Award–Winning Advocate of Emergency Medicine

40

Emergency
Medicine News
november 2018
Vol. 40, No. 11
LIPPINCOTT
WILLIAMS & WILKINS

THE MOST TRUSTED NEWS SOURCE IN EMERGENCY MEDICINE

www.EM-News.com

Outcomes Worse for
Intubated OHCA Patients

A

irway has been paramount to
managing cardiac arrest since
the earliest endeavors in resuscitation—the use of tobacco smoke
enemas to resuscitate drowning
victims on the banks of the Thames
was documented as far back as
1746. (Lancet 2002;359[9315]:1442.)
Such efforts, while anatomically
misplaced, were well intended in
principle. We have since discovered
alternative preferred orifices through
which to ventilate our patients
with cardiac arrest, but the exact
conduit to deliver these artificial
breaths is still unclear.
A growing body of evidence
suggests that de-emphasizing early

definitive airway management may
lead to improved outcomes. The
majority of these data was observational and prone to the biases
associated with such analyses.
(Resuscitation 2015;93:20.) Two
recently published major trials
now give us high-quality data on
the role of a definitive airway in
managing patients with out-ofhospital cardiac arrest (OHCA).
The first of these studies, the
Pragmatic Airway Resuscitation Trial
(PART), was a multicenter
cluster-crossover randomized trial in
which 27 EMS agencies across the
United States were randomized to
one of two initial advanced airway
strategies, laryngeal tube (LT) or
Continued on page 32
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‘Pull Till Full’ Pits Nurses against Physicians
BY EDWIN LEAP, MD

I

bring you grave tidings from
the land of Emergistan. As the
self-appointed and lifelong prime
minister of our little country, I feel

compelled to share the news that
we are all being threatened. By
what, you ask? What dark force
gathers at the border of our hallowed homeland and threatens the
stability and sanity of us all?
Well, lots of things, but I have only
this space with which to describe the
existential threats to our well-being.

The dark force I’m describing goes
by the name “pultilfull.” An evil ogre
if there ever was one.
Of course, its real name is “pull
till full.” It goes like this: No matter
how busy the doctor is, every room
in the ED needs to be full if there’s

a patient waiting. This ideology is
in place across the land in departments large and small.
The theory is, of course, that patients are all in imminent peril and
only when they are in the ED proper,
Continued on page 33
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Think ELIQUIS–

For your appropriate patients
with NVAF or DVT/PE

L

D

IMPORTANT SAFETY INFORMATION
WARNING: (A) PREMATURE DISCONTINUATION OF
ELIQUIS INCREASES THE RISK OF THROMBOTIC EVENTS,
(B) SPINAL/EPIDURAL HEMATOMA
(A) Premature discontinuation of any oral anticoagulant,
including ELIQUIS, increases the risk of thrombotic events.
If anticoagulation with ELIQUIS is discontinued for a reason
other than pathological bleeding or completion of a course
of therapy, consider coverage with another anticoagulant.
(B) Epidural or spinal hematomas may occur in patients
treated with ELIQUIS who are receiving neuraxial anesthesia
or undergoing spinal puncture. These hematomas may result
in long-term or permanent paralysis. Consider these risks
when scheduling patients for spinal procedures. Factors
that can increase the risk of developing epidural or spinal
hematomas in these patients include:
• use of indwelling epidural catheters
• concomitant use of other drugs that affect hemostasis,
such as nonsteroidal anti-inflammatory drugs (NSAIDs),
platelet inhibitors, other anticoagulants
• a history of traumatic or repeated epidural or spinal punctures
• a history of spinal deformity or spinal surgery
• optimal timing between the administration of ELIQUIS
and neuraxial procedures is not known
Monitor patients frequently for signs and symptoms of
neurological impairment. If neurological compromise is
noted, urgent treatment is necessary.
Consider the benefits and risks before neuraxial intervention
in patients anticoagulated or to be anticoagulated.

CONTRAINDICATIONS

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

W

WARNINGS AND PRECAUTIONS

• Increased Risk of Thrombotic Events after Premature
Discontinuation: Premature discontinuation of any oral
anticoagulant, including ELIQUIS, in the absence of adequate
alternative anticoagulation increases the risk of thrombotic
events. An increased rate of stroke was observed during the
transition from ELIQUIS to warfarin in clinical trials in atrial
fibrillation patients. If ELIQUIS is discontinued for a reason
other than pathological bleeding or completion of a course
of therapy, consider coverage with another anticoagulant.
• Bleeding Risk: ELIQUIS increases the risk of bleeding and can
cause serious, potentially fatal, bleeding.
– Concomitant use of drugs affecting hemostasis increases
the risk of bleeding, including aspirin and other antiplatelet
agents, other anticoagulants, heparin, thrombolytic agents,
SSRIs, SNRIs, and NSAIDs.
– Advise patients of signs and symptoms of blood loss and
to report them immediately or go to an emergency room.
Discontinue ELIQUIS in patients with active pathological
hemorrhage.
– The anticoagulant effect of apixaban can be expected to
persist for at least 24 hours after the last dose (i.e., about two
half-lives). An agent to reverse the anti-factor Xa activity of
apixaban is available. Please visit www.andexxa.com for more
information on availability of a reversal agent.
• Spinal/Epidural Anesthesia or Puncture: Patients treated with
ELIQUIS undergoing spinal/epidural anesthesia or puncture may
develop an epidural or spinal hematoma which can result in
long-term or permanent paralysis.
The risk of these events may be increased by the postoperative
use of indwelling epidural catheters or the concomitant use of
medicinal products affecting hemostasis. Indwelling epidural
or intrathecal catheters should not be removed earlier than
24 hours after the last administration of ELIQUIS. The next dose
of ELIQUIS should not be administered earlier than 5 hours after
the removal of the catheter. The risk may also be increased by
traumatic or repeated epidural or spinal puncture. If traumatic
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DVT/PE

NVAF

Indicated for the treatment of
DVT and PE, and to reduce the
risk of recurrent DVT and PE
following initial therapy1

Indicated to reduce the risk of
stroke and systemic embolism
in patients with NVAF1

Learn more about ELIQUIS today at

hcp.eliquis.com

DVT: deep vein thrombosis; NVAF: nonvalvular atrial fibrillation; PE: pulmonary embolism.

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS (cont’d)

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

ADVERSE REACTIONS

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

TEMPORARY INTERRUPTION FOR SURGERY AND OTHER
INTERVENTIONS

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

DRUG INTERACTIONS

• Combined P-gp and Strong CYP3A4 Inhibitors: Inhibitors
of P-glycoprotein (P-gp) and cytochrome P450 3A4 (CYP3A4)
increase exposure to apixaban and increase the risk of

IMPORTANT SAFETY INFORMATION
DRUG INTERACTIONS (cont’d)

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

PREGNANCY CATEGORY B

• There are no adequate and well-controlled studies of ELIQUIS
in pregnant women. Treatment is likely to increase the risk of
hemorrhage during pregnancy and delivery. ELIQUIS should be
used during pregnancy only if the potential benefit outweighs
the potential risk to the mother and fetus.
Reference: 1. ELIQUIS® Package Insert. Bristol-Myers Squibb Company, Princeton, NJ,
and Pfizer Inc, New York, NY.

Please see Brief Summary of Full Prescribing Information,
including Boxed WARNINGS, on adjacent pages.
ELIQUIS and the ELIQUIS logo are registered trademarks of Bristol-Myers Squibb Company.
© 2018 Bristol-Myers Squibb. All rights reserved. 432US1802508-02-01 07/18
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ELIQUIS® (apixaban) tablets, for oral use
Brief Summary of Prescribing Information. For complete prescribing information consult
official package insert.
WARNING: (A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF
THROMBOTIC EVENTS
(B) SPINAL/EPIDURAL HEMATOMA
(A) PREMATURE DISCONTINUATION OF ELIQUIS INCREASES THE RISK OF THROMBOTIC
EVENTS
Premature discontinuation of any oral anticoagulant, including ELIQUIS, increases
the risk of thrombotic events. If anticoagulation with ELIQUIS is discontinued for
a reason other than pathological bleeding or completion of a course of therapy,
consider coverage with another anticoagulant [see Dosage and Administration,
Warnings and Precautions, and Clinical Studies (14.1) in full Prescribing Information].
(B) SPINAL/EPIDURAL HEMATOMA
Epidural or spinal hematomas may occur in patients treated with ELIQUIS who are
receiving neuraxial anesthesia or undergoing spinal puncture. These hematomas
may result in long-term or permanent paralysis. Consider these risks when
scheduling patients for spinal procedures. Factors that can increase the risk of
developing epidural or spinal hematomas in these patients include:
• use of indwelling epidural catheters
• concomitant use of other drugs that affect hemostasis, such as nonsteroidal
anti-inflammatory drugs (NSAIDs), platelet inhibitors, other anticoagulants
• a history of traumatic or repeated epidural or spinal punctures
• a history of spinal deformity or spinal surgery
• optimal timing between the administration of ELIQUIS and neuraxial procedures
is not known
[see Warnings and Precautions]
Monitor patients frequently for signs and symptoms of neurological impairment.
If neurological compromise is noted, urgent treatment is necessary [see Warnings
and Precautions].
Consider the benefits and risks before neuraxial intervention in patients
anticoagulated or to be anticoagulated [see Warnings and Precautions].
INDICATIONS AND USAGE
Reduction of Risk of Stroke and Systemic Embolism in Nonvalvular Atrial Fibrillation—
ELIQUIS® (apixaban) is indicated to reduce the risk of stroke and systemic embolism in patients
with nonvalvular atrial fibrillation.

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

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

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

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

Hazard Ratio
(95% CI)

P-value

Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in AVERROES

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

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

Bleeding
Endpoint*

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

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

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

<0.0001
-

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

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

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

-

All treated

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

Figure 1:

Table 2:

Bleeding Events in Patients with Nonvalvular Atrial Fibrillation in
ARISTOTLE*

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

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

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

Major
(including surgical
site)
Fatal

22
(0.82%)†

18
(0.68%)

9
(0.60%)‡

14
(0.93%)

11
(0.69%)

22
(1.39%)

0

0

0

0

0

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

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

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

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

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

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

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

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

Major Bleeding Hazard Ratios by Baseline Characteristics – ARISTOTLE Study

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

Apixaban
327 / 9088 (2.1)

Warfarin
462 / 9052 (3.1)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

0.25

0.5

Apixaban
Better

1

2
Warfarin
Better

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

Table 7:

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

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

ELIQUIS
5 mg bid
N=811
n (%)

N=826
n (%)

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

Placebo

Major

2 (0.2)

1 (0.1)

4 (0.5)

Nursing Mothers

CRNM*

25 (3.0)

34 (4.2)

19 (2.3)

Major + CRNM

27 (3.2)

35 (4.3)

22 (2.7)

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

Nausea

153 (2.6)

159 (2.7)

Minor

75 (8.9)

98 (12.1)

58 (7.0)

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

153 (2.6)

178 (3.0)

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

All

94 (11.2)

121 (14.9)

74 (9.0)

Pediatric Use

Contusion

83 (1.4)

115 (1.9)

Hemorrhage (including hematoma, and vaginal
and urethral hemorrhage)

67 (1.1)

81 (1.4)

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

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

54 (0.9)

60 (1.0)

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

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

50 (0.8)

71 (1.2)

Aspartate aminotransferase increased

47 (0.8)

69 (1.2)

Gamma-glutamyltransferase increased

38 (0.6)

65 (1.1)

Table 8:

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

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

ELIQUIS
5 mg bid
N=811
n (%)

Placebo
N=826
n (%)

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

Geriatric Use
Of the total subjects in the ARISTOTLE and AVERROES clinical studies, >69% were
65 years of age and older, and >31% were 75 years of age and older. In the
ADVANCE-1, ADVANCE-2, and ADVANCE-3 clinical studies, 50% of subjects were
65 years of age and older, while 16% were 75 years of age and older. In the AMPLIFY
and AMPLIFY-EXT clinical studies, >32% of subjects were 65 years of age and older and
>13% were 75 years of age and older. No clinically significant differences in safety or
effectiveness were observed when comparing subjects in different age groups.
Renal Impairment
Reduction of Risk of Stroke and Systemic Embolism in Patients with Nonvalvular
Atrial Fibrillation

Epistaxis

13 (1.5)

29 (3.6)

9 (1.1)

Hematuria

12 (1.4)

17 (2.1)

9 (1.1)

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

Hematoma

13 (1.5)

16 (2.0)

10 (1.2)

• age greater than or equal to 80 years

Contusion

18 (2.1)

18 (2.2)

18 (2.2)

• body weight less than or equal to 60 kg

Gingival bleeding

12 (1.4)

9 (1.1)

3 (0.4)

• serum creatinine greater than or equal to 1.5 mg/dL
Patients with End-Stage Renal Disease on Dialysis

Other Adverse Reactions

Respiratory, thoracic, and mediastinal disorders: epistaxis

Safety and effectiveness in pediatric patients have not been established.

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

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

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

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

Musculoskeletal and connective tissue disorders: muscle hemorrhage

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

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

Reproductive system and breast
menometrorrhagia, genital hemorrhage

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

Vascular disorders: hemorrhage

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

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

Hepatic Impairment

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

Eye disorders: conjunctival hemorrhage, retinal hemorrhage, eye hemorrhage

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

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

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

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

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

Enoxaparin/Warfarin
N=2689
n (%)

Relative Risk
(95% CI)

Major

15 (0.6)

49 (1.8)

0.31 (0.17, 0.55)
p<0.0001

CRNM*

103 (3.9)

215 (8.0)

Major + CRNM

115 (4.3)

261 (9.7)

Minor

313 (11.7)

505 (18.8)

All

402 (15.0)

676 (25.1)

vaginal

hemorrhage,

metrorrhagia,

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

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

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

Combined P-gp and Strong CYP3A4 Inducers

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

Epistaxis

77 (2.9)

146 (5.4)

USE IN SPECIFIC POPULATIONS

Contusion

49 (1.8)

97 (3.6)

Pregnancy

Hematuria

46 (1.7)

102 (3.8)

Pregnancy Category B

Menorrhagia

38 (1.4)

30 (1.1)

Hematoma

35 (1.3)

76 (2.8)

Hemoptysis

32 (1.2)

31 (1.2)

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

Rectal hemorrhage

26 (1.0)

39 (1.5)

Gingival bleeding

26 (1.0)

50 (1.9)

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

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

Enoxaparin/Warfarin
N=2689
n (%)

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

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

Clarithromycin

ELIQUIS
N=2676
n (%)

AMPLIFY-EXT Study

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

PATIENT COUNSELING INFORMATION

Anticoagulants and Antiplatelet Agents

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

OVERDOSAGE

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

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

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

Table 6:

disorders:

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

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

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

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

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

Humane and Correct Treatment for Pain
BY MARK MOSLEY, MD

E

ffective and rapid pain management is what emergency
physicians do best. We may, however, harm patients on rare occasions by enabling opioid misuse or
allowing more chronic opioid use.
Many emergency physicians have
defaulted to a popular simplified
strategy in response to the opioid
crisis: Use fewer opioids so they
don’t create opioid addiction and
make the opioid crisis worse.
Truth is complex. Making it simple
makes it wrong. A one-size-fits-all
approach to pain control in the ED
can be cruel to patients needing
opioids. Our response should not
be “I start with a nonopioid approach.” Neither should it be “I usually don’t write opioid prescriptions,
but when I do, I never write for more
than 12.” These stances are not
evidenced-based. They are not even
rational. Rather, we should ask, “In
which patients should I take these
approaches?” and “For what purpose am I using fewer opioids?”
One of the key recommendations
in the 2017 document by the Johns
Hopkins Bloomberg School of Public
Health and the Clinton Foundation,
The Opioid Crisis—From Evidence to
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Impact, was to develop evidencebased criteria to identify patients at
high risk for opioid misuse. (http://bit.
ly/2Oxd12c.) One risk-stratifying tool
EPs can use is CAPE. The evidence
from this comes from multiple
sources, including literature on
addiction, opioid-naive post-op patients, and ED chronic pain and misuse. (JAMA Intern Med 2016;176[9]:
1286; http://bit.ly/2Ou97qN; JAMA
Surg 2017;152[6]:e17050; http://bit.
ly/2Oymx4W; J Am Board Fam
Med 2017;30[4]:407; http://bit.
ly/2OwmbMn; Pain Rep 2017;2[4]:

This information is readily available on every patient in the ED. This
is an intuitive, easy, and routinely
available tool one could use now (or
for retrospective chart review). These
high-risk factors for chronic opioid
use, opioid misuse, and addiction are
born out consistently and repeatedly
in multiple studies, but they have
never been used as a risk-stratifying
tool in the ED. These likelihood ratios
(LR) for some elements are found in
CAPE: substance abuse history (LR
4.54); chronic pain history (LR 1.682.42), tobacco use (LR 1.97- 2.36),

CAPE removes potential bias and
objectively documents why EPs do not
initiate opioids in select situations
e606; http://bit.ly/2OxMrWP; N Engl
J Med 2016;374[13]:1253; http://bit.
ly/2OBrFFO; BMJ 2018;360:j5790;
http://bit.ly/2OxjLgk.) CAPE stands for:
Chronic pain (may or may not
currently be on opioids)
Addiction (nicotine, alcohol, benzodiazepines, opioids, and others)
Psychiatric (depression, anxiety,
schizophrenia, bipolar, ADHD in
teens)
Electronically flagged (prescription
drug monitoring, excess ED visits)

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

benzodiazepine use (LR 1.6-1.9), depression (LR 1.44-1.78), and in one
study, bariatric surgery (LR 1.77-2.72).
CAPE is not weighted or
graded, though future research
might support a more detailed
scoring system. The patient is
CAPE-positive if any elements are
present and CAPE-negative if no
elements are present.
CAPE is not a standalone tool.
One of the primary considerations is
whether a patient has pain that is
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objective (deformed wrist, distended
abdomen, etc.) or whether the patient
has pain that is purely subjective
(tooth pain with no visible swelling,
headache, or nonspecific low-back
pain, etc.). A CAPE-positive patient
with only subjective symptoms may
be treated quite differently from a
CAPE-positive patient with an obvious acute objective injury. There is
no reason not to use opioids when
there is a CAPE-negative patient
with an obvious objective acute
painful condition, as long as the patient shares this approach and has
transportation home.
Why use CAPE? It removes potential bias from our gestalt. It objectively
documents why we do not initiate
opioids in a few select situations. But
perhaps more importantly and even
heroically, using CAPE allows us to
treat the majority of normal low-risk
patients with acute objective pain
humanely and correctly. EMN
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CLINICAL PEARL

Isolated Hand Palsy May Be Acute Ischemic Stroke
BY EMEDHOME.COM

I

solated hand or finger palsy is
not included in the NIH Stroke
Scale, which is a weakness of the
tool because this type of palsy is
a disabling clinical condition and
could be an indicator of acute
ischemic stroke. (West J Emerg
Med 2018;19[3]:524; http://bit.
ly/2OCzVW5.)
The incidence of acute stroke
with isolated hand paresis is not
known, but it appears to constitute
from 0.83 percent to 1.5 percent of
all ischemic strokes. (Cerebrovasc
Dis Extra 2013;3[1]:65; http://bit.ly/
2OzrQ4k.) A paralysis of the hand
and fingers without sensory deficit is
due to cortical infarction of the precentral dial knob, a segment of the
precentral gyrus that projects to
the middle genu of the central sulcus. (Neurology 2001;56[12]:1677.)
Embolic mechanisms are more often

associated with small cortical infarction associated with isolated hand
or finger palsy. (West J Emerg Med
2018;19[3]:524; http://bit.ly/2OCzVW5;
Neurology 2001;56[12]:1677.)
Clinicians must consider that patients with isolated hand palsy may
have an alternative explanation, including a history of pain suggesting
vasculitis, waking from sleep with
the deficit (compression), a fall
(trauma), and shoulder (neuralgic
amyotrophy) or neck pain with radicular symptoms. The patient
should be aggressively evaluated
and treated for acute ischemic
stroke if these findings are absent.
(West J Emerg Med 2018;19[3]:524;
http://bit.ly/2OCzVW5.) EMN
This Clinical Pearl first appeared
on EMedHome.com. Subscribers
get a new clinical pearl emailed
to them every Wednesday. Visit
www.EMedHome.com.

EMedHome.com on EM-News.com
Visit our website for videos and podcasts from Amal Mattu,
MD, and other noted emergency physicians from EMedHome.
com and EMedHome’s video lectures at http://bit.ly/EMNEMedHomeVideos.
This Month’s Podcast
Amal Mattu, MD, and Colleagues: Thoracic Aortic
Dissection and Pediatric Asthma: http://bit.ly/
MattuEMN. Dr. Mattu is one of the premier speakers in emergency medicine, and a professor of
emergency medicine and the vice chair of
emergency medicine at the University of
Maryland School of Medicine in Baltimore.
This Month’s Video
Sergey Motov, MD: Regional Blocks for Advanced
Pain Management in the ED: http://bit.ly/EMNEMedHomeVideos. Dr. Motov is an assistant professor of clinical emergency medicine at SUNY
Downstate Medical Center and the assistant
emergency medicine residency director at Maimonides Medical Center, both in New York City.

letters TO THE EDITOR

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

EPs Are Paying for
Admins’ Sky-High Salaries
Editor:
ot only are we paying administrators’ salaries, as Edwin
Leap, MD, said, but their compensation is at record levels. (“Back to
Work! There Are Administrators to
Pay!” EMN 2018;40[8]:23; http://
bit.ly/2Oxt28G.) If there was ever
any doubt, just google CEO or

N

executive salaries for the top three
contract companies—Envision,
TeamHealth, and Schumacher.
Executive annual compensation
most recently reported was more
than $2 million on average and
as high as $21 million for one
CEO-president. Schumacher
doesn’t list their salaries, but
notably they have 25-plus executives at the top of the company.
Doubtful any of them are getting

this for working night shifts in
the ED.
Jeffrey Proudfoot, DO
Gilbert, AZ

Look to Patient Satisfaction
for the Opioid Storm
Editor:
homas Cook, MD, stated that
we should look “in a mirror”
for answers to the opioid storm.
(“The Perfect Opioid Storm: How
We Got Here,” EMN 2018;40[7]:22;
http://bit.ly/2NickJW.) Which
mirror? The side-view mirror we
check to see if an administrator is
looking over our shoulder? Or the
rear-view mirror that looks back
on patient satisfaction?
To suggest that EPs should examine (and ascribe blame to) themselves for the cause of the opioid
epidemic feels a bit off, not because self-examination is bad or
EPs have never prescribed opiates,
but because EPs were against the
pain-as-the-fifth-vital-sign mandate
from the beginning. That mandate
had almost the same weight as
EMTALA. We were penalized for

T

not addressing pain, and were
forced to practice medicine according to patient satisfaction scores
and ledgers.
All my colleagues are reluctant to
prescribe narcotics. There is a collective groan when a patient says his
ankle pain is 9/10 and he wants
something stronger than ibuprofen.
EPs invented the drug-seeker log
and have used it as a prevention tool.
My ED group lobbied for hospital policy changes stating that we
do not refill narcotic prescriptions
and we do not give IV or IM narcotics for chronic pain exacerbations.
These policies have resulted in
measurable decreases in ED visits
for chronic pain and drug-seeking.
When a physician can confidently
say hospital policy prevents him
from refilling a prescription, the
drug-seeker has nowhere else to go
but another hospital.
I think we can look in the mirror
and feel pretty good that we have
done what we can to prevent the
abuse of narcotics and medications
despite the “good intentions” of
our handlers.
Claus Hecht, MD
Anaheim, CA
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AFTER THE MATCH

Hallway Medicine, the Reality of Residents’ Future
BY THOMAS COOK, MD
am excited to announce the
publication of a new textbook,
Hallway Medicine. I hope this will
become required reading for all
emergency medicine residents.
Some of the topics covered in this
exciting new niche of emergency
medicine include how to apologize
for someone being in the hallway, acquiring a history from the
hearing-impaired patient in the
hallway, taking a sexual history in
the hallway, discussing HIV status
in the hallway, and complying with
HIPAA in the hallway.
Other topics in the book: controlling bleeding in the hallway,
hallway suture techniques, orthopedic splinting at the nurse’s station, hallway rectal exam
strategies, best practices for hallway pelvic exams, intubating the
hallway patient, where to find vent
extensions for hallway patients,
managing the hallway patient in a
Reeves Sleeve, and effective coping strategies for patients who will
be in the hallway all night.
Of course, this is sarcasm. Ironically, all patients were hallway patients when I started 30 years ago.
The only private rooms we had were
for pelvic exams. All the other patients were in a large bay with only
curtains for privacy. You could have
neonatal fever in one bed and geriatric fulminant diarrhea in the next.
Patients got better accommodations as the specialty developed.
Beds in a bay turned into beds in
rooms with doors, TVs, and quiet.
The exception became the norm.
Now the reverse is happening.
The ED is becoming physically
smaller as rooms fill with patients
waiting for inpatient rooms and
ICU beds. This does not stop patients from seeking help, and even
more space ends up being con-

Steve Debenport/iStockphoto.com

I

sumed by the steady stream of
EMS and ambulatory patients who
cannot wait. Standard protocols
developed in the past decade for
disease processes like STEMI,
stroke, and trauma put everyone
on shift under a microscope. We
drop everything and move quickly
to provide the best care, but this
means a lot of important stuff must
wait. We all like to provide better
and more efficient care, but this
makes it feel like we are drinking
from a fire hose.
The largest burden is felt by ED
nurses. They must routinely create
innovative strategies to care for
new ED patients while keeping an
eye on holds. Overwhelmed on
nearly every shift, their heightened
anxiety and stress encourage them
to consider other employment options, leading to a revolving door
of nursing personnel.
Draining the Swamp
The problem is even more acute in
training programs that disproportionately care for complicated patients with low socioeconomic
status. Hampered by poor to
nonexistent health insurance, these

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
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patients often have no resources
except the ED, and when they finally show up, they are sicker with
fewer options for safe discharge.
The root cause of this problem
is complicated and very, very difficult to fix. Hospitals have attempted for years to increase efficiency
in the ED by restructuring how the
ED manages patients. Move the
not-sick through more quickly, and
the ED can see and do more. But
when you’re up to your eyeballs in
alligators, it’s hard to remember
you were sent in to drain the
swamp. With holds everywhere, the
staff cannot do as much, supplies
get consumed, people get tired
more quickly, and mission fatigue
sets in. So what can we do?
The hardworking, dedicated
folks who are trying to find solutions have told me that it can take
years just to grasp all the variables
and that best practices to improve
patient flow in the ED are just
beginning to take shape. One
colleague from a prestigious university told me the hardest part
was getting everyone outside the
ED to understand that the cause
is not the ED, but how the rest of
the hospital absorbs ED admissions
and moves them through the system. The solution requires partner-

ships between factions that often
feud.
Getting physicians from different specialties, nurses, and administrators to talk to each other
openly and frequently is a start. It
is important for non-EM physicians
who rarely (if ever) enter the ED to
understand the nature of the dilemma. When you are a busy doc
seeing patients in your clinic, it’s
easy to think it’s not your problem,
but a well-functioning ED is a benefit to everyone, and a struggling
one is a tremendous hardship on
the organization and local community.
So why bring this up in a
column geared toward residents?
The simple answer is that this is
your future. If you think you will
cherry-pick an ED that does not
have this problem after graduation,
think again. I doubt you will find
one that meets your geographic
and monetary aspirations. (After
all, harder work typically gets paid
more.)
But you do have the opportunity to learn about what is being
tried in your current institution to
fix the problem. It is likely your
hospital has a throughput committee and an administrator or physician executive who would enjoy
having you tag along. Few physicians understand the demands of
administrative work. It is often
thankless and impossible to please
everyone. Jump in and spend some
time with them on an elective or a
few free mornings or afternoons.
You will gain some insights into
one of the biggest challenges facing our specialty and our nation’s
hospitals. EMN
 hare this article on Twitter and
S
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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WHAT TO DO

No Reason Not to Use TXA for Critical GI Bleeds

T

he application of evidencebased medicine is at its easiest after large trials and rigorous
analyses have been popularized
and widely disseminated. The
evidence-based clinician must
juggle online resources, academic
manuscripts, and trade journals,
but ultimately can remain current through the cornucopia of
open-access educational resources
available to the modern emergency medicine physician.
A true test of bedside Bayesianism, however, comes when we are
presented with clinical conundrums
not yet thoroughly vetted and extensively analyzed by contemporary emergency medicine educators.
It is when no clear answer exists
that we are forced to faithfully
apply the best available knowledge
to answer critical questions in real
time. As methodical skepticism in
emergency medicine continues to
permeate and propel our evidencebased culture, it is crucial that we
not abdicate our underlying responsibility to do what we think is best
for the patient in front of us.
Often, it seems, we treat the absence of compelling evidence as an
indication of an intervention’s futility or ineffectiveness, which may
be a disservice to the patient in
need. In reality, a synthesis of the
available literature with our clinical
experience, individual patient
factors, and the medical degrees
and extensive body of knowledge
we all have fought so hard to obtain is more than sufficient where
top-level evidence may be lacking.
Consider the patient dying of a
gastrointestinal bleed. It’s no rarity—tens of thousands of these
patients pass through our doors
annually. Emergency medicine residents cut their procedural teeth in
resuscitation bays full of GI bleeders and almost every EP has a
story about that time he put a
Blakemore in. We often lament
how little we have to offer these
patients while awaiting reticent
gastroenterologists.
Octreotide and ceftriaxone are
quickly delivered. Proton pump inhibitors are lambasted for their lack
of efficacy yet dutifully ordered

despite compelling evidence
of no benefit and even a
signal of harm. We evidencebased clinicians know the
literature, and we cling to
transfusion trial talismans as
we seek to stem the tide of
dark blood that seems to
flow as quickly as we can
replace it. (N Engl J Med
2013;368[14]:1362; http://bit.
ly/2NaBTA8; JAMA 2015;
313[5]:471; http://bit.ly/2CR
G535.)
Curiously, one medication has remained inexplicably absent from our
routine resuscitation of the
critically ill GI bleeder.
Tranexamic acid, or TXA, recently championed in
trauma and publicized for every
bleeding source from epistaxis
(EMN 2018;40[4]:1; http://bit.
ly/2Qq5Iux) to abnormal uterine
bleeding (EMN 2018;40[3]:5; http://
bit.ly/2N7MAmW), often sits unused in the pharmacy as the blood
bank is emptied and our patients
deteriorate. Despite strong
physiologic justification for its use
and a level of clinical evidence that
should sate even the strictest of
EBM evangelists, TXA has yet to
find permanent purchase in the GI
bleed armamentarium.
We have suspected since 1979
that TXA might benefit critically ill
patients with GI bleeds when a small
trial of 149 patients demonstrated
decreased transfusion requirements
and hinted at a mortality benefit.
(Scand J Gastroenterol 1979;14[7]:
839.) Since then, multiple randomized
controlled trials have consistently
demonstrated not only improvement in hemodynamic markers and
transfusion requirements but also
sustained evidence of mortality
benefit.
Clot Breakdown
A meta-analysis of seven randomized controlled trials of 1,385 patients in 2008 showed a relative
mortality improvement of 39 percent. (Aliment Pharmacol Ther
2008;27[9]:752; http://bit.
ly/2xgvIAL.) This was confirmed
with a 2014 Cochrane Review,
where eight RCTs and more than
1,700 patients found a relative risk
for mortality of 0.60, with no dif-

effect can be confidently
confirmed—indicated that
5,500 more patients
would need to be included in clinical trials
(more than double the
number already analyzed)
before the mortality benefit of TXA in GI bleed
could be confirmed. (BMJ
2014;348:g1421.)
Fortunately, an ongoing RCT, the HALT-IT trial,
has recruited nearly
10,000 patients on the
way to their goal of
12,000, and should
provide definitive confirmation of the benefit of
TXA as a life-saving medication. The frustrating
part, however, is that the trial isn’t
set to conclude until next year, and
the timeline of publication and
knowledge dissemination likely
stretches far beyond that.
The question, then, is what we
should do in the interim.
Tranexamic acid has shown itself
to be safe and effective in a constellation of emergency conditions,
and not one but eight randomized
trials have reliably established that
it saves lives in patients with
gastrointestinal bleeding. Overblown
fears of precipitating increased
rates of venous thromboembolic
events have not panned out in
large studies across a variety of
applications, and the biochemical
basis of the drug and its expected
action correspond with demonstrated success in clinical trials.
The much-anticipated HALT-IT
trial will settle the debate, but in the
meantime we are left with consistent and compelling evidence that
tranexamic acid should be routinely
incorporated into the resuscitation
of the critically ill GI bleeder. Our
patients deserve nuance and rational integration of the literature
where definitive studies are lacking.
Our patients deserve TXA. EMN
akindo/iStockphoto.com

BY RICHARD
PESCATORE, DO

ference in venous thromboembolic
events. (Cochrane Database Syst
Rev 2014 Nov 21[11]; http://bit.
ly/2NbRxvc.)
Tranexamic acid reduces clot
breakdown by inhibiting the action
of plasmin, an active agent in fibrinolysis. The CRASH-2 and MATTERS trials convinced the trauma
and emergency medicine communities of TXA’s value in reducing
death due to bleeding and allcause mortality in major trauma,
and multiple systematic reviews
and meta-analyses since then have
consistently demonstrated statistically significant reductions in
death when TXA is applied in patients with GI bleeds. As is the case
in modern evidentiary science,
though, medical societies and
guideline organizations have (appropriately) called for additional
data before making a recommendation to routinely include TXA in
the resuscitation of the GI bleeder.
A 2014 trial sequential analysis—a statistical technique that combines information already available
from meta-analyses with weighted
interim analyses and helps to
quantify how much more information is needed before a treatment

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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Blood pressure reduction with

TITRATABLE
CONTROL
CLEVIPREX® (clevidipine) is a calcium
channel blocker that provides blood
pressure reduction when oral therapy
is not feasible or not desirable2

2-4MIN

~89% of acute severe
hypertension patients
achieved target BP3

onset of action2

HALF-LIFE

with full BP recovery
5–15 minutes after
infusion is stopped in
most patients2

Indication
CLEVIPREX® (clevidipine) is a dihydropyridine calcium channel
blocker indicated for the reduction of blood pressure (BP) when
oral therapy is not feasible or not desirable.

CLEVIPREX® contains approximately 0.2 g of lipid per mL
(2.0 kcal). Lipid intake restrictions may be necessary for
patients with significant disorders of lipid metabolism.

Important Safety Information

Dihydropyridine calcium channel blockers can produce
negative inotropic effects and exacerbate heart failure.
Monitor heart failure patients carefully.

CLEVIPREX® (clevidipine) Injectable Emulsion is contraindicated
in patients with:
• Allergies to soybeans, soy products, eggs, or egg products;
• Defective lipid metabolism seen in conditions such as
pathologic hyperlipemia, lipoid nephrosis, or acute
pancreatitis if it is accompanied by hyperlipidemia; and
• Severe aortic stenosis.
CLEVIPREX® is intended for intravenous use. Use aseptic
technique and discard any unused product within 12 hours
of stopper puncture.
Hypotension and reflex tachycardia are potential consequences
of rapid upward titration of CLEVIPREX®. If either occurs,
decrease the dose of CLEVIPREX®. There is limited experience
with short-duration therapy with beta-blockers as a treatment
for CLEVIPREX®-induced tachycardia. Beta-blocker use for this
purpose is not recommended.

CLEVIPREX® is not a beta-blocker, does not reduce heart
rate, and gives no protection against the effects of abrupt
beta-blocker withdrawal. Beta-blockers should be withdrawn
only after a gradual reduction in dose.
Patients who receive prolonged CLEVIPREX® infusions
and are not transitioned to other antihypertensive
therapies should be monitored for the possibility of
rebound hypertension for at least 8 hours after the infusion
is stopped.
There is no information to guide use of CLEVIPREX® in
treating hypertension associated with pheochromocytoma.
Most common adverse reactions for CLEVIPREX® (>2%) are
headache, nausea, and vomiting.
Please see Brief Summary
on next page.

*Select patients only. CLEVIPREX is not indicated for the prevention
or treatment of acute ischemic stroke.

For more information, please visit Cleviprex.com
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Brief Summary

Serious Adverse Events and Discontinuation – Perioperative Hypertension Studies
The incidence of adverse events leading to study drug discontinuation in patients with perioperative
hypertension receiving CLEVIPREX was 5.9% versus 3.2% for all active comparators. For patients
receiving CLEVIPREX and all active comparators the incidence of serious adverse events within one
hour of drug infusion discontinuation was similar.

CLEVIPREX® (clevidipine) injectable emulsion, for intravenous use
Brief Summary of Prescribing Information
SEE PACKAGE INSERT FOR FULL PRESCRIBING INFORMATION
INDICATIONS AND USAGE
CLEVIPREX is a dihydropyridine calcium channel blocker indicated for the reduction of blood
pressure when oral therapy is not feasible or not desirable.
CONTRAINDICATIONS
Known Allergy - CLEVIPREX is contraindicated in patients with allergies to soybeans, soy
products, eggs, or egg products.
Defective Lipid Metabolism - CLEVIPREX is contraindicated in patients with defective lipid
metabolism such as pathologic hyperlipemia, lipoid nephrosis, or acute pancreatitis if it is
accompanied by hyperlipidemia.
Severe Aortic Stenosis - CLEVIPREX is contraindicated in patients with severe aortic stenosis
because afterload reduction can be expected to reduce myocardial oxygen delivery.
WARNINGS AND PRECAUTIONS
Need for Aseptic Technique - Use aseptic technique and discard any unused product within
12 hours of stopper puncture [see Dosage and Administration (2.3)].
Hypotension and Reflex Tachycardia - CLEVIPREX may produce systemic hypotension and reflex
tachycardia. If either occurs, decrease the dose of CLEVIPREX. There is limited experience with
short-duration therapy with beta-blockers as a treatment for CLEVIPREX-induced tachycardia.
Beta-blocker use for this purpose is not recommended.
Lipid Intake - CLEVIPREX contains approximately 0.2 g of lipid per mL (2.0 kcal). Lipid intake
restrictions may be necessary for patients with significant disorders of lipid metabolism. For these
patients, a reduction in the quantity of concurrently administered lipids may be necessary to
compensate for the amount of lipid infused as part of the CLEVIPREX formulation.
Negative Inotropy - Dihydropyridine calcium channel blockers can produce negative inotropic
effects and exacerbate heart failure. Monitor heart failure patients carefully.
Beta-Blocker Withdrawal - CLEVIPREX is not a beta-blocker, does not reduce heart rate, and
gives no protection against the effects of abrupt beta-blocker withdrawal. Beta-blockers should
be withdrawn only after a gradual reduction in dose.
Rebound Hypertension - Patients who receive prolonged CLEVIPREX infusions and are not
transitioned to other antihypertensive therapies should be monitored for the possibility of rebound
hypertension for at least 8 hours after the infusion is stopped.
Pheochromocytoma - There is no information to guide use of CLEVIPREX in treating hypertension
associated with pheochromocytoma.
ADVERSE REACTIONS
The following risk is discussed elsewhere in the labeling: Hypotension and Reflex Tachycardia
[see Warnings and Precautions (5.2)].
Clinical Trials Experience
CLEVIPREX clinical development included 19 studies, with 99 healthy subjects and 1307
hypertensive patients who received at least one dose of clevidipine (1406 total exposures).
Clevidipine was evaluated in 15 studies in hypertensive patients: 1099 patients with perioperative
hypertension, 126 with severe hypertension and 82 patients with essential hypertension.
The desired therapeutic response was achieved at doses of 4-6 mg/hour. CLEVIPREX was infused
for <24 hours in the majority of patients (n=1199); it was infused as a continuous infusion in an
additional 93 patients for durations between 24 and 72 hours.
Because clinical trials are conducted under widely varying conditions, adverse reaction rates
observed in the clinical trials of a drug cannot be directly compared to rates in the clinical trials
of another drug and may not reflect the rates observed in practice.
Perioperative Hypertension
The placebo-controlled experience with CLEVIPREX in the perioperative setting was both small and
brief (about 30 minutes). Table 2 shows treatment-emergent adverse reactions and the category of
“any common adverse event” in ESCAPE-1 and ESCAPE-2 where the rate on CLEVIPREX exceeded
the rate on placebo by at least 5% (common adverse reactions).

Any common
adverse event

ESCAPE-2

CLV
N=53 (%)

PBO
N=51 (%)

CLV
N=61 (%)

PBO
N=49 (%)

27 (51%)

21 (41%)

32 (53%)

24 (49%)

Acute renal failure

The common adverse reactions for CLEVIPREX in severe hypertension included headache (6.3%),
nausea (4.8%), and vomiting (3.2%). The incidence of adverse events leading to study drug
discontinuation for CLEVIPREX in severe hypertension was 4.8%.
Less Common Adverse Reactions in Patients with Severe or Essential Hypertension
Adverse reactions that were reported in <1% of patients with severe or essential
hypertension included:
Cardiac: myocardial infarction, cardiac arrest
Nervous system: syncope
Respiratory: dyspnea
Post-Marketing and Other Clinical Experience
Because adverse reactions are reported voluntarily from a population of uncertain size, it is not
always possible to estimate reliably their frequency or to establish a causal relationship to drug
exposure. The following adverse reactions have been identified during post-approval use of
CLEVIPREX: increased blood triglycerides, ileus, hypersensitivity, hypotension, nausea,
decreased oxygen saturation (possible pulmonary shunting) and reflex tachycardia.
DRUG INTERACTIONS
No clinical drug interaction studies were conducted. Clevidipine and its major dihydropyridine
metabolite do not have the potential for blocking or inducing any CYP enzyme.
USE IN SPECIFIC POPULATIONS
Pregnancy: Pregnancy Category C - There are no adequate and well-controlled studies of
CLEVIPREX use in pregnant women. In animal studies, clevidipine caused increases in maternal
and fetal mortality and length of gestation. CLEVIPREX should be used during pregnancy only if
the potential benefit justifies the potential risk to the fetus.
There was decreased fetal survival when pregnant rats and rabbits were treated with clevidipine
during organogenesis at doses 0.7 times (on a body surface area basis) the maximum
recommended human dose (MRHD) in rats and 2 times the MRHD in rabbits.
In pregnant rats dosed with clevidipine during late gestation and lactation, there were dose-related
increases in maternal mortality, length of gestation and prolonged parturition at doses greater than
or equal to 1/6 of the MRHD based on body surface area. When offspring of these dams were
mated, they had a conception rate lower than that of controls. Clevidipine has been shown to cross
the placenta in rats [see Nonclinical Toxicology (13.3)].
Labor and Delivery: CLEVIPREX in the labor and delivery setting has not been established as safe
and effective. Other calcium channel blockers suppress uterine contractions in humans. Pregnant
rats treated with clevidipine during late gestation had an increased rate of prolonged parturition.
Nursing Mothers: It is not known whether clevidipine is excreted in human milk. Because many
drugs are excreted in human milk, consider possible infant exposure when CLEVIPREX is
administered to a nursing woman.
Pediatric Use: The safety and effectiveness of CLEVIPREX in children under 18 years of age have
not been established.
Geriatric Use: Of the 1406 subjects (1307 with hypertension) treated with CLEVIPREX in clinical
studies, 620 were ≥65 years of age and 232 were ≥75 years of age. No overall differences in safety
or effectiveness were observed between these and younger patients. Other reported clinical
experience has not identified differences in responses between the elderly and younger patients.
In general, for an elderly patient doses should be titrated cautiously, usually starting at the low
end of the dosing range, reflecting the greater frequency of decreased hepatic, renal or cardiac
function, and of concomitant disease or other drug therapy.
OVERDOSAGE
There has been no experience of overdosage in human clinical trials. In clinical trials, doses of
CLEVIPREX up to 106 mg/hour or 1153 mg maximum total dose were administered. The expected
major effects of overdose would be hypotension and reflex tachycardia.
Discontinuation of CLEVIPREX leads to a reduction in antihypertensive effects within 5 to 15
minutes [see Clinical Pharmacology (12.2)]. In case of suspected overdosage, CLEVIPREX should
be discontinued immediately and the patient’s blood pressure should be supported.

Table 2. Common adverse reactions in placebo-controlled perioperative studies.
ESCAPE-1

Severe Hypertension
The adverse events for patients with severe hypertension are based on an uncontrolled study in
patients with severe hypertension (VELOCITY, n=126).

5 (9%)

1 (2%)

—

—

Atrial fibrillation

—

—

13 (21%)

6 (12%)

Nausea

—

—

13 (21%)

6 (12%)

Three randomized, parallel, open-label studies called ECLIPSE, with longer exposure in cardiac
surgery patients define the adverse reactions for patients with perioperative hypertension. Each
ECLIPSE study compared CLEVIPREX (n=752) to an active comparator: nitroglycerin (NTG, n=278),
sodium nitroprusside (SNP, n=283), or nicardipine (NIC, n=193). The pooled mean maximum dose
in these studies was 10 mg/hour and the mean duration of treatment was 8 hours.

Please see Full Prescribing Information at www.cleviprex.com.
References: 1. Powers WJ, Rabinstein AA, Ackerson T, et al; American Heart Association Stroke
Council. 2018 Guidelines for the Early Management of Patients With Acute Ischemic Stroke: A
Guideline for Healthcare Professionals From the American Heart Association/American Stroke
Association. Stroke. 2018;49(3):e46-e110. 2. CLEVIPREX® (clevidipine) Prescribing Information. 2017.
3. Pollack CV, Varon J, Garrison NA, Ebrahimi R, Dunbar L, Peacock WF. Clevidipine, an intravenous
dihydropyridine calcium channel blocker, is safe and effective for the treatment of patients with
acute severe hypertension. Ann Emerg Med. 2009;53(3):329-338.
CLEVIPREX® is a registered trademark of Chiesi Farmaceutici S.p.A.
©2018 Chiesi USA, Inc. All rights reserved. Printed in the USA. 7/18 PP-CP-0124 V1.0

There were many adverse events associated with the operative procedure in the clinical studies of
CLEVIPREX and relatively few plausibly related to the drugs used to lower blood pressure. Thus,
the ability to differentiate the adverse event profile between treatments is limited. The adverse
events observed within one hour of the end of the infusion were similar in patients who received
CLEVIPREX and in those who received comparator agents. There was no adverse reaction that
was more than 2% more common on CLEVIPREX than on the average of all comparators.
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Distinguishing Peritonsillar Abscess from Cellulitis
BY JAMES R. ROBERTS, MD

A

n infection or collection of
pus in the peritonsillar area is
a rather common ED presentation.
The process can be cellulitis or a
distinct peritonsillar abscess (PTA),
also called a quinsy. The infection is
characterized by severe sore throat,
painful swallowing, fever, drooling,
tender adenopathy, muffled voice,
and sometimes trismus.
It may be clinically difficult to
differentiate between cellulitis and
abscess initially. Treatment consists
of draining the pus if an abscess is
present, and this can be done by
needle aspiration or incision and
drainage. Both interventions can be
performed in the ED, but most
emergency clinicians prefer needle
aspiration. A formal I&D is eschewed because it is a somewhat
complex and seemingly more difficult intervention. Cellulitis is
treated with antibiotics, but may
progress to an abscess.
This column will discuss the
presentation and diagnosis of PTA,
and next month I will focus on the
specifics of needle aspiration.

Peritonsillar Abscess
Galioto NJ
Am Fam Physician
2017;95(8):501; http://bit.ly/
2CSxm0G
This review for general practitioners
noted that the highest incidence of
PTA is in adults 20-40 years old,
but it also occurs in children. PTA is
the most common deep infection of
the head and neck. Abscess formation is the most common complication of streptococcal tonsillitis, but
some cases first present with an
abscess that formed rapidly. The
tonsils are surrounded by a capsule
between it and the adjacent
muscles, and abscess formation occurs in this space. The tonsil itself
does not contain the abscess.
The exact relationship between
tonsillitis and abscess is unclear,
and an abscess may form without
preexisting tonsillitis. Patients with
PTA appear ill, and they have pain
and difficulty swallowing. Common
symptoms and physical finding are
noted in the table.
The diagnosis is usually made
by physical examination alone, but
12

Patients with peritonsillar abscess are usually more symptomatic than
those with a simple strep throat. Drooling can occur, and this patient
had so much trouble swallowing his saliva that he used suction to
remove it.
one must also consider retropharyngeal abscess, mononucleosis, and
epiglottitis. Up to six percent of
cases are associated with mononucleosis, making this an alternative diagnosis or comorbidity
especially in adolescents and
young adults. Stridor and shortness of breath should prompt the
clinician to consider epiglottitis.
It may be difficult to differentiate peritonsillar cellulitis from true
abscess by physical examination
alone. It may require attempts at
needle aspiration searching for pus
to differentiate cellulitis (no pus)
from abscess. A CT scan with
contrast or intraoral ultrasound
may be used to confirm the diagnosis. Most patients are too ill to
remain supine for the time it takes
for an MRI.
Drainage, antibiotics, hydration,
and pain control are required to
treat an abscess adequately. The
penicillin resistance rate is about
50 percent for pathogens other
than streptococcus, so penicillin
alone is probably not adequate.
Comment: Consider a few
caveats when approaching the

 iagnosis and treatment of perid
tonsillar abscess in the ED. It is
generally accepted that ED treatment, drainage, and outpatient
follow-up is safe and effective in
the vast majority of patients. Some
physicians may be reluctant to
stick a needle into the pharynx to
aspirate pus, but few complications
have been reported from this procedure, and it seems like fair game
for the emergency physician.
It is important to try to identify
if a peritonsillar abscess is actually
present before attempting any
invasive procedure. That is not

 lways easy, and diagnosis can rest
a
with the results of needle aspiration, though attempts at needle aspiration may fail even if an abscess
is present. Pus can be loculated
and difficult to extract.
Symptoms are usually rather
severe and sometimes patients
have enough trismus that adequate
visualization of the area is difficult.
The abscess is medial and slightly
superior to the tonsil in the peritonsillar space. With a true abscess,
there is obvious swelling in the soft
palate near the tonsil as well as deviation of the uvula away from the
abscess. Abscesses are usually one
side only. Intraoral ultrasound can
rapidly and accurately identify a
peritonsillar abscess, but it is generally underused, and most emergency physicians have no extensive
experience with this. I find that
using my index finger to examine
the posterior pharynx around the
tonsil is a good way to feel the distinct abscess, usually confirming
that pus is likely present. Abscess
formation is actually part of the
spectrum of disease, from tonsillitis
to peritonsillar cellulitis, culminating
in a distinct abscess.
Most abscesses resolve with ED
management, but inadequately
treated peritonsillar abscess carries
some risks and complications, such
as airway obstruction, abscess rupture, septic necrosis of the carotid
sheath, and extension into the
deep tissue of the neck or posterior mediastinum. I have never
seen any of these complications.
The clinician may sometimes be
led astray by infective mononucleosis, an alternative diagnosis, or
even a comorbidity of peritonsillar
abscess. Epstein-Barr virus IGM antibody testing is the preferred

Common Signs/Symptoms
of a Peritonsillar Abscess
Symptoms

Physical Findings

n Difficulty swallowing

n Tender lymphadenitis

n Painful swallowing

n Drooling

n Fever

n Swollen soft palate medial to tonsil

n Malaise

n Uvula deviated to the opposite side

n Same side ear pain

n Muffled voice

n Severe sore throat

n Foul smelling breath
n Trismus
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method to confirm mononucleosis,
but the monospot test is usually
available in the ED. Mono is usually
a disease of teenagers and young
adults. It is not standard of care,
however, to perform a mono test
on all patients with signs and
symptoms of peritonsillar abscess.
I see no particular reason to do any
routine blood tests on most of
these patients.
PTA can be diagnosed by CT
or MRI, but these studies are not
generally indicated. They may be
considered if the patient has disproportionately severe symptoms with
minimal findings (also consider
epiglottitis). Intraoral ultrasound is
probably the easiest way to differentiate between PTA and cellulitis.
But emergency physicians are not
routinely using intraoral ultrasound
when evaluating a possible peritonsillar abscess because most clinicians
are not skilled at this p
 rocedure.
(See a review of ultrasound-guided
peritonsillar abscess evaluation by
emergency clinicians: Am J Emerg
Med 2003;21[2]155; http://bit.ly/
2oXtkdx.)

A large peritonsillar abscess. Note
the soft tissue swelling (arrow) on
the left soft palate and marked
deviation of the uvula.
A peritonsillar abscess can usually be considered from physical
examination of the posterior pharynx. There is soft tissue swelling medial
to the tonsil, often with deviation of the uvula to the other side. One can
use a gloved index finger to palpate the area, looking for the feel of pus
accumulation. If still uncertain, consider a CT with contrast or intraoral
ultrasound. A trial of aspiration is also a method to confirm an abscess.
to give the first dose of antibiotics
IV in the ED. IV choices include
clindamycin, ampicillin/sulbactam,
ceftriaxone, and piperacillin/
tazobactam. One 10 mg dose of

Most PTA patients can be treated as
outpatients, but it is best to observe aspirated
patients in the ED for three or four hours
Antibiotics are routine postaspiration. Recommendations for
oral antibiotics vary and include
penicillin plus metronidazole,
clindamycin (my first choice), or
amoxicillin clavulanate. It’s common
but of no distinctly proven benefit

IV dexamethasone is recommended by many clinicians. The evidence is not outstanding, but
routine steroids appear to offer
some benefit to reduce symptoms
and hasten recovery. Importantly,
an abscess should be markedly

improved in 24-36 hours when the
first follow-up is scheduled. If not,
consider another aspiration, CT
scan, or a possible MRSA infection
(and add vancomycin and admit).
Most patients with PTA are dehydrated, and it seems reasonable
to start IV fluids in all who have
significant symptoms. One to two
liters in the ED over a four-hour
period should suffice with most
patients, but dehydration is a
common indication for admission
in children.
The majority of patients can be
treated as outpatients, but it is
best to observe aspirated patients
in the ED for three or four hours.
Some relief can be rather rapid

Reader Feedback: Readers are invited to ask specific questions and offer personal
experiences, comments, or observations on InFocus topics. Literature references are
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following the removal of pus. The
hospital admission rate is about 10
percent, usually based on clinician
judgment and severity of illness.
The microbiology of PTA is
rather complex and includes anaerobic or aerobic organisms. (J Oral
Maxillofac Surg 2004 62[12]:1545.)
Infections are polymicrobial with
the predominant species being
streptococcal pyogenes, other
streptococcal species, Staphylococcal aureus, a variety of respiratory
anaerobes, and Haemophilus species. MRSA can also be cultured,
but coverage is not usually included in the initial antibiotic
choices. One may consider culturing pus from an abscess, but studies have indicated that the results
of cultures obtained from PTA do
not alter management so are not
routine. A gram stain of the pus is
of no benefit. EMN
 hare this article on Twitter and
S
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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Sadness, Guilt, a Lesson for the Next ED Patient
BY GRAHAM WALKER, MD

I

’ve been fortunate not to have
lost a close family member for
26 years, but it’s a mixed bag.
When both grandfathers die before you’re born, there are fewer
relatives to lose—and have. But I
recently said goodbye to my last
living grandparent.
I’ve been in the same situation
with countless patients and their
families over the years, but it was
strange to feel it from the other
side of the stretcher—to have the
palliative care attending talk to me
about my grandmother.
I think Nana had what we all
really desperately want from life.
She died at 91, with around 90
years of amazing health. She had
aches and pains, arthritic shoulders,
a broken hip, some hyponatremia,
and an incidentaloma or two along
the way, but none of the baddies
that ruin quality of life: no diabetes,
no cancer, no dementia.
She lived at home alone until a
few weeks before her death. She
showed her love in the kitchen; she
probably baked at least 10,000
rolls from scratch by my calculations, and made every Thanksgiving and Christmas supper. She was
an outstanding cook and baker.
Her last year was hard. She
grew frailer yet remained just as
stubborn, and at the same time
grew more upset and anxious,
worried that her bowels were off
or that her tongue was swollen or
even that she was still here. She
tried the patience of her children
when they tried to help. I would
swoop in with the occasional
phone call or visit over Christmas
as the “doctor who is supposed to

know everything” (her words), but
the brunt of the stress, anger, and
frustration was on my family in
Kansas City.
Frailty in the Elderly
One thing you don’t really learn in
medical school or residency is
frailty and deconditioning in the
elderly. These are often some of

‘It was strange to be on the other side of the
stretcher, to have the palliative care attending
talk to me about my grandmother’
the biggest predictors of outcome, independent of almost
everything else. They often don’t
seem to be well understood, or at
least clearly defined, to family
members either.
They are a mix of function, appetite, medical morbidity, resilience, and
emotional and mental health. I don’t

EMN on Instagram
Follow EMN on Instagram
at em_news for lots of
interesting and unusual
photos we think
you’ll like.
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think families recognize frailty as the
gestalt it is because it often creeps
up on everyone. It’s making an occasional meal for a family member
when she always did it herself, helping her get up, or buying groceries.
It’s not a lab value, it’s not an age,
it’s not a problem list, although
these often run together. But frailty
defined Nana’s last year.

It was also why I knew that
moving her into assisted living
meant she would get worse, and I
knew it was the beginning of the
end when she broke her hip
again. It wasn’t the facility that
dictated her death; it was that her
function was so poor that she finally needed a facility. It wasn’t
that hip surgery is a big deal (of
surgeries requiring anesthesia); it
was that she was going to have a
hard time with everything that
goes with it: surgical, caregiver,
and hospitalization stress, pain

medicine delirium, nosocomial
infections, iatrogenesis.
Nana was a fighter—you can’t be
a widow in your home for 30 years
without being one—but I got scared
when I talked to her 18 hours after
she left recovery. She sounded
delirious and confused, slurring her
words. It wasn’t a good sign.
We were all so surprised by how
quickly it happened. Apparently
she was telling the anesthesiologist
pre-op, “Let’s get this show on the
road,” but the next day she wasn’t
eating or drinking and no one
could make her. A week later, she
was gone.
I was expecting the sadness, of
course, but I wasn’t expecting the
guilt. Her children felt it the most,
but I felt like I should have called
and visited more, and that is
something I can’t change. Our
loved ones hopefully know we love
them, but you still think you should
have told them so more. None of
that guilt is fair, or true, but it
pierces just as deeply as if it were.
It feels like a stab to the heart that
this is how we humans learn these
lessons. I was fortunate enough to
be home for my birthday, and it
was one of the best presents to
hold her hand, tell her how much
she was loved, and say goodbye.
It’ll be very hard the next time
an old woman rolls into the ED
looking anything like Nana, but
hopefully through her memory I’ll
be a better physician for the patient and her family—a better
listener, a little less rushed, and
spend a little more time in this
crazy specialty for the expression
of love. EMN
 hare this article on Twitter and
S
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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ER GODDESS

Having It All
BY SANDRA SCOTT
SIMONS, MD

D

o any other working moms
actually buy into the fairy
tale that we can have it all? I think
we’re lying to ourselves. We tell
ourselves things like, “After my 12hour night shift I’m going to read
two sections of my board review
book and finish my overdue article
before I fall asleep.” Yeah, right.
Usually all I can do is read one
section, write two sentences, and
fall asleep with my laptop on top
of me. If I’m lucky. Sound familiar?
Like many of you, my life is a
juggling act inspired by the naive
notion that I can have it all. I’ve got
news for you: Having it all is a myth
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.

that gives us unrealistic
expectations and sets us up for
disappointment. Can we all please
recognize that this concept is rubbish? The reality is that you can
only juggle so many balls before
you drop something. Life is about
choices, priorities, and tradeoffs.

This month you are reading a
blurb instead of a full article from
me because studying for my 10year board recertification meant
sacrificing my column for a bit.
What can I say? Sometimes maintaining balance means not expecting ourselves to do it all.

Give yourselves permission to
drop a ball now and then. It’s
perfectly OK.
Now, excuse me while I send
this studying ball into the stratosphere.
Until next month,
Sandy EMN
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BRANDT’S RANTS

Pediatric Patient? Check Your Maturity at the Door

Be a little silly—simply saying you love
Patrick from SpongeBob will often
break down walls for many children
population. The doctor is terrifying,
especially for kids in the ED. Your
first 15 seconds are paramount. I
usually peek just my face around
the door, lock eyes with the child,
make a face, and then disappear
16

from SpongeBob will often break
down walls for many children.
Third, leave the kids where
they are. Kid in mom’s lap? Work
around it. Kid playing on an
iPad? Work around it. Kid

to.com

toc
kpho
/iS
gh

Second,
find something in common. Stay at
their level,
in height
and language. I ask most children about
their favorite cartoon. This is easier
if you have kids. Paw Patrol, Mickey
Mouse Clubhouse, My Little Pony,
and the most recent Pixar movie
are all usually gold. You’ll form an
instant connection of trust if you
say “Rainbow Dash is my favorite
pony.” For the record, my favorite
pony is Twilight Sparkle. Be a little
silly. Simply saying you love Patrick

ou

read through several emergency
medicine magazines recently
searching for a life-changing topic
I could write about. After an hour,
I realized not a single article had
the USDA-required allotment of
pun-based ridiculousness. Let’s
take a serious look at why it is so
important not to be serious sometimes. This reminds me of
when I entered a pun contest. I entered 10 puns, but
none of them won. Sigh.
No pun in-ten-did.
Ahem.
I won the best kids resident award in residency.
This should come as no surprise to those who know me
because I have the maturity level
of an 8-year-old. Have I matured
since then? Meh, I am certain that
fart jokes will remain funny till the
day I die. Quite often, one of the
most overlooked (and undertaught) skills is the ability to put
patients at ease. We focus so fervently on the right diagnosis and
meeting arbitrary time-stamps and
unimpactful tests (I’m looking at
you, blood cultures for pneumonia)
that we forget the importance of
treating the patient as a person.
This is especially important in our
pediatric population, so here are a
few tricks for the next time you
treat a kid, teen, youngling, ankle
biter, whippersnapper, brat,
bambino, urchin, squirt, or
teenybopper.
First, don’t open with anything
medical. Trust me, I took two years
of improv courses at Second City;
the opening is key. The first thing
you do on stage is vital to how the
audience (or your patients) see
you. Transfer this to your pediatric

ed

I

behind the door again. I do this
about five times until the kid is
smiling. Childish? Duh, of course,
but you and your pride are not the
priority here, putting the patient
at ease is the point.
Also, you are
greeting the child
first, letting him
know that he
matters. You
can talk to the
parents in a
minute.

fe

BY ROBERT BRANDT, MD

hanging upside-down from the
ceiling? He is a vampire; work
around it. If the child is happy,
don’t mess with him. Oh, and save
the ear exam for last! Occasionally, you might have a child who
does not start screaming when
you look in his ears, but that is
the exception.
Toys, Blippi, Dad Jokes
Fourth, distract and redirect. If and
when a procedure must be performed, get out the distractions.
By the way, “procedure” includes

starting an IV, looking at a laceration, or sometimes even using
a stethoscope. Our ED has a
vastly underutilized toy box.
Bubbles, stickers, coloring
books, whatever, take all of
them into the room and give the
child options. Use your phone,
go to YouTube, and put on some
Blippi (he is gold for the little
ones).
Finally, if all else fails, go for
the horrible corny joke, the dad
joke. For those of you not in
the dad joke secret society,
allow me to introduce you. Dad
jokes are jokes that are mildly
amusing, usually pun-based,
and, as a dad, you find them
way funnier than anyone else.
Well, you and any child
younger than 7.
Memorize these to try the
next time you treat a 6-yearold:
n How does the penguin
build houses? Igloos them together.
n Cashier: Would you like the
milk in a bag? Dad: No, just leave
it in the carton.
n What’s brown and sticky?
A stick.
And remember, just because
these tricks are for kids does
not mean that they will not
also work for your older patients. I came up with this little
gem for your next patient with a
heart rate of 167 bpm. What is a
pirate’s favorite cardiac rhythm?
Atrial fibrillation with Arrr V
Aaaaarrrrrr!
Thanks, folks. I’m here all
week. EMN
 hare this article on Twitter and
S
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. Brandt is an emergency physician with the Grand
River Emergency Medical Group in Grand Rapids, MI. He
was the winner of the 2008 Writer’s Digest Short Short
Story Writing Competition (http://bit.ly/1kIBaOf). Read
his blog and other articles at http://brandtwriting.com,
follow him on Twitter @brandtwriting, and read his past
columns at http://bit.ly/EMN-BrandtsRants.
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Quick Consult

Symptoms: Cardiac
Arrest and
Low Temperature
BY LENA NING, MD, &
MORGAN EUTERMOSER, MD

Find the diagnosis and case discussion on p. 31.

A

60-year-old man was
brought in by EMS after he
was found unresponsive in a park
on a cold December morning. EMS
called it in as a cardiac arrest.
The patient was intubated,
shocked, received one dose of epinephrine, and had continuous CPR
before arriving at the ED. He had a
core temperature of 22°C on arrival.
What caused this patient’s
symptoms?

Nurses and
PAs, Don’t Miss
Breaking News!
Emergency nurses and
emergency medicine
physician assistants
are eligible to receive
Emergency Medicine
News for the low annual price of $49 —
87% off list price! Order
by calling Lippincott
Williams & Wilkins
Customer S
 ervice at
800/638-3030 or online at http://www.
lwwforms.com/EMN/
using the promotional
code VJEEMSP.
EMN is also free open
access on our website,
www.EM-News.com.
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SPECIAL REPORT

Is a ‘Golden Age’ of Resuscitation on the Horizon?
BY GINA SHAW
s emergency medicine on the
verge of “the dawn of a new
golden age of resuscitation?”
That’s the bold prediction from
CPR innovator Keith Lurie, MD, a
professor of internal and emergency medicine at the University
of Minnesota, a director of the
CentraCare Heart and Vascular
Center and the founder of Minnesota Resuscitation Solutions.
“I think that the CPR world has
reached a new place in the evolution and diagnosis and treatment
of cardiac arrest, where we now
have the tools available to markedly
improve outcomes after an arrest,”
he said. “Our next challenge is to
refine those tools and implement
them widely.”
Emergency physicians, EMS personnel, and other experts from
around the world gathered to discuss these recent advances in resuscitation science and clinical practice
at the inaugural State of the Future
of Resuscitation Conference held in
September. A task force report
aimed at creating a blueprint for resuscitation for clinicians, with a
focus on prehospital advances, will
be published before the end of the
year in Journal of Emergency Medical Services, Dr. Lurie said.
Plenty of controversies remain;
for demonstration of that, look no
further than the recent lively debate on the EMCrit podcast
between host Scott Weingart, MD,
a professor of emergency medicine
and the chief of emergency critical
care at Stony Brook School of
Medicine, and Howard Mell, MD, the
chair of the ACEP subcommittee
on EMS Education and a reservist
emergency physician with Vituity,
on whether out-of-hospital cardiac
arrests should be transported or
terminated in the field. (See box,
“Resuscitation Reality.”)
But, Dr. Lurie said, there’s much
to agree on, especially about recent advances within the past several years.
Diagnosing a Viable Patient
Some obvious and well-known
factors help to predict which arrest
patients have a reasonable chance
of surviving more or less neurologically intact. “There’s a world of
18
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“When you have higher rates of
CPR attempted, you get way better
outcomes overall. It’s not all that
sexy, but there’s nothing as effective. We were able to train 10,000
people in Lake County [IL] in CPR
in one year—we met them at football games, county fairs, in the mall.”
The key to improving outcomes
is the simplicity and effectiveness
of teaching hands-only CPR,
which is also what Dr. Mell told
the EMS crews to do in Lake and
Newark counties, where he
formerly served as medical director. Survival rates for cardiac arrest victims initially cared for by
fire and EMS crews went from 9.3
percent to 19.15 percent a year
after implementing CPR with an
emphasis on early defibrillation, he
said.
“The largest percentage of patients you will get back in the first
ten minutes with good CPR and
early defibrillation,” Dr. Jarvis agreed.
Dr. Lurie said areas with the
highest survival rates are also incorporating automated devices to
support resuscitation such as
mechanical chest compression systems. “You can only get so far with
a pair of hands,” he said. But these
devices, along with intubation,
should be employed later in the
resuscitation process.
“Our teams are prohibited from
using [mechanical compression]
until after the first six minutes of
CPR because there is some evidence
that when it’s used in those first ten
minutes, the survival rate actually
drops,” Dr. Jarvis said. “This may be
because of a focus on attaching the
device and not on high-quality early
CPR. It’s similar to intubation; our
paramedics have to manually bag in
the first ten minutes for any active
oxygenation or ventilation. After ten
minutes, then you’re really in a different phase of cardiac arrest, and
you’re more likely to start suffering
from provider fatigue in compressions. My gut says that when the
quality of compressions starts to
drop off, around that time point, is
when you start to see benefits.”
Automated CPR devices are also
essential for transport. “First, the
quality of manual CPR is horrible in
a moving ambulance,” Dr. Jarvis
said. “Moreover, that’s also how
paramedics get killed.” Mechanical

difference between an 80-year-old
in a nursing home with stage 4 lung
cancer and a 45-year-old who collapses behind the lawnmower in a
witnessed arrest,” said Dr. Mell. “The
first couple of steps we take in an
arrest for most patients are almost
always the same, but after that, we
need a more reliable system of deciding who really is viable.”
New research has added valuable
prognostic indicators to these factors
and other standards such as shockable rhythm, Dr. Lurie said. A 2017
study, for instance, found that spontaneous gasping—agonal respiration—
during CPR was independently
associated with increased one-year
survival with a cerebral performance score (CPC) of 2 or less. (J
Am Coll Cardiol 2017;70[12]:1467;
http://bit.ly/2R5efmT.) Up to 20 percent of patients are noted to gasp
during CPR, said Dr. Lurie, an author
of the paper. “Patients who gasp
and have a shockable rhythm are
57 times likelier to survive intact at a
year than those with no gasping and
no shockable rhythm,” he said.
“When you observe these gasps,
that transmits the message, ‘Hey,
don’t give up on this patient.’”
Research also indicates that an
end-tidal expiratory pressure of
CO2 (ETCO2) reading in the prehospital phase is a strong predictor
of neurologic outcome in out-ofhospital arrests; an ETCO2 of
30-40 mm Hg is associated with a
better prognosis. (Resuscitation 2018
Sep 22. doi: 10.1016/j.resuscitation.
2018.09.018.)
“If your ETCO2 is low after 10-20
minutes, that’s a very bad sign,

to the point that it is useful for deciding to terminate resuscitation,”
said Jeff Jarvis, MD, EMT-P, an
emergency physician at Baylor
Scott & White Hospital in Round
Rock, TX, and the medical director
for Williamson County EMS. “And
if you have low initial ETCO2 and
see it spike during resuscitation,
that’s a good sign that you’re
about to get pulses back and
achieve ROSC.”
A blood marker, neuronspecific enolase, however, is not a
field prognostic indicator but can
be used in the ED, along with lactate, as a predictor of long-term
neurologic survival and who is
more likely to benefit from more
advanced interventions such as
extracorporeal membrane
oxygenation (ECMO).
CPR Training and Techniques
Most people do not go into cardiac
arrest with an EMS team or emergency physician at hand, and their
chance of surviving neurologically intact often depends on whether
someone nearby knows how to perform CPR properly. Unfortunately,
that is all too often not the case, a
fact illustrated by two numbers from
the American Heart Association: 90
percent, the overall fatality rate for
out-of-hospital cardiac arrest, and 45
percent, the percentage of arrest victims who survive when bystander
CPR is administered. (CPR Facts and
Stats; http://bit.ly/2DAtamr.)
“The biggest bang for your resuscitation buck, bar none, is to
train a large proportion of your population in CPR,” Dr. Mell said.
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SPECIAL REPORT

Go/No-Go
Transport is one of the most debated topics in resuscitation—when
to transport a patient in arrest—and
was the prime focus of Dr. Mell and
Dr. Weingart’s “cage match” podcast. They agreed that successful

resuscitation rates drop off a cliff
after one or two shocks, but what
should the focus be after that?
“I see patients who are not viable by most standards come to
our ED ECMO program after 20 to
40 minutes of resuscitation in the
field, and we are able to get
ROSC,” Dr. Weingart said. “The
earlier the better, of course; I’m not

are willing to take patients to the
cath lab with ongoing CPR or once
ECMO is going on. But that’s not
the reality for 90 percent of ED
physicians right now. I think the
easier problem to fix is the cath lab.
Right now, they get penalized for
peri-procedural deaths, and if they
take someone who’s already in arrest, there’s a higher chance that

The numbers are dismal:
A 90% overall fatality rate for OHCA
and a 45% survival rate for
those who receive bystander CPR
getting neurologically intact survival from ROSC at 50 minutes.”
The challenge of moving these
patients with CPR in progress, Dr.
Mell said, is that it almost requires
you to know in advance which patients those responders are going
to be. “For most folks, it’ll be a
15-20-minute trip to someplace with
ED ECMO. If I arrest on the ramp at
the Mayo Clinic, then, yes, scoop me
up and bring me into the hospital.
But as the distances get more than
a city block, you have the challenge
of needing prognostication.”
“Why prognosticate?” Dr.
Weingart countered. “Just do CPR,
see if you have a shockable
rhythm, and then get out of there.
Why not transport every patient
who’s not in asystole and not prohibitively elderly?”
That begs the question of where
to focus systemic resources. Most
emergency physicians are practicing
in hospitals that don’t have ECMO in
the ED or at a nearby facility. “In the
near future, we will see a shift in
how resuscitations are run at large
tertiary academic centers versus
community hospitals,” Dr. Jarvis
said. “Besides access to ECMO, the
other challenge—and the easier one
to fix—is having cardiologists who

they will die than someone with an
N-STEMI who’s talking. Things are
bureaucratically stacked against
them, and while that’s a hurdle, it’s
easier to fix than putting ECMO in
every ED in the country.”
More effort should be focused
on improving each community’s
EMS system than on placing ECMO
in every ED with a team trained in
its use, Dr. Jarvis said. “Most people
die in the field. They almost never
go into arrest in the hospital,” he
said. “In our community north of
Austin, we aren’t an academic center and we don’t have ECMO. I have
this huge reluctance to terminate
CPR in the field on a patient in v-fib.
When we work 20-30 minutes in
the field, and then can’t do anything
else, if we transport to the ED we’re
basically taking the patient there to
be called.”
Dr. Mell suggested that each
hospital should have a “cardiac arrest champion” tasked with identifying what the institution can do.
“If your hospital is not prepared to
do much past the traditional methodology, then EMS should stay on
the scene until the patient is gone,”
Dr. Jarvis said. “Invest in community education, teaching paramedics how to deliver bad news

Resuscitation Reality
If you’re an avid emergency medicine
social media user, you know that the
Twittersphere was on fire with controversy about resuscitation recently. Howard
Mell, MD, in his So What? 2.0 podcast on
www.EM-News.com enlists the expertise
of Jeffrey Jarvis, MD, to talk about what
running a code is really like for most community emergency
physicians. First listen to the EMCrit podcast by Scott Weingart,
MD, that started the debate (http://bit.ly/2xzNqyl), and then
tune in to hear what Drs. Mell and Jarvis have to say. (http://bit.
ly/SoWhatHowieMell.)

Sylverarts/iStockphoto.com

compression devices allow EMS
providers to continue resuscitation
for those patients who need it during transport, he said.
More widespread use of active
compression CPR has also been
coupled with two other interventions Dr. Lurie said he finds promising, though they remain a source
of controversy because other EMS
experts do not necessarily agree.
n Elevating the head and thorax
during CPR. “Contrary to what you
might think, doing this when doing
device CPR has been found to
double blood flow to the brain and
heart after 15 minutes,” Dr. Lurie
said. “We’ve seen improved outcomes in both pigs and humans.
You need to prime the body with
high-quality CPR first and use a
device; you don’t get enough forward flow to pump blood uphill
with bare hands. But when you do
that, the outcomes are pretty exciting.” Technology is now being
developed to facilitate this intervention to allow it to be done at
the right angle and right speed.
n ECMO for patients in refractory arrest who otherwise appear to
be getting reasonable circulation
based on their CO2 levels. “This
ideally is best used in refractory
v-fib, although other patients have
been studied,” said Dr. Lurie, noting
that such patients, when transported to an ED with ECMO—or, in
France, when treated at the scene
in an ECMO-equipped, physicianstaffed ambulance—can be taken
to the cardiac catheterization lab
in more stable condition. “You can
take a subset of patients previously
left for dead, and about 45 percent
of them walk out of the hospital.”
(Resuscitation 2015;86:88; Resuscitation 2012;83[5]:579.)
Meanwhile, the University of
Minnesota is studying the feasibility of equipping ambulances that
function as mobile emergency departments. “These first-of-theirkind super-ambulances would be
capable of treating sudden cardiac
arrest, stroke, and other extremely
time-sensitive medical crises
when they occur away from the
hospital,” the university said in a
press release.

and prepare people for grief, and
work with your coroner on systems
to deal with the body after unsuccessful resuscitation.”
Emergency departments should
take the lead of EMS and look at
resuscitation as a team sport that
must be choreographed, Dr. Jarvis
said. “The classic phrase—coined,
not surprisingly, in North Carolina—is
that we need to take a pit crew approach. Watch a NASCAR race and
see how everyone in the pit crew
knows exactly what to do and what
steps to take as a well-functioning
team. But in most cardiac arrests,
unless your ED is specifically
trained on this, everyone is doing
their own thing.”
High-profile, potentially preventable deaths from cardiac arrest, like
that of San Francisco Mayor Ed Lee,
continue to make headlines. Mr. Lee
died in December 2017 after suffering a heart attack while grocery
shopping. “He might have died no
matter what, but he didn’t get the
kind of care we are talking about,
and that’s unfortunately true for
most Americans today unless you
happen to have your cardiac arrest
in a place like Palm Beach County,
Florida, or Memphis, Tennessee,
where they have adopted these
state-of-the-art ideas and technology,” Dr. Lurie said. “And what
they’re doing is something other
communities can do. Nobody’s
breaking the bank. They’re using
the Take Heart America bundle of
care, getting people to the scene
quickly, using high-quality CPR and
advanced airway management,
using ECMO and cooling at the hospital if the patient is still refractory,
and having excellent results.” (Take
Heart America: The 2017 Bundle of
Care; http://bit.ly/2NJDtsV.)
Dr. Lurie said he is optimistic
that these practices will spread over
the next several years, with the release of the consensus resuscitation
blueprint and more widespread use
of lifesaving advances. “It doesn’t
cost a lot of money,” he said. “It
takes leadership and willingness to
embrace new ideas.” EMN
Ms. Shaw is a freelance writer with
more than 20 years of experience
writing about health and medicine.
She is also the author of Having
Children After Cancer, the only
guide for cancer survivors hoping
to build their families after a cancer
diagnosis. You can find her work at
www.writergina.com.
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Toxicology Rounds

No Matter the Name, Ayahuasca (or Yagé or Caapi)
Will Bring Hallucinating Patients to Your ED
BY LEON GUSSOW, MD

Terpsichore

T

he hallucinogenic concoction
yage, also known as ayahuasca
and caapi, has been used for centuries by shamans in the Amazon
basin as an essential ingredient in
their religious and healing ceremonies. Ayahuasca (ī-yə-hwäs-kə)
is said to facilitate the participant’s
entrance into the world of the spirits and allow communication with
long-dead ancestors. It is such an
important part of life for some indigenous Amazonian tribes that it
is called “La Medicina,” the medicine, and the “vine of the soul.”
Interest in ayahuasca in the
United States as a recreational and
therapeutic hallucinogen began in
the 1940s when Beat Generation
writers such as William S. Burroughs and Allen Ginsburg trekked
through the South American
rainforest in search of chemical
enlightenment. Ayahuasca has
become distinctly trendy over the
past quarter-century.
Pop-up yagé parties have become common in hip areas such as
San Francisco and Brooklyn, and
ayahuasca tours to “traditional” ceremonies in Colombia, Ecuador, and
Peru are a growing industry. Sometimes these “trips” end in tragedy,
as reflected in a recent headline
from The Guardian: “Colombia’s
Ayahuasca Ceremonies in Spotlight
after Tourist’s Drug Death.” (Aug.
31; http://bit.ly/2xr3x1K.)
The toxicology of the traditional
ayahuasca brew is fascinating; the
hallucinogenic effects depend on
the synergistic interaction between
chemicals contributed by two different plants. The leaves of the
shrub Psychotria viridis contain the
psychotropic drug N,N-dimethyltryptamine (DMT), an extremely
potent agonist at the 5-HT2A serotonin receptor. DMT has a structure
similar to other tryptamines such
as LSD, ibogaine, psilocin, and
5-MeO-DMT (foxy methoxy).
The psychotropic effects of
DMT occur rapidly when administered intravenously, peaking
within five minutes and lasting
about half an hour. The course of
smoked DMT is roughly similar. It
has almost no effect at all, how-

Ayahuasca is made by crushing Banisteriopsis caapi and Psychotria
viridis and boiling them in water to make a tea.
ever, when it is ingested. As it
turns out, the enzyme monoamine
oxidase—abundant in the gut and
liver—deactivates DMT on the first
pass before it reaches the systemic
circulation and the brain.
That’s where the second plant,
Banisteriopsis caapi, comes in. That
vine contains harmine and other
beta-Carboline alkaloids in its bark.
B. caapi has only mild mind-altering
properties, but its main contribution
to the ayahuasca potion is stemming
its action as a monoamine oxidase
inhibitor (MAOI). When both plants
are mashed and boiled together to
make the foul-smelling, nasty-tasting,
violently emetic ayahuasca tea,
harmine and other beta-Carbolines
block first-pass deactivation of DMT,
which then crosses the blood-brain
barrier at full throttle. That’s when
the mystical visions begin.
Hallucinations and
Depersonalization
In contrast to the rapid onset and
short duration of action seen when
DMT is injected intravenously, the
hallucinogenic effects of ayahuasca
tea peak at about 90-120 minutes
after ingestion and last for approximately four to six hours. Ayahuasca tea

also causes severe gastrointestinal
upset. Some aficionados actually
welcome the severe vomiting that
invariably precedes psychedelic manifestation, seeing emesis as a therapeutic purge that helps eliminate evil
spirits from the body and soul.
Aside from visual and sometimes
auditory hallucinations, ayahuasca
users report experiencing depersonalization, accelerated thinking,
and distortions in their sense of
time and space. Dysphoria, panic,
and paranoia can turn the experience into a bad trip. Hypertension,
hyperthermia, and tachycardia are
usually mild and do not generally
require specific treatment. Other
frequent signs and symptoms are
tremors, paresthesias, and mydriasis. Episodes of rhabdomyolysis
and acute renal failure, although
rare, have been reported.

A recent paper analyzing 538 calls
to the National Poison Data System
(NPDS) from 2005 to 2015 involving
ayahuasca products found the most
frequent effects were hallucinations,
tachycardia, agitation, hypertension,
mydriasis, and vomiting. (J Med
Toxicol 2017;13[3]:245; http://bit.ly/
2Nq73DU.) There were four cardiac
arrests, seven respiratory arrests, 12
episodes of seizures, and one death.
The paper did not report whether
additional medical factors or exposure to other drugs were involved in
the more serious outcomes. I am not
aware of any well-described case in
which death resulted solely from direct effects of DMT or beta-Carbolines.
Patients presenting for medical
attention won’t know which drugs
were in the potion they ingested, and
you won’t know either. The natural
botanical ayahuasca preparations appear to be relatively safe, but some
samples may contain much more
dangerous synthetic sympathomimetic
drugs such as 5-MeO-tryptamine
(foxy-methoxy). They could also contain almost anything else. Patients
should be evaluated to rule out hyperthermia, significant tachycardia
and hypertension, rhabdomyolysis,
and renal failure. Most patients in the
series from the NPDS did well with
observation alone, receiving fluids
and benzodiazepines as needed.
DMT is a Schedule 1 drug, meaning
it has no accepted medical use and
a high potential for abuse. The U.S.
government tried to ban the drug for
religious purposes, but the Supreme
Court ruled in 2006 that the government had failed to establish a compelling reason to do so. A branch of the
Brazilian União do Vegetal Church in
New Mexico incorporated ayahuasca
into its religious services. Ayahuasca
is hot, with increasing interest in
investigating its potential for treating depression, anxiety, and posttraumatic distress syndrome. EMN

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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DOC APPROVED

The True Value of Social Media in EM
BY ALEX MOHSENI, MD

FeminEM group is a community
helping address the challenges for
women working in emergency
medicine. (http://bit.ly/2MIlA8E.)
Kudos to Dara Kass, MD, an old
classmate of mine, for founding an
important organization.
Experience the true value of social media by joining communities
that let us support each other, help
us feel more connected, and make
our lives more meaningful. EMN

F

acebook has received much
criticism lately for its privacy
fiascos, but it does offer group
forums for EPs to congregate
and share stories and resources
in ways that create tremendous
value. The group EM Docs has
more than 18,000 members worldwide, and is the most popular EM
forum. (http://bit.ly/2OtDKg1.) EPs
share their frustrations, moments
of glory, and challenging stumpers (all following HIPAA rules to
protect patients, of course) with a
community that for the most part
is tremendously supportive, helpful, and fun.
Stories range from heartwarming tales of nurses going to a local
store to buy backpacks and clothes
for the children of an essentially
homeless patient to rants about
EMRs and administrators who want
to destroy your day. To have a
place to share these highly emotional anecdotes, recount your aggravations, and see that you aren’t

alone and that your colleagues
around the country share many of
the same ups and downs is cathartic, reassuring, and moving.
There are other wonderful Facebook groups to join as well. Sanjay
Iyer, MD, a wonderful friend of
mine, recently started the EMDocs
Jobs group, in which EPs can share
job opportunities and honest feedback about different staffing
groups. (http://bit.ly/2ODfYhu.) He

made the critical decision that this
group would be open only to physicians; no recruiters allowed. The

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

Dr. Mohseni is an emergency physician, telemedicine
provider with CirrusMD, and the editor of his own blog,
http://CreativeHealthLabs.com. Follow him on Twitter
@amohseni, and read his past EMN columns at http://
bit.ly/EMN-DocAPProvED.

A New and Improved EMN Live!
Joining Richard P
 escatore, DO,
as the new co-host of
our monthly podcast EMN Live
is Ali Raja, MD!
Drs. Pescatore and
Raja will be t ackling
hot topics in
emergency medicine.
Find EMN Live under the
podcast tab on www.EM-News.com!
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BOUNCING BACK

Reverse the Victimization Trend and
Make Institutional Change
BY KELLY BARRINGER, MD;
DAVE BULLER;
JOHN CIENKI, MD;
LAWRENCE DELUCA,
EdD, MD;
MATT FREEMAN, DNP, MPH;
KRISTI GRALL, MD;
RICK JOHNSON;
ROBERT LAM, MD;
KIRA STAGGS;
LISA STONEKING, MD;
& ELIZABETH VERMILYEA,
PHD
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esilience isn’t just that grit you
can use to promote wellness,
it’s also an idea that provides hope
that you can recover from burnout.
No matter what you call it—grit,
determination, or resolve—resilience
is a synonym for toughness. One
hundred patients in the lobby? No
problem; I’m resilient! The EMR elevates my heart rate? Nope, I’m resilient! Ten discharges by 10 a.m.? See
if I care. I’m resilient!
Perhaps this definition of resilience as resistance has been so
widely adopted because it is code
for not being bothered by highstress environments. We profess
that we are resilient without addressing the underlying stressors.
The repeated exposure to chronic
stress results in wear and tear to the
body, the allostatic load. The result:
Our new normal is an elevated stress
level, and we keep taking care of
business. Like other deficit disorders,
high-stress situations take a toll.
Even if we get used to it, it still creates cognitive, emotional, and physical damage. And when our high
stress continues, our psychological
and physiological adaptive systems
become overwhelmed and resilience
is disabled.
High-stress environments like
EDs can create stress fractures, as
Nisha Mehta, MD, described. (MedPageToday April 26, 2018; http://bit.
ly/2Qpr5My.) Allostatic loads are
destructive to good medical care.
Resilience has nothing to do with
toughing it out; it means recognizing dangerous stress and doing
something about it.
Physicians should incorporate resilience into their wellness programs
through activities and by setting
limits. Such practices may include

setting professional boundaries
around things like taking lunch and
then using that time to talk to others, exercise, or set up lunchtime
basketball games.
EPs can also embrace “resilience
as recovery” as a catalyst for changing the workplace. This requires a
radical departure from the professional socialization physicians un-

than that. (Idealmedicalcare.org; Dec.
16, 2015; http://bit.ly/2COxGxf.)
Reconnecting
The next step is reaching out. Family
and friends can be helpful, but connecting with other physicians who
understand the job stresses better
than anyone might ease the stigma
of admitting to depression or

The notion of resilience gives us comfort that
we can recover and reminds us we must
reshape ourselves and our environment
dergo. We must transition away from
the torturous residency model of
sleeplessness and competition to
one that places a high value on personal wellness and mutual support.
Institutions also need to recognize
that wellness breeds wellness, that
resilience needs support, that healthy
healers have the best outcomes.
We must admit that burnout exists
and confront the shame in admitting
it. A 2015 article by Pamela Wible,
MD, about the abuse experienced by
medical students is accompanied by
videos, and two physicians describing
their experience are pixelated out.
Nothing could provide a better depiction of the shame we must overcome

burnout. As long as physicians isolate themselves from their community, associate burnout with weakness, and equate resiliency with grit,
we will perpetuate damaging behaviors and attitudes and disempower
the physician community.
We must reconnect with our jobs
and workplace. The Medscape
burnout survey makes it clear that
some causes of burnout—EMRs, the
lack of respect and collegiality
among colleagues and from patients,
and an overwhelming number of
bureaucratic tasks—are systematic
issues. (Medscape National Physician Burnout & Depression Report
2018, Jan. 17, 2018; http://wb.md/

2E58ouW.) Many of our wellness
strategies are individual ones—meditation, mindfulness, the insidious
“can-do” attitude. The final connection we must make is back to the
workplace. We must re-engage and
re-empower ourselves to make
changes. We must demand changes
in the workplace and show their
value to the whole organization.
How many of us know the
names of all the nurses? Do we
thank the physical therapist for the
important work she does? Take it
to an institutional level: Our hospital just launched a “Know Your
Name” campaign to make knowing
someone’s name meaningful.
If we are upset by lack of respect, one of the easiest things to
do is model better behavior. Saying
something nice to someone can lift
our spirits as well. My favorite
question to people in distress is
“How can I help?” It is remarkably
disarming to be asked that.
We may not be able to change
the EMR completely, but perhaps
we can form a committee to identify
the top five issues that would improve it. Physicians working together can find common ground to
make the institutional change
needed. Our institution’s reconsideration of the flow for signing resident
charts reduced the number of clicks
by nearly half and cut attending
charting time significantly. It also led
to a physician committee working
on other recommendations.
EPs frequently express feelings
of victimization about a system
over which they have significant responsibility but little control. We
can reverse this trend and take
control of the system. Institutional
change is within our grasp: We
participate in hospital committees,
have professional organizations, do
research, and produce guidelines.
It’s time for us to manage our
resiliency and longevity. The notion
of resilience gives us comfort that
we can recover, and it reminds us
that we must reshape ourselves
and our environment to do so. EMN
The authors wrote this article on
behalf of the American Academy
of Emergency Medicine’s Wellness
Committee.

24 Emergency Medicine News | november 2018

LWW-EMN_November 2018_Layout.indd 24

11/10/18 1:59 AM

Read! Watch! Listen!
Check Out Our Online-Only Content
on EM-News.com!
The Procedural Pause
By James Roberts, MD,
& Martha Roberts,
ACNP, PNP
Mastering Tonometry

NEW PODCAST FORMAT!
EMN Live Podcast
By Rick Pescatore, DO, &
Ali Raja, MD
Hot Topics in
Emergency Medicine

Lions and Tigers
and Bears
By Loice Swisher, MD
Don’t Miss that
Rare Fracture

NEW PODCAST!
The Physician Grind @ EMN
By Zahir Basrai, MD,
& colleagues
Stories from the Trenches

BradyCardia
By Brady Pregerson, MD
Shortness of
Breath and Cough

NEW PODCAST!
So What? 2.0
By Howie Mell, MD, MPH
Resuscitation for the
Community EP with
Jeffrey Jarvis, MD

Don’t Miss Online-Only
Articles in Our Enews!
n ddxof by Tom Fadial, MD
n Data Doc by Anup Salgia, DO
n Narrative Medicine by
Zahir Basrai, MD
n The Case Files
n Going Global
Sign up for more
practice-changing articles at
http://bit.ly/EMNenews!

Everyday Medicine
for Physicians Podcast
By Ryan Stanton, MD
The Best Practice
Setting for You

EMedHome Podcast
By Amal Mattu, MD,
and Colleagues
Thoracic Aortic
Dissection and
Pediatric Asthma

NEW PODCAST!
SoMe HT: Social Media
Hot Topics
By Ryan Stanton, MD,
& Howard Mell, MD
Drs. Mell and Stanton get
to the truth behind the
latest hot topics on
Twitter and Facebook.

M2E Too! Mellick’s
Multimedia Edublog
By Larry Mellick, MD
Pediatric Ear and
Nose Foreign Body
Removal

iCubed: Impart,
Instruct, & Inspire
Screencast
By Alice Lee, MD
Bakri Balloons
and TXA

EMedHome Video
By Sergey Motov, MD
Regional
Blocks for Pain

The Tox Cave
By Gregory S.
LaSala, MD; Rita G.
McKeever, MD;
and Jolene Yehl, MD
Scombroid Fish
Poisoning
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CAREER SATISFACTION*
THE EMN SALARY SURVEY
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The Gradual Rise of Female Leaders in EM
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THEN AND NOW: GENDER DIFFERENCES PERSIST
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BY JACKIE LAM
BOARD CERTIFICATION

M

ore female EPs have been
given management respons88.2%
ibilities, but the bulk of those still
appear to be held by their male colE
83.7%leagues, according to the 2017 EMN
85.7% Salary Survey. Fewer women said
they didn’t manage anyone, however, at 72 percent in 2017 compared
rd one should be:
with 75 percent two years prior.
The 2015 and 2017 results across
the
managed
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51-60 of employees
>6 1
remained
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except
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to9.5%
three percent
in 2017. On
E
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33.2%
3.3%
the
female physicians
44.8%
39.2%flip side,
11.1% fewer
4.9%
reported managing 26-30 people at
one percent, down from two perst one should be:
cent in 2015, and more than 30 employees at seven percent, a decrease
from six percent before.
The average ages of male and
female EPs inched up to 49 years
old
in 2015 and to 46 from
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rightfrom
corner of48
the graphic:
45,
respectively.
The
of
es are obtained by adding the percentages for very satisfied
andnumber
somewhat satisfied.
women pulled even with that of
men in the older age groups of
46-50 and 51-55 in 2017 at 16 percent and 14 percent, respectively.
More male EPs (15%) fell in the 46to 50-year-old population than female EPs (11%) in our 2015 survey,
and this was true also in the 51- to
55-year-old demographic (13% of
men v. 11% of women). Men continued to dominate the older-than-60
category, however. The distance, in
fact, widened between the two
genders in this age group—seven
percent of women and 15 percent of

E
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men fell into this group in 2015, but
eight percent of women v. 19 percent of men reported themselves to
be over 60 in 2017.
This perhaps correlates with how
long female EPs stay in practice. The
average number of years of practice
has increased for men and women in
EM to 18 years from 17 years and to
14 years from 13 years, respectively,
compared with 2015. Most female
EPs still reported six to 10 years of
practice, with an even higher number, 26 percent, saying so in 2017
compared with 23 percent in 2015,
and most male EPs, 18 percent of
them in 2017 v. 19 percent in 2015,
said they had been in practice for 11
to 15 years. The percentage of EPs
still dropped off as the years of
practice increased for both genders
in 2017, but fewer women said they
had been in practice for more than
30 years (6% v. 5% in 2015) and
more men said so, 17 percent compared with 13 percent two years ago.

New Blog!

Check out a new blog, BradyCardia, by Brady Pregerson, MD, on
the Emergency Medicine News website. It covers a new ECG
topic each month with an emphasis on interesting ECG tracings
and lessons that will change or improve your practice.
Dr. Pregerson is an emergency physician at Cedars-Sinai Medical Center in Los Angeles and Tri-City Medical Center in Oceanside. He is the author of Emergency Medicine 1-Minute Consult,
the Tarascon Emergency Department Quick Reference Guide, the
A to Z Emergency Pharmacopoeia & Antibiotic Guide, Don’t Try
this at Home, and Think Twice: More Lessons from the ER.
Follow him on Twitter @EM1MinuteGuru, and visit his website
at EMresource.org, which has an emergency medicine ultrasound
library, emergency medicine challenge cases, and other resources
and products for emergency medicine providers.
Find BradyCardia (and all of EMN’s blogs) at http://bit.ly/
EMNBlogs.

More women reported being in the
next highest category of 26 to 30
years at six percent compared with
five percent in 2015, but that still
lagged behind the 10 percent of
men (8% in 2015) with the same
number of years of experience.
Similarly, the percentage of
women who self-identified as a chief
or director of an ED increased to
eight percent from four percent in
2015, still smaller than the percentage
of men in the same position, which
rose to 15 percent in 2017 from 14
percent before. The good news here,
however, is that women are closing
that leadership gap with men and the
number of women holding the ED
chief or director title increased at a
greater rate than that of men over
the past two years. The percentage
of women who reported themselves
to be staff emergency physicians decreased to 66 percent from 69 percent in 2015, perhaps because more
women moved up the ladder. That
percentage remained unchanged for
male survey respondents at 73 percent from 2015 to 2017. Men and
women were equally numbered in
the EM residency director and EM
resident categories at two percent
and one percent, respectively.
Gender differences didn’t come
into play in terms of locale in 2015,
and that held true in our 2017 survey. One interesting finding was a
shift toward suburban and remote
areas for men and women in 2017.
Forty-five percent of women said
they lived in a suburban area compared with 43 percent before, and
46 percent of men reported the
same v. 42 percent in 2015. No
women reported living in a remote

area in our last survey, but three percent said they did in 2017. The percentage of male respondents living
in a remote area stayed the same at
one percent between the two years.
Most EPs still worked in EDs with
more than 30,000 visits per year,
but fewer in both genders reported
that compared with 2015. Seventy
percent of female EPs and 73 percent of male EPs said they worked
in an ED that saw more than 30,000
visits a year in 2015, but only 68
percent of women and 71 percent of
men reported that in 2017. The
women from that group seemed to
have migrated to EDs with 20,001
to 25,000 annual visits: The percentage of female EPs working in
these EDs increased to six percent
from three percent in 2015. It’s more
difficult to trace where male EPs
moved because they are evenly distributed across categories, but the
10,001-15,000 group saw the
biggest increase to five percent
from four percent in 2015.
Next month: Then and Now:
Board Certification. We’ll
cross-reference board certification
with gender, age, years in practice,
type of employer, and more in next
month’s salary survey article. We’ll
also publish that article ahead of
print in our enews. Sign up for the
enews (free!) at http://bit.ly/EMN
enews. You can also find past salary
survey articles with additional
tables in the Emergency Medicine
News Salary Survey blog at http://
bit.ly/EMNSalarySurvey. EMN
Ms. Lam is the associate editor of
Emergency Medicine News.
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FIRST PERSON

A Community of Women Separated by 6,000 Miles
BY CHRISTINE
BUTTS, MD

K

Dr. Amel Ahmed, Dr. Hayfa Arif Sheikh, Dr. Zeelan Mohammed Ali, Dr. Butts,
Dr. Nazdar Rauoof, Dr. Layla Arif, Dr. Jinan Hasan, and Dr. Fanar Guli Sadeeq.

Berria

urdistan, in northern Iraq, fits
the image many have of the
Middle East. Summer is brutally
hot and dry, with average temperatures soaring over 100. Most
people are Muslim, and the call to
prayer can be heard ringing out
multiple times per day.
But it is also a study in contradictions. Young women walk down
the street in jeans and colorful
blouses, their hair blowing in the
wind. On warm evenings, the restaurants are packed with families
eating together and children running and playing. Young people are
on their phones, texting their
friends and using Facebook.
I have been traveling to this region once a year for the past six
years. I’ve learned a lot about the
area and the culture. I’ve fallen in
love with the spirit of the Kurdish
people and worked alongside Kurdish physicians and nurses, with
many of them becoming friends. I
have been thinking over the past
year more specifically about female
physicians in Kurdistan and how
their thoughts and views might
compare with mine. I was fortunate
enough to spend a morning with a
group of such women and found
that we share a great deal in common, more than I expected.
Many of us have perceptions
about people from other cultures,
and I confess that I did too. I knew
that women make up a relatively
small proportion of the medical
community in Kurdistan. About a
third of a typical medical school
class is female. Most of those
women will pursue training in one
of a few areas, usually obstetrics.
Kurdish society is changing, but it
still considers it more appropriate
for a woman to be intimately examined and cared for by another
woman. Knowing that women are a
smaller part of the medical community, I wondered if they faced
more hardship and scrutiny in
choosing to pursue medical training
instead of a more traditional path.
The women I spoke to dispelled this
myth immediately. Their families
were supportive of them and encouraged them to pursue medicine,
many from an early age. Most of

Kurdistan, inside the dotted lines, is seeking to be an independent nation
or to attain greater autonomy.
the women I spoke to had married
while in medical school, and they
said their husbands were supportive of their work, even with the

began to nod immediately. It was as
if I were speaking to my female colleagues at home. “We balance,” they
said, when asked how they managed

Like female EPs in the United States,
female physicians in Kurdistan worry
about balancing career and family
knowledge that their work would
pull them away from the home.
Women in the United States are
constantly faced with choices when
it comes to balancing career and
family. We worry about how our absence from home is seen by our families when we are at work, and we
worry about what we are missing at
work when we are at home. It
shouldn’t come as much of a surprise
that women in Kurdistan can relate
to these feelings. When I began to
describe this dilemma of trying to
balance work and family, heads

these feelings, only to admit that
they did not balance very well. Feeling guilty was a common emotion.
Perhaps the idea of trying to have it
all is not so unique to our culture.
I also wondered if these women
had experienced anything similar to
our #MeToo movement. This
concept is universal among my female colleagues and friends at
home, hence the hashtag. My initial
perception of Kurdish society, seemingly a patriarchal society, was that
this behavior would be rampant. I
tentatively brought up the subject

with the women, worried about offending someone. My tiptoeing
around the issue was met with confused expressions, so I became
more and more direct. Had they
ever felt uncomfortable by the behavior of a male supervisor during
their training? Had they felt talked
down to or intimidated on rounds or
in a meeting? Had they ever had to
avoid a male colleague who
wouldn’t take no for an answer? To
my surprise, the answer to every
question was a resounding no. They
felt respected and valued at work.
Perhaps the concept I found
most striking was the culture of
their work. As I mentioned, most female patients are cared for by
women, and the maternity hospital
is almost completely staffed by
women, from managers to nurses.
The women I spoke to talked about
how much they enjoyed their work.
They loved saving the lives of
women and their children. They
loved bringing joy to a family by
helping add another child. They
loved operating. They enjoyed working with a community of women,
even if they didn’t always agree with
each other. Of course, they do not
always love their jobs. They worry
about bad outcomes and malpractice complaints just like we do. They
also have the stresses of ISIS and a
central Baghdad government that
didn’t pay physicians for more than
six months.
As I watched them interact with
each other, laughing and joking, I
walked away heartened by this incredible group of women. I initially
felt that I knew who they were and
how they saw the world, but I was
wrong in many ways. Their lives
and work are so similar to mine,
yet so different. EMN
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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DIVERSITY MATTERS

A Career Spent Looking for a Sense of Belonging
BY L.E. GOMEZ, MD, MBA

community on Chicago’s west side.
It was gratifying to be the one bilingual physician on staff. The community welcomed me, inviting me
to advocate for their interests. The
hospital public relations coordinator asked me to record public service announcements on health and
safety for our local Telemundo/
Univision affiliate.

he analogy of a fish swimming in water with no idea
what water is describes an experience I have frequently had with
colleagues in emergency medicine. Twenty years ago, I beat my
head against a wall sharing with
fellow residents and faculty that
implicit bias and prejudice were
adversely affecting the health
outcomes of our patients. In the
words of my mostly white male
colleagues, they just didn’t see it.
To them, I simply had a chip on
my shoulder.
When it came time for senior
grand rounds presentations, I
proposed the topic of racial dissonance and miscommunication
leading to poor clinical decisionmaking and health inequity. My
program director said no one on
the faculty had any expertise in
that area, and our department
chair said, “I don’t think anyone
here knows what you’re talking
about.” Several residents shared a
conviction that affirmative action
was no longer needed because
we were serving a largely poor

RaStudio & SonofPromise/Thinkstock.com

T

African-American community on
the south side of Chicago and
“doing these people a favor.” One
white peer said I should feel fortunate as an African-American to

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

Basrai, MD,

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

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

be there. After all, there were now
two of us in the program.
My mentors pejoratively suggested I look into a master’s in public
health, but my black peer and I
leaned toward pursuing a master’s
in business administration, believ-

Racist Comments
Meanwhile, I tried to balance
meeting benchmarks (already the
sole index for increasing revenue)
against support for patients
struggling against the real determinants of health: social and
economic constraints. Cultural
competence was not a company
priority, even though inclusion
was clearly on the hospital’s
agenda. Any emphasis on community advocacy seemed superfluous to my medical director,
who I considered an ally until he
made clear he was not interested
in how health disparities affected
the revenue cycle.
Eventually, the hospital’s identity transformed its mission and its
market. It became a designated
stroke center and tertiary care referral center, shifting its mission to

A white peer in my residency said
I should feel fortunate as an
African-American to be there
ing we might have more impact as
business leaders than as health
justice policy advocates.
Twenty years later, the situation
in that residency has improved as a
result of diversity and inclusion efforts; there is presently a senior
black mentor in leadership, and
half of the residents in the program
are women. Unfortunately, the vast
majority of training programs are
still swimming in the water of white
hegemony; even when managing
to achieve diversity, they still
struggle with inclusion. Diversity is
not inclusion.
My first job as a newly boarded
EP was as the associate medical
director for a contract management group (CMG) at a Catholic
hospital serving a largely Latino

healing ministry rather than serving
the local community. The contract
group is now long gone, but they
still have no blacks or Latinos in
senior leadership roles, though
they do have an Asian-American
vice president. Inclusion seems a
threat to some and possibly irrelevant to those not serving minority
communities.
With this lesson learned, I
moved to a Latino community, in
part because I reasoned it would
not be made a marginalized market. Here lies one of the greatest
hypocrisies and formidable challenges to understanding diversity
and inclusion: Latin American society in southern Florida is more
vested in white hegemony than
Anglo culture is in America. I
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Belonging
Continued from previous page
thought my childhood experience
with racist Cuban Americans-inexile would be different, tempered
by my professional credentials,
but Cubans on those hospital
staffs routinely expressed the racist view that blacks, particularly
American ones, are inherently inferior to whites.
I commonly interrupted conversations in the physician lounge
peppered with loud references to
a black presidential candidate
they called “the monkey.” This
toxic and deplorable behavior is
entrenched in the culture. (Recently, a black student movement
at the University of Miami was
set off by the increased frequency of white students using
the n-word and monkey emojis
and calling for the enslavement
of blacks, all despite the university establishing a diversity task
force the year before to combat
bigotry.)
Connecting
It was around this time that I
moved to a North Miami Beach
hospital serving a black community. There I met David Farcy,
MD, the president of the American Academy of Emergency
Medicine and the chairman of
emergency medicine at Mount
Sinai Medical Center in Miami
Beach, and several other forwardthinking physicians who were
becoming increasingly active in
the Florida Chapter of the American Academy of Emergency
Medicine (FLAAEM) and the National Medical Association in part
to call attention to health equity,
professionalism, and ethics in
emergency medicine practice.
A culturally diverse group of
professional friends and I put together a TV show called Connections to speak about unity in the
minority melting pot of our
community, but it was nowhere
near enough to put a dent in the
inertia of divisiveness.
Minority presence does not
equal diversity or impede hostility
in the workplace. I set out to acquire the language of the C-suite
with a health care MBA and a goal
to promote a new model prioritizing health creation and curbing
wasteful expenditure on cata-

strophic care. Everyone knew
health disparities lead to a lack of
care for chronic disease and the
unequal allocation of power and
resources. A significant part of
the $4 trillion misspent in this
country every year could be addressed by funding relatively
simple preventive measures.
My classmates and I came up
with proposals for strategic corporate philanthropic efforts for
community-based health care
academies and clinics, education
for local labor pools, and career
paths into training. We researched
how clinical documentation systems could be used to help patients save money and limit health
expenditures. Of course, this
doesn’t fit current business models or strategies focused on the
next quarter.
It ultimately dawned on us
that we could not reinvent the
wheel if we wanted to be included in the current health care
business structure. Even in meetings set up by a small consulting
group I joined later, we never met
black people in leadership to
champion novel strategies. Being
open to diversity does not guarantee it, and health equity requires powerful leaders. I headed
north to pursue an interest in
policy and advocacy, finally accepting that that might be a
better path to health justice.
What better area for that than
Washington, DC?
I took part in AAEM’s Policy
and Advocacy Congressional
elective while awaiting credentialing at a hospital where I accepted a position as a medical
director at a small hospital in a
rural farming community. The
welcome can best be summed
up this way for anyone familiar
with the movie Blazing Saddles: I
was the new Sheriff Bart. Shortly
after I started, two scribes and a
unit clerk told me they heard
one EP repeatedly make racist
remarks about me. I met with
him, and he emphatically denied
it. I notified our regional director
about the issue, and the response was that nothing could
be done.
I decided this company was
not worth any more of my time
and energy. I was active in the
National Medical Association, and
a colleague suggested I consider
the Howard University College of

Medicine. I have been practicing
there as an associate professor
for emergency medicine ever
since. There was initially enthusiasm for collaborative work on
social justice at Howard, but then
the contract was taken over by
a CMG.
Diversity and inclusion require integrity and commitment.
Last summer while attending
emergency medicine lectures at
the National Medical Association
Scientific Assembly, I ran into
the AAEM’s president-elect, Lisa
Moreno-Walton, MD, who invited
me to join the AAEM’s Diversity
and Inclusion Committee and
to speak at the Scientific Assembly. The enthusiasm around
diversity and inclusion in most
organizations is fueled by avoiding lawsuits and meeting compliance and workplace safety

measures. Many diversity and
inclusion initiatives and officers
are not taken as seriously as
other leaders, but I can tell
you that even my limited involvement has already been
immensely rewarding.
At my first AAEM Scientific Assembly about 20 years ago, I felt
isolated and alone as one of a
handful of black EPs wandering
aimlessly from one lecture to the
next. Last year I wandered about
expecting that same experience,
but the response was more often
a positive greeting or suggestion
to connect and collaborate. I even
came across a young black physician who said he had been wandering around the conference
not knowing where to go. “You
just made my week,” he said.
“Thank you for helping me feel
part of this.” EMN

Dr. Gomez is a clinical instructor in emergency
medicine at Howard University College of Medicine
and a health care consultant focusing on the economic advantage of diversity and inclusion. He is
the chair of AAEM’s Diversity & Inclusion Committee. This articles previously appeared in the July/
August issue of Common Sense, AAEM’s magazine,
where his articles frequently appear. (http://bit.ly/2xoLEQH.)
Visit his blog at https://liberalartsmd.com, and follow him on
Twitter @LiberalArtsMD.

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

NOW LIVE

The Nitty-Gritty of EMTALA: Do outpatient scheduled infusions
require a medical screening exam? How to stay out of hot water.
What Dr. Gary Tigges Said: Dr. Stanton takes Dr. Tigges to task
for saying that female physicians don’t work as hard as male
physicians and should not be paid as much.
The Right of Refusal: When can—and can’t—patients refuse treatment? What’s the EP’s role?

Find SoMe HT on EMN’s website:
http://bit.ly/EMNSoMeHT
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BRAIN TRUST

Climbing to the Next Level of Neuro Care:
TBI and Rising ICP in the Wilderness
BY EVIE MARCOLINI, MD
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ave you ever thought about
how you would apply your
knowledge in an environment
that is not in or even close to the
security of an emergency department?
Say you are ice climbing in the
White Mountains in the middle of
winter, and your climbing partner
falls 30 feet while leading a climb.
He loses consciousness for five
minutes and then regains normal
mental status. You are in a remote
location with no cell service, and
the weather is getting worse. It is
late in the afternoon, and a storm
is rapidly approaching. Do you
hike out to an emergency department, or stay and not risk further
injury to your partner and rescuers
trying to evacuate him during a
whiteout?
These are the kind of decisions
you have to make in the world of
wilderness medicine. It’s all about
decision-making, reducing risk, and
making the wilderness treatment
approximate real-world medicine
as much as possible.
Without CT imaging, we have
no idea what a patient’s specific
pathophysiology is, and we have
to make decisions based solely on
clinical assessment. Does your
partner have a traumatic brain injury (TBI)? Does he have signs of
increasing intracranial pressure
(ICP)? Do you need to evacuate? If so, how urgently? Is it
time to pull out all the stops
and bring in a rescue team
with a litter or even a helicopter? Or is this a case
that can wait and you
can hike him out in
the morning when
the weather has
cleared?
These decisions
have

far-reaching implications for your
patient and the rescuers.
It takes someone with good
medical and wilderness skills to put
it all together and keep the patient
safe without risking others to get
him to definitive care. It’s easy to
take care of this patient in the ED,
but it’s a different story in the
middle of the White Mountains. It’s
mostly about making good decisions.
Signs and Symptoms
TBI comprises multiple etiologies
with no accurate method to differentiate the dangerous from the benign in the wilderness. The most
sensitive indicator of brain injury in
this environment is mental status.
The AVPU scale (alert, voice, pain,
unresponsive) is a simple and effective method of assessing and
communicating a patient’s level of
consciousness. It assesses whether
the patient is awake, responsive to
verbal or painful stimulus, and responsive.
Increasing ICP may manifest with
deterioration in mental status,
seizures, posturing, persistent vomiting, and pupil changes. Significantly
elevated blood pressure with bradycardia and respiratory pattern
changes (Cushing’s triad) can be a
concerning sign suggesting brain-

stem
herniation.
If the
patient
sustained head
trauma without loss
of consciousness or amnesia, it is unlikely he would have a
lesion that leads to increased
ICP. The patient with head
trauma but no evidence of TBI or increasing ICP is safe to observe in the
field, with plans to evacuate for concerning signs such as change in
mental status or deterioration.

Stabilization and Treatment
What if your partner isn’t stable
and shows signs of TBI and increasing ICP? First, get the rescuers headed toward you. If he

An osmotic agent can mitigate
the mass effect of cerebral edema
for a severe TBI. Hypertonic saline, a volume expander, is preferred over a diuretic such as

No accurate method can differentiate
dangerous from benign traumatic brain
injuries in the wilderness
can walk, start moving toward
them as well. Different rescue
teams have different capabilities
and equipment, and you should
be aware that the length of travel
and the complexity of the terrain
determine the number of rescuers
and level of wilderness skills necessary to facilitate the evacuation safely.
It’s important to maintain your
patient’s blood pressure above
100 mm Hg for ages 50-69 and
above 110 mm Hg for those under
50 or over 69. Intravenous crystalloid can be used if available.
Keep it from freezing by putting
the bag next to your skin inside
your shirt and drawing off
boluses to administer. If the
p atient requires mechanical
ventilation during a carryout,
which in this case would be bagvalve-mask ventilation by hand,
the procedure will require additional tools such as a distal oneway valve and a three-foot piece
of respiratory tubing. PCO2 should
be targeted at 35-40 mm Hg if
end-tidal monitoring
is available. Hyperventilation promotes hypocarbia
and resultant vasoconstriction, but it
should be used only for a
severe TBI with significant deterioration indicating increasing
ICP or herniation.

mannitol (which likely cannot be
carried in the field because of
storage issues). The patient’s
head should be elevated at 30
degrees to facilitate jugular venous
outflow if there are no concerns
for intraabdominal traumatic
hemorrhage. Oxygen can be
applied if available, and an antiepileptic medication may be given
if the patient’s neuro exam is not
intact or a seizure occurs. The
patient should be packaged in the
litter on his side, preferably in a
vacuum mattress for the carryout,
if he is likely to vomit.
In the case mentioned above,
our climbing leader who fell 30
feet, it was smart to remain at
the scene because he had no
change in mental status, no
nausea or vomiting, and no
severe headache. Frequent reassessments showed no evidence of
increasing ICP, and we hiked out
the next morning 14 hours after
the fall. If he had deteriorated
during the night, it would have
been worth taking the chance to
hike out or evacuate during the
storm. EMN
 hare this article on Twitter and
S
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. 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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Quick Consult

Diagnosis: Accidental Hypothermia
BY LENA NING, MD, &
MORGAN EUTERMOSER, MD
Continued from p. 17
ccidental hypothermia is an
unintentional core temperature below 35°C, while mild hypothermia is a core temperature of
32.2-35°C, moderate is 28-32.2°C,
and severe is under 28°C. (N Engl
J Med 1994;331[26]:1756.) Hypothermia reduces cerebral oxygen
requirements, allowing prolonged
time of circulatory collapse before brain damage occurs. (Ann
Surg 1982;195[4]:492; http://bit.
ly/2xqGTpF.)
Hypothermia can cause ECG
changes, including prolonged PR
and QRS intervals and the distinctive Osborn wave. (Lancet
1961;2[7214]:1213.) Ventricular fibrillation is a risk at temperatures
below 32°C, and can result from
hypoxia, hypovolemia, and mechanical jostling. (N Engl J Med 1994;
331[26]:1756.)
Hypothermia causes decreased
tissue oxygenation due to a left
shift of the oxyhemoglobindissociation curve. Vasoconstriction,
increased blood viscosity, and
ventilation-perfusion mismatch also
contribute to decreased oxygenation, which leads to elevated lactate
and metabolic acidosis. Hypothermia

Lippincott, 2017.

A

The electrocardiogram shows atrial fibrillation with a very slow
ventricular response, prominent J (Osborne) waves (late, terminal
upright deflection of QRS complex; best seen in leads V3–V6), and
nonspecific QRS widening.
also leads to coagulopathy and decreased platelet activity. (N Engl J
Med 1994;331[26]:1756.)
Prehospital management of
hypothermia should involve removing the patient from cold
exposure, drying the patient,
and covering him with insulation,
a vapor barrier, and ideally a
heat source. Warming techniques include heat packs or hot
water bags applied to the axilla,
chest, or back. (Injury 2018;49
[2]:149.)
Rewarming strategies can be
passive or active. Active external

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 a
 rticles 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 p
 assionate and expert about
your topic!
Please send your article or idea to emn@lww.com,
and we’ll answer you within 24 hours.

rewarming techniques include immersion, radiant heat, air, and heating blankets. External rewarming
can cause peripheral vasodilation,
which then results in core temperature drop called the afterdrop.
Active core rewarming techniques
include heated humidified air,
which raises core temperature by
1-2°C per hour. Warm intravenous
fluids also have an added benefit
of volume repletion.
Peritoneal lavage raises the core
temperature by 2-4°C per hour.
Pleural lavage is another option
that transfers heat directly to the
mediastinum. Continuous venovenous rewarming can raise the core
temperature by approximately 2°C
per hour. Extracorporeal rewarming
is the most efficient method, raising the core temperature by 1-2°C
every three to five minutes. (N
Engl J Med 1994;331[26]:1756.)
Contraindications to cardiopulmonary bypass for hypothermia include
asphyxia, severe traumatic injury,
and serum potassium level higher
than 10 mmol/L. (N Engl J Med
1997;337[21]:1500.)
Serum potassium is the main
prognostic indicator utilized in
triage for hypothermic cardiac

arrest in the decision to initiate
extracorporeal rewarming. Initial
hypothermic hypokalemia is
linked to intracellular shift. Subsequently, late hypothermic
cardiac arrest can cause hyperkalemia secondary to cell lysis.
A potassium cutoff of 8 mmol/L
can be used in the decision to
initiate extracorporeal rewarming,
and can be used in austere settings to terminate resuscitation
in the field. Other factors include elevated lactate, low pH,
and coagulopathy. No specific
thresholds, however, have been
validated. (Resuscitation 2017;
118:35.)
Trauma activation was called
to ready the OR and an AV rewarming catheter was placed in
our patient. He was transferred
promptly to the OR for cardiac
bypass and rewarming and later
to rehab after his postoperative
ICU course.
Hypothermia should not be
a forgotten “H” in the ACLS
guidelines for cardiac arrest. The
case presented in this article highlights the reversibility of hypothermia and cardiac arrest. The
American Heart Association’s 2015
hypothermia guidelines state
that “patients should not be considered dead before warming has
been provided” (http://bit.ly/2xq
Covn), echoing the common
emergency medicine mantra that
a patient is not dead until he is
warm and dead. Physicians should
be aware of potential environment
factors that can contribute to a
patient’s emergency department
presentation. It was life-saving for
our patient. EMN
 hare this article on Twitter and
S
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. Ning is an emergency physician and
Dr. Eutermoser an assistant professor of
emergency medicine at Denver Health
and University of Colorado Hospital.
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MYTHS IN EMERGENCY MEDICINE

OHCA
endotracheal tube (ETI) insertion.
(JAMA 2018;320[8]:769.) The trial
protocol did not limit the number of
attempts permitted by paramedics,
nor did they dictate the rescue
strategies used for a failed airway.
The participating EMS personnel
followed local protocol to confirm
airway placement and OHCA management, including terminating resuscitation efforts in the field.
A total of 3,004 patients were
enrolled over a two-year period,
1,505 to the LT group and 1,499 to
the ETI group. Compliance with the
treatment strategy (defined as the
initial attempt with assigned airway
or use of BVM only) was high in
both groups, 95.5 percent and 90.7
percent, respectively. Success of
the initial strategy utilized was significantly higher in the LT group at
90.3 percent compared with only
51.6 percent in the ETI group. The
authors reported a statistically significant difference in their primary
outcome, survival at 72 hours: 18.3
percent in the LT group v. 15.4 percent in the ETI group.
This survival benefit favoring the
LT group remained consistent when
the authors examined survival to
hospital discharge (10.8% v. 8.1%)
and survival with a good neurological outcome, defined as an mRS
of 0-3, (7.1% v. 5.0%). The authors
also reported higher rates of airway
insertion attempts (18.9% v. 4.5%),
unsuccessful initial airway insertions
(44.1% v. 11.8%), unrecognized airway misplacement or dislodgement
(1.8% v. 0.7%), pneumothoraces
(7.0% v. 3.5%), and rib fractures
(7.0% v. 3.3%) in the ETI group
compared with the LT group. These
outcomes remained consistent
when the authors examined subgroups based on initial rhythm and
whether the event was witnessed.
Statistical Noise?
These results seem to vindicate
those of us who advocate for a
supraglottic approach to airway
management in cardiac arrest. The
lower rates of neurologically intact
survival may well represent the logistical burdens associated with
definitive airway management in
patients in cardiac arrest. But, as
with any study, these small differences are also likely to represent
statistical noise, and a larger sample

Lippincott, 2012.

Continued from page 1

size may demonstrate a regression
to the true mean. It seems that the
PART results represent the latter, as
demonstrated by the AIRWAYS-2
trial published alongside it. (JAMA
2018;320[8]:779.) The authors
conducted a multicenter, cluster
controlled trial that randomized
prehospital providers at four
large EMS agencies to a secondgeneration supraglottic airway
device or endotracheal intubation
using direct laryngoscopy.

more successful in achieving ventilation after up to two attempts (87.4%
vs 79.0%), without noting any difference in regurgitation or aspiration.
Some would argue that the results of these trials compare a
strategy that utilizes a supraglottic
device with one that employs subpar use of an endotracheal tube.
After all, the first-pass success rate
reported by the authors in the PART
trial was only 51.6 percent. This imperfection itself may be responsible

The most logistically simple management
strategy is a supraglottic airway
in most OHCA cases
A much larger cohort—9,296
patients—experiencing OHCA was
enrolled over a two-year period in
AIRWAYS-2. The authors found no
difference in their primary outcome,
survival with a good neurological
outcome (mRS 0-3), 6.4 percent in
the supraglottic group v. 6.8 percent
in the tracheal intubation group.
In the subset of patients who received advanced airway management (80% of the entire cohort),
more patients in the supraglottic
airway device group had a favorable
outcome, 3.9 percent, compared
with only 2.6 percent in the endotracheal group. They also noted that
a supraglottic airway device treatment strategy was significantly

for the inferior outcomes observed
in this cohort. This is a valid criticism, but it is unjust to assume that
this failure in airway management
was due to a poorly trained group
of prehospital providers. The results
may simply be due to the acuity of
the patients and environment in
which these providers find themselves operating.

But let’s say for argument’s
sake that it was due to a lack of
training and could be solved by intense remediation. To what end?
The AIRWAYS-2 trial reported a
higher rate of initial ventilation
success, demonstrating at best
that ETT was no better than a
supraglottic approach. It is a zerosum game. One could invest in intensive mandatory airway training
and video laryngoscopy devices
on every ambulance throughout a
system to drive up the first-pass
success rate, but survival would
remain unchanged, diverting logistical and financial resources
away from the things that actually
matter.
These are two well done large
cluster-randomized trials examining broad swaths of the population.
A substantial portion of the population did not ultimately receive the
intended management strategy,
but the pragmatic design of these
trials represent the realities of the
prehospital environment. These trials examine the logistical complexities and subsequent consequences
of an intended airway strategy.
They are statistically incongruent,
but they likely represent the same
underlying truth. Managing the
airway is of minimal clinical consequence for a large portion of
patients experiencing OHCA. It is
an unnecessary distraction for the
most part, and the most logistically
simple management strategy
should be undertaken, which is a
supraglottic airway in most cases.
The question these data left unanswered is how a supraglottic
strategy compares with more minimalistic approaches such as a
simple nasal cannula and a jaw
thrust. Or even the insufflation of
more noxious fumes, like tobacco
smoke perchance. EMN
 hare this article on Twitter and
S
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. Spiegel is a clinical instructor in emergency medicine
and a critical care fellow in the division of pulmonary
and critical care medicine at the University of Maryland
Medical Center. Visit his blog at http://emnerd.com, follow him on Twitter @emnerd_, and read his past articles
at http://bit.ly/EMN-MythsinEM.
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LIFE IN EMERGISTAN

Pull Till Full
across from our food- and waterfree work stations, are they truly
safe. The waiting room, so we are
told, is nothing short of a death trap,
and the faster we move our charges
to the actual ED, the less likely we’ll
have to carry their stiff corpses directly from the waiting area to the
morgue.
When the physician (possibly on
single coverage) has eight patients
in a small ED, four of whom have
chest pain, one who is septic, one
sick infant, one with stroke symptoms, and one suicidal—the other
beds simply have to be filled and
not necessarily with more chest
pain, mind you.
Whatever comes in—ankle sprain,
asymptomatic hypertension, pediatric chest pain after being hit in the
chest—it has to have a room. I don’t
mean those with abnormal vital
signs or risk factors but the patients
with a UTI or cough. They just need
to have a room to be safe.
Generating Distraction
I’ve tried to explain my position to
nursing administration, and the answer is, “Dr. Leap, they’re safer here
than they are in the waiting room.” To
which I asked, “Then why do we have
a waiting room? Let’s just expand the
ED or line the halls with chairs.”
“Well, we can’t do that; you
know that.”
So we continue to “pull till full.”
What happens is that the liability

Eoneren/iStockphoto.com

Continued from page 1

then somehow shifts. I, or another
physician, PA, or NP has to be constantly aware of what’s going on. It
also means we feel a greater sense
of urgency to see the next patient,
to keep things moving, to massage
our numbers.
When every room is full, however,
it’s a distraction from providing
good care to the ones who are here.
It also means more people standing
in doorways, tapping their feet, asking, “How much longer?” or saying,
“Can I have a blanket or a cup of
ice?” It means more people wondering why the doctor is just “goofing
off on his computer.” Distractions are
dangerous, and I think “pull till full”
creates unneeded distractions.
But whether you think this is a
good idea (and I respect you if you
do), here’s where the whole theory
breaks down, fellow Emergistanis.

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

If I’m the only doc with three
nurses, we pull till full. “You’ll be
fine,” they tell me.
If the nursing staff feels stretched
or if they’re a nurse or tech short,
however, then patients wait. In the
perilous, gator-filled swamp of a
waiting room. “They’re fine.” If the
night physician only has a PA for another hour and wants to knock the
numbers down, but the nurses feel
overwhelmed, then nobody is coming back, even if there are rooms,
even if the chart says, “chest pain.”
To review, one overwhelmed
doctor, four nurses who are not:
Get over it.
Two doctors, three overwhelmed nurses: ED comes to a
standstill.
Doctors Against Nurses
Look, I get it. Nurses follow orders
from up on high. This is really a
national issue of administration and
ridiculous customer satisfaction
standards mixed with genuine concerns for patient safety. But it’s a rule
applied unfairly. It puts nurses in the
driver’s seat of the ED tempo, with
physicians having next to no input.
It makes nurses do anything to
avoid being yelled at by the people
with clipboards running the numbers. If that means every room is

full all the time, then that’s the way
it goes. Unless, of course, that
doesn’t work for the nursing staff.
I miss the days when we weren’t
played against each other. When we
were all really a team. Those were
the days when the physician could
say (of a patient he knew well),
“That patient doesn’t come back
until everyone else is cleared out.”
And it was OK. I miss being in
charge. I was responsible for their
safety then as I am now. But judgment wasn’t a four-letter-word.
I understand that the waiting
room can be dangerous. Bring the
chest pains back! Bring back the
old abdominal pains and dehydrated children and those who are at
risk! Sometimes triage actually
works, and the waiting room is for
waiting. And the waiting room allows us to work more effectively in
a way that is safe and sane for
everyone involved.
Long live Emergistan! Semper a
decem. EMN
 hare this article on Twitter and
S
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.

podcasts, blog posts,
and original articles that
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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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The Latest Research News from UpToDate®
UpToDate and Emergency Medicine News are collaborating to present select content synopses from “What’s New
in Emergency Medicine.” UpToDate is an evidence-based, clinical support resource used worldwide by health care
practitioners to make decisions at the point-of-care. Visit www.uptodate.com for complete, current “What’s New”
content or to become a subscriber for full-content access. “What’s New” abstract information is free for all health care
practitioners.
Intranasal Calcium Channel Blocker as Potential Treatment for Acute SVT Termination
For reentrant types of supraventricular tachycardia (SVT), effective therapies for the acute termination include vagal maneuvers, intravenous (IV) adenosine, IV beta
blockers, and IV calcium channel blockers. Vagal maneuvers, however, are the only option that can be performed outside an acute care setting. In a phase 2 trial of
etripamil, an intranasally administered calcium channel blocker, SVT was terminated in up to 95 percent of patients. (J Am Coll Cardiol 2018;72[5]:489.) If ongoing
phase 3 trials confirm efficacy and safety, intranasal calcium channel blockers may become another option for acute SVT termination in out-of-hospital settings.

Bicarbonate Therapy for Critically Ill Patients with Metabolic Acidosis
Indications for bicarbonate therapy in metabolic acidosis are controversial, but most experts treat patients who have acute metabolic acidosis and severe acidemia
(i.e., arterial pH <7.1) with bicarbonate therapy. There is less consensus about treatment of patients with less severe acidemia (e.g., pH 7.1 to 7.2). A randomized trial
assigned 389 critically ill patients with metabolic acidosis (mean serum bicarbonate, 13 mmol/L, and most with elevated lactate levels) and acidemia (arterial pH
≤7.2, mean 7.15) to either intravenous infusions of sodium bicarbonate to maintain a pH >7.3 or to no sodium bicarbonate. (Lancet 2018;392[10141]:31.) Bicarbonate
therapy had no overall effect on mortality at 28 days or organ failure at seven days, although there was a trend toward improved outcomes in the bicarbonate group.
Among the subgroup of patients with severe acute kidney injury (defined as a twofold or greater increase in serum creatinine or oliguria), bicarbonate therapy
reduced 28-day mortality (46 versus 63 percent) and the need for dialysis (51 versus 73 percent). For patients with acute metabolic acidosis and an arterial pH 7.1 to
7.2, UpToDate suggests bicarbonate therapy when severe acute kidney injury is also present.

Incidence of and Risk Factors for Overly Rapid Correction of Hyponatremia
In patients with severe hyponatremia (serum sodium <120 mEq/L), overly rapid correction of the serum sodium (defined as an increase of more than 8 mEq/Lin a 24hour period) may produce serious neurologic manifestations referred to as the osmotic demyelination syndrome. In a large retrospective cohort study of hospitalized
patients admitted with serum sodium <120 mEq/L, overly rapid correction at 24 hours was identified in 41 percent. (Clin J Am Soc Nephrol 2018;13[7]:984.) A lower
initial serum sodium was an independent risk factor for overly rapid correction, as were schizophrenia and a lower baseline urine sodium concentration (factors
which often correspond to an etiology of hyponatremia that is quickly reversible). Of the patients with overly rapid correction, one percent developed osmotic
demyelination syndrome, of whom most had hypovolemia, hypokalemia, and a history of alcohol use and/or malnutrition. Overly rapid correction is common
among patients with severe hyponatremia and may produce devastating neurologic consequences.

Alteplase Versus Aspirin for Minor, Nondisabling Acute Ischemic Stroke
Qualifying patients who have an acute ischemic stroke causing a persistent neurologic deficit that is potentially disabling should be treated urgently with
intravenous alteplase and/or mechanical thrombectomy as appropriate. Whether intravenous alteplase is beneficial for patients with mild, nondisabling ischemic
stroke is unknown. In the PRISMS trial, which enrolled patients with acute ischemic stroke within three hours of symptom onset and deficits judged not clearly
disabling, there was no difference in the rate of a favorable functional outcome for patients assigned to treatment with intravenous alteplase or to aspirin (78 versus
82 percent). (JAMA 2018;320[2]:156.) However, these findings are not definitive because the trial was stopped very early due to slow recruitment, having enrolled
only one-third of more than 900 planned subjects.

Fluid Management and Cerebral Injury in Diabetic Ketoacidosis
Cerebral injury is an uncommon, but potentially devastating, consequence of diabetic ketoacidosis (DKA). Whether the rate and type of fluid used for rehydration
affects the risk of cerebral injury has been unclear. In a multicenter randomized trial that evaluated four rehydration protocols (more rapid versus slower fluid
administration with half-normal versus normal saline) after standard initial normal saline bolus in children with DKA, neurologic outcomes were similar regardless of
rate of administration or sodium chloride content. (N Engl J Med 2018;378[24]:2275.) Thus, children with DKA can be safely rehydrated with various protocols of fluid
replacement, within the range explored in this trial.

Oral Administration of Honey or Sucralfate after Button Battery Ingestion in Children
Guidelines for the management of button battery ingestion previously recommended no oral intake before timely radiographic localization and emergency
endoscopic removal of esophageal button batteries. A recent study using in vitro and in vivo animal models of esophageal battery impaction suggests that early
and repeated oral administration of either honey or sucralfate until the battery is removed may reduce the severity of esophageal burns.(Laryngoscope 2018 Jun 11.
doi: 10.1002/lary.27312.) For asymptomatic children with acute button battery ingestions (e.g., witnessed or likely to have occurred within one to two hours) who
are older than 1 year of age and who have no allergies to honey or its components, we suggest one oral dose of pure honey (e.g., 5 to 10 mL) as soon as possible
after ingestion. Once in the emergency department, the child may receive another dose of honey or a single dose of sucralfate 500 mg prior to confirmation of
esophageal impaction and emergency battery removal. Although this approach runs counter to the usual approach of no oral intake until operative removal, the
benefit of neutralization and reduction in burn injury to the esophagus appears to outweigh the potential increased risk of aspiration.

Low Incidence of Serious Traumatic Brain Injury in Children with Isolated Skull Fractures
In a meta-analysis of 21 studies that reported on outcomes of more than 6500 children with isolated linear nondisplaced skull fractures identified by neuroimaging,
only one child underwent emergency neurosurgery and no patients died. (Ann Emerg Med 2018;71[6]:714.) Thus, the risk of clinically important traumatic brain injury
in neurologically normal children with isolated linear skull fractures and no concern for child abuse is low and hospitalization of these patients is usually unnecessary.
Disclaimer: This content is provided for reference purposes only and represents a portion of the UpToDate topic. You may not rely on the content or any information cited here as being applicable to specific patient
circumstances. All topics are updated as new evidence becomes available and our peer-review process is complete. Subscribe to www.uptodate.com for current content and recommendations.
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caLiFORnia: Bay aREa
Berkeley Emergency Medical Group
is a democratic EM practice, serving
two hospitals and an Urgent Care Clinic
in the San Francisco Bay Area. We
are seeking an EM Physician, Nurse
Practitioner, and an experienced Physician
Assistant to serve our diverse patient
population in two inner city hospitals.
The group employs 45 Physicians and
6 PAs servicing 100,000 patients per
year. BEMG has outstanding staffing,
flexible schedules and paid occurrence
malpractice coverage. In addition, we
offer competitive compensation and a
flexible benefits package. Send CV and
cover letter to jobs@bayem.org.

living. Please send CV to eptrecruiter@
gmail.com or call (757) 467-4200 for
more information.

Medicine physicians to join our prestigious
practice at Citrus Memorial Hospital in
the greater Tampa Bay area. Candidates
must be Board Certified in Emergency
Medicine, or Family Practice or Internal
Medicine. Citrus Memorial Hospital
has a 28-bed newly renovated ED with
45,000 annual patient visits. 40 hrs of
physician coverage and 36 hours of APP
coverage and Scribes. Conveniently located
approximately an hour from Orlando and
Tampa Bay allows for an abundance of
recreational activities and perfect work/
life balance! We’re offering an excellent
comprehensive package and an enhanced
sign-on bonus! For more details about
these exciting opportunities, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

cOLORadO: asPEn
Stable group of independent contractors in
Aspen, CO seeking a BE/BC EM residency
trained physician for 10-15 night shifts
per month. Single coverage 8 hour night
shifts in 8,000 visit per year ED. Aspen
Valley Hospital is a level 3 trauma center
with a brand new ED and rooftop helipad.
The ED is staffed 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 contact: BGlismann@
aspenhospital.org.
MaRyLand: annaPOLis
Independent, democratic and wellestablished group at community hospital

with excellent specialty support, located
in beautiful Annapolis MD, seeks BC/
BE physician for partnership and nonpartnership opportunities. Benefits include
flexible scheduling, generous CME,
comprehensive medical plan, outstanding
401k match and excellent compensation.
Convenient to Baltimore and DC. Contact
Yolanda Cormier at 443-481-1293 or
ycormier@aahs.org.

ViRginia: nORFOLk/
ViRginia BEach
Emergency Physicians of Tidewater
(EPT) is a physician-owned, physicianrun, democratic group of ABEM/
AOBEM
eligible/
certified
EM
physicians serving the Norfolk/Virginia
Beach area for the past 40+ years.
We provide coverage to 5 hospitalbased EDs and 2 free-standing EDs in
the area. Facilities include a Level 1
trauma center, Level 3 trauma center,
academic medicine and community
medicine sites. All EPT physicians
serve as community faculty to the
EVMS Emergency Medicine residents.
EMR via EPIC. Great opportunities for
involvement in administration, EMS,
ultrasound, hyperbarics and teaching
of medical students and residents. Very
competitive financial package and
schedule. Beautiful, affordable coastal

FL: EngLEwOOd
cOMMuniTy hOsPiTaL
Envision Physician Services is seeking
Emergency Medicine Physicians to join
our team at our prestigious practice at
Englewood Community Hospital in
beautiful Englewood, FL. Candidates
must be Board Certified or Board Prepared
in Emergency Medicine. Englewood
Community Hospital is 100-bed acute
care hospital with an annual ED volume
of 18,000 annual visits and a 10-bed
ED. Englewood is part of the beautiful
Sarasota-Venice Metro area with many
recreational options including pristine
gulf beaches, deluxe golfing, fishing and
boating. We’re offering a comprehensive
package. For more details about this
exciting opportunity, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL: TaMPa Bay - assOciaTE
MEdicaL diREcTOR
Envision Physician Services is seeking an
Associate Medical Director and Emergency

FL: EM Physicians OcaLa
REgiOnaL
Envision Physician Services is seeking
EM Physicians at Ocala Regional Medical
Center located in Ocala, FL. Recreational
possibilities abound as Ocala is an easy
1-hour drive to Orlando, the Gulf of Mexico,
Daytona Beach and the Atlantic Ocean with
world class golfing, boating and fishing
options. As well as key area attractions
including Busch Gardens, Sea World and
Walt Disney World. Ocala is considered
one of the three fastest growing areas in the
Nation. Located in the Heart of Florida, the
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Maine......................... pg 39

n. Carolina/oregon .... pg 38

Pennsylvania. ............. pg 36

Virginia ................pgs 35, 38

area is surrounded by scenic countryside
and a unique mixture of rural and urban
lifestyles. Excellent compensation package
and relocation assistance is available.
Full-time, part-time, per diem and travel
opportunities. For more details, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, VERO BEach:
indian RiVER MEdicaL
Emergency
Medicine
physician
opportunities at Indian River Medical
Center located in Vero Beach, FL. 42-Bed
ED with 60,000 annual ED visits staffed
with 80 hrs. of physician coverage and
36 hrs of APP coverage. Vero Beach is
an elegant city located along Florida’s
Atlantic Coast and is a haven for golf,
water sports and fishing. We’re offering a
comprehensive package. Full-time, parttime, per diem and travel opportunities.
For more details, contact our dedicated
recruiter today at 877.226.6059 or
MakeAChange@evhc.net.

{ Job Opportunities }
ASSISTANT MEDICAL DIRECTOR
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:

ky, BOwLing gREEn: EM
Physicians TRisTaR
Envision Physician Services is seeking EM
Physicians at TriStar Greenview Regional
Hospital, a 211-bed community hospital
located in Bowling Green, Kentucky, and
hour north of Nashville, TN. 20-Bed ED
with 32,000 annual ED visits staffed with 40
hrs. of physician coverage and 32 hrs of APP
coverage. We’re offering a comprehensive
package including competitive pay, sign-on
bonus and relocation assistance. Full-time,
part-time, per diem and travel opportunities.
Ask about our limited time enhanced referral
program. For more details, contact our
dedicated recruiter today at 877.226.6059
or MakeAChange@evhc.net.

FL, PEnsacOLa: EM and
PEdiaTRic sacREd hEaRT
Envision Physician Services is seeking
Emergency Medicine and Pediatric
Emergency Medicine Physicians to join
our team at Sacred Heart Hospital located
in Pensacola, FL. Candidates must be
Board Certified in Emergency Medicine or
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.
We’re offering a comprehensive package
including competitive pay and a sign-on
bonus package. Full-time, part-time, per
diem and travel opportunities. For more
details, contact our dedicated recruiter
today at 877.226.6059 or MakeAChange@
evhc.net.

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.

Emergency Medicine Faculty Openings
Assistant, Associate, or Professor
(Tenured track or Non-tenured track)
Academic Emergency Medicine Physician
(Assistant/Associate Residency Director)
We are recruiting a full-time academic Emergency Medicine (EM) Assistant, Associate, Professor/
Physician for the position of Assistant or Associate Residency Program Director. The successful
applicant will play a leadership role in an EM residency program that spans four metro-Chicago
hospitals and was one of the founding EM residency programs dating back to the early 1980s.
Our residency is a 3-year program with 45 full-time residents. Specific responsibilities encompass
leadership in resident education, innovative curriculum design, Simulation and Education Fellowship
design, resident evaluation/tracking of the ACGME milestones and resident recruitment. This
position is ideal for those seeking a career in medical education.
The successful candidate will be board certified or board eligible in Emergency Medicine, positions
can be tenure or non-tenure track and will be offered a competitive compensation and benefits
package along with an option to participate in a generous incentive plan.
The University of Illinois at Chicago (UIC) and the University of Illinois Hospital & Health Science
System (UI Health) – one of the nation’s most dynamic, diverse, and progressive enterprises
of higher education and health affairs – is growing its emergency care services, education and
research programs to address health disparities and improve the health of the people of Illinois.
UI Health is dedicated to addressing health disparity challenges common to large, urban settings
through innovations in emergency care that improve inter-disciplinary health system function as
well as community health.
Our faculty are committed to excellence in quality of care, efficiency of delivery, continuous
process improvement and education. The University of Illinois is the largest university in the
Chicago area. With several nationally-ranked health sciences schools, we offer an unprecedented
opportunity for multi-disciplinary care.
The University of Illinois at Chicago is an Equal Opportunity, Affirmative Action employer.
Minorities, women, veterans and individuals with disabilities are encouraged to apply.
The University of Illinois conducts background checks on all job candidates upon acceptance of
contingent offer of employment. Background checks will be performed in compliance with the
Fair Credit Reporting Act.
For fullest consideration, CV’s should be received by November 30, 2018
Please complete the online application at: https://jobs.uic.edu/job-board
If you have any questions, please email Kimberly Taylor at kitaylor@uic.edu.
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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:

Dedicated fast track and intake units staffed by Family Practice physicians and PAs

ED scribes and medical information systems

Stroke centers & STEMI programs

Ultrasound programs with bedside US machines
Advanced airway equipment including GlideScope®


Contact us at
recruitment@umem.org
or 667-214-2060
UMEM is an EOE/AAE

Very Generous Compensation and Benefit Package





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

I WORK FOR ENVISION PHYSICIAN SERVICES BECAUSE ...

THEY ARE MY
HOME AWAY
FROM HOME

REBECCA PARKER, MD, FACEP

FEATURED FLORIDA OPPORTUNITIES

■

Broward Health Medical Center

■

Ft. Lauderdale, FL

■

Ocala, FL

Ft. Walton Beach Medical Center

■

Ft. Walton Beach, FL

■

Raulerson Hospital
Okeechobee, FL

Ocala Regional Medical Center

Sacred Heart Hospital
Pensacola, FL

■

Citrus Memorial Hospital
Tampa Bay, FL

Opportunities in GA, FL, SC, NC, LA, KY and TN
877.226.6059
success@evhc.net
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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
Alaska
.........................
pg 43
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
California
.............pgs 42, 43
benefits include scribes, flexible
scheduling, malpractice, 401k,
health insurance, and more.
We love living in Salem, the heart
of Oregon’s Willamette Valley
Colorado
.....................
pg 42
wine country,
as it is affordable
and convenient to the bounty of
Oregon’s outstanding recreational
opportunities.
See more what we’re about at
Florida
............pgs
42,your
43,CV,
44
sepspc.com,
then send
cover letter, and a recent photo to
sepspc@salemhealth.org or call
503-814-1278.

KENTUCKY: BOWLING GREEN
Envision Physician Services is seeking EM
Honolulu,
Hawaii
Physicians
at TriStar Greenview
Regional
Hospital,
a
211-bed
community
The Emergency Group, Inc. (TEG) hospital
is a
located
Bowling democratic
Green, Kentucky,
growing,inindependent,
group
and
northproviding
of Nashville,
TN.services
20-Bed
thathour
has been
emergency
ED
with
32,000
annual
ED visits
at the
Queen’s
Medical
Center
(QMC)staffed
in
Honolulu,
Hawaii
since 1973. coverage
QMC is theand
with
40 hrs.
of physician
andAPP
only level
1 Trauma
Center
in
32largest
hrs of
coverage.
We’re
offering
state and cares for package
more than 65,000
a thecomprehensive
including
ED patients per
year.sign-on
QMC opened
an and
competitive
pay,
bonus
additional medical center in the community
relocation assistance. Full-time, part-time,
of West Oahu in 2014, which currently sees
per diem and travel opportunities. Ask
60,000 ED patients annually.
about our limited time enhanced referral
Due to vastly
community
in the our
program.
Forgrowing
more details,
contact
West Oahu
area, TEG
is actively
recruiting
dedicated
recruiter
today
at 877.226.6059
for EM Physicians BC/BE, EM Physicians
or MakeAChange@evhc.net.
with Pediatric Fellowship who are BE/BC
and an Ultrasound Director. Physicians will
be credentialed
at bothANNAPOLIS
facilities and will
MARYLAND:
work the majority
of the shifts at
the West
Independent,
democratic
and
wellOahu facility in Ewa Beach, Hawaii.

established group at community hospital
We offer
competitive
compensation,
with
excellent
specialty
support, located
and an
opportunity
to share
in the
inbenefits
beautiful
Annapolis
MD,
seeks
BC/
ownership
and
profits
of
the
company.
BE physician for partnership and nonOur physicians
enjoy working
in QMC’s
partnership
opportunities.
Benefits
include
excellent facilities and experience the
flexible scheduling, generous CME,
wonderful surroundings of living in
comprehensive
medical plan, outstanding
Hawaii.
401k match and excellent compensation.
ConvenientMEET
to Baltimore
and DC. Contact
US at ACEP18
Yolanda at
Cormier
at JOB
443-481-1293
or
the EMRA
FAIR
Booth#116
ycormier@aahs.org.
October 1, 2018 5pm-7pm
San Diego Marriott Marquis
Grand Ballroom

Georgia ......................pgs 42

|

Virginia
Fredericksburg

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.

Fredericksburg Emergency Medical
Honolulu,
Hawaii
Alliance
is a democratic
group
looking to add partners to its growing
The
Emergency
Group,
Inc. (TEG) is a
practice
serving
the Fredericksburg
growing,
independent,
democratic
area for more than 30 years. group

that has been providing emergency services
We
moreMedical
than 110,000
patients
at
thesee
Queen’s
Center (QMC)
in
each
year
between
a
Level
II
trauma
Honolulu, Hawaii since 1973. QMC
is the
center,and
a community
hospital,
and in
a
largest
only level 1 Trauma
Center
freestanding
ED, for
with
APPthan
and65,000
scribe
the
state and cares
more
support
at each
site.QMC opened an
ED
patients
per year.
additional
medical
in the
community
If you are lookingcenter
to join
a group
of
of West Oahu in 2014, which currently sees
close-knit, fun-loving, board certified
60,000 ED patients annually.

EM docs with top-level comp and a

Due
to vastly
growing
community
the
$10,000
signing
bonus,
pleasein send
West
TEG
is activelyatrecruiting
your Oahu
CV toarea,
Alex
Alvarez
for
EM Physicians BC/BE, EM Physicians
alexandra.alvarez@mwhc.com
with
Pediatric
Fellowship who are BE/BC
or call
540-741-1167.
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,
benefits and an opportunity to share in the
For moreand
inFormation
about
ownership
profits of the company.
advertising
opportunities,
Our physicians enjoy working in please
QMC’s
excellent
facilities
and
experience
the
contact
wonderful surroundings of living in
Hawaii.

Mike Rusch at
MEET US at ACEP18
(215) 521-8404
at the EMRA JOB FAIR
or email: Mike.Rusch@
Booth#116
October 1, 2018 5pm-7pm
wolterskluwer.com

San Diego Marriott Marquis
Grand Ballroom

VIRGINIA: NORFOLK/
VIRGINIA BEACH
Emergency Physicians of Tidewater
(EPT) is a physician-owned, physicianHawaii ......................... pg 43 run, democratic group of ABEM/AOBEM
eligible/ certified EM physicians serving
the Norfolk/Virginia Beach area for the
past 40+ years. We provide coverage to
5 hospital-based EDs and 2 free-standing
A rare opportunity! Mountain View Emergency Physicians Medical
EDs in the area. Facilities include a Level
Group is currently interviewing for BC/BE emergency medicine
Kentucky....................pgs 42 1 trauma center, Level 3 trauma center,
physicians for partnership-track full-time positions, as well as for
academic medicine and community
part time positions. We are also hiring PAs and NPs to work in our
medicine sites. All EPT physicians serve
ED. Full and part time APP positions are available
as The
community
to theCarolina,
EVMS and one
Emergency Department Providers:
busiest faculty
ED in North
of the top 15 busiest nation, treats 95k adult and 35k pediatric
Emergency
Medicine
residents.
EMR
via
cases annually in its 92 beds. We are currently seeking residency trained BC/BE
physicians to
work in the 75 bed
adult ED. This
ED
We emergency
are a democratic,
single-hospital,
independent
group,
Maryland
..................... pg 44 EPIC. Great
opportunities
for involvement
serves as a high acuity patient population
with
28% annual
admission rate. There
are over
90 same
hourslocation
of adult for
physician
coverage
daily
over
practicing
in the
over 40
years. We
areand
located
in administration, EMS, ultrasound,
minutes
from
beach, mountains
or24/7,
desert
in Southern
110 hours mid-level coverage daily. It is a Level III Trauma Center with robust30-45
hospitalist
service,
interventional
cardiology
cardiac
surgery,
hyperbarics and teaching of medical
California.
Los
Angeles
and and
Palmmanaged
Springs are
short
driveswinning
away.
neurosurgery, etc. The facility is Chest
Pain
and
Stroke
accredited.
The
EMS
system
is
hospital
owned
with
an
award
students and residents. Very competitive
The
possibilities
for
any
lifestyle
are
endless!
Great
schools
paramedic program. Of note, the Pediatric
ED is seperate
andBeautiful,
has 17 dedicated beds with an additional 24 hours of physician coverage andand
20
financial package
and schedule.
world class
universities
are
nearby.
We saw over
80,000
patients
hours
of
mid-level
coverage.
We
welcome
our
inaugural
class
of
Emergency
Medicine
Residents
in
July
2017.
Opportunities
exist
for
both
clinical
affordable
coastal
living.
Please
send
CV
New York ................... pg 44
in our ED last year and will see over 90,000 this year. We are
to eptrecruiter@gmail.com or call (757)
and academic emergency physicians.
growing and looking to add to our provider group.
467-4200 for more information.

|

Expecting to be excited and challenged ?
Come join our team today !

Top Tier Compensation: The cash compensation package is valued at over $250/hour, including evening, night, and holiday differentials, as well
is comprehensive
excellent with 58
hourspackage
of physician
andMalpractice
51 hours
as a quarterly incentive bonus. We offer a generous sign-on bonus plus moving Coverage
stipend. The
benefits
includes
of
midlevel
coverage
daily,
working
8-10
hour
shifts.
All shifts
Insurance Paid; CME Time and Allowance; 403(b) match and 457(b); and health and dental.
have scribes. Night and weekend differentials are offered on top
N. Carolina ................. pg 45
The Area: Cape Fear Valley Health is located in the thriving and diverse community
of Fayetteville,
NC which
consists
more
than 319,000
of a competitive
hourly rate.
We moved
into aofnew
52-bed
ED this
For more INFORMATION about
residents. Fayetteville has received the prestigious All-America City Award three
times
from the
National
Civic
League
and has
been
recognized
year.
Ancillary
services
and
call
panel
backup
are
robust.
We are
advertising opportunities, please
for cultural diversity and municipal excellence by the National League of Cities.
a base station, a STEMI center and stroke receiving center. Our
contact
group is transparent and run by ED physicians. Our partnership
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
track is fair and well-defined. This is the environment ACEP,
Pennsylvania.
pg 46
easy access to.............
some of the
most beautiful
beaches
and to the majestic Blue Ridge Mountains to our west. In addition
Mike Rusch
atin the country to our eastAAEM
and residency programs tell you to look for!
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.
(215) 521-8404
As the sixth largest city in North Carolina – and growing – both Fayetteville and Cape Fear Valley Health’s healthcare needs are on the rise.

or email: Mike.Rusch@
wolterskluwer.com

Interested physicians and APPs, please contact

Please contact
Ashley Dowless,
or adowl@capefearvalley.com
for additional information.
Kevin
Parkes at MTNViewEPMG@gmail.com
Virginia
.......................
pg 43 Corporate Director, Physician Recruitment at 910-615-1888
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Emergency Medicine in Picturesque Maine !
Opportunities throughout Maine offering flexible schedules and exceptional work/life balance. Seeking BC/BE physicians in
Bangor, Ellsworth, Blue Hill, and Waterville!
Live, work, and play in Maine!
Dynamic physician-led collaborative ED model
Engaged patient population
Flexible scheduling/no call
Medical student teaching options
Full spectrum of sub-specialty backup and consultation
In-house collaborative hospitalist service, radiology, and NightHawk Services
◆ In-system LifeFlight of Maine Air/Ground critical care transport program
◆
◆
◆
◆
◆
◆

In-System ACS-verified Level II Trauma Center
less than 1 hour away offers:
◆ Trauma Service: on-call consultant
◆ Critical Care Intensivists: on-call consultant
◆ Pediatric Intensivists: on-call consultant

Highly desirable, family-centered communities throughout Maine!
Enjoy year-round access to Maine’s unmatched coastline,
mountains, and lakes with limitless outdoor recreation opportunities
and unspoiled natural beauty!

Competitive compensation package including relocation, sign-on bonus, and loan repayment.
For more information, please contact:
Jamie L. Grant, Physician Recruiter at providerjobs@emhs.org or 207.973.5358

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.

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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IN CKD & HEART FAILURE PATIENTS AT RISK FOR HYPERKALEMIA

Excess sodium may lead to
1-3
CRITICAL consequences

High sodium intake increases proteinuria and blood pressure, induces
glomerular hyperfiltration, and blunts the response to RAAS blockade4

EXPLORE MORE AT SODIUMRISK.COM

References: 1. Lennie TA, Chung ML, Moser DK. What should we tell patients with heart failure about sodium restriction and how should we counsel them?
Curr Heart Fail Rep. 2013;10(3):219-226. doi:10.1007/s11897-013-0145-9. 2. Humalda JK, Navis G. Dietary sodium restriction: a neglected therapeutic opportunity
in chronic kidney disease. Curr Opin Nephrol Hypertens. 2014;23(6):533-540. 3. Carubelli V, Metra M, Lund LH. Negotiating renal dysfunction when treating
patients with heart failure. Expert Rev Cardiovasc Ther. 2018;16(2):113-122. doi:10.1080/14779072.2018.1422178. 4. Kidney Disease: Improving Global Outcomes
(KDIGO) CKD Work Group. KDIGO 2012 clinical practice guideline for the evaluation and management of chronic kidney disease. Kidney Int Suppl. 2013;3(1):1-150.
PP-US-DSE-00303 ©2018 Relypsa, Inc. All trademarks and service marks are the property of Relypsa, Inc., a Vifor Pharma Group Company. 7/18
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