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‘I Was Fired for Writing My Column’
BY SANDRA SCOTT
SIMONS, MD
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N

o textbook or journal can
train us for the hard parts
of medicine. Books teach the
endless range of pathologies that
besiege the human body, the
ever-increasing array of drugs
and interactions, and the complexity of critical care, but those
are easy compared with the
curve balls and judgment calls
for which nothing can prepare
us. I’ve been grappling with one
of these conundrums, and the

more I ponder, the more I realize
how difficult it is to determine
the right answer, if there is a right
answer at all.
My problem: when to speak out
and when to let it go. “Pick your
battles” is a lovely platitude that
belies the cognitive dissonance of
choosing to tolerate something
you don’t believe in for the sake
of peace and the mental discomfort of fighting for one thing you
believe in at risk to another.
The bromides go right out the
window when the stakes are high.
Continued on page 32

Negotiation Gives Troubled Summa Residency a New
Leader as It Awaits ACGME Decision on Reaccreditation
BY RUTH SORELLE, MPH

A

n agreement between
Cleveland Clinic Akron
General Hospital and U.S. Acute

Care Solutions nimbly avoided a
stumbling block that could have
disrupted plans to reopen the
emergency medicine residency
at Summa General Health Care
under the direction of Michael
Beeson, MD. Dr. Beeson had led
the Summa program (now operating under U.S. Acute Care Solutions [USACS]) for 27 years before
going to Akron eight years ago.
Dr. Beeson gave a 90-day notice to Akron General on March

21, in preparation of moving
back to Summa, but Akron terminated him without cause on
May 23, according to a suit filed
by Dr. Beeson, USACS, and its
physician group, Emergency
Medicine Physicians of Cuyahoga
County, against Akron General
Health System and its emergency

physician organization, Partners
Physician Group.
Dr. Beeson’s contract contained
a noncompete clause that forbade
his working within a 10-mile radius
of Akron General for a year after
leaving the hospital. USACS, Dr.
Beeson, and the Cuyahoga County
Continued on page 33

Special Report, Page 12
Ten Tips
for Airway
Management
that Absolutely
Have to be
Part of
Your Practice
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Extensive safety and efﬁcacy data in the most patients
studied with NVAF at a higher risk* of stroke1-5

Choose the
only NOAC
with...

AND
A major bleeding rate as low as aspirin with superior
efﬁcacy in recurrent DVT/PE risk reduction†6
†

After 6 months initial treatment.

*CHADS2 scores 3 to 6 in pivotal NOAC phase 3 trials: ROCKET AF (N=12,402),
ARISTOTLE (N=5502), ENGAGE-AF (N=~11,200), and RE-LY (N=5882).

INDICATIONS
XARELTO® is indicated to reduce the risk of stroke and systemic embolism in patients with nonvalvular atrial ﬁbrillation (AF). There are
limited data on the relative effectiveness of XARELTO® and warfarin in reducing the risk of stroke and systemic embolism when warfarin
therapy is well controlled.
XARELTO® is indicated for the treatment of deep vein thrombosis (DVT). XARELTO® is indicated for the treatment of pulmonary embolism (PE).
XARELTO® is indicated for the reduction in the risk of recurrence of DVT and/or PE in patients at continued risk for recurrent DVT and/or
PE after completion of initial treatment lasting at least 6 months.

IMPORTANT SAFETY INFORMATION
WARNING: (A) PREMATURE DISCONTINUATION OF
XARELTO® INCREASES THE RISK OF THROMBOTIC EVENTS,
(B) SPINAL/EPIDURAL HEMATOMA

A. Premature discontinuation of XARELTO® increases
the risk of thrombotic events
Premature discontinuation of any oral anticoagulant,
including XARELTO®, increases the risk of thrombotic
events. If anticoagulation with XARELTO® is
discontinued for a reason other than pathological
bleeding or completion of a course of therapy,
consider coverage with another anticoagulant.

B. Spinal/epidural hematoma
Epidural or spinal hematomas have occurred in
patients treated with XARELTO® who are receiving
neuraxial anesthesia or undergoing spinal puncture.
These hematomas may result in long-term or
permanent paralysis. Consider these risks when
scheduling patients for spinal procedures. Factors

that can increase the risk of developing epidural
or spinal hematomas in these patients include:
Use of indwelling epidural catheters
Concomitant use of other drugs that affect
hemostasis, such as non-steroidal anti-inﬂammatory
drugs (NSAIDs), platelet inhibitors, other
anticoagulants, see Drug Interactions
A history of traumatic or repeated epidural or spinal
punctures
A history of spinal deformity or spinal surgery
Optimal timing between the administration of
XARELTO® and neuraxial procedures is not known
Monitor patients frequently for signs and symptoms
of neurological impairment. If neurological
compromise is noted, urgent treatment is necessary.
Consider the beneﬁts and risks before neuraxial
intervention in patients anticoagulated or to be
anticoagulated for thromboprophylaxis.

DVT = deep vein thrombosis; NOAC = non-vitamin K antagonist oral anticoagulant; NVAF = nonvalvular atrial ﬁbrillation; PE = pulmonary embolism.

Please see accompanying Brief Summary of full Prescribing Information, including Boxed WARNINGS, or visit www.XareltoHCP.com/PI.
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CONTRAINDICATIONS
Active pathological bleeding
Severe hypersensitivity reaction to XARELTO® (eg, anaphylactic reactions)

WARNINGS AND PRECAUTIONS
Increased Risk of Thrombotic Events After Premature Discontinuation:
Premature discontinuation of any oral anticoagulant, including XARELTO®, in the
absence of adequate alternative anticoagulation increases the risk of thrombotic
events. An increased rate of stroke was observed during the transition from
XARELTO® to warfarin in clinical trials in atrial ﬁbrillation patients. If XARELTO® is
discontinued for a reason other than pathological bleeding or completion of a course
of therapy, consider coverage with another anticoagulant.
Risk of Bleeding: XARELTO® increases the risk of bleeding and can cause
serious or fatal bleeding. Promptly evaluate any signs or symptoms of blood loss
and consider the need for blood replacement. Discontinue XARELTO® in patients
with active pathological hemorrhage.
• A speciﬁc antidote for rivaroxaban is not available. Because of high plasma
protein binding, rivaroxaban is not expected to be dialyzable.
• Concomitant use of other drugs that impair hemostasis increases the risk of
bleeding. These include aspirin, P2Y12 platelet inhibitors, other antithrombotic
agents, ﬁbrinolytic therapy, NSAIDs, selective serotonin reuptake inhibitors (SSRIs),
and serotonin norepinephrine reuptake inhibitors (SNRIs).
Spinal/Epidural Anesthesia or Puncture: When neuraxial anesthesia (spinal/
epidural anesthesia) or spinal puncture is employed, patients treated with
anticoagulant agents for prevention of thromboembolic complications are at risk
of developing an epidural or spinal hematoma, which can result in long-term or
permanent paralysis. To reduce the potential risk of bleeding associated with the
concurrent use of XARELTO® and epidural or spinal anesthesia/analgesia or spinal
puncture, consider the pharmacokinetic proﬁle of XARELTO®. Placement or removal
of an epidural catheter or lumbar puncture is best performed when the anticoagulant
effect of XARELTO® is low; however, the exact timing to reach a sufﬁciently low
anticoagulant effect in each patient is not known. An indwelling epidural or intrathecal
catheter should not be removed before at least 2 half-lives have elapsed (ie, 18 hours
in young patients aged 20 to 45 years and 26 hours in elderly patients aged 60 to
76 years), after the last administration of XARELTO®. The next XARELTO® dose should
not be administered earlier than 6 hours after the removal of the catheter. If traumatic
puncture occurs, delay the administration of XARELTO® for 24 hours. Should the
physician decide to administer anticoagulation in the context of epidural or spinal
anesthesia/analgesia or lumbar puncture, monitor frequently to detect any signs or
symptoms of neurological impairment, such as midline back pain, sensory and motor
deﬁcits (numbness, tingling, or weakness in lower limbs), or bowel and/or bladder
dysfunction. Instruct patients to immediately report if they experience any of the above
signs or symptoms. If signs or symptoms of spinal hematoma are suspected, initiate
urgent diagnosis and treatment including consideration for spinal cord decompression
even though such treatment may not prevent or reverse neurological sequelae.
Use in Patients With Renal Impairment:
• Nonvalvular Atrial Fibrillation: Periodically assess renal function as
clinically indicated (ie, more frequently in situations in which renal function
may decline) and adjust therapy accordingly. Consider dose adjustment or
discontinuation of XARELTO® in patients who develop acute renal failure while
on XARELTO®.
• Treatment of Deep Vein Thrombosis (DVT), Pulmonary Embolism (PE),
and Reduction in the Risk of Recurrence of DVT and of PE: Avoid
the use of XARELTO® in patients with CrCl <30 mL/min due to an expected
increase in rivaroxaban exposure and pharmacodynamic effects in this
patient population.
• Prophylaxis of Deep Vein Thrombosis Following Hip or Knee
Replacement Surgery: Avoid the use of XARELTO® in patients with
CrCl <30 mL/min due to an expected increase in rivaroxaban exposure and
pharmacodynamic effects in this patient population. Observe closely and
promptly evaluate any signs or symptoms of blood loss in patients with CrCl
30 to 50 mL/min. Patients who develop acute renal failure while on XARELTO®
should discontinue the treatment.
Use in Patients With Hepatic Impairment: No clinical data are available for
patients with severe hepatic impairment. Avoid use of XARELTO® in patients with
moderate (Child-Pugh B) and severe (Child-Pugh C) hepatic impairment or with any
hepatic disease associated with coagulopathy, since drug exposure and bleeding
risk may be increased.
Use With P-gp and Strong CYP3A4 Inhibitors or Inducers: Avoid concomitant
use of XARELTO® with known combined P-gp and strong CYP3A4 inhibitors. Avoid
concomitant use of XARELTO® with drugs that are known combined P-gp and
strong CYP3A4 inducers.
Risk of Pregnancy-Related Hemorrhage: In pregnant women, XARELTO®
should be used only if the potential beneﬁt justiﬁes the potential risk to the mother
and fetus. XARELTO® dosing in pregnancy has not been studied. The anticoagulant

effect of XARELTO® cannot be monitored with standard laboratory testing nor readily
reversed. Promptly evaluate any signs or symptoms suggesting blood loss (eg, a drop
in hemoglobin and/or hematocrit, hypotension, or fetal distress).
Patients With Prosthetic Heart Valves: The safety and efﬁcacy of XARELTO®
have not been studied in patients with prosthetic heart valves. Therefore, use of
XARELTO® is not recommended in these patients.
Acute PE in Hemodynamically Unstable Patients/Patients Who Require
Thrombolysis or Pulmonary Embolectomy: Initiation of XARELTO® is not
recommended acutely as an alternative to unfractionated heparin in patients with
pulmonary embolism who present with hemodynamic instability or who may receive
thrombolysis or pulmonary embolectomy.

DRUG INTERACTIONS
Combined P-gp and strong CYP3A4 inhibitors increase exposure to rivaroxaban and
may increase the risk of bleeding.
Combined P-gp and strong CYP3A4 inducers decrease exposure to rivaroxaban and
may increase the risk of thromboembolic events.
XARELTO® should not be used in patients with CrCl 15 to <80 mL/min who are
receiving concomitant combined P-gp and moderate CYP3A4 inhibitors (eg,
erythromycin) unless the potential beneﬁt justiﬁes the potential risk.
Coadministration of enoxaparin, warfarin, aspirin, clopidogrel, and chronic NSAID
use may increase the risk of bleeding.
Avoid concurrent use of XARELTO® with other anticoagulants due to increased
bleeding risk, unless beneﬁt outweighs risk. Promptly evaluate any signs or
symptoms of blood loss if patients are treated concomitantly with aspirin, other
platelet aggregation inhibitors, or NSAIDs.

USE IN SPECIFIC POPULATIONS
Pregnancy: The limited available data on XARELTO® in pregnant women are
insufﬁcient to inform a drug-associated risk of adverse developmental outcomes.
Use XARELTO® with caution in pregnant patients because of the potential for
pregnancy-related hemorrhage and/or emergent delivery with an anticoagulant
that is not readily reversible. The anticoagulant effect of XARELTO® cannot be
reliably monitored with standard laboratory testing. Consider the beneﬁts and
risks of XARELTO® for the mother and possible risks to the fetus when prescribing
XARELTO® to a pregnant woman.
• Fetal/Neonatal adverse reactions: Based on the pharmacologic activity of Factor
Xa inhibitors and the potential to cross the placenta, bleeding may occur at any
site in the fetus and/or neonate.
• Labor or delivery: The risk of bleeding should be balanced with the risk of
thrombotic events when considering the use of XARELTO® in this setting.
• There are no adequate or well-controlled studies of XARELTO® in pregnant women,
and dosing for pregnant women has not been established. Post-marketing
experience is currently insufﬁcient to determine a rivaroxaban-associated risk for
major birth defects or miscarriage.
Lactation: Rivaroxaban has been detected in human milk. There are insufﬁcient
data to determine the effects of rivaroxaban on the breastfed child or on milk
production. The developmental and health beneﬁts of breastfeeding should be
considered along with the mother’s clinical need for XARELTO® and any potential
adverse effects on the breastfed infant from XARELTO® or from the underlying
maternal condition.
Females and Males of Reproductive Potential: Females of reproductive
potential requiring anticoagulation should discuss pregnancy planning with
their physician.
Pediatric Use: Safety and effectiveness in pediatric patients have not
been established.

OVERDOSAGE
Discontinue XARELTO® and initiate appropriate therapy if bleeding complications
associated with overdosage occur. A speciﬁc antidote for rivaroxaban is not
available. The use of activated charcoal to reduce absorption in case of XARELTO®
overdose may be considered. Due to the high plasma protein binding,
rivaroxaban is not dialyzable.

ADVERSE REACTIONS IN CLINICAL STUDIES
The most common adverse reactions with XARELTO® were bleeding
complications.

083074-171026

IMPORTANT SAFETY INFORMATION (cont’d)

Please see accompanying Brief Summary of full Prescribing
Information, including Boxed WARNINGS, or visit
www.XareltoHCP.com/PI.
References: 1. Patel MR, Mahaffey KW, Garg J, et al; and the ROCKET AF Steering Committee, for the ROCKET AF Investigators.
Rivaroxaban versus warfarin in nonvalvular atrial ﬁbrillation. N Engl J Med. 2011;365(10):883-891. 2. Granger CB, Alexander JH,
McMurray JJV, et al; for the ARISTOTLE Committees and Investigators. Apixaban versus warfarin in patients with atrial ﬁbrillation.
N Engl J Med. 2011;365(11):981-992. 3. Connolly SJ, Ezekowitz MD, Yusuf S, et al; and the RE-LY Steering Committee and
Investigators. Dabigatran versus warfarin in patients with atrial ﬁbrillation. N Engl J Med. 2009;361(12):1139-1151. 4. Giugliano RP,
Ruff CT, Braunwald E, et al; for the ENGAGE AF-TIMI 48 Investigators. Edoxaban versus warfarin in patients with atrial ﬁbrillation.
N Engl J Med. 2013;369(22):2093-2104. 5. Savaysa® [prescribing information]. Parsippany, NJ: Daiichi Sankyo, Inc. 2015. 6. Weitz JI,
Lensing AWA, Prins MH, et al; for the EINSTEIN CHOICE Investigators. Rivaroxaban or aspirin for extended treatment of venous
thromboembolism. N Engl J Med. 2017;376(13):1211-1222.
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Brief Summary of Prescribing Information for XARELTO® (rivaroxaban)
XARELTO® (rivaroxaban) tablets, for oral use
See package insert for full Prescribing Information
WARNING: (A) PREMATURE DISCONTINUATION OF XARELTO
INCREASES THE RISK OF THROMBOTIC EVENTS,
(B) SPINAL/EPIDURAL HEMATOMA
A. Premature discontinuation of XARELTO increases the risk of
thrombotic events
Premature discontinuation of any oral anticoagulant, including
XARELTO, increases the risk of thrombotic events. If anticoagulation
with XARELTO is discontinued for a reason other than pathological
bleeding or completion of a course of therapy, consider coverage with
another anticoagulant [see Dosage and Administration (2.3, 2.8), in full
Prescribing Information, Warnings and Precautions, and Clinical
Studies (14.1) in full Prescribing Information].
B. Spinal/epidural hematoma
Epidural or spinal hematomas have occurred in patients treated with
XARELTO who are receiving neuraxial anesthesia or undergoing
spinal puncture. These hematomas may result in long-term or
permanent paralysis. Consider these risks when scheduling patients
for spinal procedures. Factors that can increase the risk of
developing epidural or spinal hematomas in these patients include:
• use of indwelling epidural catheters
• concomitant use of other drugs that affect hemostasis, such as
non-steroidal anti-inﬂammatory drugs (NSAIDs), platelet inhibitors,
other anticoagulants
• a history of traumatic or repeated epidural or spinal punctures
• a history of spinal deformity or spinal surgery
• optimal timing between the administration of XARELTO and
neuraxial procedures is not known
[see Warnings and Precautions and Adverse Reactions].
Monitor patients frequently for signs and symptoms of neurological
impairment. If neurological compromise is noted, urgent treatment is
necessary [see Warnings and Precautions].
Consider the beneﬁts and risks before neuraxial intervention in
patients anticoagulated or to be anticoagulated for thromboprophylaxis [see Warnings and Precautions].
INDICATIONS AND USAGE
Reduction of Risk of Stroke and Systemic Embolism in Nonvalvular Atrial
Fibrillation: XARELTO is indicated to reduce the risk of stroke and systemic
embolism in patients with nonvalvular atrial ﬁbrillation.
There are limited data on the relative effectiveness of XARELTO and warfarin
in reducing the risk of stroke and systemic embolism when warfarin therapy
is well-controlled [see Clinical Studies (14.1) in full Prescribing Information].
Treatment of Deep Vein Thrombosis: XARELTO is indicated for the treatment
of deep vein thrombosis (DVT).
Treatment of Pulmonary Embolism: XARELTO is indicated for the treatment of
pulmonary embolism (PE).
Reduction in the Risk of Recurrence of Deep Vein Thrombosis and/or
Pulmonary Embolism: XARELTO is indicated for the reduction in the risk of
recurrence of DVT and/or PE in patients at continued risk for recurrent DVT
and/or PE after completion of initial treatment lasting at least 6 months.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement
Surgery: XARELTO is indicated for the prophylaxis of DVT, which may lead to
PE in patients undergoing knee or hip replacement surgery.
CONTRAINDICATIONS
XARELTO is contraindicated in patients with:
• active pathological bleeding [see Warnings and Precautions]
• severe hypersensitivity reaction to XARELTO (e.g., anaphylactic reactions)
[see Adverse Reactions]
WARNINGS AND PRECAUTIONS
Increased Risk of Thrombotic Events after Premature Discontinuation:
Premature discontinuation of any oral anticoagulant, including XARELTO, in
the absence of adequate alternative anticoagulation increases the risk of
thrombotic events. An increased rate of stroke was observed during the
transition from XARELTO to warfarin in clinical trials in atrial ﬁbrillation
patients. If XARELTO is discontinued for a reason other than pathological
bleeding or completion of a course of therapy, consider coverage with
another anticoagulant [see Dosage and Administration (2.3, 2.8) and Clinical
Studies (14.1) in full Prescribing Information].
Risk of Bleeding: XARELTO increases the risk of bleeding and can cause
serious or fatal bleeding. In deciding whether to prescribe XARELTO to
patients at increased risk of bleeding, the risk of thrombotic events should be
weighed against the risk of bleeding.
Promptly evaluate any signs or symptoms of blood loss and consider the
need for blood replacement. Discontinue XARELTO in patients with active
pathological hemorrhage. The terminal elimination half-life of rivaroxaban is
5 to 9 hours in healthy subjects aged 20 to 45 years.
Concomitant use of other drugs that impair hemostasis increases the risk of
bleeding. These include aspirin, P2Y12 platelet inhibitors, other antithrombotic
agents, fibrinolytic therapy, non-steroidal anti-inflammatory drugs (NSAIDs)
[see Drug Interactions], selective serotonin reuptake inhibitors, and serotonin
norepinephrine reuptake inhibitors.
Concomitant use of drugs that are known combined P-gp and strong CYP3A4
inhibitors increases rivaroxaban exposure and may increase bleeding risk
[see Drug Interactions].
Reversal of Anticoagulant Effect: A specific antidote for rivaroxaban is not
available. Because of high plasma protein binding, rivaroxaban is not
expected to be dialyzable [see Clinical Pharmacology (12.3) in full Prescribing
Information]. Protamine sulfate and vitamin K are not expected to affect the
anticoagulant activity of rivaroxaban. Partial reversal of prothrombin time
prolongation has been seen after administration of prothrombin complex
concentrates (PCCs) in healthy volunteers. The use of other procoagulant
reversal agents like activated prothrombin complex concentrate (APCC) or
recombinant factor VIIa (rFVIIa) has not been evaluated.
Spinal/Epidural Anesthesia or Puncture: When neuraxial anesthesia (spinal/
epidural anesthesia) or spinal puncture is employed, patients treated with
anticoagulant agents for prevention of thromboembolic complications are at
risk of developing an epidural or spinal hematoma which can result in longterm or permanent paralysis [see Boxed Warning].
To reduce the potential risk of bleeding associated with the concurrent use
of XARELTO and epidural or spinal anesthesia/analgesia or spinal puncture,
consider the pharmacokinetic profile of XARELTO [see Clinical Pharmacology
(12.3) in full Prescribing Information]. Placement or removal of an epidural
catheter or lumbar puncture is best performed when the anticoagulant effect
of XARELTO is low; however, the exact timing to reach a sufficiently low
anticoagulant effect in each patient is not known.
An indwelling epidural or intrathecal catheter should not be removed before at
least 2 half-lives have elapsed (i.e., 18 hours in young patients aged 20
to 45 years and 26 hours in elderly patients aged 60 to 76 years), after the
last administration of XARELTO [see Clinical Pharmacology (12.3) in full
Prescribing Information]. The next XARELTO dose should not be administered
earlier than 6 hours after the removal of the catheter. If traumatic puncture
occurs, delay the administration of XARELTO for 24 hours.
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Should the physician decide to administer anticoagulation in the context of
epidural or spinal anesthesia/analgesia or lumbar puncture, monitor
frequently to detect any signs or symptoms of neurological impairment, such
as midline back pain, sensory and motor deficits (numbness, tingling, or
weakness in lower limbs), bowel and/or bladder dysfunction. Instruct
patients to immediately report if they experience any of the above signs or
symptoms. If signs or symptoms of spinal hematoma are suspected, initiate
urgent diagnosis and treatment including consideration for spinal cord
decompression even though such treatment may not prevent or reverse
neurological sequelae.
Use in Patients with Renal Impairment: Nonvalvular Atrial Fibrillation:
Periodically assess renal function as clinically indicated (i.e., more frequently
in situations in which renal function may decline) and adjust therapy
accordingly [see Dosage and Administration (2.4) in full Prescribing
Information]. Consider dose adjustment or discontinuation of XARELTO in
patients who develop acute renal failure while on XARELTO [see Use in
Specific Populations].
Treatment of Deep Vein Thrombosis (DVT), Pulmonary Embolism (PE), and
Reduction in the Risk of Recurrence of DVT and of PE: Avoid the use of
XARELTO in patients with CrCl <30 mL/min due to an expected increase in
rivaroxaban exposure and pharmacodynamic effects in this patient
population [see Use in Speciﬁc Populations].
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement
Surgery: Avoid the use of XARELTO in patients with CrCl <30 mL/min due to
an expected increase in rivaroxaban exposure and pharmacodynamic effects
in this patient population. Observe closely and promptly evaluate any signs or
symptoms of blood loss in patients with CrCl 30 to 50 mL/min. Patients who
develop acute renal failure while on XARELTO should discontinue the
treatment [see Use in Speciﬁc Populations].
Use in Patients with Hepatic Impairment: No clinical data are available for
patients with severe hepatic impairment.
Avoid use of XARELTO in patients with moderate (Child-Pugh B) and severe
(Child-Pugh C) hepatic impairment or with any hepatic disease associated
with coagulopathy since drug exposure and bleeding risk may be increased
[see Use in Speciﬁc Populations].
Use with P-gp and Strong CYP3A4 Inhibitors or Inducers: Avoid concomitant
use of XARELTO with known combined P-gp and strong CYP3A4 inhibitors
[see Drug Interactions].
Avoid concomitant use of XARELTO with drugs that are known combined
P-gp and strong CYP3A4 inducers [see Drug Interactions].
Risk of Pregnancy-Related Hemorrhage: In pregnant women, XARELTO
should be used only if the potential beneﬁt justiﬁes the potential risk to the
mother and fetus. XARELTO dosing in pregnancy has not been studied. The
anticoagulant effect of XARELTO cannot be monitored with standard
laboratory testing nor readily reversed. Promptly evaluate any signs or
symptoms suggesting blood loss (e.g., a drop in hemoglobin and/or
hematocrit, hypotension, or fetal distress).
Patients with Prosthetic Heart Valves: The safety and efﬁcacy of XARELTO
have not been studied in patients with prosthetic heart valves. Therefore, use
of XARELTO is not recommended in these patients.
Acute PE in Hemodynamically Unstable Patients or Patients Who Require
Thrombolysis or Pulmonary Embolectomy: Initiation of XARELTO is not
recommended acutely as an alternative to unfractionated heparin in patients
with pulmonary embolism who present with hemodynamic instability or who
may receive thrombolysis or pulmonary embolectomy.
ADVERSE REACTIONS
The following adverse reactions are also discussed in other sections of the
labeling:
• Increased risk of stroke after discontinuation in nonvalvular atrial
ﬁbrillation [see Boxed Warning and Warnings and Precautions]
• Bleeding risk [see Warnings and Precautions]
• Spinal/epidural hematoma [see Boxed Warning and Warnings and
Precautions]
Clinical Trials Experience: Because clinical trials are conducted under
widely varying conditions, adverse reaction rates observed in the clinical
trials of a drug cannot be directly compared to rates in the clinical trials of
another drug and may not reﬂect the rates observed in clinical practice.
During clinical development for the approved indications, 18560 patients
were exposed to XARELTO. These included 7111 patients who received
XARELTO 15 mg or 20 mg orally once daily for a mean of 19 months (5558 for
12 months and 2512 for 24 months) to reduce the risk of stroke and systemic
embolism in nonvalvular atrial ﬁbrillation (ROCKET AF); 6962 patients who
received XARELTO 15 mg orally twice daily for three weeks followed by
20 mg orally once daily to treat DVT or PE (EINSTEIN DVT, EINSTEIN PE),
10 mg or 20 mg orally once daily (EINSTEIN Extension, EINSTEIN CHOICE) to
reduce the risk of recurrence of DVT and/or PE; and 4487 patients who
received XARELTO 10 mg orally once daily for prophylaxis of DVT following
hip or knee replacement surgery (RECORD 1-3).
Hemorrhage: The most common adverse reactions with XARELTO were
bleeding complications [see Warnings and Precautions].
Nonvalvular Atrial Fibrillation: In the ROCKET AF trial, the most frequent
adverse reactions associated with permanent drug discontinuation were
bleeding events, with incidence rates of 4.3% for XARELTO vs. 3.1% for
warfarin. The incidence of discontinuations for non-bleeding adverse events
was similar in both treatment groups.
Table 1 shows the number of patients experiencing various types of bleeding
events in the ROCKET AF trial.
Table 1: Bleeding Events in ROCKET AF*- On Treatment Plus 2 Days

§

Parameter

Major Bleeding†

XARELTO
N=7111
n (%/year)

Warfarin
N=7125
n (%/year)

395 (3.6)

386 (3.5)

XARELTO vs.
Warfarin
HR
(95% CI)
1.04 (0.90, 1.20)

Intracranial
55 (0.5)
84 (0.7)
0.67 (0.47, 0.93)
Hemorrhage (ICH)‡
§
Hemorrhagic Stroke
36 (0.3)
58 (0.5)
0.63 (0.42, 0.96)
Other ICH
19 (0.2)
26 (0.2)
0.74 (0.41, 1.34)
Gastrointestinal (GI)¶
221 (2.0)
140 (1.2)
1.61 (1.30, 1.99)
Fatal Bleeding#
27 (0.2)
55 (0.5)
0.50 (0.31, 0.79)
ICH
24 (0.2)
42 (0.4)
0.58 (0.35, 0.96)
Non-intracranial
3 (0.0)
13 (0.1)
0.23 (0.07, 0.82)
Abbreviations: HR = Hazard Ratio, CI = Confidence interval, CRNM = Clinically
Relevant Non-Major.
* Major bleeding events within each subcategory were counted once
per patient, but patients may have contributed events to multiple
subcategories. These events occurred during treatment or within 2 days
of stopping treatment.
† Defined as clinically overt bleeding associated with a decrease in
hemoglobin of ≥2 g/dL, a transfusion of ≥2 units of packed red blood cells
or whole blood, bleeding at a critical site, or with a fatal outcome.
‡ Intracranial bleeding events included intraparenchymal, intraventricular,
subdural, subarachnoid and/or epidural hematoma.

Hemorrhagic stroke in this table specifically refers to non-traumatic
intraparenchymal and/or intraventricular hematoma in patients on
treatment plus 2 days.
¶ Gastrointestinal bleeding events included upper GI, lower GI, and rectal
bleeding.
# Fatal bleeding is adjudicated death with the primary cause of death from
bleeding.
Figure 1 shows the risk of major bleeding events across major subgroups.
Figure 1: Risk of Major Bleeding Events by Baseline Characteristics in
ROCKET AF – On Treatment Plus 2 Days

Note: The figure above presents effects in various subgroups all of which are
baseline characteristics and all of which were pre-specified (diabetic status
was not pre-specified in the subgroup, but was a criterion for the CHADS2
score). The 95% confidence limits that are shown do not take into account
how many comparisons were made, nor do they reflect the effect of a
particular factor after adjustment for all other factors. Apparent homogeneity
or heterogeneity among groups should not be over-interpreted.
Treatment of Deep Vein Thrombosis (DVT) and/or Pulmonary Embolism (PE):
EINSTEIN DVT and EINSTEIN PE Studies: In the pooled analysis of the
EINSTEIN DVT and EINSTEIN PE clinical studies, the most frequent adverse
reactions leading to permanent drug discontinuation were bleeding events,
with XARELTO vs. enoxaparin/Vitamin K antagonist (VKA) incidence rates of
1.7% vs. 1.5%, respectively. The mean duration of treatment was 208 days for
XARELTO-treated patients and 204 days for enoxaparin/VKA-treated patients.
Table 2 shows the number of patients experiencing major bleeding events in
the pooled analysis of the EINSTEIN DVT and EINSTEIN PE studies.
Table 2: Bleeding Events* in the Pooled Analysis of EINSTEIN DVT and
EINSTEIN PE Studies
XARELTO†
N=4130
n (%)
40 (1.0)
3 (<0.1)
2 (<0.1)
10 (0.2)
3 (<0.1)
1 (<0.1)
3 (<0.1)
0
27 (0.7)
28 (0.7)
18 (0.4)

Enoxaparin/
VKA†
N=4116
n (%)
72 (1.7)
8 (0.2)
4 (<0.1)
29 (0.7)
10 (0.2)
8 (0.2)
2 (<0.1)
4 (<0.1)
37 (0.9)
42 (1.0)
25 (0.6)

Parameter
Major bleeding event
Fatal bleeding
Intracranial
Non-fatal critical organ bleeding
Intracranial‡
Retroperitoneal‡
Intraocular‡
Intra-articular‡
Non-fatal non-critical organ bleeding§
Decrease in Hb ≥ 2 g/dL
Transfusion of ≥2 units of whole blood or
packed red blood cells
Clinically relevant non-major bleeding
357 (8.6)
357 (8.7)
Any bleeding
1169 (28.3)
1153 (28.0)
* Bleeding event occurred after randomization and up to 2 days after the last
dose of study drug. Although a patient may have had 2 or more events, the
patient is counted only once in a category.
† Treatment schedule in EINSTEIN DVT and EINSTEIN PE studies: XARELTO
15 mg twice daily for 3 weeks followed by 20 mg once daily; enoxaparin/
VKA [enoxaparin: 1 mg/kg twice daily, VKA: individually titrated doses to
achieve a target INR of 2.5 (range: 2.0-3.0)]
‡ Treatment-emergent major bleeding events with at least >2 subjects in any
pooled treatment group
§ Major bleeding which is not fatal or in a critical organ, but resulting in a
decrease in Hb ≥ 2 g/dL and/or transfusion of ≥ 2 units of whole blood or
packed red blood cells
Reduction in the Risk of Recurrence of DVT and/or PE: EINSTEIN CHOICE
Study: In the EINSTEIN CHOICE clinical study, the most frequent adverse
reactions associated with permanent drug discontinuation were bleeding
events, with incidence rates of 1% for XARELTO 10 mg, 2% for XARELTO
20 mg, and 1% for acetylsalicylic acid (aspirin) 100 mg. The mean duration of
treatment was 293 days for XARELTO 10 mg-treated patients and 286 days for
aspirin 100 mg-treated patients.
Table 3 shows the number of patients experiencing bleeding events in the
EINSTEIN CHOICE study.
Table 3: Bleeding Events* in EINSTEIN CHOICE
Parameter

XARELTO†
10 mg
N=1127
n (%)
5 (0.4)
0
2 (0.2)
3 (0.3)

Acetylsalicylic Acid
(aspirin)† 100 mg
N=1131
n (%)
3 (0.3)
1 (<0.1)
1 (<0.1)
1 (<0.1)

Major bleeding event
Fatal bleeding
Non-fatal critical organ bleeding
Non-fatal non-critical organ
bleeding§
Clinically relevant non-major
22 (2.0)
20 (1.8)
(CRNM) bleeding¶
Any bleeding
151 (13.4)
138 (12.2)
* Bleeding event occurred after the ﬁrst dose and up to 2 days after the
last dose of study drug. Although a patient may have had 2 or more events,
the patient is counted only once in a category.
† Treatment schedule: XARELTO 10 mg once daily or aspirin 100 mg once
daily.
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Table 6: Other Adverse Drug Reactions* Reported by ≥1% of XARELTOTreated Patients in RECORD 1-3 Studies

Animal Data: Rivaroxaban crosses the placenta in animals. Rivaroxaban
increased fetal toxicity (increased resorptions, decreased number of live
fetuses, and decreased fetal body weight) when pregnant rabbits were given
oral doses of ≥10 mg/kg rivaroxaban during the period of organogenesis. This
dose corresponds to about 4 times the human exposure of unbound drug,
based on AUC comparisons at the highest recommended human dose of
20 mg/day. Fetal body weights decreased when pregnant rats were given
oral doses of 120 mg/kg during the period of organogenesis. This dose
corresponds to about 14 times the human exposure of unbound drug. In rats,
peripartal maternal bleeding and maternal and fetal death occurred at the
rivaroxaban dose of 40 mg/kg (about 6 times maximum human exposure of
the unbound drug at the human dose of 20 mg/day).
Lactation: Risk Summary: Rivaroxaban has been detected in human milk.
There are insufﬁcient data to determine the effects of rivaroxaban on the
breastfed child or on milk production. Rivaroxaban and/or its metabolites
were present in the milk of rats. The developmental and health beneﬁts of
breastfeeding should be considered along with the mother’s clinical need for
XARELTO and any potential adverse effects on the breastfed infant from
XARELTO or from the underlying maternal condition (see Data).
Data: Animal data: Following a single oral administration of 3 mg/kg of
radioactive [14C]-rivaroxaban to lactating rats between Day 8 to 10
postpartum, the concentration of total radioactivity was determined in milk
samples collected up to 32 hours post-dose. The estimated amount of
radioactivity excreted with milk within 32 hours after administration was 2.1%
of the maternal dose.
Females and Males of Reproductive Potential: Females of reproductive
potential requiring anticoagulation should discuss pregnancy planning with
their physician.
Pediatric Use: Safety and effectiveness in pediatric patients have not been
established.
Geriatric Use: Of the total number of patients in the RECORD 1-3 clinical
studies evaluating XARELTO, about 54% were 65 years and over, while about
15% were >75 years. In ROCKET AF, approximately 77% were 65 years and
over and about 38% were >75 years. In the EINSTEIN DVT, PE and Extension
clinical studies approximately 37% were 65 years and over and about 16%
were >75 years. In EINSTEIN CHOICE, approximately 39% were 65 years and
over and about 12% were >75 years. In clinical trials the efﬁcacy of XARELTO
in the elderly (65 years or older) was similar to that seen in patients younger
than 65 years. Both thrombotic and bleeding event rates were higher in these
older patients, but the risk-beneﬁt proﬁle was favorable in all age groups
[see Clinical Pharmacology (12.3) and Clinical Studies (14) in full Prescribing
Information].
Renal Impairment: In pharmacokinetic studies, compared to healthy subjects
with normal creatinine clearance, rivaroxaban exposure increased by
approximately 44 to 64% in subjects with renal impairment. Increases in
pharmacodynamic effects were also observed [see Clinical Pharmacology
(12.3) in full Prescribing Information].
Nonvalvular Atrial Fibrillation: In the ROCKET AF trial, patients with CrCl 30 to
50 mL/min were administered XARELTO 15 mg once daily resulting in serum
concentrations of rivaroxaban and clinical outcomes similar to those in
patients with better renal function administered XARELTO 20 mg once daily.
Patients with CrCl 15 to 30 mL/min were not studied, but administration of
XARELTO 15 mg once daily is also expected to result in serum concentrations
of rivaroxaban similar to those in patients with normal renal function [see
Dosage and Administration (2.4) and Clinical Pharmacology (12.3) in full
Prescribing Information].
Patients with End-Stage Renal Disease on Dialysis: Clinical efﬁcacy and
safety studies with XARELTO did not enroll patients with end-stage renal
disease (ESRD) on dialysis. In patients with ESRD maintained on intermittent
hemodialysis, administration of XARELTO 15 mg once daily will result in
concentrations of rivaroxaban and pharmacodynamic activity similar to those
observed in the ROCKET AF study [see Clinical Pharmacology (12.2, 12.3) in
full Prescribing Information]. It is not known whether these concentrations
will lead to similar stroke reduction and bleeding risk in patients with ESRD
on dialysis as was seen in ROCKET AF.
Treatment of DVT and/or PE and Reduction in the Risk of Recurrence
of DVT and/or PE : In the EINSTEIN trials, patients with CrCl values
<30 mL/min at screening were excluded from the studies. Avoid the use of
XARELTO in patients with CrCl <30 mL/min.
Prophylaxis of DVT Following Hip or Knee Replacement Surgery: The
combined analysis of the RECORD 1-3 clinical efﬁcacy studies did not show
an increase in bleeding risk for patients with CrCl 30 to 50 mL/min and
reported a possible increase in total venous thromboemboli in this
population. Observe closely and promptly evaluate any signs or symptoms of
blood loss in patients with CrCl 30 to 50 mL/min. Avoid the use of XARELTO in
patients with CrCl <30 mL/min.
Hepatic Impairment: In a pharmacokinetic study, compared to healthy
subjects with normal liver function, AUC increases of 127% were observed in
subjects with moderate hepatic impairment (Child-Pugh B).
The safety or PK of XARELTO in patients with severe hepatic impairment
(Child-Pugh C) has not been evaluated [see Clinical Pharmacology (12.3) in
full Prescribing Information].
Avoid the use of XARELTO in patients with moderate (Child-Pugh B) and
severe (Child-Pugh C) hepatic impairment or with any hepatic disease
associated with coagulopathy.
OVERDOSAGE
Overdose of XARELTO may lead to hemorrhage. Discontinue XARELTO and
initiate appropriate therapy if bleeding complications associated with
overdosage occur. A speciﬁc antidote for rivaroxaban is not available.
Rivaroxaban systemic exposure is not further increased at single doses
>50 mg due to limited absorption. The use of activated charcoal to reduce
absorption in case of XARELTO overdose may be considered. Due to the high
plasma protein binding, rivaroxaban is not dialyzable [see Warnings and
Precautions and Clinical Pharmacology (12.3) in full Prescribing Information].
Partial reversal of laboratory anticoagulation parameters may be achieved
with use of plasma products.

¶

Major bleeding which is not fatal or in a critical organ, but resulting in a
decrease in Hb ≥ 2 g/dL and/or transfusion of ≥ 2 units of whole blood or
packed red blood cells.
Bleeding which was clinically overt, did not meet the criteria for major
bleeding, but was associated with medical intervention, unscheduled
contact with a physician, temporary cessation of treatment, discomfort for
the patient, or impairment of activities of daily life.

In the EINSTEIN CHOICE study, there was an increased incidence of
bleeding, including major and CRNM bleeding in the XARELTO 20 mg group
compared to the XARELTO 10 mg or aspirin 100 mg groups.
Prophylaxis of Deep Vein Thrombosis Following Hip or Knee Replacement
Surgery: In the RECORD clinical trials, the overall incidence rate of adverse
reactions leading to permanent treatment discontinuation was 3.7% with
XARELTO.
The rates of major bleeding events and any bleeding events observed in
patients in the RECORD clinical trials are shown in Table 4.
Table 4: Bleeding Events* in Patients Undergoing Hip or Knee
Replacement Surgeries (RECORD 1-3)
XARELTO Enoxaparin†
10 mg
Total treated patients

N=4487
n (%)

N=4524
n (%)

14 (0.3)

9 (0.2)

Major bleeding event
Fatal bleeding

1 (<0.1)

0

Bleeding into a critical organ

2 (<0.1)

3 (0.1)

Bleeding that required re-operation

7 (0.2)

5 (0.1)

Extra-surgical site bleeding requiring
transfusion of >2 units of whole blood
or packed cells

4 (0.1)

1 (<0.1)

261 (5.8)

251 (5.6)

N=3281
n (%)

N=3298
n (%)

7 (0.2)

3 (0.1)

Any bleeding event‡
Hip Surgery Studies
Major bleeding event
Fatal bleeding

1 (<0.1)

0

Bleeding into a critical organ

1 (<0.1)

1 (<0.1)

Bleeding that required re-operation

2 (0.1)

1 (<0.1)

Extra-surgical site bleeding requiring
transfusion of >2 units of whole blood
or packed cells

3 (0.1)

1 (<0.1)

201 (6.1)

191 (5.8)

N=1206
n (%)

N=1226
n (%)

7 (0.6)

6 (0.5)

Any bleeding event‡
Knee Surgery Study
Major bleeding event
Fatal bleeding

0

0

Bleeding into a critical organ

1 (0.1)

2 (0.2)

Bleeding that required re-operation

5 (0.4)

4 (0.3)

Extra-surgical site bleeding requiring
transfusion of >2 units of whole blood
or packed cells

1 (0.1)

0

60 (5.0)
60 (4.9)
Any bleeding event‡
* Bleeding events occurring any time following the ﬁrst dose of double-blind
study medication (which may have been prior to administration of active
drug) until two days after the last dose of double-blind study medication.
Patients may have more than one event.
† Includes the placebo-controlled period for RECORD 2, enoxaparin dosing
was 40 mg once daily (RECORD 1-3)
‡ Includes major bleeding events
Following XARELTO treatment, the majority of major bleeding complications
(≥60%) occurred during the ﬁrst week after surgery.
Other Adverse Reactions: Non-hemorrhagic adverse reactions reported in
≥1% of XARELTO-treated patients in the EINSTEIN DVT and EINSTEIN PE
studies are shown in Table 5.
Table 5: Other Adverse Reactions* Reported by ≥1% of XARELTO-Treated
Patients in EINSTEIN DVT and EINSTEIN PE Studies
Body System
Adverse Reaction
XARELTO 20 mg
N=1718
n (%)

Enoxaparin/VKA
N=1711
n (%)

46 (2.7)

25 (1.5)

24 (1.4)

15 (0.9)

Back pain

50 (2.9)

31 (1.8)

Muscle spasm

23 (1.3)

13 (0.8)

38 (2.2)

22 (1.3)

Anxiety

24 (1.4)

11 (0.6)

Depression

20 (1.2)

10 (0.6)

Insomnia

28 (1.6)

18 (1.1)

EINSTEIN PE Study

XARELTO 20 mg
N=2412
n (%)

Enoxaparin/VKA
N=2405
n (%)

EINSTEIN DVT Study
Gastrointestinal disorders
Abdominal pain
General disorders and
administration site conditions
Fatigue
Musculoskeletal and
connective tissue disorders

Nervous system disorders
Dizziness
Psychiatric disorders

Skin and subcutaneous tissue
disorders
Pruritus
53 (2.2)
27 (1.1)
* Adverse reaction with Relative Risk >1.5 for XARELTO versus comparator
Non-hemorrhagic adverse reactions reported in ≥1% of XARELTO-treated
patients in RECORD 1-3 studies are shown in Table 6.
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XARELTO
10 mg
N=4487
n (%)

Enoxaparin†
N=4524
Body System
n (%)
Adverse Reaction
Injury, poisoning and procedural
complications
Wound secretion
125 (2.8)
89 (2.0)
Musculoskeletal and connective tissue
disorders
Pain in extremity
74 (1.7)
55 (1.2)
Muscle spasm
52 (1.2)
32 (0.7)
Nervous system disorders
Syncope
55 (1.2)
32 (0.7)
Skin and subcutaneous tissue disorders
Pruritus
96 (2.1)
79 (1.8)
Blister
63 (1.4)
40 (0.9)
* Adverse reaction occurring any time following the ﬁrst dose of doubleblind medication, which may have been prior to administration of active
drug, until two days after the last dose of double-blind study medication
† Includes the placebo-controlled period of RECORD 2, enoxaparin dosing
was 40 mg once daily (RECORD 1-3)
Other clinical trial experience: In an investigational study of acute medically
ill patients being treated with XARELTO 10 mg tablets, cases of pulmonary
hemorrhage and pulmonary hemorrhage with bronchiectasis were observed.
Postmarketing Experience: The following adverse reactions have been
identiﬁed during post-approval use of XARELTO. Because these reactions are
reported voluntarily from a population of uncertain size, it is not always
possible to reliably estimate their frequency or establish a causal relationship
to drug exposure.
Blood and lymphatic system disorders: agranulocytosis, thrombocytopenia
Gastrointestinal disorders: retroperitoneal hemorrhage
Hepatobiliary disorders: jaundice, cholestasis, hepatitis (including hepatocellular injury)
Immune system disorders: hypersensitivity, anaphylactic reaction,
anaphylactic shock, angioedema
Nervous system disorders: cerebral hemorrhage, subdural hematoma,
epidural hematoma, hemiparesis
Skin and subcutaneous tissue disorders: Stevens-Johnson syndrome
DRUG INTERACTIONS
General Inhibition and Induction Properties: Rivaroxaban is a substrate of
CYP3A4/5, CYP2J2, and the P-gp and ATP-binding cassette G2 (ABCG2)
transporters. Combined P-gp and strong CYP3A4 inhibitors increase exposure
to rivaroxaban and may increase the risk of bleeding. Combined P-gp and
strong CYP3A4 inducers decrease exposure to rivaroxaban and may increase
the risk of thromboembolic events.
Drugs that Inhibit Cytochrome P450 3A4 Enzymes and Drug Transport
Systems: Interaction with Combined P-gp and Strong CYP3A4 Inhibitors:
Avoid concomitant administration of XARELTO with known combined P-gp
and strong CYP3A4 inhibitors (e.g., ketoconazole and ritonavir) [see Warnings
and Precautions and Clinical Pharmacology (12.3) in full Prescribing
Information].
Although clarithromycin is a combined P-gp and strong CYP3A4 inhibitor,
pharmacokinetic data suggests that no precautions are necessary with
concomitant administration with XARELTO as the change in exposure is
unlikely to affect the bleeding risk [see Clinical Pharmacology (12.3) in full
Prescribing Information].
Interaction with Combined P-gp and Moderate CYP3A4 Inhibitors in Patients
with Renal Impairment: XARELTO should not be used in patients with CrCl 15
to <80 mL/min who are receiving concomitant combined P-gp and moderate
CYP3A4 inhibitors (e.g., erythromycin) unless the potential beneﬁt justiﬁes the
potential risk [see Warnings and Precautions and Clinical Pharmacology
(12.3) in full Prescribing Information].
Drugs that Induce Cytochrome P450 3A4 Enzymes and Drug Transport
Systems: Avoid concomitant use of XARELTO with drugs that are combined
P-gp and strong CYP3A4 inducers (e.g., carbamazepine, phenytoin, rifampin,
St. John’s wort) [see Warnings and Precautions and Clinical Pharmacology
(12.3) in full Prescribing Information].
Anticoagulants and NSAIDs/Aspirin: Coadministration of enoxaparin,
warfarin, aspirin, clopidogrel and chronic NSAID use may increase the risk of
bleeding [see Clinical Pharmacology (12.3) in full Prescribing Information].
Avoid concurrent use of XARELTO with other anticoagulants due to increased
bleeding risk unless beneﬁt outweighs risk. Promptly evaluate any signs
or symptoms of blood loss if patients are treated concomitantly with
aspirin, other platelet aggregation inhibitors, or NSAIDs [see Warnings and
Precautions].
USE IN SPECIFIC POPULATIONS
Pregnancy: Risk Summary: The limited available data on XARELTO in pregnant
women are insufficient to inform a drug-associated risk of adverse
developmental outcomes. Use XARELTO with caution in pregnant patients
because of the potential for pregnancy related hemorrhage and/or emergent
delivery with an anticoagulant that is not readily reversible. The anticoagulant
effect of XARELTO cannot be reliably monitored with standard laboratory
testing. Consider the benefits and risks of XARELTO for the mother and
possible risks to the fetus when prescribing XARELTO to a pregnant woman
[see Warnings and Precautions].
Adverse outcomes in pregnancy occur regardless of the health of the mother
or the use of medications. The estimated background risk of major birth
defects and miscarriage for the indicated populations is unknown. In the U.S.
general population, the estimated background risk of major birth defects and
miscarriage in clinically recognized pregnancies is 2–4% and 15–20%,
respectively.
Clinical Considerations: Disease-Associated Maternal and/or Embryo/Fetal
Risk: Pregnancy is a risk factor for venous thromboembolism and that risk is
increased in women with inherited or acquired thrombophilias. Pregnant
women with thromboembolic disease have an increased risk of maternal
complications including pre-eclampsia. Maternal thromboembolic disease
increases the risk for intrauterine growth restriction, placental abruption and
early and late pregnancy loss.
Fetal/Neonatal Adverse Reactions: Based on the pharmacologic activity of
Factor Xa inhibitors and the potential to cross the placenta, bleeding may
occur at any site in the fetus and/or neonate.
Labor or Delivery: All patients receiving anticoagulants, including pregnant
women, are at risk for bleeding and this risk may be increased during labor
or delivery [see Warnings and Precautions]. The risk of bleeding should be
balanced with the risk of thrombotic events when considering the use of
XARELTO in this setting.
Data: Human Data: There are no adequate or well-controlled studies of
XARELTO in pregnant women, and dosing for pregnant women has not been
established. Post-marketing experience is currently insufficient to determine
a rivaroxaban-associated risk for major birth defects or miscarriage. In an
in vitro placenta perfusion model, unbound rivaroxaban was rapidly
transferred across the human placenta.
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VIEWPOINT

A Shining Example of Dealing with Violence
BY PAUL JANSON, MD

I

am now retired from a career
in emergency medicine that
spanned almost five decades, but
back then I had the opportunity to
lecture to family practice residents
on a variety of topics, including
preparing for emergencies in their
offices. My advice was to prepare
them to handle the basics, and
stock necessary medications, IV
equipment, intubation or at least
bag and mask apparatus, and the
basics needed to deal with violent
trauma.
I pointed out that these situations would probably arise infrequently and that perhaps the most
important thing was to have a clear
plan for expeditious transfer to a
facility prepared to deal with these
emergencies daily. I advised those
family practitioners that if these
situations did arise frequently, they
ought to consider moving their office to a different location. We can’t
move the emergency department,
and if we try, the trauma will follow
us. That is our job. We are now and
have been for many years prepared
to deal with the kind of threat and
violence that seems to be increasingly frequent in our country.
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No other specialty in medicine
faces the situation that exists every
day in the emergency department.
When I went to work in the ED, I
expected to see victims of car
crashes and gunshot and knife
wounds—and aggressive, violent
patients. That was my turf. The aggression was often the result of
psychiatric problems or of drug or
alcohol intoxication, but that didn’t
make it any less dangerous. It was
part of my turf. My department was
prepared to deal with it and did so

Arming teachers is no more a solution than
arming doctors and nurses
expeditiously, as do so many other
EDs across the country. It is a situation we all hope to eliminate, but
for now we are dealing with it.
One of the problems I see in this
country is that we seem unable to
learn from others’ solutions. Other
industrialized nations have addressed
health care, immigration, and gun
violence, but we seem unable or
unwilling to learn from their experiences and adopt their solutions. Other
countries have dealt successfully
with the epidemic of gun violence

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

hasten to emphasize, better than I
could. If the parallel is being missed, I
will state it as plainly as I can: Arming teachers is no more a solution
than arming doctors and nurses. Professionally trained and equipped personnel have been successful in a far
more dangerous environment. We
should all learn from this experience.
As for the larger problem, I do
not think we should ask our first
responders—police, firefighters, or
EMTs—to face military weapons
while fulfilling the responsibilities
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book, The Child in Our Heart, and
a nonfiction account of the 19th
century arms race entitled Battles
and Battleships, all available on
http://pauljanson.com.
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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.

Ravi Morchi, MD
UCLA Medical Center

Brent R. King, MD
UT-Houston Medical
School

Robert Brandt, MD
Grand River Emergency
Medical Group

of their jobs, even if that policy requires an adjustment in our national
attitude toward the availability of
military weapons and the consequent surrendering of some of
our personal freedom to possess
such weapons. Citizens in other
countries are willing to make that
sacrifice. I hope the citizens of this
great nation will one day be willing
to do the same. EMN
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Temple University
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this country now faces, but so have
we in one place: our emergency
departments. We as a nation could
learn from this successful approach.
My department did not arm the
doctors or nurses any more than
they expected me to do my own CT
scans or code for services delivered.
That was not my job. My department, as with most EDs I know, had
armed professionals to deal with the
violent patients (or occasional violent family members). That was their
job, and they did it well. They did it, I

Rory Spiegel, MD
Stony Brook University
Ryan Stanton, MD
Baptist Health
Lexington

Graham Walker, MD
Stanford School of
Medicine
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EPs Should Rescind
the ‘No’ Card
Editor:
wonder if the article by Sandra
Scott Simons, MD, may be
the signal of a culture change.
(“Beyond #MeToo: Women’s Bias
Against Women,” EMN 2018;40[5]:1;
http://bit.ly/2jmZA70.)
I come from the old days, and
being an old man, I was insensitive
to the “mean girls” issue. But I do
remember a time when the ED
nurse would collect urine from a
23-year-old woman with pain on
urination and send it off to the
lab. Of course, I’d sign (with ink)
the verbal order. At discharge,
nurses of yore would spend time
at the bedside reviewing the plan
of care.
We were all working together
in our unique roles for the best
patient outcomes. It is possible
that I was blind to my vaunted
role, but these nurses had no hesitation about cutting the knees
out from under any doctor who
didn’t do as told. This all stopped
when we put in electronic medical
records. A culture change made
me a data entry clerk, and the
nurse became my and the EMR’s
servant. The nurse’s knowledge
was denigrated; someone made
up some myth that nurses could
no longer enter orders, and “do it
yourself” became the preferred
response from those who sign the
nurses’ paychecks.
Somehow, by the same mythological fiat, the doctor became
the only one who could deliver
discharge instructions despite
decades of social science research showing that patients
listen better to nurses. Without a
“no” card, all the physician could
do is become complicit in tearing
down the previously thriving
nursing culture.

Maybe it’s time we declared,
“Ain’t gonna take it; never did, and
never will.”

I

Tom Benzoni, DO
Des Moines

Time to Discuss Women’s
Bias Against Women
Editor:
am a senior urology resident, but
my wife is an EM attending, and I
enjoy reading EMN. Thank you for
publishing Dr. Sandra Scott Simons’
article, “Beyond #MeToo: Women’s Bias Against Women.” (EMN
2018;40[5]:1; http://bit.ly/2jmZA70.)
I have seen the difficult environment that can befall female physicians when dealing with hostile female nurses through my wife’s
experience in training and witnessing it happening to my female surgical colleagues. This is an important issue that should be addressed
because it has the potential to persuade good female physicians to
abandon their careers in clinical
medicine. This is a topic that is
pertinent to all aspects of medicine
and should be openly discussed.

I

John McCauley, MD
Bethesda, MD

Team Planning is Better
than Performance Review
Editor:
r. Thomas Cook’s article, “The Crab Bucket,”
brought back ugly memories.
(EMN 2015;37[1]:16; http://bit.
ly/2HJbAcA.)
A now-failed manufacturing
company called Polaroid attempted to institutionalize the performance review system more than 20
years ago with pay for performance, which actually tied compensation to review outcome. The effect was a dramatic drop in morale

D

at all levels. The only people who
liked the system were the closet
bullies who now had their bad inclinations justified at the highest
levels.
Ultimately, this system was
gutted and replaced with a more
sensitive system because much of
the company reorganized around
teams subject to prospective performance planning rather than the
(typically blame-finding) performance review.
There was a Harvard Business
Review of the situation; I think the
words “chemical company” were in
the title.
It is interesting that a management tool as archaic as performance review, a holdover from the
Frederick Taylor management era,
is still in use.
I realize the opportunity for
team planning is limited in the
hospital environment, but I would
think that prospective planning
would be a useful replacement for
the retrospective evaluation that
often lacks focus on improvement.
Certainly, planning feels better
than blame. No one will miss the
performance review.
Allan Ames
Campton, NH
The author is an engineering physicist
who spent 30 years in photographic
industrial research.

Pelvic Exams Critical
to Diagnosing PID
Editor:
recent article by Ryan Aycock, MD, questioned the
value of pelvic exams. (“Why
Are You Still Performing Pelvic
Exams?” EMN 2018;40[2]:1; http://
bit.ly/2FDwysP.) A bimanual exam
is critical in evaluating pelvic inflammatory disease (PID), and a
speculum exam should be considered in assessing abnormal
uterine bleeding in non-pregnant
women of reproductive age.
It is important to clarify that a
pelvic exam may include a bimanual exam or a speculum exam.
A bimanual exam is indicated in
evaluating for PID in a sexually
active woman with pelvic or lower
abdominal pain and no identifiable
cause of the pain, plus at least one
of the following on bimanual
exam: cervical motion tenderness,
uterine tenderness, or adnexal
tenderness.

A

The Centers for Disease Control
and Prevention defines PID as “a
frequent and important infection
that occurs among women of reproductive age,” affecting an estimated 2.5 million women in the
United States. (CDC Fact Sheet,
Jan. 27, 2017; http://bit.ly/2tmddZv.)
Approximately 340,000 to 410,000
cases of PID are diagnosed annually
in emergency departments. (Sex
Transm Dis 2011;38[4]:299.) More
than nine percent of adolescent
women with a chief complaint of
abdominal/pelvic pain were diagnosed with PID in one study (Pediatr Emerg Care 2017. doi: 10.1097/
PEC.0000000000001148), and
about 70 percent of adolescents
with PID are diagnosed in EDs.
(J Adolesc Health 2013;53[2]:249.)
The appropriate diagnosis and
management of PID are important
because complications include infertility, ectopic pregnancy, and
pelvic adhesions that can lead to
chronic pelvic pain. (CDC Fact
Sheet, Jan. 27, 2017; http://bit.
ly/2tmddZv.) A low threshold for
diagnosis and treatment is recommended given that most symptoms of PID are mild to moderate
and rarely present as the stereotypical “chandelier sign” taught in
medical school. Studies suggest
that clinicians as a whole are not
effectively treating PID. A 2011
study showed that adherence to
CDC treatment guidelines in EDs
was 30.5 percent. (Sex Transm Dis
2011;38[4]:299.)
A speculum exam may not
alter the management of pregnant patients with bleeding, but
it may change the management
of non-pregnant women. The
American College of Obstetricians and Gynecologists recommends a speculum and bimanual
exam in non-pregnant reproductive-aged women with abnormal
uterine bleeding to determine the
source of bleeding, assess for
trauma to the genital tract, and
identify cervical findings that
could cause vaginal bleeding.
(Obstet Gynecol 2013;121[4]:891.)
Just as a provider examines the
nasopharynx for reported hemoptysis, it is prudent to examine
the vagina for reported vaginal
bleeding.
K. Brooke Hallett, MD
Alyssa Bennett, MD
Hartford, CT
Continued on page 27
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THE EMN SALARY SURVEY

Can Money Buy Happiness? No, but It Sure Helps

W

e all know money
can’t buy happiness,
but a higher salary does
seem to make for happier
EPs, at least in our latest
salary survey.
The salary category with
the largest percentage of very
satisfied EPs was $325,001$350,000 at a whopping 51
percent (up from 39% in 2015).
This group also saw the lowest
percentage of very dissatisfied
EPs: zero percent, a decrease
from four percent in 2015. The
runner-up surprisingly was not
the highest salary range but
those making $150,001175,000, 49 percent of whom
said they were very satisfied
with their careers, a big increase from 31 percent in 2015.
It’s intuitive to associate
low salary with low career
satisfaction, but that just
wasn’t the case in our survey:
The percentage of EPs who
were very satisfied with their
careers is way higher at 52
percent in the cohort making
under $100,000 a year than in
other income ranges in 2015.
Fast forward to 2017, this
group fell a few notches in career satisfaction—only 45 percent said they were very satisfied.
EPs making $175,001-$200,000 reported a decline in career satisfaction, with only 23 percent saying
they were very satisfied compared
with 33 percent in 2015.
EPs were generally less satisfied
with their careers than they were
when we surveyed them two years
ago, but that likely comes as no surprise with articles about burnout
everywhere you turn. That’s reflected in our latest salary survey: Forty
percent of EPs reported feeling very
satisfied with their careers in 2015
compared with only 38 percent in
2017. The percentage of EPs somewhat satisfied with their careers,
however, inched up from 35 percent
to 36 percent in two years, as did
the percentage of those who were
neutral on the topic: 11 percent in
2017 v. 10 percent in 2015. As in
2015, 10 percent of EPs said they
were somewhat dissatisfied with
their careers, but those saying they

8

to second place in 2017. More
hospital EPs were very or
somewhat satisfied in 2017 at
85 percent, up from 82 percent.
Not as many or as drastic
changes were found in our
data about the type of hospital where EPs work. Those
FEMALE
FEMALE
in university institutions still
VERY/SOMEWHAT SATISFIED
77.6% VERY/SOMEWHAT SATISFIED 79.1%
had the highest career satis6.9% NEUTRAL
8.3%
NEUTRAL
faction at 88 percent in 2017,
VERY/SOMEWHAT DISSATISFIED 12.5%
VERY/SOMEWHAT DISSATISFIED 12.7%
even though it decreased
from 90 percent in 2015.
MALE
MALE
Those working in nonprofit
VERY/SOMEWHAT SATISFIED
84.6% VERY/SOMEWHAT SATISFIED 85.7%
community hospitals were the
NEUTRAL
6.4% NEUTRAL
5.1%
second-highest at 85 percent
VERY/SOMEWHAT DISSATISFIED
9.2% VERY/SOMEWHAT DISSATISFIED 9.3%
in 2017 v. 81 percent in 2015.
EPs certainly enjoy their
INDEPENDENT GROUPS
84.6% INDEPENDENT GROUPS
86.2%
work—the more patients they
HOSPITAL/HEALTH CARE SYSTEM 82.3%
HOSPITAL/HEALTH CARE SYSTEM 82.8%
see, the happier they are.
CONTRACT MANAGEMENT
81.9% CONTRACT MANAGEMENT
83.7%
More than 85 percent of those
LOCUMS
77.8% LOCUMs
83.3%
who worked in EDs that had
more than 30,000 visits a
85.6%
URBAN
86.4% URBAN
year said they were very or
somewhat satisfied with their
84.6%
SUBURBAN
80.6% SUBURBAN
careers compared with 84
82.1%
RURAL
77.5% RURAL
percent in 2015, and they tied
59.1%
REMOTE
100% REMOTE
for first place with EPs in EDs
with 15,001-20,000 annual visVERY SATISFIED
40.1% VERY SATISFIED
37.6%
its (85% v. 83% in 2015).
SOMEWHAT SATISFIED
35.4% SOMEWHAT SATISFIED
36%
No matter the employer
NEUTRAL
9.7% NEUTRAL
10.6%
type, however, EPs seem to be
9.5% SOMEWHAT DISSATISFIED
10.2%
SOMEWHAT DISSATISFIED
getting happier. Those working
VERY DISSATISFIED
5.3% VERY DISSATISFIED
5.7%
for independent groups were
*Values are obtained by adding the percentages for very satisfied and somewhat satisfied.
the most satisfied at 86 percent compared with 84 percent
in 2015. Close to 84 percent of
It’s unclear whether board
were very dissatisfied with their caEPs employed by hospitals reported
certification affects EPs’ career satreers rose a little—six percent in 2017
feeling very or somewhat satisfied
isfaction one way or another, but
compared with five percent in 2015.
(82% in 2015), as did 83 percent of
non-board-certified EPs seemed to
Gender also seemed to affect
those who worked for contract manbe happier with their careers than
career satisfaction. Male and feagement or staffing groups (82% in
board-certified ones. Board-certified
male EPs were still about equally
2015), and 83 percent of locum tenand non-board-certified EPs exsatisfied with their careers in 2017,
ens EPs (78% in 2015).
perienced an increase in career
but male EPs reported feeling very
Find a more comprehensive versatisfaction, with those reporting
or somewhat satisfied at 86 persion of this article with additional
feeling very or somewhat satisfied
cent v. 84 percent in 2015. Fewer
tables and data in the Emergency
rising to 83 percent and 89 perfemale EPs felt the same, decreasMedicine News Salary Survey blog
cent, respectively, in 2017. The
ing from 81 percent to 79 percent.
at http://bit.ly/EMNSalarySurvey.
gap between the two widened
Advanced age correlated with
Next month: Then and Now:
considerably in two years, however.
higher career satisfaction in 2015,
How Satisfied Are Emergency
About the same percentage of
and that trend continued in 2017.
Physicians with their Employers?
board-certified and non-boardThe percentage of those between
We’ll cross-reference career satiscertified EPs were very or some26 and 30 years old who were very
faction data with employer, years in
what satisfied with their careers in
or somewhat satisfied with their
practice, age, title, and more. We’ll
2015—82 percent and 83 percent,
jobs stayed the same at four peralso publish that article ahead of
respectively.
cent, still the lowest across all age
print in our enews. Sign up for the
The shake-up is also evident in
groups. EPs aged 31 to 40 years
enews (completely free!) at http://
our survey’s work environment data.
saw a sharp decline in satisfaction,
bit.ly/EMNenews. EMN
EPs at freestanding EDs ranked
but only 17 percent of them and 26
highest in career satisfaction, with
percent of those 36 to 40 said they
89 percent of them reporting feeling
were very or somewhat satisfied,
Ms. Lam is the associate editor of
very or somewhat satisfied v. 86 percompared with 25 percent and 38
Emergency Medicine News.
cent in 2015. Those in academia fell
percent in 2015, respectively.

THEN AND NOW:
THE UPs & DOWNs IN EPs’ CAREER SATISFACTION
2015

2017

BY GENDER

BY TYPE OF
EMPLOYER*

BY PRACTICE
LOCATION*
OVERALL

kathy@giarranodesign.com

BY JACKIE LAM

EMERGENCY MEDICINE NEWS | AUGUST 2018

LWW-EMN_August 2018_Layout.indd 8

18/07/18 12:46 PM

WHAT TO DO

X-Rays for Pediatric Abdominal Pain Endanger
Vulnerable Patients for Dogma
BY RICHARD
PESCATORE, DO
he practice of emergency
medicine always evolves with
new data, reconsidered concepts,
and the translation of medical
evidence and shared experience
to bedside decision-making. With
a shrinking world and vibrant
educational process, we continually see a narrowing of the gap
between academic literature and
clinical practice. Some stalwart
holdouts persist against bevies of
observations, trials, and guidelines,
however. Few anachronisms better
represent this than the pediatric
pedagogy of abdominal radiography.
Despite near-eradication in
adult emergency medicine (aside
from narrow, niche applications),
abdominal radiographs (AXRs)
seemingly remain a staple of
evaluating children presenting to
the ED with abdominal pain. It is,
frankly put, a bizarre practice—
the use of ionizing radiation
equating to 35 chest x-rays—to
confirm a benign diagnosis, despite overwhelming evidence of
the test’s complete inability to
do so. (Medicine [Baltimore]
2017;96[3]:e5907; http://bit.ly/
2Im4ECy.)
Perhaps you’re as bamboozled
as I am by this practice, and have
yet to use your radiology suite to
take a picture of pediatric poop. It
would seem, unfortunately, that
we’re in the minority. A study published just last year found that 63
percent of children diagnosed with
constipation in a pediatric emergency department received an
AXR, echoing previous investigations consistently demonstrating
rates of abdominal radiography
between 50 percent and 75 percent. (Pediatrics 2017;140[1]; doi:
10.1542/peds.2016-2290.)
Champions of this practice
argue that the benefit of identifying a benign diagnosis is to avoid
further evaluation and resource use
in pursuit of more serious causes
of abdominal pain. But AXRs are
well-demonstrated to lack any
validity or reliability when employed for pediatric constipation

Lippincott, 2010

T

and abdominal pain. Studies have
shown sensitivity and specificity as
low as 60 percent and 43 percent,
respectively, and inter-rater reliability little better than a coin flip. (J
Pediatr 2012;161[1]:44; http://bit.
ly/2KhHx0Y.)
What’s more, the use of AXR
likely causes outright harm. Putting aside the radiation exposure
that should give anyone pause,
there is little question that this test

Ultrasound Instead
The United Kingdom’s National Institute for Health and Care Excellence (NICE) workgroup released
guidelines in 2010 recommending
against AXRs for diagnosing pediatric constipation. (Clinical Guideline
99; updated July 2017; http://bit.
ly/2KhiDi7.) Some may attempt to
argue that British baby bellies differ
from American ones, but this condemnation of abdominal radio-

AXRs for evaluating pediatric abdominal
pain and constipation flies in stark contrast
to the evidence-based practice we pioneer
serves only as confirmation bias.
Fifty percent of AXRs are interpreted as normal (which speaks
independently toward poor test
application), but obtaining abdominal
radiography was associated with
a higher rate of misdiagnosis (29%).
The most commonly missed
diagnoses were appendicitis (!),
intussusception (!!), and bowel
obstruction (!!!). (J Pediatr 2014;
164[1]:83; http://bit.ly/2tukWnv.)
Less concerning but nonetheless
notable was that AXR independently
predicted a higher likelihood of ED
bounceback, even when the diagnosis of constipation was accurate.
(J Pediatr Gastroenterol Nutr 2014;
59[3]:32.)

graphy was echoed in a 2014 clinical
guideline from the North American
Society for Pediatric Gastroenterology, Hepatology, and Nutrition.
Publications from the American
Academy of Pediatrics and the
American Academy of Family Physicians all offer similar sentiments.
(JPGN 2014;58[2]:258; http://bit.
ly/2KczXox.) Abdominal radiography

adds nothing beyond history and
physical exam in evaluating for constipation, and is more likely to lead
to misdiagnosis when utilized for
serious underlying pathology.
Ultrasound’s availability is growing and emergency physicians are increasingly comfortable with it, so
either point-of-care at the bedside or
performed by the radiology department offers a better alternative to
poorly sensitive and nonspecific abdominal radiography, when imaging
is needed at all. Ultrasound consistently demonstrates excellent sensitivity (nearing 100% in some studies)
and specificity (nearly always 97% or
greater) when evaluating serious
abdominal etiologies of abdominal
pain, such as appendicitis, bowel obstruction, intussusception, or volvulus, though, of course, it is limited by
sonographer experience and skill.
Even in the ridiculous and unnecessary application of imaging for constipation, US outperforms abdominal
radiography without the harm of ionizing radiation. (J Pediatr Surg 2010;
45[9]:1849; http://bit.ly/2tuAlV6.)
Why, then, does this practice persist? Perhaps we’ve waited for more
rigorous investigations or abundant
data before changing ingrained
practice in recognition of the unique
considerations and fundamental differences of the pediatric population.
Our desire to shield our most vulnerable has led us to ignore the harm
borne from the dogma.
We emergency physicians stand
at the forefront of knowledge translation to clinical practice, yet the
persistence of AXRs in evaluating
pediatric abdominal pain and constipation flies in stark contrast to the
evidence-based practice and nonmaleficence we pioneer. The identification of benign poop causing a
patient’s complaint at first seems
reasonable. In our search, though,
we need not have ever looked beyond the test itself. EMN

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

Say No to O2: Excess Oxygen is Killing Patients
BY DAN RUNDE, MD

SoumenNath/iStockphoto.com

W

e in emergency medicine
are continually challenged
to work in clinical uncertainty
and with limited information, so
it’s nice to be able to fall back on
well-established precepts from
time to time. Much in the way the
Frankenstein’s monster understood “Fire bad!” we know that
hypoxia is a dangerous condition
that often warrants urgent intervention. So doesn’t it stand to
reason that if low oxygen is bad,
more oxygen must be better? The
answer, while potentially surprising, is becoming increasingly clear:
Too much oxygen can kill.
We’ve had clues that this was
the case for a while now. The esteemed Natalie May, MBCHB,
MPHE, wrote about this topic in
EMN two years ago, reviewing the
evidence showing that oxygen
therapy was harmful in STEMI patients and lamenting that the
MONA mnemonic needed to go
the way of the dodo. (2016;38[1]:1;
http://bit.ly/2t79miY.)
That analysis was limited to one
particular condition, albeit one of
significant clinical import, but we
see patients of every stripe in the
ED, and we want to know how oxygen affects the acutely ill cohort
for whom we care. Enter Derek
Chu, MD, et al. and his aptly named
IOTA (Improving Oxygen Therapy
in Acute illness) systematic review
and meta-analysis. (The Lancet
2018;391[10131]:1693.)
This review analyzed more than
16,000 patients from a whopping 25
different randomized controlled trials of acutely ill patients receiving
either liberal (groups with the higher
oxygen target) or conservative oxygen therapy. But what kind of patients were studied? Pretty much all
the kinds we worry about the most,
including those with sepsis, critical
illness, stroke, trauma, myocardial
infarction, and cardiac arrest.
So we have a nice cohort of sick
patients, and we often tend to
throw some oxygen onto their
mugs among the million other
things we do in the process of assessing, resuscitating, diagnosing
and dispositioning them. This happens a lot. One study found that a
third of patients arriving by ambu-

lance and a quarter of patients
treated in the ED receive oxygen.
(Emerg Med J 2008;25[11]:773.)
Some of these patients definitely
need their hypoxia corrected, but it
turns out that we overshoot the
mark and cause hyperoxemia quite
often, like 43.6 percent of the time
in intubated ED patients, to name
just one example. (Crit Care 2018;
22[1]:9.)

these kinds of outcomes should
give us pause to consider whether
this seemingly harmless common
practice is really as benign as we’ve
long believed.
Excess shock and heart attacks
aren’t good, but being dead is even
worse. This is the part where you
can fairly accuse me of burying the
lede because the stunning finding
from the IOTA trial is this: Liberal

Stop putting nasal cannulas and face
masks on every sick patient, and stop
shooting for that soothing blue 100%
A Lovely Shade of Blue
Much as we’d like to deny it, emergency medicine is chock-full of
secret gunners, and a gunner likes
nothing more than acing a test. And
it is profoundly gratifying to see
that blue photoplethysmograph tick
up and show us an oxygen saturation of 100%. Unfortunately, all this
extra oxygen results in badness for
our patients: vasoconstriction, inflammation, and increased oxidative
stress on the lungs, the heart, and
the brain. If that sounds like I’m placing too much importance on surrogate outcomes, several trials
show an association between excess oxygen and increased shock,
respiratory failure, arrhythmias, and
heart attacks. None of those things
are good, and we would of course
want to avoid them in our patients
whenever possible. The fact that
too much oxygen is associated with

oxygen therapy is associated with
increased mortality. This finding
was true across all subgroups and
for all the time frames analyzed.
Liberal oxygen therapy was associated with increased mortality
in-hospital, at 30 days, and at
longest follow-up, with NNHs for
death of 91, 71, and 83, respectively.
The authors also found a dosedependent response: The relative
risk of death in hospital increased
by 25 percent and the risk of death
at longest follow-up increased by

17 percent for every one percent
increase in SpO2 (above the 9496% range). These are sobering
results. In the words of the IOTA
authors, “This systematic review
and meta-analysis provide highquality evidence that hyperoxia
is life-threatening. This is a distinct viewpoint from the current
notion that at worst, liberal oxygen is not beneficial for acute
illnesses.”
As important as these findings
are and while this meta-analysis
was large and of high quality, it
was not a perfect work. It didn’t include children, pregnant patients,
people on ECMO, patients with
psychiatric disease, and perhaps
most importantly, those with
chronic respiratory illness. This
limits the applicability of these
findings in a cohort of patients
likely to present sick and hypoxic.
High-quality evidence showed that
liberal oxygen therapy did not decrease the risk of hospital-acquired
infections, but low-quality evidence
from two trials (449 total patients)
at high risk of bias showed that
liberal oxygen did decrease infections in patients admitted for
emergency surgery (RR 0.50, 95%
CI, 0.36-0.69).
Quibbles aside, the IOTA analysis should be the last nail in the
coffin for indiscriminately applied
oxygen therapy. We need to stop
putting nasal cannulas and face
masks on every sick patient we
see and stop shooting for that
soothing blue 100% unless we
want to be responsible for hammering in a few of those coffin
nails ourselves. 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. Runde is the assistant residency director and an
assistant professor of emergency medicine at the University of Iowa Hospitals and Clinics, where he serves as
co-director for the associate fellowship in medical education. He creates content for and is a member of the
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SPECIAL REPORT

Ten Tips for Airway Management that
Absolutely Have to be Part of Your Practice
BY TATSUYA NORII, MD,
& GRANT SCOTT, MD

A

irway management is one
of the hallmark skills of an
emergency physician, but to call it
a single skill does not give enough
credit to the complexity of the
task. It is actually a long sequence
of micro-skills and decisions. Fortunately, airway skills and equipment have improved, and it is
relatively rare to face a true “can’t
intubate, can’t ventilate” scenario.
At every step along the airway algorithm, however, are small branch
points that offer opportunities for
incremental improvement and better patient outcomes.
Which steps can be taken before, during, and after intubation to
elevate airway management from
simply securing the airway to a
well-choreographed routine that
sidesteps potential complications?
Here we discuss 10 airway techniques—before, during, and after
intubation—that you can start using
today. Some of these have robust
evidence; others are based on
physiology and expert opinion.

Before: Optimize Conditions
1. The Checklist: It is the rare ED airway case that requires truly emergent intervention. All the rest give
you at least a few minutes to plan
ahead. Make the most of any planning time you have by employing a
checklist and a verbal timeout. We
get used to working with a rotating
cast of nurses, respiratory therapists,
technicians, and residents every
shift. A checklist accompanied by a
short verbalization of the plan cognitively unloads the to-do list, unifies
everyone’s efforts, and provides a
shared mental model. Airway checklist use in the ED has been found to
improve adherence to recognized
safety measures and to reduce complications. (Acad Emerg Med
2015;22[8]:989, http://bit.ly/2Kgjoso.) (See the checklist we use at
the University of New Mexico.)
2. Resuscitation Before Intubation:
Your airway checklist should also include reminders that will help steer
you away from peri-intubation hypoxia or hypotension, which can con-
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right as possible until it is time to
intubate. Sniffing or ramped positioning will facilitate preoxygenation
and intubation.
Ideal preoxygenation takes at
least three minutes of the highest
flow possible delivered with the addition of PEEP to replace nitrogen
with oxygen, effectively creating an
oxygen reserve to extend the time
before desaturation after paralysis.
A standard partial nonrebreather will
suffice in many cases, using what is
now referred to as flush rate oxygen:
Simply turn the wall oxygen up as
high as it will go; this will typically
give about 50 L/min. Multiple studies
have shown that flush rate oxygen
with a nonrebreather (NRB) mask is
not inferior to bag-valve-mask (BVM)
for spontaneously breathing patients.
(Ann Emerg Med 2017;69[1]:1, http://
bit.ly/2tJTodU; Ann Emerg Med
3. Preoxygenation: Make the Most
of Position and Equipment: Lying
2018;71[3]:381, http://bit.ly/2Kuchso.)
flat promotes posterior atelectasis,
NRB mask is technically much easier
and the pressure of the abdominal
than BVM, and you don’t need to
contents on the diaphragm reduces
worry about mask leak.
the functional residual capacity of
Be wary if patients are still saturthe lungs, so keep patients as upating ≤93% despite sitting up with a
nonrebreather. They
are teetering on the
edge of the steep part
of the oxygen desaturation curve. (Ann
Mode
SIMV with PEEP/CPAP
Emerg Med 2016;
PS
5-10 of pressure support above
67[3]:389, http://bit.
PEEP/CPAP
ly/2Kpd9yA; Prehosp
Volume
6-8 cc/kg ideal body weight
Emerg Care 2008;
12[1]:46.) Time to
Backup rate 12
desaturation will be
FiO2
100%
measured in seconds,
tribute to secondary injury in fragile
brain. More and more, FOAMed
leaders have been reframing RSI as
resuscitation (not rapid) sequence
intubation. Our checklist has a
single line—“Fluids? Blood?
Pressors? CPAP?”—to remind us to
resuscitate before we intubate.
It is worth delaying the intubation for a few minutes in many
cases to optimize the patient’s
physiology. This may be as simple
as starting blood or hanging an infusion of norepinephrine. The intent is to mitigate the physiological
changes associated with the reduced sympathetic tone from medications and paralysis as well as reduced venous return from positive
pressure ventilation to decrease
the chance of decompensation.

Suggested Settings Using
the Ventilator for NIPPV

not minutes, at this point on the
curve. It might be necessary to
provide positive pressure with CPAP
or BPAP for these patients. Do not
forget to put the nasal cannula for
apneic oxygenation on first.
We were all taught never to
provide positive pressure during
RSI to avoid the risk of insufflating
air into the stomach, which can increase the risk for aspiration. We
have found, however, that the risk
of hypoxemia is often greater than
the risk of aspiration, especially
when hypoxemia leads to frantic
bagging later in the procedure. It is
better to provide gentle positive
pressure up front than desperate
bagging after hypoxemia ensues.
We also learned to avoid nasal intermittent positive pressure ventilation (NIPPV) in patients with altered
mental status, but we use this liberally as long as the patient is attending one-to-one. Sedation may be
required to facilitate NIPPV in some
cases, though this can be fraught
with danger in high-risk patients. Options are to titrate benzodiazepines
carefully or use delayed sequence intubation (DSI) with ketamine. (Ann
Emerg Med 2015;65[4]:349, http://
bit.ly/2yNbNwt.)
Another nice trick is to apply
the NIPPV using a ventilator with a
back-up rate rather than a standalone CPAP/BPAP device. One
can transition seamlessly from
NIPPV to full-mask ventilation (with
breaths delivered by the machine
rather than a self-inflating bag in
this case) without breaking the seal
and losing the built-up PEEP. (See
table for suggested vent settings.)
During: Laryngoscope in Hand
4. Videoscope. Every Time: Multiple
video laryngoscopes are currently
on the market that utilize standard
geometry (similar to a direct laryngoscope curved blade) and hyperangulated geometry blades to
improve the glottic view. The video
laryngoscopy technique with standard geometry blades is similar to
direct laryngoscopy while the technique for hyperangulated blades is
quite different.
Being able to see the cords does
not guarantee that intubation will be
successful, but why not practice with
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SPECIAL REPORT
it every time if you have a tool that
routinely provides a better view? Having unfamiliar equipment as a rescue
device during difficult airways only invites fumbling and equipment problems at the time you can least afford
it, so use it on all the easy cases too.
This is especially critical for hyperangulated blades where the technique
may not be intuitive initially. Anyone
who has worked with residents or
other learners in the ED setting will
attest that a screen has the valuable
second benefit of allowing you to
see what the learner is seeing.
5. ELM, A Helping Hand: External
manipulation of the larynx (ELM)
may improve visualization and intubation success for some airway anatomy. This isn’t traditional cricoid
pressure but rather a guided maneuver to actively bring the cords into
view. This is most efficient with an
assistant: Have him place his fingers
directly on the thyroid cartilage and
then place your hand over his, so
you can let go once you have optimally aligned the airway while he
maintains the view. (Photo.) This
technique is simple and costs nothing, yet is still vastly underutilized.
(Amer J Emerg Med 2013;31[1]:32,
http://bit.ly/2IuC7Lp.)
6. Use the Bougie: The bougie is
worth more than it costs—less than
$10 each! It is an incredibly handy
tool that many of us have available
in case we run into difficulty with
direct laryngoscopy, but does it have
a role in video laryngoscopy and
should it be used routinely? Our EM
colleagues at Hennepin County Medical Center in Minneapolis compared
using the bougie in place of stylet
for every intubation in a recent randomized, controlled trial. They used
it as a rescue device only in patients
being intubated with a standard
geometry video laryngoscope.
The first-attempt intubation success was significantly higher with
bougie in patients with difficult airway characteristics (absolute
between-group difference: 14%).
The first-attempt success was also
higher with bougie among all patients. (JAMA 2018;319[21]:2179.) As
with video laryngoscopy, using this
every time will also improve proficiency for the rare difficult case
when you really need it.
After: High Fives All Around
7. Skip Colormetric Confirmation:
Qualitative detectors have become

prolonged intubation in the ICU. All
benzodiazepines are also metabolized by the liver, and midazolam
and lorazepam have renally-cleared
active metabolites, so critically-ill
patients with organ dysfunction
may accumulate both.
Patients with seizures or alcohol
withdrawal may benefit from benzodiazepines, but propofol offers better ability to titrate while giving the
same benefits for the intubated patient. Sedatives like propofol won’t
relieve pain, so target pain first with,
for example, fentanyl. Then use a
short-acting sedative like propofol
to permit rapid titration to goal sedation if there is agitation unrelated
to pain. (Crit Care Med 2013;41[1]:263,
http://bit.ly/2N3fvVy.)

Airway Checklist: PLAN
Checked
o

3)

Fluids? Blood? Pressors? CPAP?

4)

Difficult? (MOANS - LEMONS - RODS - SMART)

o

5)

Plan (RSI - Awake - DSI - RSA - ICP/Vascular)

o

6)

Cric Con level (+/- Mark, inject)

o

7)

Induction Agent/Paralytic

o

8)

Post Intubation Analgesia +/- Sedation

o

9)

Plan B verbalized

o

Airway Checklist: Patient
10)

Check
o

Nasal Cannula

11)

Position

o

12)

Access

o

13)

Monitors

o

Airway Checklist: Equipment
14)

BVM (+ PEEP valve if hypoxemic)

Checked
o
o

15)

Suction

16)

Video Laryngoscope

o

17)

Intubation Equipment
(Tube, stylet, 10 cc syringe, blade x2, OPA

o

18)

Plan B Equipment at bedside
(EGD, Bougie, Cric Kit)

o

Airway Checklist: Team
19)

Check
o

PPE
Who is pushing drugs?

o

21)

Who is helping with ELM?

o

20)
22)

Who is helping with jaw thrust/c-spine?

o

23)

Who is watching sats?

o

24)

Who is holding mask for BMV?

o

25)

Time out - thumbs up from all team members

o

ubiquitous for ET tube confirmation,
but we now skip this step and go
directly to continuous waveform
capnography, which we require for
continuous monitoring of tube
placement and to avoid hyperventilation, which has been shown to be
devastating for our neuro patients.
We were using the intermediate
step of the color-based detectors,
but it seemed to take forever to get
the continuous monitors hooked up.
Now everyone knows to have them
ready before the intubation.
8. Turn Down That Oxygen: Leading
up to sedation, preparation has been
all about finding ways to provide
more supplemental oxygen and increase the patient’s oxygen reserves
to give as much time as possible before desaturation. Now, however, get
the patient settled on the ventilator,
and flip your mindset to figuring out
how little oxygen is actually necessary to maintain acceptable saturations. Hyperoxia has been linked with
worsened outcomes in acute MI,
stroke, and cardiac arrest in the ICU.
Even relatively brief hyperoxia in
the ED has been associated with

increased mortality. (Crit Care
2018;22[1]:9, http://bit.ly/2yP1aJf.)
This is best done with a blood gas,
but you can start by targeting a
saturation less than 100%. We usually aim for 94-98%. Sometimes it
is remarkable how far you can turn
down the FiO2 before the saturation drops from 100% to 99%.
9. Avoid Benzodiazepines for
Post-Intubation Sedation: The sedative and depth of sedation started
in the ED may carry forward into
the ICU, so consider both carefully.
Benzodiazepine pushes can be
helpful for managing acute anxiety,
but long-term benzodiazepine infusions have been associated with

10. Elevate the Head of the Bed:
Last but not least, elevating the
head of the bed is an extremely
easy and effective way to prevent
ventilator-associated pneumonia. A
recent review paper of 759 patients
from eight randomized, controlled
trials showed that you can decrease
the risk of pneumonia more than 25
percent by just elevating the head
of the bed to a semirecumbent position (30% to 60%) from the supine
position. (Cochrane Database Syst
Rev 2016:8;[1]:CD009946, http://bit.
ly/2N5TEg7.) Elevating the head of
the bed also lowers intracranial
pressure in patients with TBI. Consider the reverse Trendelenburg position if elevating the head of the
bed is contraindicated.
Reducing Risk: Confident management of the difficult and emergent
airway is a daily part of work in the
emergency department, but every
case still carries risk. Incremental improvement at every stage of airway
management can reduce the risk
and immediate and long-term complications. Routinely using these tips
will hopefully help you and your patients breathe easier whenever the
next challenging intubation comes
through the doors. EMN

Dr. Norii is an assistant clinical director of
adult emergency medicine at the University of New Mexico. He is a founder and
the president of the Japan Society of Procedural Sedation and Analgesia. (http://bit.
ly/2KaykIC.) He is also the president-elect
of the New Mexico chapter of the American College of Emergency Physicians. Dr. Scott is an assistant professor
and the assistant medical director for emergency medicine at the University of New Mexico.
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BOUNCING BACK

‘Being Vulnerable Set Me Free
from Guilt and Shame’

‘I

may have been blindsided by
her brain tumor. I failed her
by taking her too late, and now
she would be a medical device kid
with a VP shunt for life. But I was
still a doctor. The least that I could
do now was to make sure if the
inevitable became excruciating for
my daughter, I knew enough not
to let her suffer. I was still a doctor, and I could prevent torture.
Insulin was my choice, and I didn’t
plan to go to jail.”
I wasn’t surprised when those
words came out of my mouth as I
lectured on physician suicide. I had
confessed my thoughts of killing
myself after releasing my child
from anguish multiple times in the
past. I always leave wondering
what people thought. Did they
think I couldn’t handle my daughter’s diagnosis? That I was weak?
That I was depressed? Would they
be afraid of my abilities as a
mother or as a doctor? Did they
get that I felt responsible?
This time was different. I was
scheduled to tell my story at an
emergency medicine conference,
but I realized during the morning
sessions that most of the people in
attendance had already heard it. I
challenged myself to give them
more. I reworked my thoughts for
my lecture that afternoon.
I started my story with a simple
statement—“I think some people
thought I was depressed”—and

shared the impossible
puzzle in my mind.
How could a good
mother not know that
monstrosity was in her
child’s head? Was I
not paying attention?
Was I working too hard
on my career? And if
you could forgive the
mother’s ignorance,
how could you excuse
the doctor’s? Look at
the image. It is huge.
Isn’t everyone thinking
the same thing? And if
both of those thoughts
are acceptable, how can
I ever let anyone leave
the ED again? How do
I have any clue what is
really going on with
my patients if I didn’t
even know what was
happening with my own
child?
No, I wasn’t depressed. I felt responsible. And I had second victim syndrome. I buried those thoughts
inside of me for fear that those
around me would share my opinion. It took me 17 years to share
her MRI with another doctor. I did
it by email. I couldn’t bear to look
into a colleague’s eyes reflecting
the horror of this miss.
Vulnerability Heals
Interestingly, in a short period of
time, three EPs, all male, praised

‘I was the judge of whether I was a
competent mother and doctor, and the
verdict was clear: Guilty.’
then I crushed that thought: I never
thought I was depressed. I never
thought I couldn’t handle her diagnosis. I thought it was my fault.
As the sole judge of whether I had
been found competent as a mother
and as a doctor, the verdict was
clear: Guilty. There would be no
grace, no compassion, no forgiveness, no mercy.
As I flashed the MRI image of
her brain tumor on the screen, I
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me for being able to tell my story.
All mentioned that vulnerability
seemed to come easy for me. No,
vulnerability isn’t easy or natural
for me. Expressing my vulnerability feels like playing emotional
Jenga every single time. This
could be the time that goes too
far, the time everything comes
crashing down. I am scared every
time I go just a little bit further to
expose my soul.

could change things. On
the other hand, if that
went badly, I never had to
belong to any EM group
that he belonged to, and I
never ever had to go to
Kentucky where he lived.
In the intervening two
years, I have discovered
the work of Brené Brown,
PhD, on shame resilience
theory and the power of
vulnerability. Dr. Brown
describes shame as an intensely painful feeling
that one is unworthy of
belonging. Addictions,
depression, eating disorders, bullying, and, I believe, suicidal ideation are
correlated with shame.
“Shame needs three
things to grow exponentially: secrecy, silence,
and judgment,” she said.
“Shame cannot survive
being spoken. It cannot
survive empathy. … Empathy is cultivated by courage,
compassion, and connection,
and is the most powerful antidote
to shame.” (Signs of the Times.
July 4, 2013; http://bit.ly/2yod6RZ.)
I am fearful every time I talk—
or write—about this experience,
but the increased depth of connection has made it worthwhile.
Vulnerability has healed me.
Looking back, silence was the
prison that I thought was keeping
me free. EMN
Courtesy of Loice Swisher, MD

BY LOICE SWISHER, MD

When my daughter was first
diagnosed, the term “second victim
syndrome” hadn’t even been
coined. I didn’t realize the sense of
responsibility as a doctor would
spill over to the care of my family.
I didn’t realize that the key to getting through it was “surviving the
inquisition.” I didn’t realize that the
ruling in my mind was far harsher
than those in virtually all others’.
I was still clueless more than a
decade and a half later when I first
revealed my story to another doctor, Christopher Doty, MD, at the
2016 CORD Academic Assembly in
Nashville. I knew he had a resident
who had died by suicide prompted
by issues with a sick family member. On one hand, I felt compelled
to connect because maybe we

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 has been the nocturnist in the Mercy
Philadelphia Hospital ED since 1997. She is also the author of the Emergency Medicine News blog, Lions and
Tigers and Bears: http://bit.ly/EMN-Swisher. Dr. Swisher
was also the first female board member of http://www.
emedhome.com, the educational website, and is also a member of the
American Academy of Emergency Medicine Wellness Committee. Follow
her on Twitter @L_swish.

EMERGENCY MEDICINE NEWS | AUGUST 2018

LWW-EMN_August 2018_Layout.indd 14

18/07/18 12:46 PM

CLINICAL PEARL

Ketamine for Benzo-Resistant Alcohol Withdrawal
BY EMEDHOME.COM

S

Creative Commons/Wikipedia

tarting to think there’s nothing ketamine can’t do? That’s
understandable considering that
the recent literature indicates another role for ketamine—this time
to treat benzodiazepine-resistant
severe alcohol withdrawal. Ketamine offers a logical mechanism to
treat severe alcohol withdrawal:
High doses
of ethanol
competitively
antagonize
NMDA receptors, and
the unopposed NMDA
receptors
lead to excitatory symptoms during
withdrawal.
Ketamine
is an NMDA
receptor antagonist, and
it treats ethanol withdrawal at a
receptor not addressed by traditional therapy. Ketamine also has a
low potential for respiratory depression. A just-released retrospective observational study of
63 patients found that a ketamine
infusion in patients with delirium
tremens was associated with
reduced GABA-agonist (benzodiazepines and phenobarbital)
requirements, shorter ICU length
of stay, and fewer intubations. (Crit
Care Med 2018 May 8. doi: 10.1097/
CCM.0000000000003204.)
Ketamine was infused at 0.15-0.3
mg/kg/hr until delirium resolved
as an adjunct to standard symptomtriggered GABA agonist dosing.
Another just-released review
included 30 patients receiving
ketamine adjunctively with a
lorazepam infusion for severe alcohol withdrawal. (J Med Toxicol
2018 May 10. doi: 10.1007/s13181-0180662-8.) Mean time to initiation of
ketamine after the initiation of a
lorazepam infusion was 41 hours. All
patients achieved initial symptom
control within one hour of ketamine
initiation. Median initial ketamine
infusion rate was 0.75 mg/kg/hr.
A 2015 study also evaluated
patients receiving an infusion
of 0.20 mg/kg/hr of ketamine IV.

EMedHome.com on EM-News.com
Visit our website for podcasts from Amal Mattu, MD, and videos from
other noted emergency physicians from EMedHome.com at http://bit.ly/
EMN-EMedHomeVideos.
This Month’s Podcast

Amal Mattu, MD, and Colleagues: STEMI Mimics You Can’t
Afford to Miss: 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

Rob Rogers, MD: Don’t Let Your Next MI Patient Be You:
http://bit.ly/EMN-EMedHomeVideos. Dr. Rogers is an associate
professor and the director of medical education and the teaching
fellowship in emergency medicine at the University of Maryland
School of Medicine.

(Drug Alcohol Depend 2015;154:296.)
Ketamine reduced the amount of
benzodiazepine required. Ketamine
is readily available in the ED, and
EPs are familiar with its use. Currently, phenobarbital and propofol

have more literature support
than ketamine in benzodiazepineresistant withdrawal, but this is
changing, and ketamine is an option
as an adjunctive medication. (Am J
Emerg Med 2017;35[7]:1005.) EMN

This Clinical Pearl first appeared on EMedHome.com.
Subscribers get a new clinical
pearl emailed to them every
Wednesday. Visit www.
EMedHome.com.

A Familiar Face in a New Place!
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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AT YOUR DEFENSE

Think You Know All about EMTALA? Think Again
BY CARLO REYES, MD, JD

No Medical Screening Exam
Case: An ED nurse directed a
58-year-old patient complaining
of blurry vision to a local ophthalmologist. The patient presented to
another hospital later that day and
received stabilizing treatment.
Take-Home Message: ED nurses
should not direct patients away
from the ED, and don’t let them
talk you into this. Beware the “MD
aware” nursing documentation.
Case: An EP discharged a
49-year-old man with multidrug ingestion and suicidal ideation four
hours after presentation. The patient killed himself four days later.
Take-Home: Danger-to-self determinations should be conducted
by psychiatrists and other mental
health specialists. Intoxication at

16
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T

he largest EMTALA settlement
in the controversial statute’s
30-year history has had a surprising effect: The number of EMTALA
fines have doubled.
The Office of Inspector General
(OIG) reported just nine violation
settlements in 2017 but eight this
year from January to May. This uptick in enforcement may be the
OIG’s renewed focus on regulation
because of the AnMed Health case,
a $1.295 million settlement for failure to stabilize an emergency medical condition. Thirty-six patients at
the Anderson, SC, hospital deemed
by the emergency physician to
have a psychiatric emergency were
not admitted to the hospital’s
inpatient psychiatry unit, but were
boarded in the emergency department (one for 38 days) until transport to the county’s inpatient
psychiatric facility. (OIG, June 23,
2017; http://bit.ly/2tzhN6E.)
Multiple questions arise from this
settlement. Can EPs identify and
stabilize a psychiatric emergency?
(OIG: No.) Can a hospital policy flag
only voluntary psychiatric admissions to their inpatient psychiatric
unit and deflect involuntary ones
for transfer to the county’s psychiatric facility? (OIG: No.) Does
EMTALA require on-call psychiatrists to consult on involuntarily
held psychiatric patients in the ED?
(OIG: Yes.) Now consider the following cases from this year.

the time of suicide attempt does
not suggest no risk in determining
suicidality. A hospital policy delineating the process for acute psychiatric evaluation based on an
EP’s initial evaluation protects the
hospital.
Case: ED staff diverted an ambulance in the ambulance bay transporting a patient with uncontrolled
hypertension because they believed
the hospital was on diversion.
Take-Home: The EMTALA obligation for a medical screening exam
starts within 250 yards of the main
buildings of a hospital, and may include roads and parking structures.
Diverting patients within that
space violates the mandate to
provide a medical screening exam.
Failure to Stabilize
Case: After consulting the on-call
cardiologist by phone, an EP initiated transcutaneous pacing for a patient with unstable bradycardia. He
then intubated the patient after his
condition worsened. He was transferred to a nearby hospital, and later
died after a pacemaker was placed.
Take-Home: Stabilizing or definitive treatment within an on-call
consultant’s scope should be
provided to unstable patients before transfer.
Case: An EP appropriately diagnosed a patient with perforated
viscus, but the on-call surgeon recommended transfer to a hospital
that previously treated her. The
transfer was made almost four
hours later, and she was in septic
shock. She died that day.
Take-Home: An appropriate
transfer includes the EP’s risk-

benefit analysis that must be conducted and repeated if a delay in
transfer affects this analysis.
Transfer Failures
Case: An EP transferred two patients to another hospital to receive
stabilizing care. The neurosurgical
patient had a four-hour delay before being transferred 122 miles;
the obstetrics patient had a
105-minute delay before being
transferred 80 miles. The clinical
condition of both deteriorated
before the patients’ arrival at the
receiving hospital.
Take-Home: An appropriate
transfer includes the EP’s riskbenefit analysis that must be conducted and repeated if a delay in
transfer affects this analysis.
Case: One hospital contacted
another to accept a patient with a
ruptured ectopic pregnancy. The
hospital said it did not accept EDto-ED transfers, which was repeated
by the ED staff and the on-call
gynecologist.
Take-Home: Hospital processes
that do not reflect current EMTALA
obligations create liability. On-call
consultants also must be well-versed
in such obligations.

Case: An ED nurse told a patient in labor that the hospital did
not have obstetrics services, and
said she could wait to be transferred or drive herself to another
facility 30 minutes away.
Take-Home: ED nurses should
not direct patients away from the
ED, and don’t let them talk you
into this. Beware the “MD aware”
nursing documentation.
Case: An on-call urologist refused to accept the transfer of a
13-year-old with testicular torsion.
Take-Home: Stabilizing or definitive treatment within an on-call consultant’s scope should be provided
to unstable patients before transfer.
Looking Forward (Dreading)
I predict a trend of increasing
EMTALA enforcement for hospitals
in light of the OIG raising the violation penalty from $50,000 to
$103,139 for hospitals with on-call
physicians and more than 100 beds.
An EP’s decision-making directly
affects a hospital’s vulnerability, so
EPs must understand how the OIG
interprets EMTALA for conducting a
medical screening exam and stabilizing an emergency medical condition.
Trends to watch for:
■ Patient harm is not a requirement (in contrast to a medical
negligence analysis).
■ The OIG may infer a hospital’s
financially-motivated decisions,
triggering an EMTALA analysis.
■ Hospitals continue to commit
the same types of EMTALA violations.
■ EPs continue to be in the
middle of this mess, whether we
like it or not.
■ Phone management by an
on-call consultant continues to be
an EMTALA trap.
■ EPs and emergency nurses
need regular EMTALA training and
updates. EMN

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

Symptom:
Vaginal Bleeding
in Early Pregnancy
BY CHRISTINE BUTTS, MD

A

38-year-old woman presented
to the emergency department with vaginal bleeding and
cramping. She reported that she
had taken several home pregnancy tests, which were positive.
A urine pregnancy test at triage
was also positive. Her last normal
period was approximately two
months earlier. She had three prior
pregnancies and births with no
complications and no other medical problems.
Her exam was unremarkable except for her pelvic exam, which
demonstrated a moderate amount
of dark blood in the vagina with
no active bleeding from the cervical os. The os was closed, and
no cervical motion tenderness,
uterine tenderness, or adnexal
mass or tenderness was found.
The patient’s workup was significant for a β-Hcg of 1,008 mIU/mL.
Hemoglobin and hematocrit were
within normal limits. A transvaginal ultrasound was performed at

the bedside. What is concerning
about this image?
Find the diagnosis and case
discussion on p. 22.

A transvaginal
ultrasound
demonstrated a
fetal pole
within a small
gestational sac.
Watch of a
video of this at
http://bit.ly/
VideosSound.

Follow us on
Twitter
@emnews or by
scanning this with
a QR reader
or Google.
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BY JAMES R. ROBERTS, MD

K

idney infections are not the
most interesting or challenging cases in the ED, but they
are omnipresent and require the
correct diagnosis and treatment.
Pyelonephritis can quickly lead
to sepsis or septic shock, and
the causes and ramifications
are varied. A significant medical
problem arises once a simple
urinary tract infection progresses
to the kidney.
A recent article in the New England Journal of Medicine presented
a case history and an erudite discussion of acute pyelonephritis in
adults. I will discuss only gardenvariety, uncomplicated pyelonephritis in the previously healthy adult,
but this infection is also present in
more complicated patients, such
as those with immunocompromise,
transplant, and hardware in the
urinary tract.

Acute Pyelonephritis in Adults
Johnson JR, Russo TA
N Engl J Med
2018;378(1):48
The authors reported that an otherwise healthy 35-year-old woman
presented with urinary urgency,
dysuria, fever, malaise, nausea, and
flank pain. She took a fluoroquinolone for diarrhea during a recent
trip to India. Her temperature was
38.6°C, pulse was 110 bpm, and
blood pressure was 105/50 mm
Hg. She had suprapubic and flank
tenderness without abdominal
tenderness. The white-cell count
was 16,500/mm3, and the serum
creatinine concentration was
1.4 mg/dL with the most recent
measurement before presentation
being 0.8 mg/dL. A urinalysis was
positive for leukocyte esterase
and nitrites.
A few caveats were noted. It is
believed that discharge may be
possible following initial intravenous antibiotic therapy and fluid
resuscitation. Ertapenem or amikacin to cover resistant Escherichia
coli was recommended because
she had been in another country.
These authors suggested no initial
ED imaging in this patient.

18

A 14-day course
of trimethoprimsulfamethoxazole
or a seven-day
course of fluoroquinolone is sufficient if the patient
is deemed stable
Hydronephrosis
enough to be
discharged. No
specific follow-up
testing is suggested if the clinical
course is without
complication, but
clinical follow-up
within a few days
is suggested.
The authors
noted that pyelKidney stone obstructing ureter
onephritis denotes
inflammation of
the renal pelvis
Imaging with ultrasound or nonenhanced CT
and kidney, and it
scan is indicated in patients critically ill with
typically manifests pyelonephritis to look for obstruction or other
coexisting pathology.
itself suddenly
with signs and
those with extenuating circumsymptoms of systemic and bladder
stances. It has been estimated
inflammation such as fever, chills,
that about 10 percent of cases
malaise, flank pain, urinary urgency,
of septicemia originate from pyeland dysuria. Up to 20 percent of
onephritis.
patients lack prior or extant bladPyelonephritis can originate
der symptoms and present initially
from cystitis, but only about three
with kidney involvement. Flank
percent of patients with cystitis
pain or tenderness is common but
progress to pyelonephritis, which
not universal. Kidney infection is
is more common during pregsupported by a urinalysis that innancy or with some sort of
dicates bacteria or pyuria, often
mechanical obstruction, such as
both, substantiated by a positive
a kidney or ureteral stone or prourine culture, usually for gramstate enlargement. Most cases
negative bacilli, most commonly
arise from enteric bacteria asE. coli. Hospitalization is not often
cending to the kidneys from the
required, but it is more likely nebladder, but rarely bacteremia
cessary in young children and the
with Staphylococcus aureus or
elderly, those clinically toxic, and

Alternatives to Fluoroquinolones
for Uncomplicated Pyelonephritis
■ Trimethoprim-sulfamethoxazole (Bactrim and others): One

■
■
■
■

double-strength (160 mg/800 mg) tablet orally twice daily for 7
to 10 days
Amoxicillin-clavulanate (Augmentin and others): 875 mg orally
twice daily for 10 to 14 days
Cefpodoxime (Vantin, Banan, and others): 200 mg orally twice
daily for 10 to 14 days
Cefdinir (Omnicef and others): 300 mg orally twice daily for 10 to
14 days
Cefadroxil (Duricef, Ultracef, and others): 1 g orally twice daily for
10 to 14 days

Lippincott, 2014

Where to Start for Pyelonephritis?
Urinalysis, CT, Antibiotics, and Observation?
Candida can seed the kidneys
hematogenously.
Most cases resolve within four
to five days, but patients who
worsen in the first 48 hours raise
concerns for potential complications that warrant more urgent intervention. Complications are seen
in those with obstruction from
stones, tumors, sickle cell disease,
diabetes, and perinephric abscess
formation. Associated kidney injury
usually resolves quickly with treatment, and renal failure is unusual
unless there are complications,
most commonly obstruction.
Previously young healthy
women are the most common patients. The predominant pathogen
is E. coli. Men, elderly women, and
institutionalized patients are more
likely to have non-E. coli gramnegative bacilli and gram-positive
pathogens. Microbial resistance of
E. coli has become an increasing
problem.
Diagnosis: Presumptive diagnosis of pyelonephritis can be
made with a urinalysis showing pyuria or bacteriuria, flank pain, and
usually a fever. Occasionally, the
initial presentation can be confused
with cholecystitis, appendicitis,
renal vein thrombosis, or PID.
Prostatitis is often coexistent or
the cause of pyelonephritis in
men. Finding 10,000 or more
colony-forming units of uropathogens per milliliter of urine confirms
infection. Fewer diagnostic labs
may be seen if a patient had prior
antibiotics or has urinary tract obstruction. Positive blood cultures
can occur. Imaging to identify obstruction, abscess, or necrotizing
infection is often used, particularly
if one suspects urolithiasis, if the
urine pH is 7.0 or higher, or a decrease in glomerular infiltration
rate, which is suggestive of obstruction, is seen.
Treatment options range from
discharge with oral antibiotics to
short-term observation with intravenous fluids and intravenous antibiotics to hospital admission.
The decision to admit is usually
based on clinical acumen, patient
characteristics, and the severity
of the illness. Intravenous fluids
are often administered even to
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INFOCUS
those who will eventually leave
the ED.
Antimicrobial Therapy: Antibiotics, the mainstay of therapy, are
chosen empirically. Nitrofurantoin
is adequate for cystitis, but it
should not be used for pyelonephritis. Fluoroquinolones and
trimethoprim-sulfamethoxazole are
generally highly efficacious. These
antibiotics obtain high concentrations in the urine and renal tissues.
About 10 percent of E. coli are
resistant to these antibiotics, however. Initial treatment with a single
antibiotic is not recommended in
critically ill or fragile patients.
These authors recommend administration of an initial broadspectrum intravenous long-acting
antibiotic, such as ceftriaxone,
gentamycin, amikacin, or ertapenem, for patients who are
being discharged. The authors
recommend about 18 commonly
used antibiotics for treating acute
pyelonephritis in adults. A variety
of cephalosporins are recommended if fluoroquinolone resistance is
a question. Oral therapy with these
drugs is best supplemented by an
initial dose of intravenous antibiotic given the rising resistance of
E. coli to fluoroquinolones and
trimethoprim-sulfamethoxazole.
Reconsider admission, imaging,
and intravenous broad-spectrum
antibiotics if no clinical improvement is seen with a day or two of
oral antibiotic therapy.
A five- to seven-day course of
fluoroquinolone or a 14-day course
of trimethoprim-sulfamethoxazole
is generally recommended for outpatients. An initial dose of a
long-acting IV antibiotic is also
suggested.
These authors recommend initial genitourinary imaging in very
ill patients and in those with a decrease in GFR, suspected urolithiasis,

Indications for Initial Imaging
for Clinical Pyelonephritis
■ Possible urolithiasis or obstruction/prior stone
■ Suspected abscess
■ Sepsis/septic shock
■ Urine pH of 7.0 or higher (associated with stones)
■ New decrease in glomerular filtration rate (less than 40 mL/minute)

suggestive of obstruction
CT is more sensitive for diagnosing abscess, inflammation, and gas formation and for
detecting stones. Ultrasound is more sensitive for diagnosing hydronephrosis, and can
be done at the bedside. A combination of ultrasound and CT is reasonable in critically
ill patients.

or urine pH of greater than 7.0.
Pyelonephritis is usually associated
with an acidic pH of the urine. A
urine pH greater than 7.0 is an interesting finding, and should
raise the clinician’s suspicion for
calcium phosphate stones. Imaging
for obstruction, abscess, or necrotizing infection is suggested if no
improvement is seen in 24-48
hours.
Ultrasound, often done at the
bedside, can easily address hydronephrosis, and is the imaging
of choice during pregnancy. A
contrast-enhanced CT is more
sensitive for diagnosing abscess,
inflammation, or gas formation, but
dye is contraindicated in patients
with renal dysfunction. The preferred method for initial evaluation
is likely an unenhanced CT. Hydronephrosis should be identified
early because it usually involves
obstruction or the need for percutaneous drainage.
Special Situations: These authors suggest that any pregnant
woman with pyelonephritis should
be admitted to the hospital for
intravenous antibiotics. Pyelonephritis can progress rapidly
and cause life-threatening complications to the mother and
fetus. The antibiotic of choice for
these patients is a parenteral

broad-spectrum beta-lactam,
such as ceftriaxone or cefepime.
Avoid aminoglycosides, tetracyclines, fluoroquinolones, and
trimethoprim-sulfamethoxazole in
pregnant women.
Comment: Pyelonephritis is actually a rather in-depth topic, but
I will not attempt to cover complicated cases, such as men with
prostatitis, those with renal transplant, or those with obstruction
or severe immunocompromise.
Men with pyelonephritis are a
different issue; they often have
prostatitis or a stone. I suggest a
rectal exam looking for prostatitis
and a noncontrast CT in men on
the first visit with pyelonephritis.
It goes without saying that all patients with suspected pyelonephritis
should have a urinalysis—dipstick
and microscopy—and a urine culture
with susceptibility testing. Ensure
that the urine culture results can be
evaluated if the patient is discharged
from the ED. The easiest way is to
have the patient return to the ED in
48 hours. Blood cultures should be
drawn for those who look ill.
It is not always recommended,
but a CT without contrast has become a standard radiographic
study in all but the most uncomplicated cases. A CT will identify a
stone, abscess, obstruction, or a

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 July 31, 2019.
Learning Objectives for This Month’s CME Activity: After participating in this CME activity, readers should
be better able to evaluate patients with pyelonephritis and develop a plan for treatment.

gas-forming infection. Contrast is
generally not required in the majority of patients.
I would be in no hurry to discharge a previously healthy woman
with pyelonephritis without some
period of observation in the ED. It
makes sense to admit all but the
well-appearing patients to observation to receive IV antibiotics and
at least observation for eight to
12 hours. Additional treatments
and evaluation can be performed
more easily outside the ED.
I’m a fan of giving intravenous antibiotics for those to be discharged. I
prefer ceftriaxone or ertapenem, followed by an oral antibiotic, usually
trimethoprim-sulfamethoxazole. Be
generous with IV fluids, and observe
for four to six hours. This has proven
effective in most patients. (Ann
Emerg Med 1991;20[3]:258.) Despite
resistance to fluoroquinolones or
trimethoprim-sulfamethoxazole,
both are still recommended as
reasonable first choices for oral
antibiotics.
It seems reasonable to perform
a noncontrast CT scan in the ED
for those being admitted. Patients
with neurogenic bladder, indwelling catheters, or ureteral stents
are obviously more complicated
and should be admitted and
given intravenous antibiotics in
the ED with appropriate consultation. Multiple problems have been
reported with fluoroquinolone
antibiotics, so I prefer to use
trimethoprim-sulfamethoxazole as
my PO antibiotic of choice for
those discharged. 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. 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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QUICK CONSULT

Symptoms: Vision Loss and Swelling
BY HEATHER JIMENEZ, MD, &
COURTNEY M. SMALLEY, MD

A

10-year-old girl presented with two weeks
of progressive vision loss. She was seen as
an outpatient by a retinal specialist, who referred
her to the ED with the image shown.
The patient denied any complaints beyond vision loss. Her mother said the patient appeared
puffy and had swelling around her eyes, which
they had noted earlier that day. No other complaints such as chest pain, shortness of breath, or
weight change were reported.
The patient was comfortable in bed with initial
vital signs documented as a blood pressure of
211/131 mm Hg, a heart rate of 98 bpm, a temperature of 98.1°F, and a normal respiratory rate and
pulse oxygenation. The patient was 80.2 kg. Her

physical exam was unremarkable except for
periorbital edema and nonpitting edema of her
bilateral upper and lower extremities. Her lungs
were clear, and no unusual bruising or palpable
liver was found.
A peripheral IV was started, and a variety of labs
were drawn. Repeat systolic blood pressure readings remained 220-240 mm Hg. Immediate blood
pressure control was initiated for a hypertensive
emergency with a nitroglycerin drip titrated to SBP
180s. Initial labs returned with a hemoglobin and
hematocrit of 8.9 and 26.2, respectively, bicarb of
20, creatinine of 2.15 with BUN 17, and normal sodium. Protein, albumin, and calcium were 4.9 g/dL,
2.1 g/dL, and 7.4 mg/dL, respectively. The patient
was admitted to the pediatric ICU for further care.
What is going on with this child?
Find the diagnosis and case discussion on p. 24.

THE SPEED OF SOUND

Diagnosis: Spontaneous Abortion
BY CHRISTINE BUTTS, MD
Continued from p. 17

V

aginal bleeding in the first
trimester of pregnancy is a
common presenting complaint in
the emergency department. The
first task in these patients is to
rule out an ectopic pregnancy.
Bedside ultrasound is typically
sufficient to achieve this goal because identifying an intrauterine
pregnancy virtually rules out an
ectopic pregnancy in patients who
are not receiving follicle-stimulating
medications. (J Clin Ultrasound
2002;30[3]:161.) Intrauterine pregnancy is defined as the presence
of a yolk sac or fetal pole (plus or
minus a heartbeat) within the endometrium of the uterus.
In this case, an intrauterine pregnancy was identified: A fetal pole
with a heartbeat was seen within
the uterus. (Image 1; video available
at http://bit.ly/VideosSound.) Some
signs point to the fact that this pregnancy is not proceeding normally. A
number of findings are conclusive of
pregnancy failure when evaluating a
first trimester pregnancy with ultrasound. (N Engl J Med 2013;369[15]:
1443.) These include the absence
of a fetal heartbeat in comparison
with the crown rump length and the
overall gestational sac size. Several
other factors suggest (if not confirm) pregnancy failure, including

Image 1. A transvaginal ultrasound demonstrated
a fetal pole within a small gestational sac. Watch
of a video of this at http://bit.ly/VideosSound.

lack of progression of the gestational sac or yolk sac and structural abnormalities, such as an
abnormal-appearing yolk sac.
The mean sac diameter (MSD)
of the gestational sac is determined by measuring the sac in three
planes (transverse, longitudinal, and
coronal), and can be calculated by
most ultrasound machines. The MSD
should enlarge as the pregnancy
progresses. A difference of less than
5 mm between the MSD and the
crown rump length is an ominous
sign that pregnancy failure is likely.
The gestational sac in this patient
looked small compared with the
fetal pole. This finding, even with
the presence of a fetal heartbeat, is

Image 2. Transvaginal ultrasound demonstrating a fetal
pole within a normal gestational sac. Watch of a video
of this at http://bit.ly/VideosSound.

concerning. A normal-sized gestational sac relative to the fetal pole is
shown in Image 2. (Video available
at http://bit.ly/VideosSound.)
This patient was discharged with
precautions and follow-up. Unfortunately, she returned two days later
with increased bleeding. A repeat
ultrasound at that time demonstrated loss of fetal heart tones, and

the patient underwent an uncomplicated spontaneous abortion. 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. Butts is the director of the division of emergency ultrasound and a clinical assistant professor of emergency
medicine at Louisiana State University at New Orleans.
Follow her on Twitter @EMNSpeedofSound, and read
her past columns at http://bit.ly/EMN-SpeedofSound.
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LIFE IN EMERGISTAN
BY EDWIN LEAP, MD

Back
to Work!

W

There are
Administrators
to Pay!
men and women who outnumber
clinicians and populate the administrative suites of hospitals actually
get paid?’
I knew it wasn’t bake sales. I was
confident it wasn’t car washes. It
didn’t seem that the cafeteria was
a profit center supporting the institution. Across Emergistan, presid-

The medical prairies teem with more
and more people in suits brandishing
clipboards committed to watching us
and monitor them and to find new
things and ways to bill. More
policies mean more staff necessary
to oversee the physicians, nurses,
and others at “the tip of the spear,”
those who actually (but occasionally) are able to leave their screens
and touch patients.
One day I asked myself, “Self,
how is it that all of that managerial
oversight, all of those monitors, all
of those policy-makers and rulegenerators, all of those herds of

ents and vice presidents, CEOs and
CFOs, and all the rest don’t bill patients. Despite the occasional lavish
gift from a rich patient, hospitals
tend not to be sustained by large
endowments.
“How is it then,” (I asked myself again) “that they are compensated?” Then I saw the light.
It’s a bit of truth we rarely acknowledge, just like our overseers.
The fact is that pretty much all of
the money that funds all of the

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

Bablab/iStockphoto.com

e sit at our computerized
cubicles entering data all day
long, largely for billing purposes.
Sometimes I feel like a rat in a hole,
running to find food and then running back to the safety of the glowing screen. Ah, that glowing screen,
where the work of medicine is done,
not in palpation or assessment, not
in differential diagnosis and reexamination but in keystrokes, saves,
and signatures. How else would the
system be able to bill for everything
from the most life-saving intubation
to the least significant normal oxygen saturation assessment?
We are surrounded by a cloud of
witnesses as we do this, those whose
jobs revolve around making us do
our jobs better, with happier customers and more data and clarity.
They are important; we need
coders, managers, IT, and the
people who help us do our work.
But their numbers have multiplied
over the years. Administrators of
every stripe are a species with no
natural predator.
Or to switch metaphors, administration is a positively reinforcing
cycle in which more laws and more
rules require more policies, which
require more staff to implement

people who supervise us and
their assorted plans, policies, and
activities is made at the bedside
where sick people are treated by
trained people. Sick person meets
trained doctor. That’s rather a
simplified summary of the raison
d’être of medicine, isn’t it?
Too Many People Giving Orders
Did that ever occur to you? Somehow I never really thought about it
explicitly. But as the medical prairies teem with more and more
people in suits brandishing clipboards and affixing letters after
their names, committed to watching us and using us more effectively, I had to accept the hard fact
that you and I are paying them.
The patient-physician interaction (and all its associated activities in nursing, respiratory therapy,
the lab, etc.) is the highly valued
thing that brings money to hospitals.
Without that, there would be no,
and I mean no, hospital. That would
mean no supervisors, directors, administrators, patient engagement

officers, quality officers, compliance officers, ad infinitum.
This is especially poignant when
physicians and others in clinical care
are often treated as a burdensome
cost, an annoyance, a problem to
be managed. Just as Major Burns
on “M*A*S*H” said, “Medicine would
be great if it weren’t for the sick
people,” perhaps some think hospitals would be fantastic profit centers
if it weren’t for the pesky physicians.
You know this is true when you
look at the volume and ask for more
coverage and are told that it’s
simply too expensive. Or when you
ask for a secretary or PA because
you feel overwhelmed, and the answer is, “We’ll have to check the
numbers and get back to you.” The
hospital is filled with people whose
jobs do not require the constant vigilance, the endless interruption, the
missed lunches and delayed urination, the life-saving attention of the
physicians seeing patients. But all of
them are funded by the annoying,
expensive doctors.
I know I need the people who
manage credentials and benefits,
who deal with contracts and malpractice, who wrangle insurers and
a dozen other things in this complex
era of health care. But I’m quite confident that we have far too many
people telling us what to do, how to
do it better, and how to do it faster
while prodding us to bill more for
it—and shaking their heads when we
say we need more help to do it better and more safely.
The realization that we generate
their salaries and constantly need
to generate more to support more
of them is a bitter pill indeed.
Back to your lives, people. There
are salaries to pay! 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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QUICK CONSULT

Diagnosis: Nephrotic Syndrome
BY HEATHER JIMENEZ, MD,
& COURTNEY M.
SMALLEY, MD

Labs to Consider in the Initial Workup
of Nephrotic Syndrome

Continued from p. 22

■ Urinalysis including microscopy

■ QuantiFERON or PPD test

T

■ Urine protein:creatinine ratio

■ RPR

■ Ionized calcium

■ HIV

■ CMP (or BMP and serum protein)

■ Lipid panel

■ Complement (C3/C4)

■ ANA

he patient’s constellation
of hypertension and initial
laboratory values were concerning for nephrotic syndrome.
A diagnosis of hypertensive
emergency was made given the
evidence of end-organ damage
on her retinas, kidneys, and low
serum protein.
Nephrotic syndrome is the
most commonly acquired renal
disease in children. It affects children of all ages, including infants,
but is most common among
school-aged children and adolescents. The prevalence is 16 per
100,000 (Pediatr Rev 2015;36
[3]:117) with a 2:1 male:female
predominance. (Rosen’s Emergency
Medicine: Concepts and Clinical
Practice. Philadelphia: Elsevier;
2018.)
Nephrotic syndrome is characterized by a disruption of the filtration system in the glomeruli of
the kidney, leading to proteinuria.
This abnormality is best visualized using an electron microscope, but may appear normal
through light microscopy. The

■ Hepatitis panel

most common cause of primary
nephrotic syndrome in schoolaged patients is minimal change
disease, which is often only seen
using an electron microscope.
(Pediatr Rev 2015;36[3]:117.)
Nephrotic syndrome can
present in a variety of ways. Some
children are noted to have elevated
protein in random sampling of
urine or a urine protein:creatinine
higher than 2,000 mg/g. Others
may present with dependent
edema or periorbital edema. The
disease often presents following a
recent illness. Other notable lab
abnormalities may include hyperlipidemia, hypertriglyceridemia,
and low serum calcium (related to
low albumin).
Workup of nephrotic syndrome
should include a urinalysis, spot

In Brief
New Academic EM Department Created
Weill Cornell Medical Center has established a new academic department of emergency medicine and named Rahul Sharma, MD, as
its inaugural chairman.
Dr. Sharma, who has served as the emergency physicianin-chief and division chief at New York Presbyterian/Weill Cornell
Medical Center since 2016, said in a press release that he plans
to add more educational initiatives to the department’s existing
portfolio, specifically expanding the summer scholars program
that he established in 2016 to expose medical students to health
care leadership and management, into a two-year fellowship for
emergency physicians.
The department will also focus on increasing research efforts by
recruiting physician-scientists who can obtain research grants and
investigate trends in digital health care, geriatrics, and resuscitation
medicine.
As emergency physician-in-chief, Dr. Sharma oversees operational
activities for the emergency departments at New York-Presbyterian/
Weill Cornell Medical Center and New York-Presbyterian Lower
Manhattan Hospital. He also leads the telemedicine program, ED
Telehealth Express Care, which has reduced wait times from two
to three hours to 30-45 minutes. He was also honored in October
with the 2017 Emergency Care Innovation of the Year Award at the
American College of Emergency Physicians Scientific Assembly in
Washington, D.C.

urine, creatinine ratio, and complete metabolic and lipid panels.
Investigation of the underlying
cause may include extensive
rheumatologic workup, infectious
disease evaluation, renal biopsy if
over age 12, and advanced imaging. (Pediatrics 2009;124[2]:
747.) Genetic testing or counseling may be needed depending on
the age of onset because infantile
onset is often inherited. The diagnosis can be made based on
urine protein: a creatinine ratio ≥2
or a serum albumin ≤2.5. (Pediatrics 2009;124[2]:747; Pediatr Rev
2015;36[3]:117.)
Complications related to
nephrotic syndrome include infection due to the loss of immunoglobulins and induced i
mmunocompromised state. Encapsulated organisms including
Streptococcus pneumonia and
Haemophilus influenzae are
prevalent, and re-vaccination is
necessary, including 23-valent
pneumococcal polysaccharide
vaccine (PPV23) for children
over age 2. Spontaneous bacterial peritonitis is common
because of the immunocompromised state. Thrombotic
events are also known complications affecting two percent of
patients. (Rosen’s Emergency
Medicine, 2018.) This is due to
volume depletion and upregulation of procoagulants by the liver.
Lastly, hypovolemia can lead to

acute renal insufficiency, which
usually improves with volume
repletion.
Steroids are the mainstay of
initial treatment for nephrotic
syndrome, dating back to a trial
that ran from 1967 to 1974. Recommended treatment is 2 mg/
kg/d (maximum 60 mg) for six
weeks, followed by an additional
six weeks of 1.5 mg/kg/d (maximum 40 mg) every other day.
Families must monitor for signs
and symptoms of relapse with
frequent urine protein checks
and edema checks. Relapse is
not uncommon, and some children ultimately require immunomodulators to control their
disease. (Pediatrics 2009;124
[2]:747; Pediatr Rev 2015;36
[3]:117.)
Initial treatment should include
emergent stabilization as needed,
including aggressive fluid resuscitation for sepsis or hypovolemia.
Aggressive blood pressure control was begun with titratable
IV medications in our patient’s
case. These were transitioned
gradually to oral medications
over the course of seven days
for difficult-to-control hypertension. This patient was found to
have IgA nephropathy leading
to nephrotic syndrome, which was
additionally managed with pulsed
steroids IV for three days, and
then transitioned to oral steroids
with treatment to be continued
as an outpatient. Lasix and albumin were used to attempt to
treat her edema with limited
success. She was discharged
home on a salt-restrictive diet
and fluid restriction. 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. Jimenez is an emergency physician at
the Cleveland Clinic. Dr. Smalley is associate staff and the associate ultrasound
director at the Emergency Services Institute at the Cleveland Clinic. Follow her on
Twitter @SmallsSono.
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TOXICOLOGY ROUNDS

Powdered Caffeine Can Pack a Poisonous Punch
BY LEON GUSSOW, MD

mararie/Creative Commons

C

affeine powder looks like a
disaster just waiting to happen. Unlike the 200 mg of caffeine
in a two-ounce energy drink or a
single NoDoz pill, powdered caffeine packs a potentially lethal
wallop: 200 mg in just 1/26 of
a teaspoon. (Clin Toxicol [Phila]
2016;54[4]:339.) The possibility
of an unintentional dosing error is
obvious.
The U.S. Food and Drug Administration banned bulk sales of
highly concentrated caffeine
powder directly to consumers
earlier this year, but it remains to
be seen how effective that will be.
(http://bit.ly/2K0hRqp.) An internet search for “purchase caffeine
powder” came back with more
than two million hits, including one
from a company offering a special
deal: 5 kg of 99 percent pure anhydrous caffeine powder for $250.
The potentially lethal dose of caffeine in adults is approximately 10 g,
so that special contained about
500 lethal doses of caffeine. The
Clinical Toxicology study found that
powdered caffeine purchased over
the internet contained up to 5.3 g
per teaspoon. As the article pointed
out, “High purity, small serving size,
and lack of clear dosing instructions
may place users at risk of toxicity.”
Caffeine is probably the most
commonly used mind-altering substance in the world. It is found in
coffee, tea, cocoa, colas and other
sodas, guarana, yerba mate, energy
drinks and pills, and some overthe-counter analgesics. The
amount of caffeine in a standard
cup of coffee is approximately
100-200 mg, although this is highly
variable. A cup of Death Wish coffee contains more than 700 mg of
caffeine, according to Consumer
Reports. (Feb. 10, 2016; http://bit.
ly/2K2JJub.) The powdered version
is being purchased by athletes and
students in bulk as an aid for working out or studying.
The effects of moderate doses
of caffeine are well known: increased alertness, jitteriness, and
insomnia, but ingestion of a large
amount can be far more serious.
Caffeine at moderate “therapeutic”
doses acts as an adenosine antagonist, stimulating central release of

catecholamines such as norepinephrine and epinephrine, modestly increasing pulse rate and
blood pressure. Caffeine at higher
doses inhibits phosphodiesterase,
the enzyme responsible for deactivating cyclic AMP (cAMP).
The resulting enhancement of
cAMP activity further increases
catecholamine levels, bringing on
more obvious manifestations of the
sympathomimetic toxidrome such
as agitation, tachycardia, hypertension, and mydriasis. cAMP also
activates the Na+/K+ pump, shifting
potassium into the cells and lowering the serum level, although
total body stores remain normal.
It increases the production of endothelial nitric oxide, leading to
vasodilatory hypotension.
Widespread Effects
Early gastrointestinal effects include abdominal pain, nausea, and
vomiting. Caffeine-induced emesis
can be difficult to treat, cause profound dehydration, and prevent use
of effective treatment options such
as multidose activated charcoal.
Phenothiazines should not be used
to suppress vomiting because they
can lower the seizure threshold.
Preferred antiemetic options include 5-HT3 antagonists such as
ondansetron.
Neurological manifestations of
moderate to severe caffeine tox-

icity include tremors and agitation,
which can be treated with benzodiazepines. Seizure activity can
occur abruptly and lead to rapid
collapse. Treatment of caffeine-induced seizures starts with benzodiazepines and progresses to
phenobarbital and then propofol if
necessary. Phenytoin is not effective in treating seizures caused by
theophylline, another methylxanthine, so it likely will not be effective
for this. Phenytoin is best avoided
when treating seizure activity in
any poisoned patient.
Caffeine-induced cardiac stimulation can present with a wide array
of arrhythmias, including supraventricular tachycardia (SVT),
multifocal atrial tachycardia, atrial
fibrillation, and ventricular tachycardia. Initially stable rhythms can deteriorate suddenly into ventricular
fibrillation or pulseless ventricular
tachycardia. SVT may not respond
to adenosine because caffeine
blocks adenosine receptors. Ventricular arrhythmias are the result of

beta-adrenergic stimulation, so a
short-acting beta-blocker such as
esmolol is the antiarrhythmic agent
of choice if the patient is not hypotensive. Several case reports also
suggest that intralipid rescue therapy may be beneficial in the unstable caffeine-toxic patient.
Hypertension and tachycardia
are seen frequently in these patients, but hypotension can also
occur from a combination of hypovolemia and vasoplegia. Low blood
pressure can respond to fluids
and possibly a beta-blocker. Esmolol has the advantage of being
short-acting and can be turned off
quickly if necessary. It is not always
effective in this setting, however,
and, as a selective B1 blocker,
may not be ideal for reversing
B2-induced vasodilation. No good
evidence can determine whether a
nonselective beta-blocker like propranolol would be preferable.
Caffeine has a low molecular
weight, small volume of distribution,
and minimal protein binding, characteristics that make it eminently
dialyzable. Indications for dialysis in
a patient with known or suspected
caffeine poisoning include seizures,
ventricular dysrhythmias, and intractable hypotension.
Most hospitals cannot readily
measure serum caffeine levels, and
it is important to consider caffeine
poisoning as part of the differential diagnosis in a patient with the
sympathomimetic toxidrome, especially if the presentation includes significant ventricular
dysrhythmias, hypotension not
responsive to fluid administration,
and hypokalemia. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

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

If you don’t do everything in the bundle
(say, the patient got antibiotics before
blood cultures), you get an F
in, garbage outcomes out. So
Sepsis-3 redefined everything.
Sepsis is defined as life-threatening organ dysfunction caused
by a dysregulated host response
to infection. SIRS was bad, so
you’ll note no vital signs are in
this definition of sepsis. Next,
organ dysfunction can be identified as an acute change in total
SOFA score ≥2 points consequent
to the infection. (Assume the
baseline SOFA score is zero in
patients without known baseline
organ dysfunction.) OK, you
think to yourself, an objective
score to tell me who is septic.

to maintain MAP of ≥65 mm Hg
and having a serum lactate level >2
mmol/L (18 mg/dL) despite adequate volume resuscitation.
One Short Hour
I’m not getting into defining adequate volume resuscitation; that’s
another article. And you’ll note I
never defined severe sepsis because Sepsis-3 retired it as a redundant term that didn’t fit with
the new “sepsis” and “septic shock”
definitions.
Those are the new definitions,
and the new bundle, finally upgraded this year, is pretty different.

com

pho
to.

he Surviving Sepsis Campaign
recently released an update
to the bundles of care it recommends for “sepsis” patients. (We’ll
get into that sepsis-in-quotes in
a minute.) You may have heard
of the three-hour bundle, which
essentially means that you do a
bunch of stuff (lactate, cultures,
antibiotics, fluids) within three
hours of the patient declaring
himself as having severe sepsis.
If you don’t do all the stuff—say,
for example, the patient got antibiotics prior to blood cultures—
you get an F even if you did
everything else.
The campaign made a dramatic
change to how we define sepsis
and how we risk-stratify patients
in 2016. (JAMA 2016;315[8]:801;
http://bit.ly/2MYmXBo.) You undoubtedly have heard of the
SOFA score or the qSOFA score
and that our traditional SIRS criteria were unfortunately not sensitive enough (and have never been
very specific) for sepsis, which
they called Sepsis-3.
Definitions in medicine and in
research are critically important for
the same reason researchers often
jump right to the methodology
section of a paper. If your definitions are lacking, your research
can’t be good. Garbage definitions

At first glance, it actually looks
similar:
■ Measure a lactate and measure again if it is more than 2.
■ Do blood cultures before antibiotics.
■ Give broad-spectrum antibiotics.
■ Give 30 mL/kg of IV fluids
rapidly for patients who are hypotensive or have a lactate of 4 or
more.
■ The last recommendation is
a little more interesting: Give
pressors during or after fluid
resuscitation for a target MAP of at
least 65. Of
course, do
this within
an hour of
arrival to
the emergency department.
I’ll say
that again
to emphasn
i
ize the point
on
Tim
and because of
my penchant for
the dramatic: The new
Sepsis-3 bundle requires all of
five of those to be started within
one hour of triage, unless the
patient comes from another
care venue. Then time zero (or
time of presentation) is from the
earliest chart annotation consistent with all elements of sepsis
(formerly severe sepsis) or septic
shock ascertained through chart
review.
See the problem?
The initial three- and six-hour
bundles required a bunch of stuff
within three or six hours of the
patient being declared as having
severe sepsis (a high lactate, the
first episode of hypotension, etc.).
The new bundle requires a bunch
of stuff within one hour of ED
arrival, regardless of when the
ry
na
/iS
toc
k

T

Great! And then you see the
components of the score: PaO2,
FiO2, platelet count, GCS, bilirubin, blood pressure or use of
pressors, and creatinine or urine
output per day.
Here’s where you probably
should start to get a little worried
because the diagnosis of sepsis,
according to Sepsis-3, requires an
ABG, CBC, chemistry panel, and
LFTs to rule it out. Granted, you’re
septic if you’re hypotensive or
super-altered and the suspicion is
that your hypotension or altered
mental status is due to infection. Sounds reasonable. But throw
in the rest of the
items, and, oof,
you start to
scratch your
head. (The
SOFA score,
as you might
imagine, was
developed by
the European Society of Intensive
Care Medicine, and
is really well validated—
in ICU patients.)
Sick patients are obviously
much easier to define and agree
upon: Patients with septic shock
can be identified with a clinical
construct of sepsis with persisting
hypotension requiring vasopressors

aI

BY GRAHAM WALKER, MD

patient is said to have severe
sepsis (now called just sepsis).
If the patient is sent back to
the waiting room because he had
normal vital signs and a cough
and is seen at minute 61, you fail.
If he is seen immediately and becomes septic five hours into his
ED stay, you fail. If he has the flu
and you don’t give antibiotics
within an hour, you fail. If the
patient is a difficult IV stick or
requires immediate intubation
and keeps coding for an hour,
you fail. Feel free to think of your
own examples.
Listen, I am all for aggressive,
immediate resuscitation in the
critically ill. I can’t think of an
emergency physician who is not.
Pick your etiology: STEMI, GI
bleed, sepsis, acute pulmonary
edema; these are the cases we
love. You come in and you’re sick
as all get-out? I will resuscitate
the heck out of you. I’ll even follow some arbitrary, arguably
somewhat-evidence-based bundle
recommendations and get blood
cultures, give broad-spectrum
antibiotics, and measure a lactate.
I’ll give pressors while I’m volume
resuscitating (something new to
my practice). I don’t need an hour.
We’ll get it all started in five minutes
and be done in 30.
But how in the world am I supposed to follow the bundle when
I don’t even know who I’m supposed to apply it to, and then
need to do it all in 60 minutes?
I talked to two of the authors of
the bundle, and will bring you
their responses in next month’s
column. 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. Walker is an emergency physician at Kaiser San
Francisco. He is the developer and co-creator of MDCalc
(www.mdcalc.com), a medical calculator for clinical scores,
equations, and risk stratifications, which also has an app
(http://apps.mdcalc.com/), and The NNT (www.thennt.com),
a number-needed-to-treat tool to communicate benefit
and harm. Follow him on Twitter @grahamwalker, and
read his past columns at http://bit.ly/EMN-Emergentology.
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DOC APPROVED

A Consult Without the Insults
BY ALEX MOHSENI, MD

is $5 on iOS (not available on Android, as of press time), and Ortho
Traumapedia, which has many of
the same features, is $10 on iOS or
Android. OrthoFlow is designed
more for orthopedic residents, but
seeing the information from a surgeon’s perspective is awesome
and almost feels like cheating. The
app has high-yield information
about each fracture type and location, including anatomy, associated injuries, types of imaging,
classification, management, surgical approaches, complications,
OrthoFlow.org

‘J

ack of all trades, master
of none” is a common
refrain in emergency medicine. It is simply impossible for
EPs to have the same depth
of knowledge as our specialist
colleagues, and a hard part of
our job is the joy some specialists take in belittling EPs when
called. Some have a particular
talent in denigrating us.
One of the most painful experiences is to see one of your new
young colleagues berated on the
phone because he called a specialist at 2 a.m. and is having difficulty describing the problem. It
gets worse when we try to have
an informed discussion about
management. It’s a horrible experience and an awful way to have
your first contact with a specialist

whose advice you will need for the
rest of your career.
Help is here for orthopedic consults, at least. The OrthoFlow app

and references. The app also
guides you through an assessment
workflow to determine management recommendations.
OrthoFlow has additional valuable sections, including information
on ortho-specific concerns such as
avascular necrosis and compartment syndrome. But its best section is the one on standard fracture
terminology, which explains exactly how to describe any fracture and injury in a manner that
would make your orthopedist’s
heart melt. EMN

Dr. Mohseni is an emergency physician in the Washington, D.C., metropolitan area, and has his own blog,
http://CreativeHealthLabs.com. Follow him on Twitter
@amohseni, and read his past EMN columns at http://
bit.ly/EMN-DocAPProvED.

LETTERS TO THE EDITOR
Continued from page 7

Don’t Discard Legitimate
Uses of Gabapentin
Editor:
am writing in response to the recent article by James Roberts, MD,
on linking gabapentin to opioids.
(“Medications Surprisingly Linked
with Opioids,” EMN 2018;40[5]:8;
http://bit.ly/2jm5WUh.) I am a retired EP (32 years), who developed
idiopathic small fiber peripheral
neuropathy in the past few months.
It’s a loose association and doesn’t
prove causation just because inmates who were addicted to opioids
also happened to take gabapentin.
Saying opioid addiction is associated with gabapentin denigrates a
drug with minor side effects, very
low possibility of overdose, and legitimate therapeutic uses.
I speak from personal experience
because I am on 600 mg every
eight hours. Before gabapentin, I
had constant 7/10 shooting pain in
my feet and paresthesias to the
point that I couldn’t tell if my socks
were on without looking, and I
could not stand the bed covers
touching my feet. I now have almost no pain and little numbness. I
have had no sedation, no feeling of
relaxation or calmness, and certainly no pleasurable high. I have

had no fatigue, drowsiness, or peripheral edema. Maybe I’ve been
lucky on the side effect front, but I
would hate to see us vilify a good
drug with legitimate uses.

I

I’m not an EP, but I strongly identified with his words.
I’m a neurologist and pain management physician, and want him to
know how much I appreciate what

he wrote. His article significantly
mirrors my own internal monologue.
As he so rightly pointed out, the
negatives are incredibly prominent
Continued on page 31

T. J. Humphreys, MD
Saratoga, AR
Dr. Roberts responds: No doubt
gabapentin has some legitimate
uses, and it has helped a number of
patients with neurologic complaints.
It sounds like you had a very good
response with no downsides, so fortunately gabapentin was a good
choice for you. The medical literature
and clinical practice strongly suggest
that gabapentin is highly abusable
and overprescribed, and opioid users
especially seem to like it very much.
Under the right circumstances, it is
likely a useful medication, but its
widespread use does not seem to fit
with its intended therapeutic effects.
Why would so many opioid abusers
require gabapentin?

Physicians Are More than
Just Their Professions
Editor:
hanks to Edwin Leap, MD,
for the article he wrote last
October. (“You Are Good [Even
When You Make a Mistake,]” EMN
2017;39[10]:12; http://bit.ly/2tfaukq.)

T

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.

Starting in September, find the
Physician Grind Podcast @ EMN
under the podcast tab on
www.EM-News.com
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AFTER THE MATCH

Halos and Horns
BY THOMAS COOK, MD

MaryLB/iStockphoto.com

S

he was frustrated. My thirdyear resident wanted to know
why her evaluations from her
faculty and peers were still below
average. She realized that she was
behind her classmates when she
matriculated into the program.
She worked hard to catch up, and
felt she should be at least average
by now.
I have one or two residents in
each class who go through this,
young adults who have spent their
entire lives being the best at
everything and who reach a point
where their peers are perceived as
better than they are. All interns
enter residency apprehensive
about measuring up to their classmates, and some struggle in the
first few months of training. The
first 100 days of internship unmask
relative clinical deficiencies, and
the attendings and upper-level
residents create a narrative that
someone is behind.
This problem was supposed to
be mitigated in theory by the Accreditation Council for Graduate
Medical Education’s Emergency
Medicine Milestone Project, a system designed by emergency
medicine educators to assess how
well each resident had acquired
professional skills. Performance
milestones established measurable benchmarks that did not rely
on direct comparison with their
classmates. The ACGME required
emergency medicine residencies
to adopt this evaluation method
for their residents in 2013. Programs could stop judging residents by comparing them with
their classmates, and each resident’s competency would be assessed by meeting specific criteria relevant to specific skills.
When performing a focused
history and physical examination,
for example, an intern would not
be able to “identify obscure, occult, or rare patient conditions
based solely on historical and
physical findings,” a skill typically
seen in exceptional residents
nearing graduation. Rather, they
can only “perform and communicate a reliable history” and therefore receive a lower score than
upper-level residents for this

milestone. Each resident’s progress is measured against what is
needed by the end of training,
not by how well he performed
compared with his peers. There
is, however, one problem with
this system: Humans are using it.
Regardless of how much we try,
it is difficult for us to be objective.
We are used to judging people

funny shoes, or a lot of tattoos,
and you will likely be knocked
down a few pegs in every evaluation metric relative to the neatly
dressed resident with impeccable
manners. That first impression may
continue to pull down your evaluations going forward.
Another complicating factor
is that attendings and peers

Residents are not saints or demons,
but that does not stop us
from labeling them
when we meet them for the first
time, and once we do, we are reluctant to change our minds. The
cognitive biases at play here are
known as the halo effect and the
horns effect. Residents are not
saints or demons, but that does
not stop us from labeling them
soon after they arrive.
A ‘Book’ by its Cover
The metrics most of us use to create
our initial impression of each resident entering our program are, of
course, appearance, manners, and
interpersonal interaction. We judge
people by their covers, and we keep
doing it even though we say we
don’t want to. Not only that, we stick
to our impressions. That’s not to say
that we think “weaker” residents
cannot improve, but we all still subconsciously rank them a bit lower
than their halo-adorned classmates.
Show up to start your residency
with an unconventional hairstyle,

submitting evaluations are overwhelmed with survey fatigue.
They are incessantly bombed with
requests for information from the
program director, the hospital,
and numerous professional organizations on everything from offservice rotations to the comfort
of call rooms. It is never-ending,
and when asked for thoughtful
feedback on a peer, they reach for
what they know, and more often
than not, that is the first impression they made.
Whether that impression was
great or not so great, they
score every component of that

performance going forward as
better or worse than what they
determine is the average score for
that resident’s class. They are not
being objective in assessing the
present, but rather branding the
resident with a subjective impression from the past and sticking to
the pecking order they created in
their head.
Is this fixable? Theoretically,
yes, but realistically, probably not.
Everyone is endlessly forced to
create data, so most end up
reaching for quick solutions to
meet deadlines. Of course, this
leaves the competent but perceptually “below average” residents
in a quandary. How will they really
know where they stand? Are they
making progress toward being
able to practice independently
and competently?
My suggestion is to look carefully at the comments in your
evaluations and seek guidance
from your program director. It is
anecdotal if one person criticizes
you for sloppy checkouts, but
five or six comments mean you
have a problem that needs fixing. It is typically pretty obvious
when consensus is reached
about something that a resident
needs to remedy, and I make a
point to give them examples of
how past residents have overcome that deficiency. But I also
tell the resident not to worry too
much about evaluation scores.
His scores may improve numerically over the course of training,
but he may continue to be perceived as inferior to his classmates until his horns fade from
memory. EMN
Share this article on Twitter and
Facebook.
Access the links in EMN by
reading this on our website or
in our free iPad app, both available at www.EM-News.com.
Comments? Write to us at
emn@lww.com.

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

Novel Treatments for ICH: From the
Archimedes Screw to SCUBA and Ultrasound
BY EVIE MARCOLINI, MD
atients struck by a spontaneous intracerebral hemorrhage
just don’t do well. Poor outcomes
have been the standard for decades: This disease makes up 15
percent of all strokes, and has a
staggering mortality of 50 percent
at one year and 70 percent at five
years. We are likely to see more of
this as the population ages. Those
who do survive typically suffer
life-changing dependency.
The challenge to finding a treatment to improve outcome comes
from two distinct phases of injury.
Primary neuronal destruction results
from the initial bleed, which is clearly
not reversible. But the secondary effects of edema (reducing perfusion
to local parenchyma) and the cytotoxic effects from blood breakdown
products (thrombin, hemoglobin,
iron) are thought to be destructive
as well. Research efforts have been
targeted to reduce these by trying
to reduce the size of the hematoma,
decreasing the amount of edema
and effect of blood products.
The etiology of the bleed makes
a difference. A bleed caused by an
arteriovenous malformation or an
aneurysmal rupture is treatable by
coiling or clipping the aneurysm or
by embolizing the AVM, and the
blood on the brain is a small part
of the lasting damage. The treatment for a typical hypertensive
bleed caused by rupture of small
lenticulostriate vessels or a bleed
caused by amyloid angiopathy or

Science Source

P

primary coagulopathy is targeted to
reduce the hematoma size because
there is no correctible lesion, and
most of the damage is parenchymal.
Multiple trials as early as 1961
have shown that operating on
spontaneous parenchymal bleeds
does not improve outcomes compared with medical management.

Stemming the Damage
The first part of the challenge is access—how do we get to the hematoma? A craniotomy allows for access of instruments to evacuate the
clot, but the damage done to the
parenchyma in route to the lesion
contributes to a poor outcome.
Newer strategies utilize minimally

Many treatments show promise for ICH,
a condition that has devastated
so many patients
(Lancet 1961;278[7196]:221; http://bit.
ly/2K9my0r.) The STICH I and STICH
II trials in 2005 and 2013 showed
that patients who had open surgery
did not fare better than those with
medical management. (Lancet
2005;365[9457]:387; http://bit.
ly/2I4gdhz; Lancet 2013;382[9890]:
397; http://bit.ly/2M6f7Et.)

New Blog!
Hone your ECG skills with
Brady Pregerson, MD,

invasive procedures that make a
much smaller opening, decreasing
the collateral damage.
Many different strategies can
evacuate the blood once the hematoma is accessed. Historically,
many devices have been used, from
an Archimedes screw (photo) to
break up blood clots and allow for
the evacuation through a catheter
to suction and other devices that
allow for simultaneous suctioning
with lavage to encourage evacuation. Recombinant factor VIIa,
which activates the extrinsic pathway of the coagulation cascade,
was tried when it was in vogue to
decrease the size of the bleed, but

it resulted in thrombotic complications that precluded its further use.
(N Engl J Med 2005;352[8]:777;
http://bit.ly/2M77YDR.)
Some hope seems to be on the
horizon through modern technology
and the development of minimally
invasive tools to evacuate clots. The
MISTIE trials placed a large bore
catheter to allow for drainage of a
hematoma after boluses of tPA
were instilled. (Stroke 2013;44[3]:
627; http://bit.ly/2M8cKkz; MISTIE
II: A Phase II Proof-of-Concept
Trial. Presented at the International
Stroke Conference; February 6-8,
2013; Honolulu.) The ENRICH trial
placed an endoport to allow for
instilling and using standard
neurosurgical tools such as an
endoscope and suction tools to
visualize the bleed.
Another device called Apollo
utilizes a technique called SCUBA
(stereotactic ICH underwater blood
aspiration), where a micro-device
enters the hematoma via stereotactic
guidance, suctions out the blood,
and then instills irrigation fluid to
allow for inspection of the walls of
the hematoma bed and cautery of
actively bleeding vessels. (Neurosurgery 2015;11[Suppl 2]:243.)
Even our old friend ultrasound
has been invoked by using a microcatheter that delivers 24 hours
of continuous ultrasound directly
into the hematoma through an
ultrasound-emitting element at
the tip of the catheter to break
up the clot before tPA is infused.
(J Neurosurg 2011;115[3]:592; http://
bit.ly/2MI1LPP.) 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.

in our newest blog,
BradyCardia!
Find it under the blog tab
on www.EM-News.com!

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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MINDFUL EM

How to Design Your Perfect Life
BY ALBERTO HAZAN, MD
& JORDANA HABER, MD
o you have a vision of what
your ideal life looks like? Are
the actions and choices you make
every day in line with that vision? Do
you live with a sense of purpose?
The ancient religious texts of
the Upanishads, which contain the
central philosophical concepts of
Hinduism, offer a straightforward
formula for achieving your goals:
Thoughts lead to emotions, which
lead to actions and then to destiny.
The process of attaining your
vision starts with an idea of what
your ideal life looks like—the more
detailed, the better. These ideas,
which are formulated in the neocortex, have to be strong enough
to stir up emotions in your limbic
system (e.g., the amygdala). Strong
emotions have the effect of pushing us into action, and actions are
what lead us to achieve our goals
and ultimately our ideal life.
If you’re not into Eastern philosophy or require a more practical
approach to achieving your ideal
life, we recommend the book
Designing Your Life: How to Build a
Well-Lived, Joyful Life by Bill Burnett and Dave Evans, who advocate for individuals to take a more
active role in constructing their
lives. As Stanford professors and
former Silicon Valley entrepreneurs,
they understand the importance of
designing a process to ensure that
you are living the life you want.
This is done through careful consideration of how you spend your
time and energy, as well as mindfulness of how you make decisions.
The book includes various exercises to help you become aware of
your choices. One of the most
powerful involves analyzing your

way you
spend your time
and energy.
life
in
four
categories: health,
love, play, and
work. You can
visualize this like
fuel gauges in a car, and ask yourself how full each is in terms of
your satisfaction.

Let It Go
The authors also advise constructing alternative life plans. Design
three five-year plans, and allow for
as much creativity as possible to
avoid narrowing your choices. “Our
minds are generally lazy and like to
get rid of problems as quickly as
possible, so they surround first
ideas with a lot of positive chemic-

The way to your ideal life is paved with the
right thoughts, emotions, and actions
Determining which gauges are
full and which are empty allows
you to devote more time and energy to areas that are lacking.
“Living coherently doesn’t mean
everything is in perfect order all
the time,” Mr. Burnett and Mr.
Evans wrote. “It means you are living in alignment with your values
and have not sacrificed your integrity along the way.” This will naturally lead you to make smarter and
more mindful decisions about the

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.

als to make us ‘fall in love’ with
them,” they wrote. “Do not fall in
love with your first idea.”
And don’t assume your current
five-year plan (if you have one) or
the first one that comes to mind is
the only one that will make you
happy. This exercise is intended to
help you adapt to unexpected
change and to be comfortable with
multiple alternative lives.
These plans should be as imaginative as possible, especially if

Juan Darien & Irina_Strelnikova /iStockphoto.com

D

they allow you to consider doing
something new or engage in an
activity that you previously
thought would be impossible. “For
most people, passion comes after
they try something, discover they
like it, and develop mastery—not
before,” the authors wrote. “To put
it more succinctly: passion is the
result of a good life design, not the
cause.”
Being a life designer is ultimately about making smart decisions, not about being perfect. It’s
about being proactive in thinking
about lots of choices (some outlandish and outside the box), narrowing those choices, getting feedback from others, making a
decision, and not second-guessing
yourself. The authors wrote, “Happiness is letting go of what you
don’t need.” It means being an essentialist—letting go of material
things you don’t need and not signing up for things your heart doesn’t
want, but also taking a bigger view
and letting go of negative feelings
that suck up your energy and rarely
contribute to your life design like
guilt, sorrow, regret, anger, frustration, and hatred. It’s critical to remember that your mental energy
must stay in the right place.
In the words of George Lucas,
“Always remember, your focus determines your reality.”
This is our last article for EMN as
we take a sabbatical to pursue other
interests. Thank you for your support
and generous feedback. 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. Hazan is an emergency physician and
the regional medical director of DMSEnvision in Las Vegas. He is the author of
the medical thriller Dr. Vigilante and the
urban fantasy series The League of
Freaks. Find out more about his novels
at http://amzn.to/2sshEUe. He is also
a board member with www.GivingMore.org. Follow him on Twitter
@Dr_Vigilante. Dr. Haber is an emergency physician and the director
of clinical education at University Medical Center in Las Vegas. She
has a master’s degree in medical education. Follow her on Twitter
@JoJoHaber. Read their past articles at http://bit.ly/EMN-MindfulEM.
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LETTERS TO THE EDITOR
Continued from page 27
for us, while the good we do gets
forgotten as we scramble to defend
ourselves on Yelp or other social
media platforms.
It was an excellent reminder that
although we are all pulled into the
idea that our profession is our
identity, we are actually multifaceted, and it is too easy to forget
or diminish those other roles in life
as we try to meet an unrealistic
standard of perfection in medicine.
I currently have a student rotating
through my practice, and I will be
sure to incorporate Dr. Leap’s wisdom into what she takes from this
experience. No matter where one is
in his career (I graduated med school
in 1997), the points Dr. Leap made
are pertinent, and they came at a
time when they were much needed.
Aimee Chagnon, MD
Sonoma, CA

Patient Care Is Indeed
Now Dictated by MBAs
Editor:
completed my residency at the
University of Cincinnati in 1982,
practiced emergency medicine
in Chicago for 11 years, and have
practiced emergency medicine
and recently urgent care medicine
in Ohio for the past 25 years. Brad
Cotton, MD, in his “Viewpoint”
article, “End the Hostile Takeover,”
hit the proverbial nail on the head.
(EMN 2018;40[6]:6; http://bit.
ly/2LN5hIe.)
Unfortunately, he is right about
the direction emergency medicine
and medicine in general has taken,
where patient care is dictated by
businessmen rather than health
care providers. My kudos to Dr.
Cotton for a very honest, wellstated article in June’s EMN! It is
this unfortunate direction of medicine and what it has done to our
vocation that has helped me make
my decision to retire from practice
in seven months!

I

William Graffeo, MD
Zanesville, OH

Limiting the Discussion
Misses an Opportunity
Editor:
andra Scott Simons, MD,
painted a description of a
toxic workplace in her article, but
unreasonably limited the discussion to women v. women. (“Beyond

S

#MeToo: Women’s Bias Against
Women,” EMN 2018;40[5]:1; http://
bit.ly/2jmZA70.)
The toxic workplace has no
gender boundaries, and we don’t
need to squeeze it behind hashtags.
I suspect the nurses she described
as unpleasant to her would describe
their environment as a mirror of Dr.
Simons’. They probably had been
treated unpleasantly by Dr. Simons’
former colleagues, and the toxicity
of that ED went back to way before
Dr. Simons arrived. When a doctor
feels victimized by the “unpleasant,”
it is a time for everyone to reflect.
Limiting the discussion to women v.
women is to miss a big opportunity
for growth.
Richard Lieberman, MD
Santa Fe, NM

When Breathing Stops,
It’s Drowning
Editor:
’m responding to the article on
dry drowning by Andrew Schmidt,
DO, MPH; Justin Sempsrott, MD;
and Seth Collings Hawkins, MD.
(“The Myth of Dry Drowning
Remains at Large,” EMN 2018;
40[6]:1; http://bit.ly/2LKL2et.)
I have never heard the term applied to a sudden cardiac death a
week out.

I

Here is my impression of dry
drowning: A victim experiences
severe laryngospasm lasting not
just a few seconds but two to five
minutes, combined with cold
water-induced coronary vasospasm,
cold water-induced arrhythmia,
submersion panic tachycardia,
submersion-induced vertigo, and
unrelenting laryngospasm. The
victim does not take another
breath because he is dead, so no
large amount of water is pulled
into the lungs. I think it should
just be called drowning or water
asphyxiation.
I have had two horrible bouts of
laryngospasm, once after I flipped
my kayak and got pinned. The
focus for me was to get to the surface before laryngospasm released.
I was able to pinball through swirling, freezing water filled with strainers and trees. I floated into the
“swimmer’s position” until the laryngospasm released. I knew I
had tachycardia and air starvation,
but felt no chest pain. The laryngospasm released for only three
seconds, and I got only one
stridorous breath before another
two to three minutes.
I have used the laryngospasm
notch on hard-to-tube children,
but may need to do it on myself if I
am ever stupid enough to kayak in

such chilly water again. Thanks for
the educational articles.
Ellen L. Smith, MD
Damascus, MD

Thank You for the
Fantastic June Issue
Editor:
don’t know why we call EMN
a throwaway because I read
it cover to cover and frequently
share articles with my department.
The June issue was fantastic.
I could hear my own voice in
Dr. Brad Cotton’s “End the Hostile
Takeover,” and was smiling in agreement, knowing that only other EPs
really get what our lifestyle and life
in the ED are really like. (EMN 2018;
40[6]:6; http://bit.ly/2LN5hIe.)
Then Dr. James Roberts’ column reminded me that we are still privileged
to do what we do despite the craziness. (“How to be a Good EP,” EMN
2018;40[6]:8; http://bit.ly/2LO8RBY.)
I especially enjoyed reading Dr.
Rory Spiegel’s wonderful summary
of the tPA situation in which we find
ourselves—frustrating. (“tPA Article
Called ‘Misleading, Distorted, and
Dismissive,’ EMN 2018;40[1]:1; http://
bit.ly/2LPUNb6.)
Thank you.
Suzi Donick Siegel, MD
Lincolnshire, IL

I

A New Format, a New Voice,
a New EMN Live Podcast!
Joining Richard
Pescatore, DO, as
the new co-host of our
monthly podcast EMN
Live is Ali Raja, MD!
Drs. Pescatore and
Raja will be tackling
hot topics in emergency
medicine and interviewing the specialty’s
movers and shakers.
And that’s not all! They will juxtapose their different EDs—community
vs. academic—to recommend evidence-based best practices that you
can take back to your ED.

Find EMN Live under the podcast tab on www.EM-News.com!
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Fired
What if you were fired from your
clinical practice for op-ed articles
you wrote on your own time outside
of work? How would you choose
between fighting the injustice, which
might jeopardize your future employment and the ability to support
your children, or not fighting it,
which might make you forever regret not standing up for yourself?
This has been my personal
struggle. Ironically, I was fired on
National Doctors’ Day more than a
year ago for what I wrote in this
column. I didn’t take legal action or
write about it. I didn’t publicize it; I
just quietly went away.
It weighs on me every day.
Fight or Flight
We EPs have a lot of fight in us.
Anyone who can successfully run
an ED has more than enough
chutzpah to stand up for herself.
Inquisitiveness, skepticism, and the
desire to find a better solution are
all hallmarks of a great physician.
We are trained to be lifelong questioners and to fight for our patients.
Yet, we often stand by silently when
it comes to ourselves. What motivates a decision to fight v. a decision
to stand down?
We decide to fight when we feel
strongly and care deeply. Sometimes
an injustice offends our sense of fairness, and we cannot stand by
quietly. We let our voices be heard
when we are passionate about
something despite the risk of speaking out. “We can’t let them terminate EPs for writing articles,” the late
Kevin Rodgers, MD, told me while he
was the president of the American
Academy of Emergency Medicine.
He encouraged me to fight, offering
the full backing of AAEM, including
financial and legal support. “This

Planet Flem/iStockphoto.com

Continued from page 1

should be a precedent case. We can
fight this. Let me know what you
want to do.”
I would have been fighting for
what’s right because it’s not fair to
fire me for writing to try to effect
positive change. I would have been
fighting for all EPs because, trust
me, if they can do it to me, they
can do it to you. I would have been
setting an example for my children
by not just going away. I want to
raise kids who stand up and make
a difference when someone clearly
needs to take a stand.
On the other hand, fighting
would have been a great personal
risk. “Would you rather be right, or
would you rather be happy?” my
wise father asked. Often choosing
restraint is as indicative of our priorities as choosing to fight. We decide
to stand down because fighting
jeopardizes the things we care
about.
It’s easy to say “you should sue”
when you have nothing to lose.
Colleagues who said this to me are
themselves reluctant even to send
an email that might be seen as out
of line. It’s much easier to be passionate about right and wrong
when someone else is the martyr.
Dr. Rodgers told me what the legal
battle was like for Wanda EspinozaCruz, DO. She was fired for speak-

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

ing out despite an unblemished
personnel record.
Her transgression? She spoke to
the hospital CEO about patient
safety and low staffing after a stroke
patient sat in her waiting room for
so long that he was outside the intervention window by the time he
was seen. (Tampa Bay Times, Feb.
20, 2015; http://bit.ly/2n4ULU1.) She
has been tied up in litigation for
years, and the lawsuit has made it
difficult for her to find work.
Sacrifice, Scars, and Silence
I thought about devoting my time,
money, and emotional energy to a
legal battle and how that would affect what I hold dear. I feared that a
lawsuit’s effects on my mental
health would impede my ability to
be the happy, attentive mom that
my kids deserve. I was afraid that
being known as a doctor who sued
her employer would severely limit
my future employment options.
I was not willing to sacrifice the
years of training and work it took
to earn the privilege of taking care
of patients. Ironically, fighting for
the principles I want to teach my
sons could jeopardize my ability to
support them. Fighting on behalf
of all EPs could paradoxically imperil my own ability to practice
emergency medicine. To me the
risk was too high, so I didn’t fight.
I’ve moved on to better things,
and I am happy in my new job. The
battles we don’t fight leave scars
just as deep as those we do. When
we stand down, the internal strife
and mental turmoil behind our silence can be tremendous. It pains us
to watch silently what is happening
to our beloved profession. The balancing act of doing what’s right for
the patient and meeting CMS metrics weigh heavily on us.
Physicians are overachievers
who want to do well in their jobs,

but if we raise a concern about the
validity of a measure because new
research supports care differently,
we are seen as “difficult.” So we go
to work and put on a happy face to
hide our discouragement. Under
our smiles, we often feel powerless
and demoralized as the medical
system seems to be imploding
around us. But instead of stirring
up conflict, we yield.
Too often physicians yield to
everyone else until we have
given up a piece of ourselves. It’s
no wonder so many physicians
struggle with depression, usually in
silence. I’ve been there. Now I try
to make choices that look out for
my own mental health because
physician mental health is still not
a priority in today’s health care
culture. Too often it seems there’s
no right answer. Do we speak out
for our mental health to avoid the
pain of not feeling heard and not
feeling like our voices matter, or do
we stay silent for our mental health
to avoid conflict and aim for happiness? When it comes to being
right or being happy, I’d rather be
happy.
But can we be happy if we don’t
fight for what’s right? Is it right to
let things go for the sake of happiness? Do we overlook things that
we feel are wrong so that we can
support our kids? How do we lay
our head on our pillows at night
knowing we rolled over and said
nothing about things we feel are
wrong? That’s the psychologic distress beneath many physicians’
smiles and a contributing factor, I
believe, to many physicians’ suicides. How do we fight for physician
wellness when it means sacrificing
our own? 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. Simons is a
full-time night
emergency physician in Richmond,
VA, and a mother
of two. Follow
her on Twitter
@ERGoddessMD, and read her
past columns at http://bit.ly/
EMN-ERGoddess.
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Summa
Physician’s group claimed in its
complaint that “Dr. Beeson accepted
this position [at Summa’s Akron
area campus] upon realizing that
the noncompete provision of the
agreement was unenforceable”
in this situation. His Summa assignment would be to lead its
residency program in the role of
educator and to assist in its emergency department treating emergency patients, according to the
pleading.
Akron General and other defendants wrote Dr. Beeson May 23,
threatening to sue him for violating
the noncompete clause. The hospital and the other plaintiffs noted
in the pleading that the noncompete prevents Dr. Beeson from
providing medical educational services to the Akron community, and
asked the court to find the noncompete provision unenforceable
under Ohio law.
Negotiations among lawyers for
the plaintiffs and defendants resulted in a confidential settlement announced June 12. Akron and USACS
noted in a joint statement that they
had “agreed that Dr. Beeson may
direct Summa’s Emergency Medicine Residency Program, and that
Dr. Beeson will honor his agreement with Akron General by not
clinically practicing outside of that
role for the next year. We jointly recognize the importance of education for the next generation of
emergency medicine physicians.”
The turmoil at Summa began
Jan. 1, 2017, when its long-time
emergency medicine group’s

ScofieldZa/Piotrekswat/iStockphoto.com

Continued from page 1

contract was terminated and a
new group under USACS took
over. (“Summa Shaken by Change

Graduate Medical Education, which
conducted a site visit June 21, a
Summa spokesman said, and the

A noncompete clause nearly kept
Summa’s new residency director
from assuming his post
in ED Group,” EMN 2017;39[3]:1;
http://bit.ly/2Nd6F7E.) Questions
about whether the new group
could handle the residency program
soon followed, and the Summa
emergency medicine residency
program subsequently lost its accreditation that July. (“Summa Residency Likely to Close in July,” EMN
2017;39[4]:1; http://bit.ly/2IDuu5o.)
Summa reapplied for reaccreditation
to the Accreditation Council for

Sign Up for EMN’s Free Enews
Don’t miss out! Receive
EMN’s weekly enews right
in your inbox for videos,
podcasts, blog posts,

July 1 start of a new residency year
passed without an emergency
medicine class there.
Policy and Ethics
The issue of noncompete clauses in
emergency medicine contracts
arises frequently, mainly in contracts
with management companies that
work with community hospitals.
This particularly visible one affected
academic medicine and threatened
the ability to train and retain emergency physicians in Akron, however.
Jeffrey C. Miller, an attorney for
the plaintiffs in this matter, reiterated that he could not discuss
details of the final settlement. An
expert in noncompete clauses of
all sorts, he said whether they are
enforceable depends on the circumstances. “It always comes
down to what I think is a business
decision,” he said.

Any employee—including emergency physicians—should have an
attorney scan such contracts, particularly when they have a noncompete, Mr. Miller said. “What you
want to do is to have the contract
spell out the business purpose of
the restrictive covenant so that at
that point you can evaluate why
there is the necessity for the inclusion of the restrictive language,” he
said. “That’s how I draft mine.”
He said he tends to write such
covenants as stand-alone separate
documents that emphasize the importance of the covenant and gives
both sides a chance to review the
information.
The American Academy of Emergency Medicine opposes restrictive
covenants in regular practice, particularly in academic medicine, because such restrictions can affect
a whole program, said Robert
McNamara, MD, a former president of AAEM and the chair of
emergency medicine at Temple
University School of Medicine in
Philadelphia.
Larry Weiss, MD, JD, a clinical
professor of emergency medicine
at the University of Maryland
School of Medicine and also a
former AAEM president, said in a
discussion on the AAEM website
that post-contractual restrictive
covenants in physician contracts
violate public policy and medical
ethics. “Often, restrictive covenants violate the law,” he said,
“either because of state laws that
ban restrictive covenants in physician contracts, or because the
restrictive covenants serve an illegitimate business interest such as
the restriction of competition. …
AAEM condemns the use of postcontractual restrictive covenants
in physician contracts.” (AAEM
White Paper on Restrictive Covenants; http://bit.ly/2IuIKx0.) 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.

and original articles that
don’t appear in print!
Sign up now at
http://bit.ly/EMNSignup.

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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Advertising

Rates

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

Rates apply to ads for recruitment, events, and education

ALL ACCESS RATES
Includes 4 Color print and online job posting

ONLINE JOB POSTING

King Page ....................................................................................... $10,200

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

3/4 Page ........................................................................................... $8,685

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

1/2 Page ........................................................................................... $6,945

*in conjunction w/print or online ad

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

1/4 Page ........................................................................................... $4,610
1/8 Page ........................................................................................... $2,970
1/16 page ......................................................................................... $1,750

OUTBOUND ENEWSLETTER

*contact your rep for frequency discounts

(Twice per month, 17,000 opt-in subscribers)
eNews Banners ................................................................................ $2,500
eNews Featured Employer ............................................................... $1,200
eNews Sponsored Link ....................................................................... $600

CLASSIFIED LINE AD RATES
Base Rate ................................................................................. $7.95/word

CLOSING DATES

Minimum Charge ..............................................................$395 (50 words)

January ............................11/30/17

July ......................................6/4/18

Visual Enhancements

February ..............................1/4/18

August .................................7/3/18

Bold Type .................................................................................. .$0.55/word

March ................................1/31/18

September ...........................8/6/18

Logo......................................................................................................$310

April .....................................3/5/18

October .............................8/31/18

Featured Ad ..........................................................................................$125

May......................................4/3/18

November ..........................9/27/18

Icon .......................................................................................................$105

June .....................................5/3/18

December ..........................11/1/18

CALIFORNIA: BAY AREA
%HUNHOH\ (PHUJHQF\ 0HGLFDO *URXS
is a democratic EM practice, serving
two hospitals and an Urgent Care Clinic
LQ WKH 6DQ )UDQFLVFR %D\ $UHD :H
DUH VHHNLQJ DQ (0 3K\VLFLDQ 1XUVH
Practitioner, and an experienced Physician
$VVLVWDQW WR VHUYH RXU GLYHUVH SDWLHQW
population in two inner city hospitals.
The group employs 45 Physicians and
 3$V VHUYLFLQJ  SDWLHQWV SHU
\HDU  %(0* KDV RXWVWDQGLQJ VWD൶QJ
ÀH[LEOH VFKHGXOHV DQG SDLG RFFXUUHQFH
malpractice coverage. In addition, we
R൵HU FRPSHWLWLYH FRPSHQVDWLRQ DQG D
ÀH[LEOH EHQH¿WV SDFNDJH 6HQG &9 DQG
FRYHUOHWWHUWRMREV#ED\HPRUJ
CALIFORNIA: CENTRAL COAST
SAN LUIS OBISPO
$ IDQWDVWLF MRE RSSRUWXQLW\ 6HHNLQJ
residency trained, BC/BE Emergency
Physician. Democratic, established group
ZLWK HTXDO SDUWQHUVKLS DQG IXOO EHQH¿W
SDFNDJH 3URJUHVVLYH KRVSLWDOV RQ WKH
beautiful Central California Coast, half
ZD\ EHWZHHQ /$ DQG 6) $ VSHFWDFXODU
SODFH WR OLYH ZRUN DQG SOD\7KH SHUIHFW
place to build your career and raise your
family. Call 805-434-1869. E-mail:
FFHS#WFVQQHW
COLORADO: ASPEN
Stable group of independent contractors
LQ $VSHQ &2 VHHNLQJ D %(%& (0
residency trained physician for 10-15

night shifts per month. Single coverage
8 hour night shifts in 8,000 visit per year
('  $VSHQ 9DOOH\ +RVSLWDO LV D OHYHO
3 trauma center with a brand new ED
DQG URRIWRS KHOLSDG  7KH (' LV VWD൵HG
with a minimum of 2 nurses overnight,
ultrasound is available in the department,
and CT scanner operates 24 hours a
day. Competitive pay. Interested parties
FRQWDFW%*OLVPDQQ#DVSHQKRVSLWDORUJ

FLORIDA: LARGO
Emergency Medicine Medical Director
opportunity at our prestigious practice at
Largo Medical Center in beautiful Largo,
)/ &DQGLGDWHV PXVW EH %RDUG &HUWL¿HG
in Emergency Medicine with previous
leadership and administrative experience.
Largo Medical Center is 425-bed teaching
hospital with an annual ED volume of
DQGDEHG('6WD൵HGZLWK
KUV 3K\VLFLDQ FRYHUDJH DQG  KUV $33
coverage. Largo is part of the Tampa
Bay area, the third largest city in Pinellas
County and home to world-class beaches,
ERDWLQJ DQG ¿VKLQJ :H¶UH R൵HULQJ D
FRPSUHKHQVLYH SDFNDJH ZLWK H[FHOOHQW
remuneration and directorship stipend.
)RU PRUH GHWDLOV DERXW WKLV H[FLWLQJ
leadership opportunity, contact our
dedicated recruiter today at 877.226.6059
RU0DNH$&KDQJH#HYKFQHW

FLORIDA: OCALA
(QYLVLRQ 3K\VLFLDQ 6HUYLFHV LV VHHNLQJ
(03K\VLFLDQVDW2FDOD5HJLRQDO0HGLFDO
&HQWHUORFDWHGLQ2FDOD)/5HFUHDWLRQDO
SRVVLELOLWLHV DERXQG DV 2FDOD LV DQ HDV\
KRXU GULYH WR 2UODQGR WKH *XOI RI
0H[LFR 'D\WRQD %HDFK DQG WKH$WODQWLF
2FHDQ ZLWK ZRUOG FODVV JRO¿QJ ERDWLQJ
DQG ¿VKLQJ RSWLRQV$V ZHOO DV NH\ DUHD
attractions including Busch Gardens, Sea
:RUOG DQG :DOW 'LVQH\ :RUOG 2FDOD LV
considered one of the three fastest growing
DUHDVLQWKH1DWLRQ/RFDWHGLQWKH+HDUW
RI )ORULGD WKH DUHD LV VXUURXQGHG E\
scenic countryside and a unique mixture
of rural and urban lifestyles. Excellent
FRPSHQVDWLRQ SDFNDJH DQG UHORFDWLRQ
DVVLVWDQFH LV DYDLODEOH )XOOWLPH SDUW
time, per diem and travel opportunities.
)RU PRUH GHWDLOV FRQWDFW RXU GHGLFDWHG
recruiter today at 877.226.6059 or
0DNH$&KDQJH#HYKFQHW

FLORIDA: PENSACOLA
(QYLVLRQ 3K\VLFLDQ 6HUYLFHV LV VHHNLQJ
Emergency Medicine and Pediatric
Emergency Medicine Physicians to join
RXUWHDPDW6DFUHG+HDUW+RVSLWDOORFDWHG
LQ 3HQVDFROD )/ &DQGLGDWHV PXVW EH
%RDUG&HUWL¿HGLQ(PHUJHQF\0HGLFLQHRU
Pediatric Emergency Medicine. The main

ED has 70,000 annual patient visits, a 54bed ED and is a Level II Trauma Center. The
Pediatric ED has 30,000 annual pediatric
visits, a 12-bed designated Pediatric ED
and is a Pediatric Trauma Referral Center.
Pensacola’s beaches are a must-see, with
beautiful white sand and gorgeous waters.
:H¶UH R൵HULQJ D FRPSUHKHQVLYH SDFNDJH
including competitive pay and a sign-on
ERQXV SDFNDJH )XOOWLPH SDUWWLPH SHU
GLHP DQG WUDYHO RSSRUWXQLWLHV )RU PRUH
details, contact our dedicated recruiter
WRGD\DWRU0DNH$&KDQJH#
evhc.net.

FLORIDA: PORT ST. LUCIE
(QYLVLRQ 3K\VLFLDQ 6HUYLFHV LV VHHNLQJ
EM Physicians at St. Lucie Medical
&HQWHU ORFDWHG LQ 3RUW 6W /XFLH )ORULGD
&DQGLGDWHV PXVW EH %RDUG &HUWL¿HG LQ
Emergency Medicine. St. Lucie Medical
Center has 35 private ED rooms with
 DQQXDO YLVLWV VWD൵HG ZLWK  KUV
RI SK\VLFLDQ FRYHUDJH DQG  KUV RI$33
coverage. St. Lucie Medical Center is also
KRPH WR 3%&*0( D൶OLDWHG 2VWHRSDWKLF
emergency medicine residency program.
:H¶UHR൵HULQJDFRPSHWLWLYHFRPSHQVDWLRQ
SDFNDJH )XOOWLPH SDUWWLPH SHU GLHP
DQGWUDYHORSSRUWXQLWLHV)RUPRUHGHWDLOV
contact our dedicated recruiter today at
 RU 0DNH$&KDQJH#HYKF
net.
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Alaska ......................... pg 35
Arkansas ..................... pg 37

GEORGIA: AUGUSTA, DUBLIN,
MACON AND WAYCROSS
Envision Physician Services has EM
Physician opportunities located in
$XJXVWD 'XEOLQ 0DFRQ DQG :D\FURVV
Georgia. Practice diversity includes
ED volumes that range from 22,000 to
56,000 patient visits per year as well
as rural to metropolitan locations. We
DUH R൵HULQJ D FRPSUHKHQVLYH SDFNDJH
including competitive pay, sign-on bonus
DQG UHORFDWLRQ DVVLVWDQFH )XOOWLPH SDUW
time, per diem and travel opportunities.
3HGLDWULF DQG $FDGHPLF RSSRUWXQLWLHV
also available. Contact us for a limited
time enhanced sign-on bonus package.
)RU PRUH GHWDLOV FRQWDFW RXU GHGLFDWHG
recruiter today at 877.226.6059 or
0DNH$&KDQJH#HYKFQHW

California .............pgs 34, 35
Colorado ..............pgs 34, 35
Florida......pgs 34, 35, 36, 37
Georgia ................pgs 35, 37
Hawaii ......................... pg 36
Kentucky..............pgs 35, 37
Louisiana .................... pg 37
Massachusetts. .......... pg 36
Maryland..............pgs 35, 37
New York .................... pg 36
N. Carolina ..........pgs 37, 38

KENTUCKY: BOWLING GREEN
(QYLVLRQ3K\VLFLDQ6HUYLFHVLVVHHNLQJ(0
Physicians at TriStar Greenview Regional
+RVSLWDO D EHG FRPPXQLW\ KRVSLWDO
ORFDWHG LQ %RZOLQJ *UHHQ .HQWXFN\
DQG KRXU QRUWK RI 1DVKYLOOH71 %HG
(' ZLWK  DQQXDO (' YLVLWV VWD൵HG
with 40 hrs. of physician coverage and
 KUV RI$33 FRYHUDJH  :H¶UH R൵HULQJ
D FRPSUHKHQVLYH SDFNDJH LQFOXGLQJ
competitive pay, sign-on bonus and
UHORFDWLRQDVVLVWDQFH)XOOWLPHSDUWWLPH
SHU GLHP DQG WUDYHO RSSRUWXQLWLHV $VN
about our limited time $10,000 referral
bonus program )RU PRUH GHWDLOV
contact our dedicated recruiter today at
 RU 0DNH$&KDQJH#HYKF
net.
MARYLAND: ANNAPOLIS
Independent, democratic and wellestablished group at community hospital
with excellent specialty support, located
LQ EHDXWLIXO $QQDSROLV 0' VHHNV %&
BE physician for partnership and nonSDUWQHUVKLSRSSRUWXQLWLHV%HQH¿WVLQFOXGH
ÀH[LEOH VFKHGXOLQJ JHQHURXV &0(
comprehensive medical plan, outstanding
N PDWFK DQG H[FHOOHQW FRPSHQVDWLRQ
Convenient to Baltimore and DC. Contact
Yolanda Cormier at 443-481-1293 or
\FRUPLHU#DDKVRUJ

Oregon ....................... pg 39
Pennsylvania. ............. pg 36
S. Carolina .................. pg 37
Tennessee................... pg 37
Utah ............................ pg 39
Virginia ....................... pg 35

VIRGINIA: NORFOLK/
VIRGINIA BEACH
Emergency Physicians of Tidewater
(EPT) is a physician-owned, physicianUXQGHPRFUDWLFJURXSRI$%(0$2%(0
HOLJLEOH FHUWL¿HG (0 SK\VLFLDQV VHUYLQJ
WKH 1RUIRON9LUJLQLD %HDFK DUHD IRU WKH
past 40+ years. We provide coverage to
5 hospital-based EDs and 2 free-standing
('VLQWKHDUHD)DFLOLWLHVLQFOXGHD/HYHO
1 trauma center, Level 3 trauma center,
academic medicine and community
PHGLFLQH VLWHV$OO (37 SK\VLFLDQV VHUYH

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
D൵RUGDEOHFRDVWDOOLYLQJ3OHDVHVHQG&9
WR HSWUHFUXLWHU#JPDLOFRP RU FDOO  
467-4200 for more information.

www.EM-News.com

COLORADO: Join a team of board-certiﬁed,
residency-trained emergency physicians on the
Front Range of Colorado. Nestled in the Sangre
de Cristo Mountains. Alongside the Arkansas
River this outdoor paradise provides easy access
to mountain biking, hiking, skiing, ﬁshing, climbing, whitewater rafting and more. Our community
is beautiful, affordable, and perfect for families.
We staff a level IV trauma center with an annual
volume of 18K with 8 hours of advanced practitioner coverage. The compensation package is
excellent and malpractice insurance is provided.
The combination of a reasonable pace (less than
2 pts/hr), excellent subspecialty coverage, the
beneﬁts of a large hospital system with easy patient transfers (including aeromedical support),
excellent compensation (TOTAL PACKAGE FOR
FULL-TIME OVER $300,000), and all the beneﬁts of mountain living make this one of the best
opportunities in Colorado. Moving expenses and
sign-on bonus included. Please email your CV to
Ruby Gallegos at rgallegos@frespc.com or fax it to
719-475-0414.

Fairbanks, Alaska
New full-time position for a BC/
BE Emergency Medicine physician
to join a stable, democratic group
of 10 physicians. This is a hospital
practice based at Fairbanks
Memorial
Hospital.
Annual
visits exceed 36,000. Fairbanks
Memorial Hospital is a JCAHO
accredited 159-bed hospital that
is the primary referral center for
the 100,000 residents of Alaska’s
interior. Fairbanks is a truly
unique university community with
unmatched accessibility to both
wilderness recreation and urban
culture. We aim to strike a balance
between life and medicine, offering
excellent compensation and
benefits with a 2-year partnership
track. 10 hour shifts with excellent
mid-level coverage.

Visit our website at

www.GHEPAK.com
For additional information please contact: Michael Burton MD, President
(907) 460-0902 mrb5w@hotmail.com
or Art Strauss MD, Medical Director
(907) 388-2470 art@ghepak.com.

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
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!

Interested physicians and APPs, please contact
Kevin Parkes at MTNViewEPMG@gmail.com
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Located in St. Petersburg, Florida
Seeking Fulltime BC/BE Emergency Physicians at a Level II Trauma Center with
48,000 volume.
We are a rapidly expanding, well-established, independent, democratic group.
Bayfront Health broke ground for a new 37,000 sq ft state-of-the-art Emergency
Department.
480-bed hospital with:
• Primary Stroke Center
• Chest Pain Center with PCI
• Level IV Epilepsy Center
• Aero-Medical Flight Program
• Regional Flagship hospital with a network of six hospitals along
Florida Gulf Coast
• 48-hour physician coverage
• 36-hour PA/ARNP coverage

Transcending
Community Care

Physician – Emergency Medicine
Situated on the sunny south shore of western Long Island, minutes
from Jones Beach and thirty minutes from NYC, is an exceptional
Magnet®-designated Level II Trauma Center focused on quality and
excellence, one that celebrates professional achievement and a
passion for patients ... South Nassau Communities Hospital.

We offer a comprehensive beneﬁt package including health, dental, vision, LTC,
CME allowance, 401K, proﬁt-sharing, along with a partnership track. Requirements: residency trained, ACLS, ATLS and PALS certiﬁed.

Our 455–bed Hospital is staffed by world-class surgeons and
residents providing superior services to our community. SNCH
provides critical emergency care to 65,000+ patients each year in
our Oceanside and Long Beach facilities. The Oceanside campus
has 24 hour in-house anesthesiologist, Obstetrics attending,
pediatric attending, and trauma surgeon as well as residents across
multiple specialties. The ED maintains double coverage overnight as
well as 24 hour coverage with physician assistants.

For more information, contact the Emergency Physicians of St. Petersburg, PA at
(727)-553-7300, fax (727)-553-7395, or email: aaepsp360@gmail.com

South Nassau is an equal opportunity employer. All qualiﬁed applicants will be afforded equal
employment opportunities without discrimination because of race, creed, color, national origin,
sex, age, disability or marital status. EOE M/F/D/V

A free-standing ED is also slated to open November 1, 2018.

Our web site is EpspBayfront.com

Apply online at southnassaujobs.org
We currently seek a
BC/BE MD with at least 3
years Emergency Medicine,
with a NYS medical license.
We offer exceptional career
opportunities along with
beneﬁts.

{ Job Opportunities }

FLORIDA, Port Charlotte
Progressive independent stable group
seeking residency trained, BC/BE EM
physicians. 32k volume, new state of the art
34 bed ED. Full specialty backup. Excellent
compensation based on productivity over
$350K range. Located on Charlotte Harbor
with saltwater access to the Gulf. Short
drive to Tampa, Sarasota, Fort Myers,
Naples. Year round golf, tennis, boating,
fishing, and beautiful beaches nearby.

Contact:
Robert Leyrer, MD
941-629-4066 or
releyrer@comcast.net

Newburyport, MA
Great place to live, work and raise
a family—45 minutes from Boston
on the coast. Small, independent
group with two dedicated full-time
night physicians seeks a residency-trained, ABOEM/ABEM-certiﬁed
physician for full-time employment. Work at an ACS-certiﬁed
Level III Trauma Center/Stroke Center with an annual volume around
30K patients, APP support, competitive compensation and comfortable stafﬁng.
Send CV and correspondence to
ronfreid@yahoo.com.

ASSISTANT MEDICAL DIRECTOR

Honolu, Hawaii
The Emergency Group, Inc. (TEG) is a
growing, independent, democratic group
that has been providing emergency services
at the Queen’s Medical Center (QMC) in
Honolulu, Hawaii since 1973. QMC is the
largest and only level 1 Trauma Center in
the state and cares for more than 65,000
ED patients per year. QMC opened an
additional medical center in the community
of West Oahu in 2014, which currently sees
60,000 ED patients annually.
Due to vastly growing community in the
West Oahu area, TEG is actively recruiting
for EM Physicians BC/BE, EM Physicians
with Pediatric Fellowship who are BE/BC
and an Ultrasound Director. Physicians will
be credentialed at both facilities and will
work the majority of the shifts at the West
Oahu facility in Ewa Beach, Hawaii.
We offer competitive compensation,
EHQHÀWVDQGDQRSSRUWXQLW\WRVKDUHLQWKH
RZQHUVKLSDQGSURÀWVRI WKHFRPSDQ\
Our physicians enjoy working in QMC’s
excellent facilities and experience the
wonderful surroundings of living in
Hawaii.
MEET US at ACEP18
at the EMRA JOB FAIR
Booth#116
October 1, 2018 5pm-7pm
San Diego Marriott Marquis
Grand Ballrom

PEDIATRIC EMERGENCY MEDICINE LEADERSHIP OPPORTUNITIES
ASSOC PROGRAM DIRECTOR
VICE CHAIR, RESEARCH
EMERGENCY MEDICINE RESEARCHER POSITIONS

The Emergency Medicine Department at Penn State Health Milton S. Hershey Medical Center seeks energetic, highly motivated
and talented physicians to join our Penn State Hershey family. Opportunities exist in both teaching and community hospital sites.
This is an excellent opportunity from both an academic and a clinical perspective. As one of Pennsylvania’s busiest Emergency
Departments treating over 75,000 patients annually, Hershey Medical Center is a Magnet® healthcare organization and the
only Level 1 Adult and Level 1 Pediatric Trauma Center in PA with state-of-the-art resuscitation/trauma bays, incorporated
Pediatric Emergency Department and Observation Unit, along with our Life Lion Flight Critical Care and Ground EMS Division.
We offer salaries commensurate with qualiﬁcations, sign-on bonus, relocation assistance, physician incentive program and a
CME allowance. Our comprehensive beneﬁt package includes health insurance, education assistance, retirement options, oncampus ﬁtness center, day care, credit union and so much more! For your health, Hershey Medical Center is a smoke-free campus.
Applicants must have graduated from an accredited Emergency Medicine Residency Program and be board eligible or board
certiﬁed by ABEM or AOBEM. We seek candidates with strong interpersonal skills and the ability to work collaboratively within
diverse academic and clinical environments. Observation experience is a plus.

FOR ADDITIONAL INFORMATION, PLEASE CONTACT:
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,
PO Box 855 Mail Code A595, Hershey PA 17033, Email: hpefﬂey@pennstatehealth.psu.edu
OR apply online at: http://hmc.pennstatehealth.org/careers/physicians
Penn State Health Milton S. Hershey Medical Center 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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Academic and Community Openings for BE/BC Emergency Physicians
Vibrant and varied career possibilities in academic and community settings in the Baltimore metropolitan area as well
as near Washington, DC, Philadelphia and Maryland’s stunning coastline.
Live and work in an urban, suburban or rural community, in an atmosphere that encourages a work/life balance.

Current EM Practice Opportunities
Downtown Baltimore – Volumes from 21 to 66K
North of Baltimore – Volumes from 32 to 65K
Eastern Shore – Volumes from 15 to 37K
DC Suburbs – Volumes from 34 to 60K
Our supportive team approach in the delivery of high quality patient care features:
x
Dedicated fast track and intake units staffed by Family Practice physicians and PAs
x
ED scribes and medical information systems
x
Stroke centers & STEMI programs
x
Ultrasound programs with bedside US machines
x
Advanced airway equipment including GlideScope®

Very Generous Compensation and Benefit Package

Contact us at
recruitment@umem.org
or 667-214-2060

x
x
x
x

UMEM is an EOE/AAE

Additional incentive compensation
Medical, dental, vision and life insurance
Employer-paid CME, PTO and 401K safe harbor retirement plan
Employed-paid malpractice insurance with full tail coverage

Featured Physician and Leadership Opportunities
ARKANSAS

GEORGIA

TENNESSEE

Ft. Smith
Van Buren

Atlanta
Augusta
Canton
Cartersville
Covington
Cumming
Demorest
Dublin
Duluth
Fayetteville
Lawrenceville
Macon
Snellville
Waycross

Chattanooga
Dickson
Hendersonville
Knoxville
Lebanon
Nashville

FLORIDA
Boynton Beach
Brooksville
Clearwater
Dunedin
Englewood
Ft. Lauderdale
Ft. Pierce
Ft. Walton Beach
Kissimmee
Lakeland
Lake Worth
Miami
Newberry
Ocala
Okeechobee
Orlando
Oviedo
Palm Harbor
Panama City
Pensacola
Plant City
Port Charlotte
Port St. Lucie
Punta Gorda
Sanford
Sarasota
Sebring
St. Petersburg
Tampa Bay
Vero Beach
West Palm Beach

KENTUCKY
Bowling Green
Cave City
Frankfort
Glasgow
Murray

LOUISIANA
Houma

NORTH CAROLINA
Fayetteville
Lumberton

SOUTH CAROLINA
Dillon
Little River
Manning
Myrtle Beach

LEADERSHIP
OPPORTUNITIES
Clearwater, FL
Ft. Lauderdale, FL
Ft. Walton Beach, FL
Inverness, FL
Kissimmee, FL
St. Petersburg, FL
Vero Beach, FL
West Palm Beach, FL

Featured locations

OUR DOCTORS ENJOY:
PEDIATRIC EM
OPPORTUNITIES
Augusta, GA
Dublin, GA
Ft. Lauderdale, FL
Macon, GA
Nashville, TN
Orlando, FL
Panama City, FL
Pensacola, FL
Tampa Bay, FL
West Palm Beach, FL









Leadership Development
Exceptional Practice Support
Robust Referral Program
Malpractice with Tail Coverage
Stable, Long-Term Contracts
CME Allowance
National Leadership Programs

Apply by sending your resume to:
MakeAChange@evhc.net
Call: 877.226.6059
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Expecting to be excited and challenged ?
Come join our team today !
Emergency Department Providers: The busiest ED in North Carolina, and one of the top 15 busiest nation, treats 95k adult and 35k pediatric
cases annually in its 92 beds. We are currently seeking residency trained BC/BE emergency physicians to work in the 75 bed adult ED. This ED
serves as a high acuity patient population with 28% annual admission rate. There are over 90 hours of adult physician coverage daily and over
110 hours mid-level coverage daily. It is a Level III Trauma Center with robust hospitalist service, interventional cardiology 24/7, cardiac surgery,
neurosurgery, etc. The facility is Chest Pain and Stroke accredited. The EMS system is hospital owned and managed with an award winning
paramedic program. Of note, the Pediatric ED is seperate and has 17 dedicated beds with an additional 24 hours of physician coverage and 20
hours of mid-level coverage. We welcome our inaugural class of Emergency Medicine Residents in July 2017. Opportunities exist for both clinical
and academic emergency physicians.
Top Tier Compensation: The cash compensation package is valued at over $250/hour, including evening, night, and holiday differentials, as well
as a quarterly incentive bonus. We offer a generous sign-on bonus plus moving stipend. The comprehensive benefits package includes Malpractice
Insurance Paid; CME Time and Allowance; 403(b) match and 457(b); and health and dental.
The Area: Cape Fear Valley Health is located in the thriving and diverse community of Fayetteville, NC which consists of more than 319,000
residents. Fayetteville has received the prestigious All-America City Award three times from the National Civic League and has been recognized
for cultural diversity and municipal excellence by the National League of Cities.
Fayetteville is known for its many golf courses with the Home of Golf, aka Pinehurst, located 30 minutes from the city. Our central location provides
easy access to some of the most beautiful beaches in the country to our east and to the majestic Blue Ridge Mountains to our west. In addition
to our central location, our mild climate, low cost of living, and patriotic spirit makes it an ideal city for rising healthcare professionals and families.
As the sixth largest city in North Carolina – and growing – both Fayetteville and Cape Fear Valley Health’s healthcare needs are on the rise.
Please contact Ashley Dowless, Corporate Director, Physician Recruitment at 910-615-1888 or adowl@capefearvalley.com for additional information.
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Emergency Medicine Physician

Salem, Oregon
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
beneﬁts include scribes, ﬂexible
scheduling, malpractice, 401k,
health insurance, and more.
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.

EMN ’s award-winning
weekly enews delivers
exclusive online articles
to more than 17,000
emergency physicians,
including EMN print
subscribers and direct
subscribers to the enews.
Recruitment advertising
opportunities are
available,
contact Mike Rusch
(mike.rusch@
wolterskluwer.com)
for more details.

The Department of Surgery, Division of Emergency Medicine at the University of Utah is
seeking a board-certified/board-eligible emergency physician who is interested in joining the
faculty at the rank of assistant or associate professor. Candidates with academic faculty experience and a track record in research and education are strongly encouraged to apply. We are
also seeking individuals willing to serve in a nocturnist role.
University Hospital is a Level 1 Trauma Center and the Intermountain West’s only academic
health care system. The hospital serves Utah and five surrounding states, representing the
largest referral area in the continental United States. University of Utah Health is consistently
ranked #1 in quality nationwide, and the emergency department is expanding its faculty due to
the rapid growth in patient volume.
The Division of Emergency Medicine maintains a highly competitive three-year academic
residency program, a broad research portfolio with multiple extramural grants and fellowships
in EMS, Global Health, Palliative Care, Research Sports Medicine, Ultrasound, and Wilderness
Medicine.
We offer a competitive salary, comprehensive benefits package, and generous retirement plan.
Academic appointment in the University of Utah School of Medicine and salary will be commensurate with experience.
Interest applicant must apply at:
http://utah.peopleadmin.com/postings/78905
Interested applicants may submit their CV and cover letter to Ryan Dest at ryan.dest@hsc.
utah.edu.
The University of Utah HSC values candidates who are committed to fostering and furthering
the culture of compassion, collaboration, innovation, accountability, diversity, integrity, quality, and trust that is integral to the mission of the University of Utah Health Sciences Center
The University of Utah is an Affirmative Action/Equal Opportunity employer and does not
discriminate based upon race, national origin, color, religion, sex, age, sexual orientation, gender identity/expression, status as a person with a disability, genetic information, or Protected
Veteran status. Individuals from historically underrepresented groups, such as minorities,
women, qualified persons with disabilities and protected veterans are encouraged to apply.
Veterans’ preference is extended to qualified applicants, upon request and consistent with
University policy and Utah state law. Upon request, reasonable accommodations in the application process will be provided to individuals with disabilities. To inquire about the University’s nondiscrimination or affirmative action policies or to request disability accommodation,
please contact: Director, Office of Equal Opportunity and Affirmative Action, 201 S. Presidents
Circle, Rm 135, (801) 581-8365.
The University of Utah values candidates who have experience working in settings with students
from diverse backgrounds, and possess a strong commitment to improving access to higher education for historically underrepresented students.
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Where you live is a reflection of who you are.
Over 200 locations and growing.

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

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