboard.
■ I will think of a better Epic
password than “password.”
■ I will put the peppermint oil
on the mask, not on my upper lip.
(I learned that the hard way.)
■ I would resolve to give up
eating cupcakes when they show
up in the break room, but who am I
kidding? I will not eat the whole
cupcake but will stop at half.
Maybe two-thirds. And I will not
get frosting on my nose.
■ I will stop sneaking into the
graham cracker cupboard.
■ I will make it to the bathroom
at least once a shift to enjoy an
empty bladder and 30 seconds of
me time.
■ I will rescue the chair from
whatever corner of the exam room
it’s trapped in and park my butt on
it while I talk to patients.
■ I will actually say, “I don’t
know” when I don’t know. Or at
least, “I’m not sure. Let me check.”
■ I will appreciate the opinions
of other people, no matter how
boneheaded they seem. After all,
mine seem just as boneheaded to
them.
■ I will try to be more realistic
about the more-than-gently-used
condition of my countenance. Every
little crease and furrow is a crisis
avoided or a critical patient saved.
Besides, getting old and wrinkled is
better than the alternative.
■ I will, above all, be kinder to
myself.
I wish you all a great 2019.
Happy New Year, everyone! 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.

EMERGENCY MEDICINE NEWS | JANUARY 2019

LWW-EMN_January 2019_Layout.indd 18

11/12/18 4:52 PM

NEWS

MESH Up to Enhance
Patients’ Experience (and Yours)
BY MARC MILANO, MD
ou’re on your game, providing great clinical care for an
82-year-old woman with cough,
fever, and dyspnea. You arranged
for admission for her pneumonia
after discussing with the hospitalist. All set, right?
Not so fast.
You already moved on to the
next task when the patient asks her
nurse when she is going upstairs.
The nurse doesn’t know the plan,
and responds, “Oh, you’re being admitted? I had no idea.” Outcome:
fail.
It could be worse. Say the hospitalist comes to see the patient
and starts to discuss the treatment
plan, but you haven’t informed the
patient that she needs to be admitted. Double fail, with the patient
and the hospitalist.
Excellent bedside manner
can help provide a great patient
experience, and an abundance of
information is available on the best
practices for communicating well
with patients and their families.
One thing that is often overlooked,
however, is the impact of provider-to-provider communication
on the patient experience. Patients
are extremely sensitive to inconsistencies and lapses in communication between providers, and we
undermine all of our hard work in
caring for them if we do not perform well as a team.
But we can win their confidence
and satisfaction if we show that
we are working together. Two
simple ideas—MESH and 4W—can
help us ensure success during
these transitions.
MESH
Manage Up: Managing up is about
instilling confidence in the other
providers who will care for the patient. Think of it as a way to create
a positive feeling in the patient
about subsequent encounters. Tell
the patient about the hospitalist
who will be admitting her, explaining that hospitalists only take care
of patients in the hospital. You can
stress that all of the hospitalist’s
attention will be focused on the
patient, and that her goal is to
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make sure the patient gets the
best care. You can also explain the
hospitalist and her team are the
only doctors that the patient’s
primary care physician will allow to
take care of his patients in the
hospital.
Expectation-Setting: Let the patient know that she will not be
going upstairs immediately even
though she has been admitted. Tell
her that it is important to have the
team and the room upstairs ready
for her, and that that can take some
time. Reassure the patient and family that she will get the same great
care regardless of location. I like to
tell them that I don’t want them
leaving the ED until all the work necessary for the initial care is completed to my satisfaction.
Summary: Recap the visit. Review important test results and
treatment so far, and make sure the
patient understands. You may ask
the dreaded question: “Do you
have any questions for me?” Or
maybe a less daunting question
like, “Does everything make sense
to you so far?”
Headline: Lastly, you should
script the patient on what he can
tell his friends and family. I will
say something like, “So when you
call your daughter to tell her
what’s happening, this is what to
say….”
Once you have meshed with
the inpatient team, it is time to
make sure the other caregivers in
the ED are on the same page. This

is especially important for our
nursing colleagues. Using the 4Ws
will make it easy to bring the patient’s nurse fully into the transition to inpatient care. You will
find that empowering the nurse
with the 4Ws will save time and
energy because you will receive
fewer requests to return to the
bedside to explain these details.

Why: Provide the patient with
her diagnosis and the reason staying in the hospital is necessary,
such as, “The medication is only
available intravenously.”
Where: Give the nursing team
and the patient the hospital location, ideally with the room number, and a description of what the
experience will be like there. You
could say to the patient, “You are
going to the neurology floor.
They specialize in the care of
strokes and mini-strokes, and
they will be checking you frequently for any changes in your
condition.”
When: Tell the patient approximately how long it will take to go
upstairs and pledge to keep the
patient and family posted.
These are just a few easy,
immediately actionable techniques that you can start using
on you next shift. The best
way to provide a great patient
experience is to think about how
you would like to be treated as
a patient. EMN

Dr. Milano is the
chair of emergency medicine
at Robert Wood
Johnson University Hospital in
Somerset, NJ.

4Ws
Who: Give the patient and nurse
the name of the admitting physician and ideally the inpatient
nurse who will be receiving the
patient (another opportunity to
manage up).

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
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BY RINALDO BELLOMO,
MBBS, MD

T

he physiology you abide by,
that you govern by, has problems.
When I went to medical school,
information about the way
physiology should rule the management of myocardial infraction was
widely available to us. Now all of
that has been removed from textbooks, and we make fun of it. But
the
question that arises
is
whether we
are

any
better at
practicing critical
care medicine. I think
not.
We are obsessed, for example, with oxygen delivery for
sepsis. We think that organs
only fail when there is inadequate oxygen, so we become
obsessed with the need to
deliver more oxygen. We have
moved on to maximizing oxygen
delivery with early goaldirected therapy as a
consequence of that
physiological belief.
The New England
Journal of
Medicine
published
what was called
a pivotal study, but is it really true,
is it really helpful, is it carrying the
truth for us, is it salvation or mumbo-jumbo? (2001;345[19]:1368;
http://bit.ly/2RaxXNm.)
As I will show you, it is mostly
mumbo-jumbo. It has taken us 15
times the number of patients and
three large multicenter trials in
three different jurisdictions
around the world to kill this idea
based on physiology. But many
paradigms malfunction when
physiology rules your behavior.
Protein C is low in sepsis, so we
have to replace it. Albumin decreases edema because it increases colloidal osmotic pressure,
so it should be good for traumatic
brain injury. A high intracranial
pressure is abnormal and danger-

ous physiology, so we should decrease it by taking the vault of the
skull off our patients.
I’ve got bad news for you: You
fix physiology, you try to normalize
glucose, and you kill people. Seventy-three Kiwis and Canadians
died who otherwise would not
have because of mad physiology.
Give protein C in sepsis to replace
the low levels, and what do you
get? One large randomized controlled trial had people spending a
bucketful of money to buy protein
C, but patients had more bleeding
episodes and no benefit. Another
study looked

at albumin in TBI; this is the
post-hoc analysis of the SAFE
trial. (N Engl J Med 2007;357[9]:
874; http://bit.ly/2O3UmK6.) They
found increased mortality in patients who received albumin compared with saline. That’s because
we are looking at only one aspect
of physiology. Because that’s how
we do physiology: We look at one
thing and forget about the rest.
But if you give commercially
available albumin to animals, you
immediately see a rise in ICP because it is a hypotonic solution.
Let’s decompress the brain. That’s
a great idea: The ICP is high, we
want it to go down, so surely this
is a great thing. Can we do it? Of
course. Decompressive craniectomy is an effective way of lowering intracranial pressure. We
decrease the duration of mechanical ventilation and the duration of
ICU stay, but we blow away the
patient’s brains.

Obsessed with Fluids
Who thinks it makes sense to open
the skull and let the brain just expand by 7 cm and tear one billion
axons in five seconds? Obviously,
we do. We can measure increased
caloric expenditure in critically ill
patients, so we’re going to feed
them early and aggressively. We
know they have low glutamine
levels, so we’re going to give
glutamine back. We deliver early
feeding and measure the increase
in caloric input, but it’s a stupid
thing to do. This increases the time
in ICU, on mechanical ventilation,
and in the hospital, and this is a
completely pointless activity. If you give trophic
feeding—just 20
ml an hour for
the first seven
days—to patients with
severe
ARDS, as
they did in
the

EDEN
trial, it makes no difference at all. (JAMA 2012;22;307
[8]:795; http://bit.ly/2PfVuiJ.)
Again, mad physiology leads to
mad behavior.
The same is true for low glutamine; we’re going to replace it. Pity
that it’s a bad idea because it increases the chance of killing
people. Again, mad physiology and
mad behavior. But there is nothing
madder than the world of intravenous fluids. It beats them all. Let’s
apply the white man’s cure of
sepsis to African children: aggressive, large amounts of fluid boluses.
Oops. We killed a few African children with physiology. (N Engl J
Med 2011;364[26]:2483; http://bit.
ly/2ApcB9j.)
We’re so obsessed with fluids
that we even think giving people
mashed potatoes or corn in water
intravenously will save their lives.
Does it matter that we made some
kidneys not work well, not to mention all of the side effects of skin

and nerve deposits? Why does this
happen? Are doctors stupid? No,
they just can’t tolerate the thought
that they don’t really know what to
do.
But there’s something else.
Physiological gain is immensely seductive in the ICU where we practice a new art called numerology.
That’s because we bow down to
attribution bias, the anecdotal and
selective observation of favorable
effects attributed to intervention,
which then gives us undue confidence that something is going to
work. Does that sound familiar?
There is more to physiology that
makes it particularly seductive, like
its immediacy bias, the observation
that a favorable effect is so immediate, so obvious, and so strong
that it must be true. And we ignore
what will happen in 15 or 30
minutes.
We make the measurable important, not the important measurable. IV fluids are fantastic for
this. We give boluses all the time,
and we get excited about them.
We say the patient is a lot better
and that we have this thing
called responsiveness to
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The Problem with Physiology
(and Why You Should Rethink Your Practices)

intravenous fluids. We look at the
literature, we look at pulse pressure variation, stroke volume variation, and we go for it. Look, there
is a beautiful ROC there, it’s great,
it’s the right thing to do. Except
that all the studies that measured
its effectiveness immediately after
it was given. What’s going to happen in 15 minutes?
15 Minutes of Fame
Here is what happens in 15 minutes:
You’re back to baseline. Same for
stroke volume: You’re back to
baseline in 20 minutes. So what do
we do for the next 23 hours and 40
minutes? Presumably, do it again.
And again. And again. Do fluids actually do anything at all? Is it the
fluids or is it that we are just putting cold fluid into somebody’s
veins? The answer: It’s the cold.
(Acta Anaesthesiol Scand 1993;
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37[8]:768.) If you give volunteers
the same amount of warm or cold
intravenous fluids, the pressure effect, which lasts for only a short
time, is all due to the cold. You

knowledgeable in a specific domain. If you tell people this is
wrong, they’ll still overclaim. And
if you tell them they’re really
good, their ability to overclaim

Physicians bow to attribution bias,
which imparts undue confidence
that something is going to work
might be just as effective putting
ice cubes on patients. If you give
warm fluid instead, you increase the
cardiac output. Why? Because
you’re warming the patient up and
causing vasodilatation.
We are threatened by that
thinking. The biggest menace to
knowledge is not that you don’t
know, it’s that you think you
know. We’re hard-wired to believe this. Psychologists call it
overclaiming bias, our tendency
to overestimate our knowledge.
It’s a well-defined psychological
syndrome. We overclaim if we
believe we are expert in something. And we super-overclaim if
we believe we are specifically

becomes unimaginable. (Psychol
Sci 2015;26[8]:1295.) They even
believe—and say—they have been
to places that don’t actually
exist. It’s amazing. We live in a
world of rational astrology, following beliefs whether or not
they are true. Could be true,
could be false; we don’t care.
Intravenous fluids are a classic
example. Some ideas may turn out
to be true, but we behave as
though it doesn’t matter. The
whole of society works like that.
Breakfast is the most important
meal of the day? Who randomized
people to have it or not? Apples
are really good for you. Really?
What about oranges? Where are

the randomized controlled trials?
Oxygen is good for myocardial infarction. Says who? It’s a constant
stream of madness. As Mark Twain
said, “It ain’t what you don’t know
that gets you into trouble. It’s
what you know for sure that just
ain’t so.”
Don’t worry; here’s what you
do. Look at the literature in detail. Consider biological plausibility. Follow carefully evaluated
evidence. Be open-minded and
balanced. Be skeptical without
being unduly cynical. Accept
doubt with a smile. Practice the

known medicine of the time with
the understanding that truth will
inevitably be the source of derision in the future. Fight tooth-andnail to enroll patients in high-quality randomized controlled trials
so that the known medicine of
today can be improved. 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. Bellomo is a professor of intensive care medicine at
the University of Melbourne, an honorary professor of
medicine at Monash University, a principal research fellow
at the Howard Florey Institute, University of Melbourne,
and the director of intensive care research at Austin Hospital in Melbourne. He is also the founding chairman of
the Australian and New Zealand Intensive Care Society
Clinical Trials Group and a chairman of the Australian and New Zealand
Intensive Care Research Centre. Dr. Bellomo is also the editor-in-chief of
Critical Care and Resuscitation, has received more than 60 national and
international awards, and was selected three times as one of the most
outstanding scientific minds in the world by Thomson-Reuters. Follow
him on Twitter @BellomoRinaldo.

Why You Need SoMe HT
SoMe HT stands for Social Media Hot Topics,
and two of emergency medicine’s best podcasters shine light on whatever is setting social
media on fire. Sometimes they add fuel to the fire,
other times they’re dousing it out, but they’re always getting to the truth behind the controversy.
Listen in as Ryan Stanton, MD, and Howard
Mell, MD, help you make sense of it all!

NOW LIVE
This IS Our Lane: The recent backlash against
the NRA made it clear that gun violence is
physicians’ lane.
All You Want to Know about Drug Shortages: You can’t get a more exhaustive analysis of
the country’s drug shortages than this podcast that looks at everything from pricing and
gag rules to black box warnings and drug shortages.
The ConCert Exam: The debate about the exam is a tire fire on social media. And worse, it
doesn’t achieve its goals.

Find SoMe HT on EMN’s website:
http://bit.ly/EMNSoMeHT
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TOXICOLOGY ROUNDS

The Top Three Toxicology Articles of 2018
BY LEON GUSSOW, MD

Psychiatric Drugs that Can Cause a
False-Positive Urine Drug Screen

T

hese articles top my list of the
best medical toxicology papers from the past year, and they
can change the way you approach
common problems in and out of
the emergency department this
year.

Does the U Stand for Useless?
The Urine Drug Screen and
Emergency Department
Psychiatric Patients
Riccoboni ST, Darracq MA
J Emerg Med
2018;54(4):500

Drug Class Tested

Possible Cause of False-Positive

Amphetamines

Bupropion, chlorpromazine, desipramine,
promethazine, selegiline, thioridazine,
trazodone, trimipramine

Benzodiazepines

Sertraline

Methadone

Chlorpromazine, clomipramine,
quetiapine, thioridazine

Phencyclidine

Imipramine, lamotrigine, mesoridazine,
thioridazine, venlafaxine

Synthetic cannabinoids

Lamotrigine

Adapted from Mayo Clin Proc 2017;92(5):774.

It’s 3 a.m., the ED is barely under
control, the waiting room is full, and
places where patients can lie
down—or even sit—are at a
premium. Fortunately, you just
cleared a young man with a history
of psychiatric illness after a careful
history, physical examination, and
mental assessment. He is alert and
cooperative with normal vital signs.
You call the receiving mental
health facility to arrange transfer.
The person on the other end listens
to your presentation, and then
asks, “But what does the urine
drug screen show?”
The urine drug screen is one of
the least reliable tests in emergency medicine. It is neither sensitive nor specific, and false-negatives
abound because routine drug
screens do not pick up a wide
range of drugs that can cause behavioral changes. Various psychiatric (and other) medications will
also erroneously be detected as
drugs of abuse, resulting in many
false-positives. (See table.) Even a
true-positive may not establish recent use or intoxication but may
represent exposure days or even
weeks before.
The authors of this study retrospectively reviewed the charts of
205 patients transferred to a behavioral health hospital, comparing
those on whom a urine drug
screen was obtained (n=89) with
those on whom it was not (n=116).
A great majority of urine drug
screens (89%) were obtained because the psychiatric facility requested it after the patient had
been cleared. The authors found
that the screen never reversed the

medical clearance and did not
affect length of stay.
It did, however, delay transfer and
result in a charge of $235 per test.
Interestingly, the review showed that
the results of the urine drug screen
were not even documented in psychiatric hospital records more than
75 percent of the time. The authors
concluded that the screen was of
little benefit for acute psychiatric illness, and hypothesized that “the external request for a [urine drug
screen] is often a ‘stall’ tactic employed to delay transfer.”

ACMT and AACT Position
Statement: Preventing
Occupational Fentanyl and
Fentanyl Analog Exposure to
Emergency Responders
Moss MJ, Warrick BJ, et al.
Clin Toxicol [Phila]
2018;56(4):297
A police officer became ill after he
briefly touched a white powder during a drug bust, according to an
article in the Morning Journal of Lorain, OH. The substance was not
identified in the article, but the
area’s police chief was quoted saying, “It only takes one granule (of
carfentanyl [sic]) to kill an adult.”
(May 14, 2017; http://bit.
ly/2PaPNn0.) The officer did not respond to a standard dose of naloxone but needed it three more times
before his symptoms resolved, according to the report.
That paranoia about dying from
minimal skin contact with fentanyl or
fentanyl analogs spread not only to

police but also to first responders
and even judges, some of whom
banned drug samples as evidence in
their courtrooms. Canadian morticians were so worried they might be
exposed to a critical dose of fentanyl
while embalming their clients that
they started stocking naloxone. All
that kerfuffle and not a shred of
evidence that powdered fentanyl or
any of its analogs is effectively absorbed through unbroken skin.
A position statement endorsed
by the American College of Medical Toxicology and the American
Association of Clinical Toxicologists
tries to restore some sanity to the
discussion. The authors pointed
out that the “risk of clinically significant exposure to emergency responders is extremely low” and
that “incidental dermal absorption
[of fentanyl or its analogs] is unlikely to cause opioid toxicity.”
They suggested that nitrile gloves
provide sufficient personal protection for handling these drugs in
routine cases, with the possible addition of a fitted N95 respiratory
filter if the drug were aerosolized
or its particles suspended in the air.
The statement recommended
that naloxone be used only for pa-

tients with objective evidence of
hypoventilation after exposure, not
those merely feeling strangely. The
authors suggested that no evidence indicates naloxone doses
higher than usual (that is, 10 mg
total) would be necessary or advisable in these cases.

The Next Stage of Buprenorphine
Care for Opioid Use Disorder
Martin SA, Chiodo LM, et al.
Ann Intern Med
2018 Oct 23 [Epub ahead of
print]
The partial opioid agonist buprenorphine (Suboxone) was approved
by the FDA in 2002 for treating
opioid use disorder. Guidelines
were established on the knowledge and experience available at
that time, which was before the
opioid crisis and before fentanyl
and its analogs started showing up
regularly in street drugs. Given the
increasing need for effective addiction treatment, the initial recommendations for buprenorphine
now seem unnecessarily restrictive.
The 2004 Substance Abuse
and Mental Health Services Administration guidelines recommended that initial buprenorphine
induction be administered under
direct observation in a medical
setting to avoid withdrawal. It
currently suggests that induction
can be carried out at home, a
change that should eliminate a
major barrier to treatment. This
paper discusses seven areas in
which the approach to using
buprenorphine has been updated.
It’s a must-read. 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.

22 EMERGENCY MEDICINE NEWS | JANUARY 2019

LWW-EMN_January 2019_Layout.indd 22

11/12/18 4:52 PM

LETTERS TO THE EDITOR
The Benefits of EM
Still Worth the Costs

Continued from page 15
stream clean-catch, we advocate
implementation research aimed at
mitigating factors that result in poor
patient compliance with the technique. (J Emerg Med 2017;52[5]:639;
J Clin Pathol 2016;69[10]:921; Am J
Emerg Med 2018;36[1]:61.)
Second, visual inspection of urine
clarity is misleading in diagnosing UTI
because it is more likely related to
hydration status or the quantity of
urea in the sample. The positive predictive value of cloudy urine for UTI
has been reported at only 40%. (J
Am Board Fam Med 2011;24[4]:474.)
Finally, the literature does not support diagnosing UTI based on “typical”
symptoms without a UA. The probability of UTI in women presenting with
urinary complaints is only 50 percent.
(JAMA 2002;287[20]:2701; Ann Emerg
Med 2007;49[1]:106.) To reduce overuse of antibiotics and the associated
patient safety and public health implications, UTI should be diagnosed only
after consideration of symptoms, physical examination findings, and the UA.

Editor:
agree with every single point
Alex Mohseni, MD, articulated in
his article. (“Why I Quit Emergency
Medicine,” EMN 2018;40[10]:1;
http://bit.ly/2Pc0ktQ.) The work
of an EP is nitpicky, cumbersome
at times, emotionally exhausting,
litigious, and, frankly, hard. The
merit badges we are required to

I

maintain, including ACLS, PALS,
and ATLS, an up-to-date flu vaccination, and endless hospital
compliance modules, require an
Excel spreadsheet to keep up. I
will, however, take them any day
over what our primary care colleagues have to carry: disability
forms, insurance company fights,
and preapproved MRIs, to name
a few. My wife, who works in corporate America, has struggles that

sometimes make ours seem far
more tolerable.
I was told coming through the
medical education pipeline that
emergency medicine was a “young
man’s game” and that the average
life cycle of an EP is 10 years. I am
six years out of residency now. I
still have not found an area of
medicine that offers the equivalent
intensity, diversity, and income
Continued on page 25

Stand out in your
residency class

Get early resident
education support
Don’t get
left behind

Are you
ready for
residency?

Robert S. Redwood, MD, MPH
Portage, WI
Barry Fox, MD, &
Michael S. Pulia, MD
Madison, WI

Starting
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Better Outcome in OHCA
if Epinephrine Given Earlier
Editor:
egarding the review by Rory
Spiegel, MD, of the PARAMEDIC2 trial, I would like to offer
another interpretation of the
study. (“No Benefit of Epinephrine in OHCA,” EMN 2018;40[10]:1;
http://bit.ly/2NfBWWs.)
The study shows that epinephrine in OHCA will likely not improve
neuro-intact survival if your EMS
agency does not give the drug
earlier than a median of 14.8
minutes after arrival and if your EMS
agency has a very low overall survival rate for OHCA, one-fifth that of
the great state of Oregon, according
to 2017 CARES data. (Resuscitation
2017;120:5; http://bit.ly/2K2H3cs.)
Repeating this study in the
United States with EMS agencies
with a CPR fraction greater than
90 percent and who give epi early
(less than 10 minutes after EMS arrival) would help better define the
utility of this drug in OHCA.

R
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BRANDT’S RANTS

Famous Quotes from the ED 3.0
BY ROBERT BRANDT, MD

Me: That’s the nicest thing
you’ve ever said to me.

E

Patient: I’m having an allergic
reaction.
Doctor: What are you allergic
to?
Patient: Pain.
Doctor: Pain?
Patient: Yes. Normally, they give
me Dilaudid for my allergy.
Doctor: I’m not going to be able
to cure your allergy today.
Patient: Facebook says I’m a
prophetic visionary sent here to
change the world.
Doctor: OK.
Patient: You can’t say that I
don’t look like a resurrected hipster
king, you mental midget!

Patient: I’ve got
to warn you;
I’ve been
listening to
Celine Dion.

four, turn the volume up; five, wipe
your butt real good.
Patient: I have purple vaginal
discharge.
Doctor: Huh. Have you put anything in there?
Patient: Well, I had normal discharge, but a friend told me to use
K-Y Jelly for it, but I didn’t have
K-Y Jelly, so instead I used grape
Smucker’s.

Patient: I’ve been in prison. I’ve
slept with and beat up guys bigger
than you.

Tech: I’m using these gloves left
out. They looked clean.
Scribe: Right, yeah, because
that’s how gloves work in a hospital.

Patient: Let me give you some
advice; I have five priorities: One,
set the trap; two, make your hair
look real good; three, navigation;

Doctor: She sounds like a
coyote, or like a group of teenagers having a pool party. Same
difference.

Write for EMN
Have an emergency medicine story you tell over and
over to friends? A tip or trick you always pass along to
colleagues and residents? What about new research on
an important clinical topic that could change practice?
Emergency Medicine News accepts articles on every
aspect of what it’s like to be an emergency physician.
It can be clinical or personal, focused on public
policy or quality improvement. All we ask is for you
to be passionate and expert about your topic!
Please send your article or idea to emn@lww.com, and
we’ll answer you within 24 hours.

PA working in triage: I think triage
sucks the brains out of people. Like I
ask people how tall they are, and
they just stare off, confused. How do
they not know their height?
Patient’s friend: She drinks
apple cider vinegar and tea? Is her
vagina out of whack?

Patient: I’ve got to warn you;
I’ve been listening to Celine Dion.
Nurse: They were both dripping
the same green slime from their
privates.
Scribe: Wow, relationship goals.
Tetkoren/iStockphoto.com

very year I ask emergency
physicians from all over to
give me interesting quotes they
have overheard in their emergency departments. Our world
has interesting and crazy interactions seen in few other places,
where odd statements are the
norm and bizarre behavior seems
ordinary. Enjoy.

Nurse: I’ve never had to specify
how to lie on the stretcher. (The
patient almost fell off by laying
sideways.)
Patient: Why are my feet hurting
so bad!?
Nurse: Why are your shoes on
the wrong feet?
Patient: I was too drunk to know
which was which.
Nurse: Aha!
(Overheard shouting): OMG! I
have wood chips in my coochie!

PA: My patient is positive for a
AAA. Well, AAA battery stuck inside, that is.

Me: Hi, how can I help you?
Patient: Who the **** are you!
Me: I’m your doctor.
Patient: Why are you so ****ing
nice?

Patient: I was chewing on a toothpick, and then I was holding it, but it
felt like it was lodged in my throat.
Doctor: But you were holding it.
Patient: Yeah, but I’m worried it
might be lodged in my throat.
Doctor: But, to be clear here,
you are still holding that toothpick?
Patient: Yes.

Patient: I think I cut my rectum
with scissors.
Doctor: What? How!?
Patient: Well, that deep part in my
eye is hurting after using scissors.
Doctor: Oh, the retina! Very different.

NP: I want to rip my eyeballs out
with a dull fork that represents her
knowledge.
Nurse: Any day you wake up in
a puddle of your own breast milk,
it’s not a good time.
Me: Thank you.
Tech: Why are you saying thank
you? I just called you a maniacal
clown and a tyrant!

Nurse: My patient thinks you
can get trichomonas from a toilet
seat.
Doctor: You can, if toilet seat is
the name of your girlfriend’s
privates.
If you hear something interesting, hilarious, or just plain unlike
what you might hear anywhere
else in the world, please send it to
me for next year’s quotes compilation at emn@lww.com. EMN

Dr. Brandt is an emergency physician with the Grand
River Emergency Medical Group in Grand Rapids, MI. He
was the winner of the 2008 Writer’s Digest Short Short
Story Writing Competition (http://bit.ly/1kIBaOf). Read
his blog and other articles at http://brandtwriting.com,
follow him on Twitter @brandtwriting, and read his past
columns at http://bit.ly/EMN-BrandtsRants.
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LETTERS TO THE EDITOR
The Fiscal Incentive
of Pull Till Pull

Continued from page 23
while still affording a life outside of
the hospital like emergency medicine does. After more than four
days off, I get antsy, lose my sense
of purpose, and start to crave that
next ED shift. No, I have not
reached my 10-year shelf life yet,
but I still love the ED. For me, the
benefit is still worth the cost. I cannot imagine quitting, maybe just
cutting back clinical shifts.
Brock Helms, DO
Mooresville, NC

Pull till Full is
Cutting Edge
Editor:
r. Edwin Leap needs to
move forward in the world
of operations! (“‘Pull Till Full’
Pits Nurses against Physicians,”
EMN 2018;40[11]:1; http://bit.ly/
2PMJMw5.)
Pull to full is inarguably considered by most ED operations experts to be a best practice. The
days of empty treatment rooms in
the ED with a full waiting room
(because the physician is feeling
stressed) are over. Marrying pull to
full with advanced triage order sets
(nurse implemented, chief complaint-driven, approved by the
physician group) are cutting-edge
ED patient flow strategies. They
allow the department to flow
smoothly even when the physicians
are tied up.
Patients are not satisfied when
kept for long periods in the waiting
room. In the current era of emergency medicine, we care about patient experience and satisfaction. It
is no longer enough to provide
good medical care. What was the
experience for the patient?
The new practice model is no
longer physician-centric. Cuttingedge departments are looking at
how the team can deliver timely care
where patients are happy with the
encounter. Join your nurses and staff
in embracing pull to full with advanced triage order sets. Poke your
head in, and say hi to patients even
when you are busy, and watch patient satisfaction soar! And do feel
uncomfortable when patients are
staring at you and wondering what
the delay is. You should feel their
distress.

Editor:
r. Edwin Leap’s great article
illustrates the way nurses and
EPs have been pitted against one
another, at the detriment of the patient, of course. (“‘Pull Till Full’ Pits
Nurses against Physicians,” EMN
2018;40[11]:1; http://bit.ly/2PMJMw5.)
Dr. Leap neglected, however, to
address the elephant in the room:
the fiscal incentive (AKA the bean
counter’s incentive).
The patient is certainly billed differently once he is out of the waiting room. Not to address this part
of the calculus is a serious error, although I still applaud him for getting the conversation started!

D

D

Shari Welch, MD
Salt Lake City, UT

Glenn Saperstein, DO
Commerce Township, MI

Give EPs Back Their
Quiet Space to Think
Editor:
fully understand Dr. Edwin Leap’s
complaint, but his suggested
solution is the wrong one. (“‘Pull
Till Fill’ Pits Nurses against Physicians,” EMN 2018;40[11]:1; http://
bit.ly/2P0Hji6.) The main problem
is the distractions. I don’t think he
would mind having patients wait to
be seen in treatment rooms if they
didn’t cause him to be interrupted,
cause breaks in his concentration,
or disrupt his efficiency.
Let them be pulled till full. Let
them wait in treatment rooms. Let
their initial needs be cared for by
standing orders initiated by the nursing staff. But don’t have their requests
for blankets, water, “how much longer
it will be,” or even just the sight of
family members standing in doorways
distract the physician from the work
that only the physician can do.
I don’t know if Dr. Leap has
worked long enough to remember
when each inpatient unit had a physician dictation room, which was a
dedicated quiet room for physicians
to think about the patients they had
just evaluated, create a differential,
produce a plan of action, and document it free from distractions. What
makes the architects of today’s EDs
and we physicians, who are still responsible for the same work as in
the past, feel we can do our job as
effectively in the center of a patient
care area bursting with chaos?
Let the patients be pulled till full,
but give us back an area as free

I

from distractions as possible, where
we can do the thinking and planning for which medical school, residencies, and CME has trained us.
Robert Baron, MD
Phoenix

Pull Till Full is the
Right Thing for Patients
Editor:
couldn’t disagree with Dr. Edwin
Leap’s position more than anything
I have read in EMN for some time.
(“‘Pull Till Full’ Pits Nurses against
Physicians,” EMN 2018;40[11]:1;
http://bit.ly/2PMJMw5.)
The idea of letting people wait
because they can is so antiquated
that I have a hard time believing that
someone of his status in emergency
medicine would write something
like this. This was the standard
back in the late ’90s. Those who
are doing cutting-edge process
change realized that getting people
seen quickly is not only good for
your reimbursement and patient experience scores and time metrics,
but is the right thing to do.
This is the way we would like to
be treated if we happened into an
ED where we were unknown to the
staff. I was told a long time ago that
the sickest patient in your ED is the
one you haven’t seen yet. I still be-

I

lieve that to this day. Our nursing
staff makes mistakes in triage, and
we catch seriously sick people in the
waiting room from time to time.
Getting these people roomed
sooner than later lets another nurse
and set of eyes see them before I
can. I don’t know about Dr. Leap’s
department, but I don’t have enough
staff to be rounding in my waiting
room, so I don’t really know if they
are getting sicker. Having patients in
a room gets them closer to me.
Triage should be a process, not a
place, and should take place in a
room whenever possible. We should
be getting back to the patient-centric
focus that makes us the safety net
and arguably the most valuable cog
in the health care wheel. Reimbursement is more closely tied to metrics
and scores, so this type of practice
will fade away. But we should be
doing it not for the metrics, but for
the way it makes people feel to be
seen in a quick and efficient manner
regardless of the complaint. Patients
come to us for caring as much as
they do for our medical care, and I
would hope our specialty can move
away from the practice that Dr. Leap
espouses and get back to why we all
entered health care in the first place.
Robert T. Adams, DO
Bloomington, IN
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LIFE IN EMERGISTAN

Bow Before the Glowing Screen
BY EDWIN LEAP, MD

400tmax/iStockphoto.com

W

e spend far too much of our
clinical time at computers.
Our journals, meetings, blogs, and
discussions all acknowledge the
sad reality of our digital servitude.
We didn’t go into medicine for
data entry, yet here we are.
Every day we’re frantically trying
to make life-saving decisions amid
endless interruptions in chaotic environments. We are tasked to do so
in a timely manner, all while spending quality time with patients,
speaking courteously to consultants,
arranging admissions and transfers,
and simultaneously documenting
every jot and tittle to please the
electronic overlords who depend on
our documentation for billing.
We have more computer issues
than simply filling out electronic
medical records. I was recently
doing credentialing for work in a
nearby hospital. Of all the places I
have been credentialed in the past
few years, it was honestly one of
the easiest. Yet, to be financially
credentialed required a moderate
amount of additional computer
time, entering information already
in the system but in a different
location.
Around the same time, I found I
had lapsed in required online education for another facility where I
sometimes work, not CME but internal requirements.
It was things like reviews of infection control measures, antibiotic
stewardship, appropriate urinary
catheter usage, central line sterility,
corporate compliance, and the ubiquitous module on respecting our
patients, which included this gem:
“Be fully present and conscious.”

Screen Exhaustion
I am a procrastinator, so I found
myself hurriedly trying to meet a
deadline for the modules. The program had more than 160 slides to
review, and I spent a few hours, unreimbursed, staring at a computer.
I have friends in other locales
who do the same. Required online
education that takes a little bit
more of our lives every day, every
year, work that plops us down in
front of a computer over and over,
at home and at work, more work
that dehumanizes what we do and
leads to screen exhaustion.

decided it had to be done for reasons all their own. Maybe a corporation, maybe a consultant, maybe an
education director.
It’s like homework. My kids
brought home a lot of homework
over the years. Some of it was
helpful; the majority was not, but it
served its professional purpose,
though the children had less and
less time every evening to simply
be, to enjoy the family, to play or
read on their own. Homework was
easily validated, a way for teachers
show that something was being
accomplished. Like our endless

Hour after hour in front of a computer
dehumanizes what we do and
leads to screen exhaustion
Much of it is education imposed
on physicians, not because they
have a particular weakness or interest, not because they failed to
meet their state or board CME requirements, but because someone

EMN on Instagram
Follow EMN on Instagram
at em_news for lots of
interesting and unusual
photos we think
you’ll like.

continuing education requirements,
it was a metric that left chaos in its
wake.
Admittedly, it isn’t just work forcing us to bow before glowing
screens. We voluntarily spend way
too much time looking at our computers, televisions, telephones, and
video games. At least we make
that decision on our own.

Hermetically Sealed
We are physicians, with enormously
complex skills, but we are increasingly tasked with more virtual requirements, resulting in less time
touching patients, watching pediatric patients breathe, talking with
humans.
Sadly, maybe we’re faced with
this in part because it’s believed to
be a good life. I remember when I
was growing up that I was told I
needed a college degree because
I could be injured and unable to
work. I never thought about what
would happen if I hurt my eyes or
brain. Growing up a baby boomer, I
believed that desk work was the
cleanest, safest, highest of all.
As we’ve discovered to our
misery, it is not. I love the physical
nature of my job—walking, moving,
lifting, reducing dislocations, placing lines, intubating, suturing,
walking some more. I still do it, you
still do it, but we have to hurry, and
we can’t relish it. We have to be
back at the screen right away. It is
our partner, our coworker, our tool,
and our doom.
I came to the not-so-surprising
conclusion that the ideal physician
is one who sits at a desk so that
charting and orders are done in a
safe, timely manner without exposure to infections. The physician’s
hands are continually bathed in
hand sanitizer, and he is in a hermetically sealed box that cannot
be penetrated by anyone else.
How can we be freed from the
screens? I have no idea, but a solar
flare would be a good start. 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. 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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BRAIN TRUST

Glioblastoma a Rough and Uncertain Road

I

sent my friend a funny text the
other day. She didn’t send back
a laughing emoji, but instead told
me that her brother had been
diagnosed with glioblastoma. No
emoji for that.
Glioblastoma is uncomfortably
common (17,000 new cases per
year), more so in whites and men
than in blacks and women. (JAMA
2013;310[17]:1842; http://bit.ly/2D7nj6k.) If you have a family history
of glioblastoma, your risk of developing one increases twofold. Oddly
enough, if you have asthma, eczema,
or hay fever, the risk is lower. (J Natl
Cancer Inst 2007;99[20]:1544;
http://bit.ly/2PcX45N.)
The term glioblastoma multiforme, which isn’t used anymore,
refers to the tumor’s pleomorphic
cells. Glioblastoma is the most
common primary malignant tumor
in adults and the deadliest of four
grades of malignant gliomas, with
a sobering survival rate of 35 percent at one year and four percent
at five years. (Cancer Epidemiol
Biomarkers Prev 2014;23[10]:1985;
http://bit.ly/2D77FI1.) Ionizing radiation is associated with the development of glioblastoma (Cancer
2008;113[7 Suppl]:1953; http://bit.
ly/2Pbr4yR), and there has been
noise about cell phone use increas-

ated to rule out a tumor
in any patient over 50
with some of these characteristics. Papilledema
from intracranial hypertension may be present,
but is not usually seen in
the undifferentiated patient at earlier stages.
Around 40 percent of patients will have a focal
onset seizure; gait abnormality and incontinence
are other signs.
Get an MRI—the test of
choice—with and without
contrast if you are suspicious. You will likely see
tumors with central necrosis and surrounding
edema. These findings will
be radiologically indistinguishable from those of
other metastatic diseases,
so rule out a primary malignancy. Other diagnoses may also
present as mimics, including early
stroke, abscess, lymphoma, autoimmune disease (MS, sarcoidosis, Behcet’s), infectious lesions, and CNS
tuberculosis. The most important
one to recognize before treatment
is CNS lymphoma because steroids
will provide symptomatic edema relief. Dexamethasone is most commonly used (12-16 mg/day in divided doses), but will quickly mask

Some glioblastoma patients will
have an increased tumor size from
treatment, which is challenging to
differentiate from tumor progression
ing the risk. Although the explosion
of cell phone use in the past 20
years has not been accompanied
by a similar increase in glioblastoma, we don’t know what the
lag time is for development, especially in young brains with high cell
turnover.
Half of glioblastoma patients
present with a nonspecific headache that might have awoken them,
and they are typically unilateral
with gradual onset. Other characteristics to watch for include focal
symptoms, nausea and vomiting,
and cognitive or behavioral symptoms that might be mistaken for
dementia. Imaging should be initi-

the characteristic MRI findings of
CNS lymphoma. Steroids should not
be started before lymphoma is
ruled out, which requires biopsy.
A Rough Road
Antiepileptic medication should be
started if the patient has a seizure,
but prophylaxis is not beneficial.
Levetiracetam is preferred because
it doesn’t interact with most
chemotherapy regimens. Importantly, phenytoin, carbamazepine,
and phenobarbital will interact with
chemotherapy agents.
Glioblastoma tumors do not
metastasize but are highly infiltrative,
making them extremely difficult to

tions are limited. The use
of low-intensity, alternating electric fields is in the
experimental phase (Eur J
Cancer 2012;48[14]:2192;
http://bit.ly/2PeFkXH), and
therapies that target
molecular mechanisms are
being sought. (Ann Oncol
2017;28[7]:1457; http://bit.
ly/2PdYvkg.)
We take care of patients with glioblastoma in
the emergency department
at every phase of their
care. The most important
tool for evaluation is the
neurologic exam, which will
gauge progression. Patients may present with
seizures, altered mental
status, or neurologic
deterioration. A welldocumented neurologic
exam from the last visit will
facilitate a comparative assessment
and treatment. Up to 30 percent of
patients with glioblastoma will have
VTE. Anticoagulation is used for inpatients and considered for outpatients. Low-molecular-weight heparin
agents are preferred because they
are easily reversed in case of hemorrhagic lesions. We should have a low
threshold to image patients for DVT
or PE. The common use of steroids
also leads to insulin resistance, corticosteroid-related myopathy, confusion, personality change, insomnia,
and weight gain.
It’s a rough and uncertain road
for patients with glioblastoma. We
have the privilege of taking care of
them, optimizing their quality of life,
and helping their families understand the disease and what to expect. One of the best things we can
do is to connect the patient and
family with palliative care. My friend
is a strong person and her family is
involved and compassionate, which
will be her brother’s most valuable
asset going forward. EMN
Lippincott, 2015

BY EVIE MARCOLINI, MD

resect. Surgical treatment is a debulking procedure to decrease symptoms from mass effect, obtain some
cells for identification, and reduce the
tumor burden, but it doesn’t eradicate the malignancy. Chemotherapy
and radiation are also first-line adjuvant treatment regimens. The most
commonly used chemotherapy is temozolomide, a DNA alkylating agent.
Some patients will have an increased
tumor size and mass effect from
chemo and radiation, which is challenging to differentiate from simple
tumor progression.
Bevacizumab is another agent in
trial phase. This monoclonal antibody
targets angiogenesis, and it has been
proven to decrease the progression
of symptoms but not to improve survival. Its most common use is for salvage therapy and to decrease the
amount of steroids required to keep
symptoms at bay. Research is aggressively seeking a cure, but recurrence is expected after roughly seven
to 10 months once a patient has
gone through first-line tumor debulking, chemo, and radiation. The op-

Dr. Marcolini is an assistant professor of surgery and
neurology, the director of critical care education in
emergency medicine, and the fellowship director of
neurocritical care at the University of Vermont Medical
Center. She is also a member of the board of directors
for the American Academy of Emergency Medicine.
Follow her on Twitter @eviemarcolini. Read her past
columns at http://bit.ly/EMN-BrainTrust.
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‘Are You a Terrorist?’
BY AMEET NAGPAL, MD, MeD
was fortunate enough to be able
to go to my friend’s wedding in
Indianapolis in October. My 3-yearold son called it “India with Apples.”
I’ve known this friend since I was
in first grade, and my parents and
his parents are good friends. After
the celebration, I walked back to
the hotel with my father. We were

membered me as a teenager and
felt that I needed help, and they
thought we were all being attacked.
My father, in particular, was stunned
because he had spent his life trying
to give me the best life he could.
Despite our dissension, this man
saw nothing wrong with asking if I
was a terrorist. Several people were
videotaping us because, I believe,
they were flabbergasted by the ac-

medicine physician practicing in an
academic center. One of the fellows
had just walked out of an exam
room to discuss a patient with me. I
told him that I would see her and
that he could move on to the next
patient. I walked in and said, “Hi, I’m
Dr. Nagpal. Nice to meet you.” She
said, “I know, you were just in here.”
It is true that the fellow who
had just seen the patient was

similar statements differently in the
future? I certainly hope not, but it
would be foolish of me not to consider the possibility of a new unconscious bias that I may have developed when I treat patients who I
may perceive as racist in any way,
even if they are not racist.
So this is the thing that is happening to me. I have had to question my own day-to-day life and

at the revolving door when a man
said hello. I said hello back. Then he
asked, “Are you a terrorist?”
My father wears a turban. He
moved to the United States in 1978.
He has been the Grand Marshall of
the St. Patrick’s Day Parade in Yulan,
NY, a small town near where he lives.
He has been instrumental in the
growth of Orange County, and has
been the president of the Orange
County Chamber of Commerce,
Lion’s Club, and Rotary Club. But
who cares? That shouldn’t matter.
I confronted this man in a way
that I hadn’t felt necessary for 15
years, when I felt this type of hate
after September 11. I felt obnoxious
when I tried to justify how American I was by telling him about
being born in Minneapolis and living in Texas. When he told me he
served in the military, I obligatorily
said, “Thank you for your service.”
I have plenty of friends who
served in the military because I live
in San Antonio. Both of my grandfathers served in the British military
during World War II for the Allied
powers. Again, none of this should
matter because there is no circumstance under which one human
being should make a remark like
that to a stranger when it will obviously make him uncomfortable.
Many of my parents’ friends
jumped to my aid because they re-

tions of this person. I was, and I
hope they come forward with their
videos to educate others.
I am worried now that I never
worried about this. I told this person, this other human being who
thought it was OK to start a conversation with “Are you a terrorist?”
that the thing I was most worried
about was that I have a 3-year-old
son whom I had to teach about racism, and he did not seem to be
bothered by this. I hope that his
daughter, who is in the medical
field, sees this and apologizes for
her father’s hateful message. I hope
that she teaches her children not to
hate. I hope that she teaches her
children respect. I hope her children
don’t carry such vitriol that their
initial response to a man with a
turban is a comment like this. This
man said his intention was sarcasm,
but I am a sarcastic person and I
have never thought to act this way.
It is not OK to ask another human
being if he might be the depravity
associated with the worst of our society. I am fortunate to have been
around other like-minded people
who came to my aid; ultimately, the
man who said these terrible things
agreed that he was wrong.
But here’s where things get
tricky. Three weeks after this incident, I was seeing patients back in
the clinic in San Antonio. I am a pain

Indian, Sikh, bearded, and approximately the same height as me. It is
also true that we were both wearing scrubs. I explained the situation
to her, and she said, “I don’t know.
You all look the same.”
This statement would not have
affected me at all if not for the incident that I had just had in the
hotel in Indianapolis. But thoughts
immediately raced through my
head. Who all look the same? Doctors? Indian doctors? Men? Indian
men? Men with beards? I immediately assumed, and still do, that
she meant that all Indian men look
the same, and I took it as a derogatory statement. Maybe that’s not
how she meant it, but that’s how I
perceived it and how I still do. It
was a comment that would have
never bothered me before, but now
it does. More importantly, did it
change my behavior as a physician? Will similar instances cause
me to treat patients who make

even my own decision-making because of the thoughtless comment
made by another human who had
no idea how it may have affected
the lives of others. For what it’s
worth, I still have not discussed the
incident with my father, who I believe is too embarrassed to talk
about it. I hope the man who said
the awful things he said apologizes
again, and I am more than happy
to hear the apologies of his family
and friends. His words were not
OK, and his defense of his bizarre
thoughts was not either, whether it
was in Indianapolis or anywhere
else in the world. I am happy to accept his apology, but I am not
happy to accept his apology and
then move on because I will always
be worried about whether my
3-year-old son will have to suffer
what I suffered in front of my own
father. I will always be worried
about whether it will cause me to
have a lapse in judgment. EMN

Gordon Johnson

I

Dr. Nagpal is a board-certified physical medicine and
rehabilitation and pain medicine physician and a clinical
assistant professor of anesthesiology at UT Health San
Antonio. He is a contributor to the Physician Grind, http://
www.blog.numose.com, where this article was originally published. Read other Narrative Medicine articles at
http://bit.ly/EMN-NarrativeMed, and connect with the
Physician Grind on Facebook at https://www.facebook.com/numosemed
and on Twitter @nuMosemed.
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LIONS AND TIGERS AND BEARS

A Textbook Case
BY LOICE SWISHER, MD

W

e went together, the med
student and I, to check the
eye complaint of a man who had
been assaulted a few hours before. The student quickly decided
we needed a facial CT to rule out
a fracture. I asked him what kind
of fracture he suspected; an orbital blowout fracture, he said.
I asked the patient to look toward his nose, and a prominent
lateral subconjunctival hemorrhage popped prominently into
view. This is truly a red flag for a
more complex midface fracture.
Finding zygomatic arch tenderness, I wondered aloud if our patient had a zygomaticomaxillary
complex fracture.
There seems to be little need to
have a framework to consider midface fractures these days. Most of
us have ready access to a CT scan-

schema to consider the bony
blunt force injury to the face.
I divide the face into thirds:
■ Upper third: Above the
eyebrows; rarely fractured in
blunt trauma.
■ Lower third: The mandible; often fractured, but clinical cues are helpful: two
areas of pain, step off of
teeth, inability to bite down
on a tongue depressor.
■ Middle third: Upper
teeth to eyebrows; often
fractured in simple and complex ways.
Simple and complex can
be defined as:
■ Simple: Nasal fractures, blowout fractures (medial and inferior), and isolated zygomatic
arch fractures
■ Complex: LeFort fractures
and zygomaticomaxillary complex
fractures

This fracture essentially has a
free-floating chunk of bone inferior
and lateral to the orbit
ner, and a radiologist gives us our
answer. I grew up medically in the
era of plain facial films, however.
We needed to have a mental

Zygomaticomaxillary complex
(ZMC) fractures involve multiple
midface bones including the zygomatic arch, the inferior orbital rim,

the maxillary sinus walls, and the
lateral orbital rim. Essentially,
there is a free-floating chunk of
bone inferior and lateral to the
orbit. These fractures have been
known by many other names,
including tripod, trimalar, tetrapod, and quadripod fractures.
Clinically one might note tris-

mus from impingement on
the muscles of mastication,
inferior orbital numbness
from a traumatized inferior
orbital nerve, or a lateral subconjunctival hemorrhage.
I opened up the bony reconstruction to see if the images matched my imagination … and clinical suspicion.
There it was, as if I were
reading a textbook: a ZMC
fracture (or tripod, as I had
called it in training a quarter
century ago).
Tip to Remember: Think
ZMC fracture when you see a
lateral subconjunctival hemorrhage. 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. Swisher is a clinical associate professor in the Drexel
University Emergency Medicine Residency Program in Philadelphia and the first female board member of http://www.
emedhome.com, the educational website. She has been the
nocturnist in the ED at Mercy Philadelphia Hospital since
1997. Read her monthly blog at http://bit.ly/EMN-LionsTigersBears, and follow her on Twitter @L_swish.
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Lost in Translation
BY STEPHEN LIM, MBBS

Shendart/iStockphoto.com

I

t’s a long flight to get Down
Under. Feels even longer coming home. Canadian by birth.
Medical school in Sydney, residency training and first professional attending position in the
United States. Now building a
family in the Crescent City. It’s
about the long game—delayed
gratification.
But this story isn’t just about
focus and perseverance. It’s equal
parts luck and determination.
None of this mattered when
boarding that plane. I was going.
The details would work themselves out.
Moving to Australia for medical
school wasn’t a difficult decision.
World-ranked universities. Firstworld living. Multicultural. Progressive problem-based learning
curriculum with clinical exposure
the first week of the first year. An
emphasis on evidenced-based
medicine and comprehensive, clinical examination skills. Competitive
tuition rates. Residency and fellowship training programs. Even a
path to Australian citizenship. But I
wasn’t planning on staying. I was
on a schedule.
Australian medical schools
aren’t feeder programs for Canadian or U.S. residency programs.
They have a mandate and responsibility to produce graduates for the Australian medical
system. This is right. A full feepaying international student
status doesn’t change that reality.
They don’t owe you time off to
study for the MCCEE or USMLE.
That’s on you. They’re not going
to place you in a Canadian or U.S.
clinical rotation. Start calling and
planning. Teaching and examina-

tion methodology is fundamentally different—short cases, long
cases, essay tests: “Discuss the
fundamental components of a
comprehensive asthma action
plan.” Study for the Australian
academic requirements because
you cannot fail. Then start working on the medical trivia endemic
to the USMLE. Switch and continue. For the next four years.
You have benchmarks and
deadlines to meet. Score above
the mean on the USMLE Steps 1
and 2. Secure an emergency
medicine clinical rotation in the
United States. Where to apply?
Somewhere busy and prestigious.
Probably urban and county. Make
phone calls and send emails.
Lady luck intervenes because the
Louisiana State University-New
Orleans student clerkship director has never had an Australian
medical student rotate with the
program and likes the idea. You’ll
be excited on your first day of

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

your elective. You’re finally here.
And then you feel totally inadequate because medical students
are accessories on Australian
hospital treatment teams. You
examine for clubbing during a
pulmonary physical exam. But
how do you order a chest x-ray?
Or write a SOAP? What measurement units are they using? Look
invisible during shift-change
rounds because you don’t know
which vitamin in excessive quantities causes pseudotumor
cerebri. You’ll compensate by
working harder. Be the first to arrive, the first to volunteer, the
last to leave. Learn fast.
Apply for the match. How
many programs? Every single
one. Try not to be disappointed
that the majority of programs
won’t offer you an interview.
There are plenty of strong U.S.
graduates and they don’t want
the hassle of sponsoring you for
a J1 visa. The strength of your letters of recommendation opens
doors that were probably closed
to you: “The only reason we invited you here is because of Dr.
W’s letter.” Endure the grind of

secondary screening as you fly
one way across the United States
post 9/11: New Haven to Tampa,
Norfolk to St. Louis, points in
between. Probably best that you
don’t know that only 50 percent
of international medical graduates match or that you were one
of 11 that year to match in emergency medicine.
Lettered agencies and credentials will cast a long shadow over
your entire career. USMLE. ECFMG.
NRMP. USCIS. J1. H1B. MCCEE.
LMCC. RCPSC. Health Canada.
ABEM. Successfully navigating
through the various bureaucracies
should earn you a doctorate.
Would knowing any of this have
made a difference to you? It might
have made you pause. But add it
to your reading list. You’ve got
time to work out the details. It’s a
long flight home. 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. Lim is an emergency physician in southern Louisiana
and a clinical assistant professor with the Louisiana State
University Emergency Medicine Residency Program in
New Orleans. He is also the medical director for a number
of fire department and law enforcement agencies in the
New Orleans area.
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Bronchiolitis Guidelines a Mismatch
with Clinical Practice
BY LARRY MELLICK, MD

T

he latest American Academy
of Pediatrics guidelines for the
hospital management of bronchiolitis seem to be causing, unfortunately, confusion for experienced
and inexperienced emergency physicians alike.
The guidelines raise unaddressed
issues and new questions, and, most
importantly, don’t tackle important
aspects of frontline clinical practice.
(Pediatrics 2014;134[5]:e1474; http://
bit.ly/2QIGbMX.) These guidelines
were developed with the best evidence currently available, and their
application mostly causes confusion
with our undifferentiated patients.
In fact, the guidelines may potentially create unnecessary vulnerabilities in our clinical practice by minimalizing our approach to these
wheezing infants. Clinical evaluations, workups, and treatments
seem to be discouraged.

Diagnosis under the Guidelines
■ 1a. Clinicians should diagnose
bronchiolitis and assess disease
severity based on history and physical examination. (Evidence Quality:
B; Recommendation Strength:
Strong Recommendation.)
■ 1b. Clinicians should assess risk
factors for severe disease, such as
age under 12 weeks, a history of
prematurity, underlying cardiopulmonary disease, or immunodeficiency, when making decisions
about the evaluation and management of children with bronchiolitis. (Evidence Quality: B; Recommendation Strength:
Moderate Recommendation.)
■ 1c. Radiographic or laboratory
studies should not be obtained
routinely when clinicians diagnose
bronchiolitis based on history and
physical examination. (Evidence Quality: B; Recommendation Strength:
Moderate Recommendation.)
Treatment under the AAP
Guidelines
■ 2. Clinicians should not administer albuterol (or salbutamol) to infants and children with a bronchiolitis diagnosis. (Evidence Quality:
B; Recommendation Strength:
Strong Recommendation.)

■ 3. Clinicians should

not administer epinephrine to infants and
children with a bronchiolitis diagnosis.
(Evidence Quality: B;
Recommendation
Strength: Strong Recommendation.)
■ 4a. Nebulized hypertonic saline should
not be administered to
infants with a bronchiWatch a video on the EMN website showing a child
olitis diagnosis in the
infected with RSV and swine flu and another of two
emergency departwith RSV: http://bit.ly/EMN-Mellick.
ment. (Evidence Quality: B; Recommendation Strength:
Quality: B; Recommendation
Moderate Recommendation.)
Strength: Strong Recommendation.)
■ 4b. Clinicians may administer
■ 9. Clinicians should administer
nebulized hypertonic saline to innasogastric or intravenous fluids for
fants and children hospitalized for
infants with a bronchiolitis diabronchiolitis. (Evidence Quality: B;
gnosis who cannot maintain hydraRecommendation Strength: Weak
tion orally. (Evidence Quality: X; ReRecommendation [based on rancommendation Strength: Strong
domized controlled trials with inRecommendation.)
consistent findings].)
The Undifferentiated Patient
■ 5. Clinicians should not adminisWheezing patients presenting to
ter systemic corticosteroids to inthe ED and outpatient clinic will
fants with a diagnosis of bronchioften be undifferentiated patients in
olitis in any setting. (Evidence
contrast to the patients admitted
Quality: A; Recommendation
and treated in the hospital. This is
Strength: Strong Recommendation.)
where there seems to be a discon■ 6a. Clinicians may choose not to
nect between the guidelines and the
administer supplemental oxygen if
clinical practice of emergency medithe oxyhemoglobin saturation excine. Unfortunately, the undifferenticeeds 90% in infants and children
ated febrile or afebrile patient who
with a bronchiolitis diagnosis. (Evidpresents with varying degrees of
ence Quality: D; Recommendation
respiratory distress may not have
Strength: Weak Recommendation
bronchiolitis.
[based on low-level evidence and
Bronchiolitis must be distinreasoning from first principles].)
guished from a variety of acute
■ 6b. Clinicians may choose not to
and chronic conditions that affect
use continuous pulse oximetry for
the respiratory tract. The differeninfants and children with a bronchitial to consider includes a number
olitis diagnosis. (Evidence Quality:
of life-threatening conditions.
D; Recommendation Strength:
Whether or not the guidelines acWeak Recommendation [based on
knowledge it, many patients may
low-level evidence and reasoning
require further testing and treatfrom first principles].)
ment to differentiate better the eti■ 7. Clinicians should not use
ology of the wheezing and adventichest physiotherapy for infants
tial sounds.
and children with a bronchiolitis
Bronchiolitis has some
diagnosis. (Evidence Quality: B;
lookalikes, so keep these in mind
Recommendation Strength: Moderwhen diagnosing patients: asthma,
ate Recommendation.)
recurrent viral-triggered wheezing,
■ 8. Clinicians should not adminispneumonia, chronic pulmonary dister antibacterial medications to inease, foreign body aspiration, asfants and children with a bronchipiration pneumonia, congenital
olitis diagnosis unless there is a
heart disease, congestive heart failconcomitant bacterial infection or a
ure, and myocarditis.
strong suspicion of one. (Evidence

The Differential Diagnosis
Bronchiolitis is at best a
syndrome or collection of
signs and symptoms. RSV
predominates, but multiple
other viruses and some
atypical bacteria can
present with the syndrome.
In fact, at least four viruses
are commonly associated
with wheezing in children:
the respiratory syncytial
virus, the rhinovirus, the
human metapneumovirus,
infants
and the influenza viruses.
It helps to know that
coinfection with viral and bacterial
pathogens such as Haemophilus influenza type b or Streptococcus pneumoniae is uncommon because of the
widespread use of conjugate polysaccharide vaccines, Bordetella
pertussis, Chlamydia trachomatis, or
Mycoplasma pneumoniae must be included in the differential diagnosis of
a lower respiratory tract infection in a
young child. In fact, one of the videos
in my blog shows an infant acutely ill
and co-infected with both RSV and
pertussis. (http://bit.ly/EMN-Mellick.)
The Fallacy of ‘Do Less, Not More’
It is possible for seasoned providers
in pediatric care to make a bronchiolitis diagnosis without further testing, but it might not be realistic to
expect everyone to do the same.
And it might be unrealistic to expect learners to be able to confirm
the diagnosis without additional
steps to differentiate the patient.
(Many of my undifferentiated
wheezing patients respond to
nebulized albuterol and epinephrine.) Furthermore, the overall
message of “do less, not more” in
the current guidelines may be the
predominant message heard by
learners or non-pediatricians, inadvertently resulting in sicker patients
not being evaluated and treated aggressively when appropriate.
The 2014 AAP guidelines seem
to personify therapeutic nihilism,
but more optimistic and current
evidence should be incorporated
into the next revision of these
guidelines in 2019. It is not possible
to dive deeply into the evidence,
but my analysis of the current
Continued on next page
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MYTHS IN EMERGENCY MEDICINE

Cricoid
defined as an expected pressure
equivalent to 30 newtons applied
using the first three fingers on the
cricoid cartilage. Operators were
trained to apply the procedure correctly before being permitted to
participate in the study.
This study was technically negative, but the authors reported the
sham cricoid procedure failed to
demonstrate noninferiority when
compared with the true Sellick technique. This is most likely an error in
the authors’ statistical analysis
rather than any clinical benefit of
cricoid pressure. The rate of primary
endpoint, pulmonary aspiration (detected at the glottis level during laryngoscopy or by tracheal aspiration just after tracheal intubation),
was essentially identical in both
groups. It occurred in 10 patients
(0.6%) in the Sellick group and in
nine (0.5%) in the sham group. The
rates were similar for suspected
pneumonia within 24 hours of intubation (0.9% vs 0.6%), aspiration
pneumonia (0.2% vs 0.2%), and
severe pneumonia (0.1% vs 0.1%).
The only element that was noticeably different between the groups
was the difficulty of intubation. Patients randomized to the cricoid pressure group had a higher incidence of
grade 3 and 4 Cormack and Lehane
views. Interruption of the maneuver
also occurred more frequently in the
cricoid pressure group. Abandoning
these attempts more often improved
the view after its release. The cricoid
pressure group required longer times
to intubation and more frequently experienced intubations exceeding 30
seconds. The incidence of difficult
tracheal intubation did not reach
statistical significance, but it was nu-

Lippincott, 2004

Continued from page 1

merically higher in the cricoid pressure group (72 v. 51).
Epic Fail
This was a negative trial from a frequentist perspective because of the
form of hypothesis testing utilized in
the primary analysis. The authors
used a noninferiority trial design,
which asked a different question
from the traditional superiority trials
to which we are accustomed. Rather
than presenting a null hypothesis
that states no difference between
the groups, the noninferiority trial
design operates under the assumption that the novel intervention is inferior to the standard treatment. The
alternative hypothesis states that
the treatment options are equivalent. The novel treatment must
demonstrate a nearly equal efficacy
within a degree of certainty to reject
the null hypothesis. This means the
point estimate and surrounding 95%
confidence interval must fall above
an a priori selected noninferiority
margin. (JAMA 2015;313[24]:2371;
http://bit.ly/2F2lN8c; Ann Intern
Med 2006;145[1]:62.)

The authors in this case designated the true cricoid pressure group
as the established approach and the
sham maneuver as the novel comparator, and in doing so, designed a trial
in which cricoid pressure could not
fail. The sham group at worst would
be found to be noninferior to the traditional approach. The authors chose an
inferiority margin of 50 percent worse
than the cricoid group, or a relative
risk of 1.5. They predicted that the rate
of their primary endpoint would occur
in 2.8 percent of the patients in the
cricoid pressure arm based on previous literature, meaning the sham
control group could have a rate of
aspiration no greater than 4.2 percent to be considered noninferior.
The actual rate of aspiration
events in the cricoid pressure group

was far lower than the authors anticipated (0.6%). The rate of aspiration in the sham control group was
numerically lower at 0.5 percent
and clinically equivalent due to the
paucity of aspiration events, but
the confidence interval surrounding
this outcome was larger than anticipated. Despite the relative risk of
aspiration falling in favor of the
sham group at 0.9, the confidence
interval surrounding this point estimate crossed the noninferiority
margin (95% CI, 0.33-2.38).
We utilize frequentist statistics
as a tool to estimate the risk of
sampling error in any given cohort.
But its single-minded dichotomous
temperament at times limits our ability to interpret what is otherwise in
plain sight. From a frequentist perspective in the IRIS trial, we are unable to demonstrate the noninferiority of sham cricoid pressure. A simple
inspection of the results, however,
demonstrated that true aspiration
events are uncommon and cricoid
pressure fails to prevent them.
Our futile attempts to prevent
this rarity also actively thwart our
own efforts to secure an airway. The
applicability of these results to the
ED or ICU patient population where
the risk of aspiration is much higher
is unclear, but given the obvious
harm demonstrated in this study,
the onus should now fall on us as
clinicians to demonstrate its utility.
Until then, it should be considered
nothing more than a melancholy
specimen of medical nostalgia. EMN

Dr. Spiegel is a clinical instructor in emergency medicine
and a critical care fellow in the division of pulmonary
and critical care medicine at the University of Maryland
Medical Center. Visit his blog at http://emnerd.com, follow him on Twitter @emnerd_, and read his past articles
at http://bit.ly/EMN-MythsinEM.
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Mismatch
Continued from previous page
literature suggests that the following treatment options have now
sufficiently matured to allow their
routine application in treating
bronchiolitis syndrome:
■ Hypertonic saline (3%)
nebulization (Cochrane Database
Syst Rev 2017;12:CD006458)
■ Nebulized epinephrine
(Cochrane Database Syst Rev

2011;[2]:CD006619 and several
other studies)
■ High-flow nasal cannula
(multiple studies)
■ Heliox therapy (Cochrane Database Syst Rev 2015;[9]:CD006915)
The undifferentiated patient
presenting with bronchiolitis syndrome and the health care provider’s
experience or comfort level pose
challenges that are not sufficiently
addressed in the guidelines. I am
convinced that there is a mismatch
between ivory tower recommenda-

tions and frontline care. In fact, it is
common to hear clinicians sounding
like guilty schoolchildren feeling obligated to justify why they are not
following these clinical guidelines.

Thankfully, there is less to feel guilty
about because we now have growing evidence-based treatment options for our bronchiolitis syndrome
patients. EMN

Dr. Mellick is a professor of emergency medicine, the vice
chairman for academic affairs in emergency medicine,
the section chief of pediatric emergency medicine, and
the assistant residency program director at the University
of South Alabama in Mobile. Read his monthly blog at
http://bit.ly/EMN-Mellick, and follow him on Twitter
@Lmellick.
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Six Tries to Get the Diagnosis Right
BY DANIEL G. MILLER, MD,
& MATT NEGAARD, MD

W

hen “Dee” checked into
our ED on a busy Monday,
the eye-rolling extended from
triage on back to the physicians.
This was her fourth visit in two
weeks for the same complaint. A
pleasant woman in her 60s, Dee
had multiple chronic conditions,
including asthma, hyperlipidemia,
type 2 diabetes, and hypertension.
She was also less than a year out
from chemotherapy, radiation, and
a hysterectomy for endometrial
cancer that was complicated by a
left-sided pelvic abscess. Dee had
recently returned from a camping
trip, and since then, she had been
experiencing a nagging, sharp
pain on her right side.
She saw her primary care physician for the pain as well as chills
and nausea. Her physical exam
was documented as grossly normal other than right costovertebral angle tenderness and right
lower quadrant pain. Her urine
was positive for blood, protein,
and glucose and her creatinine
had increased to 1.5. Her physician
suspected kidney stones and
arranged for an outpatient CT
urogram, which showed left hydronephrosis and hydroureter with
dilation terminating at the level of
the previous abscess. No associated left-sided renal stones were
seen, but the right kidney had a
2 mm stone without obstruction.
She received tramadol for pain
and was referred to urology.
But Dee developed nausea
and vomiting after starting tramadol, so she stopped taking it
the next day. The pain worsened,
and she came to the ED. She was
not put into a room for several
hours, and was one of the night
team’s final patients. She reported worsening right flank pain
and hematuria. Her labs and vital
signs were unchanged, and an
ultrasound redemonstrated the
CT findings.
Urology was consulted and
found no indication for emergent
surgery. They recommended
straining urine, arranged for outpatient cystoscopy with left
ureteral stenting, and asked that
alternative causes for the pa-

Examining the patient’s waistline revealed this rash in the area of
her pain.
tient’s pain be considered. After
ketorolac, ondansetron, and
hydrocodone, Dee reported improved symptoms and was discharged, but she continued to
have right-sided flank pain. Four
days later, a left ureteral stent
was placed without incident. Her
pain seemed controlled on hydrocodone, but she came back
to the ED for the fourth time in
two weeks after her prescription

present or whether new lesions
were forming. Given her age, pain,
and history, we began valacyclovir
therapy. Dee had no subsequent
visits, CTs, or surgical procedures
for her shingles.
This case demonstrates the
importance of looking at the area
that patients say hurts. Medical
students are taught to look,
listen, and feel, but EPs too often
fail to look, especially when see-

No one could figure out a
diagnosis that actually explained
the patient’s symptoms
ran out. The physician assistant
in triage ordered a CBC, chemistry, and urinalysis, gave Dee a
dose of hydrocodone, and sent
her back to the waiting room for
six hours.
Then the charge nurse reported
that Dee’s labs were normal and
her pain was much better, and
asked if she can be placed in a hallway bed for discharge. Everything
looks stable in recent notes and
labs. What would you do?
Look, Listen, and Feel
We placed Dee in an available
room. She described a burning
sensation wrapping from the right
side of her back to her groin.
When we asked Dee to show us
the areas where it hurt, she pulled
her pants down several inches,
and the diagnosis became evident:
herpes zoster!
Dee had been unaware of the
rash, so she was unable to report
how long the lesions had been

ing patients in hallways. The
H&P must be the basis for tests
and treatment, but EM is increasingly protocolized and fragmented, diffusing responsibility for
each patient’s assessment. Here,
a primary care physician, tired
nocturnist, urologist, nurse in
triage, and charge nurse were involved in the care. Satisfaction
and length-of-stay metrics have
been imposed in the name of
quality, but their accuracy and
benefit are dubious. (West J
Emerg Med 2014;15[2]:170; http://
bit.ly/2QEKzwb; Arch Intern
Med 2012;172[5]):405; http://bit.
ly/2JZz9ki.)

Having a medical professional
in triage may decrease length-ofstay and left-without-being-seen
rates, but their impact on patientcentered outcomes and resident
education is concerning. (Am J
Emerg Med 2018;36[1]:124; Ann
Emerg Med 2017;70[4]:S44; West
J Emerg Med 2014;15[7]:902;
http://bit.ly/2zMTnsF.) Increased
imaging in EDs has not corresponded with improved outcomes
(Ann Emerg Med 2013;62[5]:
486; PLoS One 2013;8[6]:e65669;
http://bit.ly/2QE45ZY), and
hallway beds are associated
with increased morbidity and
mortality. (Adv Emerg Med
2014;ID 495219; http://bit.ly/2
PmpjPr.)
Emergency physicians often
feel buffeted by the conflicting
interests of metrics, resource
utilization, consultant happiness,
and malpractice concerns. No
wonder we sometimes forget that
our primary imperative is to help
the patient. We spend years
building a foundation of principles upon which to base our
algorithms, clinical guidelines,
and checklists. This allows us to
notice when a patient doesn’t
fit into a predetermined clinical
pathway or when a diagnosis
doesn’t explain the symptoms.
Failure to honor these foundations undermines physicians’
value. We become cogs in a system loose from its foundation.
If we fail to look, listen, and feel
to determine if the diagnosis
actually explains the patient’s
symptoms, we will stop being
physicians and become replaceable technicians. 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. Miller is an associate professor and the
director of medical simulation in emergency medicine at the University of Iowa
in Iowa City, where Dr. Negaard is a senior
resident in emergency medicine.
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Continued from page 1
“‘You made a verbal contract
with two physicians,’” she said she
told him. “‘And after all that, you
come down here after I’ve worked
another eight hours for your institution and make it sound as though
expecting to be paid is absurd. I’m
done.’ I resigned at that moment.”
Many of the 50 or so emergency
physicians and physician assistants
at Roxborough in Philadelphia,
Lower Bucks Hospital in Bristol, PA,
and Suburban Community Hospital
in East Norriton, PA, have found
themselves in the same situation
since late October. That’s when
they said they were told that Legacy Physician Partners, the Brentwood, TN, staffing agency that held
their contracts, was bankrupt. Less
than three days later, they said,
they were told that was not true
and that Prime, Progressive Emergency Physicians (PEP, another
management firm), and Legacy, led
by CEO Donald Bivacca, were negotiating to transition the ED contract to PEP. The physicians were
independent contractors with Legacy, which had held the Prime contract in the beginning of the year.
Legacy provided malpractice coverage as part of their employment,
they said.
Gerald O’Malley, DO, one of the
contracted emergency physicians,
said the physicians believed the
Legacy contract would continue
until February 2019, but instead
they received an email saying the
hospitals had contracted with PEP,
a group in Uniondale, NY. “So Prime
Healthcare had a contract with Progressive to staff all three emergency rooms beginning in February
2019,” he said. “But in late October,
we get an email saying that Legacy
had just declared bankruptcy.” (A
search of federal bankruptcy filings
yielded no information on it.)
Three days after that, they received another email saying Legacy
had not filed for bankruptcy. Its
website, however, has been taken
down and its management could
not be reached.
The immediate concern was
whether the physicians had malpractice coverage, Dr. O’Malley said.
“People were showing up for shifts
and being told they didn’t have
malpractice insurance,” he said.
“Subsequent to that, we received a

bunch of emails that reassured us
that we did have malpractice insurance and we would be paid, but we
needed to show up for shifts. Many
of us did,” he said.
Tens of Thousands Owed
Lower Bucks, where Dr. O’Malley
worked, has only one physician in
the hospital at night, meaning that
the emergency physician covering
the ED has to intubate and restart
central lines for inpatients and

Dr. O’Malley said, and some had not
been paid for longer. He estimated
that he was owed $20,000, and Dr.
Pelletier said she was out $30,000,
including the loss of income because she couldn’t work while waiting to be credentialed elsewhere.
Dr. O’Malley said Mr. Garza also assured them that Prime would pay
the tail coverage for their malpractice insurance because it was risky
for the hospital if they were without
coverage. Dr. O’Malley said he and

Gerald O’Malley, MD

Unpaid EPs

Lower Bucks Hospital in Bristol, PA, where EPs and PAs are suing to
recover thousands of dollars in back pay.
teach interns and residents, he
said.
The hospital encouraged the
physicians to sign on with PEP, Dr.
O’Malley said, but he and his colleagues discovered that they would
have to take a 20 percent pay cut
and work 12-hour shifts instead of
their customary eight hours. “They
told us, ‘If you do that, then depending on how many shifts you
agree to work for us and after six
to eight weeks when things settle
down and we have a fully staffed
department, we will look into getting you your back pay and providing a tail for your malpractice insurance.” The physicians would also
have to agree to be employees of
PEP, Dr. O’Malley said.
None of those terms was acceptable, Dr. O’Malley said, so he
and some of his colleagues appealed to Ruben Garza, then the
CEO of the hospital. Mr. Garza said
PEP’s attitude surprised him and
that PEP had promised to take the
problem of people who had not
been paid “off your hands.”
At that point, the physicians had
not been paid for at least a month,

some colleagues have retained an
attorney to recoup the money
owed to them.
Joseph Matula, DO, another of the
contracted physicians, said the lack
of transparency created problems. “It
is pretty clear that they knew what
was going on all along,” he said.
“They had no intention of paying us.
I don’t think Legacy could. These
contracts [from PEP] are not fair.” He
said he had worked at another Prime
hospital in Ohio, and a similar transition was clear, transparent, and fair
when the previous contract ended.
The doctors there received back pay
owed to them when the new company took over.
“I’m so annoyed and frustrated,”
Dr. Matula said. “I’ve been practicing 29 years and never experienced anything close to this.”
Job Hunting
Some physicians could not continue
without pay and agreed to the PEP
terms, Dr. O’Malley said. Those who
did not sign the new contract now
find themselves needing to apply
for new jobs and go through the
long credentialing process at other

hospitals. They still have not been
paid for the shifts they worked,
several said. Dr. O’Malley said he is
worried that the emergency department is now being understaffed, creating risk for the hospital, physicians, and patients. He
said the hospital is bringing in
physicians from Allentown and
Scranton and getting them emergency privileges in 90 minutes.
The leadership at PEP and Legacy did not respond to multiple requests from EMN for interviews.
Anamaria Bearden, a spokesperson
for Prime, declined to answer questions and provided only an emailed
response: “In Pennsylvania, we contract with an emergency services
group to provide physician coverage in our emergency departments.
Legacy was the direct employer of
the physicians contracted to work
within our [Pennsylvania] emergency departments through
November 12. Effective November
13, a new medical group began
providing care in our ERs. Our ERs
have remained open throughout
the transition.
“We acted quickly to onboard a
new medical group, ensuring that
emergency medical services could
continue to be provided at the
emergency departments within
Lower Bucks Hospital, Roxborough
Memorial Hospital, and Suburban
Community Hospital. Prime Healthcare trusted Legacy as a longstanding partner to fulfill their obligation to their employed
physicians. Prime Healthcare paid
Legacy for physician services
provided within the hospitals. The
contract with Legacy was terminated when it became clear that
Legacy was not able to continue
full coverage of our ERs.”
Ms. Bearden said she realized
“there are unanswered questions.
Unfortunately, Legacy is the only
partner that can respond to the
majority of those questions.” EMN

Ms. SoRelle has been a medical and science writer for more
than 40 years, previously at the
University of Texas MD Anderson Cancer Center, the Houston
Chronicle, and Baylor College
of Medicine. She has received
more than 60 awards, including
the Texas Human Rights Foundation Award. She has been a
contributor to EMN for more
than 20 years.
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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 P age ....................................................................................... $10,405

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

3/4 P age ........................................................................................... $8,860

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

1/2 P age ........................................................................................... $7,085

*in conjunction w/print or online ad

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

1/4 P age ........................................................................................... $4,705
1/8 P age ........................................................................................... $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 S ponsor .................................................................................... $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 T ype ...................................................................................$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

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.

dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

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
WKH 1RUIRON9LUJLQLD %HDFK DUHD IRU WKH
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
DV FRPPXQLW\ IDFXOW\ WR WKH (906
Emergency Medicine residents. EMR via

EPIC. Great opportunities for involvement
in administration, EMS, ultrasound,
hyperbarics and teaching of medical
VWXGHQWV DQG UHVLGHQWV 9HU\ FRPSHWLWLYH
¿QDQFLDOSDFNDJHDQGVFKHGXOH%HDXWLIXO
DIIRUGDEOHFRDVWDOOLYLQJ3OHDVHVHQG&9
to eptrecruiter@gmail.com or call (757)
467-4200 for more information.
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 nonSDUWQHUVKLS RSSRUWXQLWLHV %HQH¿WV
LQFOXGH ÀH[LEOH VFKHGXOLQJ JHQHURXV
CME, comprehensive medical plan,
outstanding 401k match and excellent
compensation. Convenient to Baltimore
and DC. Contact Yolanda Cormier at 443481-1293 or ycormier@aahs.org.

FL, TAMPA 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.
&DQGLGDWHV PXVW EH %RDUG &HUWL¿HG LQ
Emergency Medicine, or Family Practice
or Internal Medicine. Citrus Memorial
Hospital has a 28-bed newly renovated

FL, KISSIMMEE
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
World and world class golfing, boating and
fishing. We’re offering a comprehensive
package. For more details about this exciting leadership opportunity, contact our

FL, LAKE CITY
Envision Physician Services is seeking EM
Physicians at Lake City Medical Center located in Lake City, FL, conveniently located between Jacksonville and Tallahassee.
Lake City Medical Center is a 22-bed newly
renovated ED with 28,000 annual ED visits
staffed with 24 hrs. of physician coverage
and 36 hrs of APP coverage. 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.

KY, BOWLING GREEN
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
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about our limited time enhanced referral
program. For more details, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, ENGLEWOOD
Envision Physician Services is seeking
Emergency Medicine Physicians to join
our team at our prestigious practice at

Alaska ......................... pg. 38

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

Englewood Community Hospital in
beautiful Englewood, FL. Candidates
PXVWEH%RDUG&HUWL¿HGRU%RDUG3UHSDUHG
in Emergency 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
6DUDVRWD9HQLFH 0HWUR DUHD ZLWK PDQ\
recreational options including pristine
JXOI EHDFKHV GHOX[H JRO¿QJ ¿VKLQJ DQG
boating. We’re offering a comprehensive
package. For more details about this

exciting
opportunity,
contact
our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, OCALA
Envision Physician Services is seeking
Emergency Medicine Physicians to join
our team at our prestigious practice at
Englewood Community Hospital in

{ Job Opportunities }
$1$.$*) #$ ! $/-$ ( -" )4 $$) 
 ''*2.#$+ $- /*-  $' $- /*..$./)/ $' $- /*   *-  0'/4
$  #$- . -# ( -" )4 $$)

Florida.................. pgs. 35-39

Maryland............. pgs. 35, 38

Kentucky...................... pg 35

North Carolina ............ pg. 39
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Oregon ....................... pg. 37

Pennsylvania ............... pg 36
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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beautiful Englewood, FL. Candidates
PXVWEH%RDUG&HUWL¿HGRU%RDUG3UHSDUHG
in Emergency 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
6DUDVRWD9HQLFH 0HWUR DUHD ZLWK PDQ\
recreational options including pristine
JXOI EHDFKHV GHOX[H JRO¿QJ ¿VKLQJ DQG
boating. We’re offering a comprehensive
package. For more details about this
exciting
opportunity,
contact
our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

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

RICHARD LOGUE, MD, FACEP

FEATURED ACADEMIC OPPORTUNITIES
/!+( Regional Medical Centerƫ

Oak Hill Hospital

Orlando, FL

Tampa Bay, FL

■

Residency Program Director

■

Associate Program Director

■

Ultrasound Fellowship Director

■

Ultrasound Director

■

Core Faculty

Contact us today for more information at:
877.226.6059
success@evhc.net
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&ĂŝƌďĂŶŬƐ͕ůĂƐŬĂ
EĞǁ ĨƵůůͲƚŝŵĞ ƉŽƐŝƚŝŽŶ ĨŽƌ Ă ͬ
 ŵĞƌŐĞŶĐǇ DĞĚŝĐŝŶĞ ƉŚǇƐŝĐŝĂŶ
ƚŽ ũŽŝŶ Ă ƐƚĂďůĞ͕ ĚĞŵŽĐƌĂƚŝĐ ŐƌŽƵƉ
ŽĨ ϭϬ ƉŚǇƐŝĐŝĂŶƐ͘ dŚŝƐ ŝƐ Ă ŚŽƐƉŝƚĂů
ƉƌĂĐƚŝĐĞ ďĂƐĞĚ Ăƚ &ĂŝƌďĂŶŬƐ
DĞŵŽƌŝĂů ,ŽƐƉŝƚĂů͘ ŶŶƵĂů
ǀŝƐŝƚƐ ĞǆĐĞĞĚ ϯϲ͕ϬϬϬ͘ &ĂŝƌďĂŶŬƐ
DĞŵŽƌŝĂů ,ŽƐƉŝƚĂů ŝƐ Ă :,K
ĂĐĐƌĞĚŝƚĞĚ ϭϱϵͲďĞĚ ŚŽƐƉŝƚĂů ƚŚĂƚ
ŝƐ ƚŚĞ ƉƌŝŵĂƌǇ ƌĞĨĞƌƌĂů ĐĞŶƚĞƌ ĨŽƌ
ƚŚĞ ϭϬϬ͕ϬϬϬ ƌĞƐŝĚĞŶƚƐ ŽĨ ůĂƐŬĂ͛Ɛ
ŝŶƚĞƌŝŽƌ͘ &ĂŝƌďĂŶŬƐ ŝƐ Ă ƚƌƵůǇ
ƵŶŝƋƵĞ ƵŶŝǀĞƌƐŝƚǇĐŽŵŵƵŶŝƚǇ ǁŝƚŚ
ƵŶŵĂƚĐŚĞĚ ĂĐĐĞƐƐŝďŝůŝƚǇ ƚŽ ďŽƚŚ
ǁŝůĚĞƌŶĞƐƐ ƌĞĐƌĞĂƚŝŽŶ ĂŶĚ ƵƌďĂŶ
ĐƵůƚƵƌĞ͘tĞĂŝŵƚŽƐƚƌŝŬĞĂďĂůĂŶĐĞ
ďĞƚǁĞĞŶůŝĨĞĂŶĚŵĞĚŝĐŝŶĞ͕ŽĨĨĞƌŝŶŐ
ĞǆĐĞůůĞŶƚ ĐŽŵƉĞŶƐĂƚŝŽŶ ĂŶĚ
ďĞŶĞĨŝƚƐ ǁŝƚŚ Ă ϮͲǇĞĂƌ ƉĂƌƚŶĞƌƐŚŝƉ
ƚƌĂĐŬ͘ϭϬŚŽƵƌƐŚŝĨƚƐǁŝƚŚĞǆĐĞůůĞŶƚ
ŵŝĚͲůĞǀĞůĐŽǀĞƌĂŐĞ͘
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Let us connect you with the BEST professionals in your field!
Lippincott Williams & Wilkins

sŝƐŝƚŽƵƌǁĞďƐŝƚĞĂƚ

ǁǁǁ͘',W<͘ĐŽŵ

For Careers & Events advertising information:
Mike Rusch
Tel: 215-521-8404 Ȉ ax: 215-689-2453
Mike.Rusch@wolterskluwer.com

&ŽƌĂĚĚŝƚŝŽŶĂůŝŶĨŽƌŵĂƚŝŽŶƉůĞĂƐĞĐŽŶͲ
ƚĂĐƚ͗ DŝĐŚĂĞů ƵƌƚŽŶ D͕ WƌĞƐŝĚĞŶƚ
;ϵϬϳͿ ϰϲϬͲϬϵϬϮ ŵƌďϱǁΛŚŽƚŵĂŝů͘ĐŽŵ
Žƌ ƌƚ ^ƚƌĂƵƐƐ D͕ DĞĚŝĐĂů ŝƌĞĐƚŽƌ
;ϵϬϳͿϯϴϴͲϮϰϳϬĂƌƚΛŐŚĞƉĂŬ͘ĐŽŵ͘

ĐĂĚĞŵŝĐĂŶĚŽŵŵƵŶŝƚǇKƉĞŶŝŶŐƐĨŽƌͬŵĞƌŐĞŶĐǇWŚǇƐŝĐŝĂŶƐ
sŝďƌĂŶƚĂŶĚǀĂƌŝĞĚĐĂƌĞĞƌƉŽƐƐŝďŝůŝƚŝĞƐŝŶĂĐĂĚĞŵŝĐĂŶĚĐŽŵŵƵŶŝƚǇƐĞƚƚŝŶŐƐŝŶƚŚĞĂůƚŝŵŽƌĞŵĞƚƌŽƉŽůŝƚĂŶĂƌĞĂĂƐǁĞůů
ĂƐŶĞĂƌtĂƐŚŝŶŐƚŽŶ͕͕WŚŝůĂĚĞůƉŚŝĂĂŶĚDĂƌǇůĂŶĚ͛ƐƐƚƵŶŶŝŶŐĐŽĂƐƚůŝŶĞ͘


>ŝǀĞĂŶĚǁŽƌŬŝŶĂŶƵƌďĂŶ͕ƐƵďƵƌďĂŶŽƌƌƵƌĂůĐŽŵŵƵŶŝƚǇ͕ŝŶĂŶĂƚŵŽƐƉŚĞƌĞƚŚĂƚĞŶĐŽƵƌĂŐĞƐĂǁŽƌŬͬůŝĨĞďĂůĂŶĐĞ͘

ƵƌƌĞŶƚDWƌĂĐƚŝĐĞKƉƉŽƌƚƵŶŝƚŝĞƐ


ŽǁŶƚŽǁŶĂůƚŝŵŽƌĞʹsŽůƵŵĞƐĨƌŽŵϮϭƚŽϲϲ<
EŽƌƚŚŽĨĂůƚŝŵŽƌĞʹsŽůƵŵĞƐĨƌŽŵϯϮƚŽϲϱ<
ĂƐƚĞƌŶ^ŚŽƌĞʹsŽůƵŵĞƐĨƌŽŵϭϱƚŽϯϳ<
^ƵďƵƌďƐʹsŽůƵŵĞƐĨƌŽŵϯϰƚŽϲϬ<


KƵƌƐƵƉƉŽƌƚŝǀĞƚĞĂŵĂƉƉƌŽĂĐŚŝŶƚŚĞĚĞůŝǀĞƌǇŽĨŚŝŐŚƋƵĂůŝƚǇƉĂƚŝĞŶƚĐĂƌĞĨĞĂƚƵƌĞƐ͗
x
ĞĚŝĐĂƚĞĚĨĂƐƚƚƌĂĐŬĂŶĚŝŶƚĂŬĞƵŶŝƚƐƐƚĂĨĨĞĚďǇ&ĂŵŝůǇWƌĂĐƚŝĐĞƉŚǇƐŝĐŝĂŶƐĂŶĚWƐ
x
ƐĐƌŝďĞƐĂŶĚŵĞĚŝĐĂůŝŶĨŽƌŵĂƚŝŽŶƐǇƐƚĞŵƐ
x
^ƚƌŽŬĞĐĞŶƚĞƌƐΘ^dD/ƉƌŽŐƌĂŵƐ
x
hůƚƌĂƐŽƵŶĚƉƌŽŐƌĂŵƐǁŝƚŚďĞĚƐŝĚĞh^ŵĂĐŚŝŶĞƐ
ĚǀĂŶĐĞĚĂŝƌǁĂǇĞƋƵŝƉŵĞŶƚŝŶĐůƵĚŝŶŐ'ůŝĚĞ^ĐŽƉĞΠ
x

ŽŶƚĂĐƚƵƐĂƚ
ƌĞĐƌƵŝƚŵĞŶƚΛƵŵĞŵ͘ŽƌŐ
ŽƌϲϲϳͲϮϭϰͲϮϬϲϬ
hDDŝƐĂŶKͬ

sĞƌǇ'ĞŶĞƌŽƵƐŽŵƉĞŶƐĂƚŝŽŶĂŶĚĞŶĞĨŝƚWĂĐŬĂŐĞ

x
x
x
x

ĚĚŝƚŝŽŶĂůŝŶĐĞŶƚŝǀĞĐŽŵƉĞŶƐĂƚŝŽŶ



DĞĚŝĐĂů͕ĚĞŶƚĂů͕ǀŝƐŝŽŶĂŶĚůŝĨĞŝŶƐƵƌĂŶĐĞ
ŵƉůŽǇĞƌͲƉĂŝĚD͕WdKĂŶĚϰϬϭ<ƐĂĨĞŚĂƌďŽƌƌĞƚŝƌĞŵĞŶƚƉůĂŶ
ŵƉůŽǇĞĚͲƉĂŝĚŵĂůƉƌĂĐƚŝĐĞŝŶƐƵƌĂŶĐĞǁŝƚŚĨƵůůƚĂŝůĐŽǀĞƌĂŐĞ
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CLASSIFIEDS

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

|

|

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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Faster
results,
less waiting.
,PSURYH(5SDWLHQWÁRZZLWKV\QGURPLF
LQIHFWLRXVGLVHDVHWHVWLQJIURP%LR)LUH
Patients often come to the ER with ambiguous, overlapping
symptoms. You need fast, comprehensive lab results to clear up
the confusion and keep the ER running smoothly. The BioFire®
FilmArray® System utilizes a syndromic approach—simultaneously
testing for different pathogens that can cause similar symptoms—to
deliver actionable results in about an hour. The BioFire System is a
simple, rapid test you can depend on to help you triage effectively
and improve patient outcomes.
Fast: Rapid turnaround time facilitates efficient diagnosis and
treatment decisions.

BioFire® FilmArray® Panels
Tests available for your lab:
Respiratory

1 Test / 21 Targets / 45 Minutes
Blood Culture Identification

1 Test / 27 Targets / 1 Hour
Gastrointestinal

1 Test / 22 Targets / 1 Hour
Meningitis/Encephalitis

1 Test / 14 Targets / 1 Hour

Accurate: Superior sensitivity and specificity for results you can trust.
Comprehensive: One test to check for a broad spectrum of
pathogens—viruses, bacteria, parasites, fungi, and antimicrobial
resistance genes—so you can determine the best course of action
in the shortest amount of time.
Learn more about solutions from the leader in syndromic testing at
biofiredx.com.

BFDX-MKT-0198-01
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