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PERIODICAL

Driving in and around the cit-
ies that make up the Dallas–
Fort Worth (DFW) metroplex, 

I get the sense that something 
is in process that could have dire 
consequences for our specialty. 
Freestanding “emergency rooms,” 
both hospital- and physician/in-
vestor-owned, are multiplying at 
an alarming rate, and this is hap-
pening all over the state. Texas is, 
of course, the first state to legiti-
mize and regulate physician/inves-
tor-owned freestanding emergency 
facilities, and there is a good chance 
this phenomenon will spread na-
tionally. Certainly, the number of 
hospital-owned freestandings is 
increasing in other states, but thus 
far, physician/investor development 
has dominated the market only in 
Texas. Is the proliferation of physi-
cian/investor-owned freestanding 
emergency facilities good or bad 
for emergency medicine?

There is a certain irony in my 
sense of alarm about this because 
I was, at one time, considered a 
pioneer in the development of 
freestanding “minor emergency 
centers” in DFW in the late 1970s and 
throughout the 1980s. Though I sold 
these facilities long ago, those same 
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POPPING UP
LIKE 
WEEDS
The dangers of 
physician/investor-owned 
freestanding EDs
by RONALD A. HELLSTERN, MD

A NEW SPIN

A s recently as 15 years ago, the approach to pain management was a 
symptomatic one, whereby the symptom of pain was hidden or mini-
mized with a general analgesic such as an opioid or acetaminophen. 
Additional pain relief was sought by treating the underlying disease 

under the assumption that the pain would resolve if you did so.
The symptomatic approach has been almost 

completely replaced by a mechanistic approach. 
With this approach, the neurobiological mechanism 
creating the pain is identified and neutralized with 
a targeted medication. Although far more applica-
ble in managing chronic pain, the mechanistic ap-
proach was first seen in acute pain settings. Witness 

the change from opioids to dopamine antagonists 
(eg, chlorpromazine, prochlorperazine, metoclopr-
amide) and serotonin agonists (eg, triptans, ergot-
amines) for migraine and other vascular headaches. 
The role of prostaglandins in smooth muscle ten-
sion has resulted in the use of nonsteroidal anti-
inflammatory drugs (NSAIDs) for renal and biliary 

CONTINUED on page 5
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Faculty Teaching Award 
Deadline: April 13

E ach year, ACEP sponsors faculty teach-
ing awards to honor outstanding edu-
cators in emergency medicine. These 

awards are designed to support emergency 
medicine faculty in their efforts to achieve 
academic advancement as well as to support 
the continued academic development of the 
specialty.

The awards recognize superior teaching 
activities, including didactic lectures, clini-
cal instruction, and the development of in-
novative educational programs, as well as 
endorsement by faculty, residents, and stu-
dents. Nominations are due April 13, 2015, and 
can be e-mailed to academicaffairs@acep.org. 
While the documentation required for these 
awards is extensive, the process is designed to 
mimic the procedure used by university pro-
motion and tenure committees in their tenure 
deliberations. Recipients of these awards will 
receive national recognition that can be used 
to document their teaching excellence.

The National Emergency Medicine Faculty 
Teaching Award recognizes an emergency phy-
sician educator at the instructor, assistant pro-
fessor, associate professor, or professor level. 

This award is recommended for faculty at least 
seven years postresidency.

The National Emergency Medicine Junior 
Faculty Teaching Award recognizes an emer-
gency physician educator at the instructor or 
assistant professor level. This award is recom-
mended for applicants between three and sev-
en years postresidency.

For more information and to download 
the nomination form, go to www.acep.org/
teachingaward.

Abstracts for the 2015 ACEP 
Research Forum Due April 24

N ext month, ACEP will begin accept-
ing abstracts for the 2015 Research 
Forum. The deadline is April 24, 2015.

The Research Forum will be held Oct. 26–
27 in conjunction with ACEP15 in Boston. 
Abstracts should represent original research 
that has not been published or presented at 
a national scientific meeting. Case reports 
or subject reviews are not considered origi-
nal research. Abstracts presented at an in-
ternational or regional meeting are eligible 
for submission.

Abstracts must include the following sub-

sections, consistent in style with those appear-
ing in Annals of Emergency Medicine: title, 
study objectives, methods (include design, 
setting, and type of participants), results, and 
conclusion. Abstracts should be written in 
complete sentences using grammatically cor-
rect English. Spell out all abbreviations on first 
usage. Abstracts are limited to 3,000 charac-
ters, not including spaces. Accepted abstracts 
will be published as received; no copy editing 
will be performed. Illustrations are discour-
aged; however, small tables may be accepted. 
Figures and photos must be black-and-white 
and at least 300 dpi. Authors should not be 
identified in any way on the page containing 
the abstract. 

Abstracts will be peer reviewed. Those 
judged scientifically valid and that contain 
important information that will ultimately 
affect patient care will be accepted. In March, 
instructions for submitting abstracts will be 
available on ACEP’s website at www.acep.
org/rf.

Four awards will be given to outstanding 
abstracts. The Emergency Medicine Founda-
tion will present the Excellence in Research 
Award (Best Paper) to an investigator based 
on the abstract, presentation, discussion, 
and subsequent publication of research man-
uscript, as well as the Best Presentation by a 
Young Investigator Award. Investigators at the 
assistant professor level or below with fewer 
than five years of faculty appointment may re-
quest their abstracts be considered for review 
in the young investigator category.

The ACEP Research Committee will pre-
sent the Best Medical Student Paper Award to 
a medical student who is the primary inves-
tigator of an outstanding abstract presenta-
tion and the Best Resident Paper Award to a 
resident who is the primary investigator of an 
outstanding abstract presentation. 

All four awards will be presented at the 2015 
ACEP Research Forum.
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The Emergency Medicine 
Foundation will present the 
Excellence in Research Award 
(Best Paper) to an investigator 
based on the abstract, presen-
tation, discussion, and subse-
quent publication of research 
manuscript, as well as the 
Best Presentation by a Young 
Investigator Award. 
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Advanced 
Pediatric 

Emergency 
Medicine 
Assembly
Whether you want to 

brush up on your pediatric 
emergency medicine skills 
or take your training to the 
next level, this conference 
has just what you need.

New York, NY
Advanced Pediatric 

Emergency Medicine 
Assembly Pre-Conference 
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Advanced Pediatric 

Emergency Medicine 
Assembly – Mar. 24-26
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EM Academy
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Whether you’re a PA or NP 
new to EM or an established 
EM physician looking for a 

review, Phase 1 - Essentials 
will give you the skills and 
knowledge you need every 

day in emergency medicine.
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April 7-11

www.acep.org/
emacademy
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EM Academy
Phase 2 & 3

Dive deeper in EM Essentials 
training with Phase 2 – 
Procedures, Skills, and 

Simulation features hands-on 
workshops and simulation 

training developed to help you 
hone in on your tactical skills.

 Phase 3 – Critical Care and 
Advanced Decision-Making 
will combine the cognitive 
and practical skills learned 

in Phases 1 and 2 in a series 
of case-based learning 

modules centered around 
resuscitation and care of 
the critically ill or injured.

Denver, CO
March 16-20

 www.acep.org/
emacademy
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& Leadership 
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learn how to maximize your 
impact as an emergency 

medicine leader and 
advocate.

Washington, 
DC

May 3-6

www.acep.org/lac

150203-Meeting Master Calendar.indd   1 1/7/15   9:01 AM

mailto:academicaffairs@acep.org
www.acep.org/teachingaward
www.acep.org/teachingaward
www.acep.org/rf
www.acep.org/rf


4    ACEP NOW    FEBRUARY 2015 The Official Voice of Emergency Medicine

17 practices, now referred to as “convenience 
care clinics,” are still in business and have 
since been joined by dozens of others, mostly 
physician/investor owned. While operating 
these clinics, I simultaneously staffed several 
hospital-based emergency departments in the 
same catchment areas and was able to conclu-
sively prove that the presence of convenience 
clinics has no impact on either ED volume or 
payer mix—but I suspect not so for these free-
standing emergency rooms. These facilities 
take paying emergency patients out of the hos-
pital-based ED, and this logically has to have 
a negative impact on volume and payer mix. 
This, in turn, has to make it harder for both 
the hospital-based facility and its emergency 
physician staff to meet their unfunded EMTA-
LA mandate. In addition, these aren’t the only 
potential negative impacts on the EMTALA-
bound hospital-based ED safety net.

Physician/investor-owned freestanding 
emergency facilities typically involve an in-
vestment of $1.5 million to $3 million. The 
facilities’ ability to charge and collect a hos-
pital-level facility fee as well as use the 992_ _ 
CPT emergency department professional ser-
vice codes enables them to break even at about 
a dozen patients per day. They are required to 
see all comers, but they are disproportionately 
located in areas of the metroplex unlikely to 
have significant numbers of underinsured or 
uninsured people. To use the word “emergen-
cy” in their name, these facilities must operate 
24-7 to comply with Texas law. Twelve patients 
a day is one every two hours. Given the sheer 

number of these facilities being built, I suspect 
that many of them may not reach or far exceed 
this number of visits. From a health care sys-
tem perspective, this seems an extremely in-
efficient use of capital, expensive and rapidly 
obsolescent equipment, and emergency phy-
sician manpower. In addition, these facili-
ties can’t but worsen the already near-critical 
emergency physician shortage.

There is a kind of “tragedy of the com-
mons” at work here, where everyone is acting 
logically and according to their own self-inter-
est but the end result is likely to be detrimental 
to all. Hospitals do only that which is in their 
strategic interest, but physicians/investors are 
free to plunk one of these down at every major 
intersection in the nicer parts of town. What 
alarms me is that, at a time when the health 
care system is crying out for less duplication 
of services and greater efficiency in the use of 
expensive resources, the boom in physician/
investor-owned freestandings appears to be 
moving the needle the other way. So it would 
be helpful to know what factors are driving 
this phenomenon.

Angel investors learn early on that you can’t 
make a market for goods or services; you can 
only discern it and meet its needs. The two 
markets in play here would seem to be pay-
ing hospital-based ED emergency patients 
and hospital-based emergency physicians. 
My theory about why the number of physi-
cian/investor-owned freestanding facilities is 
exploding in Texas is that hospital-based EDs 
have done a poor job of serving their paying 

patients and their emergency physicians. By 
any parameter you can name—physical plant, 
ambience, convenience, parking, rapidity of 
care, speed of ancillary services, availability of 
specialty backup, etc.—the hospital-based ED 
is trumped by the freestanding. All too often, 
the hospital treats its emergency physicians 
as commodities and gives them no say in is-
sues like nurse/tech staffing levels, which elec-
tronic health record (EHR) will be used, and 
most other aspects of the operation of their 
practice. The tensions and pathos of hospital-
based emergency medicine practice are psy-
chologically draining, and constantly having 
to beg for specialty backup is exhausting and 
degrading in the extreme. What emergency 
physician of an age wouldn’t prefer the kind 
of white-glove practice that goes on in the typi-
cal freestanding? The stress and workload are 
a fraction of that of hospital-based practice; 
the pay is equivalent; you get to choose how 
you will equip and staff your ED, which EHR 
best suits your practice, and everything else; 
and the specialists come running when you 
call. So while the proliferation of these facili-
ties may not be good for the safety net, they are 
clearly good for ACEP members. This creates a 
significant dilemma for the ACEP leadership.
On the one hand, ACEP would like to avoid 
taking a position on the issue of physician/
investor-owned freestandings because it has 
members on both sides of the question, but 
on the other hand, ACEP has a duty to adopt 
health care system policies that support the 
preservation of the safety net within the con-
text of the current dysfunctional payment 
system. ACEP’s current position sidesteps the 
issue, but if this phenomenon goes national, 
it will be forced to address it. 

As to the economic consequences of the 
physician/investor-owned facilities, the lib-
ertarian in me says let the invisible hand of 
the market separate the winners from the los-
ers, and this would all be fine except that our 
government-designed health care “system” 
pays for indigent and much of entitlement 
emergency care (when it pays for these at all) 
through cost shifting. Obamacare, for however 
long it lasts, is of no help in the ED because it 
leaves many uninsured out of the program, 
and its deductibles are so high that its ben-
eficiaries are effectively uninsured for all but 
a medical catastrophe. In most states, Med-
icaid pays less than the cost of the care of its 
beneficiaries, so Medicaid expansion will only 
further compromise the hospital-based ED. 
Underinsured and uninsured hospital-based 
ED volume will continue to grow, and losing 
paying patients to freestandings must inevita-
bly erode the hospital-based ED’s payer mix. 

At some point, our society will be forced to 
face the true cost of caring for the underinsured 
and indigent patient population, and the explo-
sion of physician/investor-owned freestanding 
emergency facilities almost guarantees that 
this time will come sooner rather than later. 
When that time arrives, I see no alternative but 
a complete redesign of the system, but so far, no 
one has produced a single “reform” that’s done 
anything but make things worse.

DR. HELLSTERN is principal 
and president of Medical Practice 
Productivity Consultants, PA and 
a partner in Hospital Practice 

Consultants, LLC in Dallas.

POPPING UP LIKE WEEDS | CONTINUED FROM PAGE 1

What alarms me 
is that, at a time 
when the health 
care system is 
crying out for less 
duplication of ser-
vices and greater 
efficiency in the 
use of expensive 
resources, the 
boom in physician/
investor-owned 
freestandings 
appears to be 
moving the needle 
the other way.
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the optimal choices.
In managing trauma patients, the last few 

years have demonstrated that the addition of 
low-dose (analgesic dose) ketamine serves 
to decrease the dosing requirements of opi-
oids to control pain. It also serves to block N-
methyl-D-aspartate (NMDA) release, thereby 
decreasing wind-up (pain after discharge and 
the risk of development of chronic pain). For 
procedural analgesia, ketamine and nitrous 
oxide serve as excellent alternatives to opi- CONTINUED on page 6

colic as well as for severe menstrual cramps. 
Anticholinergic agents can be effective for 
both intestinal cramps (hyoscine) and large 
muscle spasms (benztropine). The indications 
for the primary use of an opioid in emergency 
medicine have been refined; there are many 
fewer indications than before, making their 
use even more justifiable in these specific in-
stances (eg, extremity fractures, visceral pain, 
vaso-occlusive crisis).

PAIN IN THE ED
In chronic noncancer pain, specific neuro-
transmitters and nerve channels have been 
relatively well-established. In neuropathic 
pain, either a sodium channel (tricyclic) or 
a calcium channel (gabapentanoid) blocker 
serves as first-line therapy, with opioids rel-
egated to third- or fourth-line treatment. In 
diffuse widespread pain such as fibromyal-
gia, opioids are not recommended at all, with 
NSAIDs, tricyclics, or gabapentanoids being 

CHOOSE THE RIGHT PAIN MED FOR YOUR PATIENT | CONTINUED FROM PAGE 1

The indications for the primary use of an opioid in emergency 
medicine have been refined; there are many fewer indications 
than before, making their use even more justifiable in these 
specific instances (eg, extremity fractures, visceral pain, 
vaso-occlusive crisis).

oids. Ketamine, in an analgesic dose (0.2–0.3 
mg/kg), seems to lead to less oxygen desatu-
ration and hypoventilation when combined 
with a sedative than when an opioid, such as 
fentanyl, is used. The use of “ketofol,” a com-
bination of ketamine and propofol in the same 
syringe, seems to offer no added value over 
giving a single dose of ketamine followed by 
the titration of an ultrashort-acting sedative 
such as propofol or methohexital. 

Nitrous oxide was widely available in emer-

gency departments 20 to 30 years ago in North 
America, but it fell out of favor for two reasons: 
misuse by staff and variable effectiveness in 
patients. Both of those problems were the re-
sult of trying to make use of a 50/50 mixture 
(nitrous and oxygen). Use of the 70/30 mix-
ture has provided solutions to both problems: 
the stronger mixture does not lead to eupho-
ria but rather unconsciousness, making it 
rather evident who might be trying to misuse 

www.ACEPNOW.COM
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CHOOSE THE RIGHT PAIN MED FOR YOUR PATIENT | CONTINUED FROM PAGE  5

it! Analgesic effectiveness is almost 100 per-
cent with the 70/30 mixture, and it is widely 
used in Australia as a result. It is almost om-
nipresent in Canadian pediatric EDs as well. 
Current regulations already in place in the 
United States for other procedural sedation 
medications should allow a relatively easy 
process to reintroduce nitrous oxide into 
emergency departments. Indications for ni-
trous oxide’s use rapidly come to mind be-
cause of its rapid-on, rapid-off effect. They 
include catheter placement in cognitively im-
paired children, casting a pain fracture, and 
disimpaction, to name a few.

The introduction of IV acetaminophen in 

the past two years has provided yet another 
option for acute pain management. In studies 
to date, 1 g IV of acetaminophen appears to 
have an analgesic impact almost equivalent 
to 10 mg morphine. Of course, the same was 
also said of ketorolac when it was introduced 
to the market. In Europe, where experience 

now exceeds three years, IV acetaminophen 
is used routinely in acute pain management 
as part of a multi-medication approach. Start 
with acetaminophen except in obvious se-
vere pain (polytrauma, fractures, etc.) and 
add an opioid if required. Even in patients 
requiring opioids, acetaminophen is used, if 

only to minimize initial dosing of all medica-
tions, thus minimizing adverse events from 
any one agent. Evidence about the safety of 
repetitive doses of IV acetaminophen does 
not yet exist. Evidence suggests that 2 g by 
mouth as a one-time dose would probably 
be just as effective.

In Europe, where experience now exceeds three years, 
IV acetaminophen is used routinely in acute pain 
management as part of a multi-medication approach.
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The use of regional anesthesia will be dis-
cussed in a future article because it, too, can 
play an important role in pain management of 
fractures and in procedures.

AFTER DISCHARGE
Concern over opioid misuse is at its highest 
when discharge prescriptions are written. First 
consideration should be to avoid prescribing 
the opioid most misused in your community. 
Each community chooses its opioid. Within 
a 60-mile radius of where I have worked, pa-
tients have told me that “only idiots” abuse any 
opioid other than “fill in the blank.” Heroin, 
oxycodone, meperidine, hydromorphone, fen-
tanyl, dextromethorphan—they all have been 
abused, but usually only one is abused in any 
given community. This is primarily due to con-
trol of the drug scene by one gang or another. If 
opioids do have to be prescribed, limit dosing 
to three to four days maximum because follow-
up for persistent pain is essential.

Newer options that have been promoted in-
clude tapendtatol and tramadol. The former 
has turned out to be a very poor analgesic that 
costs a lot of money, whereas the latter has not 

gained much favor in the emergency physician 
community. Neither is at risk for abuse, and 
tramadol does offer valid analgesia in many 
patients. It might be of value to provide it in 
the ED to see how helpful it is prior to writing 
a prescription for it.

The NSAID with the best analgesia/anti-
inflammatory/safety profile still is ibuprofen. 
It is the recommended analgesic of choice for 
dental pain. For new onset or a flare of chron-
ic sciatica or other neuropathic pain, short-
acting opioids will rarely help the patient. A 
combination of a NSAID with a tricyclic (nor-
triptyline is less sedating) is probably best. It 
is important to note that the starting dose of 
the tricyclic should be 25 mg at bedtime, rap-
idly titrated over seven to 10 days to at least 
75 mg and with follow-up with a primary care 
provider. Carbamazepine for tic douloureux 
should be started at 200 mg and titrated up 
200 mg every three days to effect, again with 
follow-up within one week. Initiation of ei-
ther a tricyclic or a gabapentanoid (gabapen-
tin 300 mg, increasing by 300 mg every three 
days to effect, or pregabalin 25 mg a day with 
much slower ramp up due to side effects) for postherpetic neuralgia (PHN) is an excellent 

option. See Table 1 for more recommendations 
for treating neuropathic pain.

SUMMARY
Many nonopioid options exist, but to use these 
medications optimally and safely, a much 
greater understanding of pain mechanisms is 

required. Opioids have their place but a much 
smaller one than what was seen in the nondis-
criminate symptomatic approach era.

DR. DUCHARME is editor in 
chief of the Canadian Journal 
of Emergency Medicine and 
clinical professor of medicine at 

McMaster University in Hamilton, Ontario.

Brief Script of How to 
Say No to the Opioid-Seeking Patient
Here are two variations of a script I use routinely. It is always 
essential to get two points across to patients:

1. You are willing to help them manage their pain.
2. You know the rules of the game.

Using variants of the below, I can count on one hand the number of times in 
the past five years the situation degenerated to where the patient was swearing 
or yelling.
 Note that I also assess the patient to ensure there is no new pathology 
(especially in cancer patients) or acute flare-up of a chronic pain (complex regional 
pain syndrome and arthritis often have severe flares). These groups do require 
aggressive pain management in the ED and may well require opioids, but the 
patients do not get a new prescription unless this is true or unless I discuss the 
situation with the prescribing doctor, who then agrees.
 You can also gently say you will check the state drug database to ensure they 
are receiving their medications solely from their prescribing doctor. In Canada, 
that makes drug misusers run for the door because false reporting of a controlled 
Rx is a felony, and as an emergency physician, I am required to call the police 
if I am aware of a false report and the patient is in the ED—and the patients all 
know this as well!

The Patient Encounter
Hello, Mr./Ms. X.
I am Dr. Y. How can I help you today?
Patient states need for opioid prescription.

OPTION 1: Mr./Ms. X, I am here to help you in any way I can and to see what 
exactly might be wrong. With respect to your request for me to renew your 
prescription of opioid Z, I am unable to do so. We are aware that doctors who 
prescribe opioids for long-term use advise their patients that only they can pre-
scribe additional opioids. You would have had to agree to that before your doctor 
would have started that prescription. Even if you need more pills because of 
worsening pain and have run out early, you still need to see the doctor who pre-
scribes those medications. Knowing that I am unable to renew that prescription, 
how else can I help you control your pain today?

OPTION 2: Mr./Ms. X, you say that you have run out of your pain pills and your 
doctor is away. As you know, you have to be responsible and accountable for 
your medications. If you saw that you were running low, it was up to you to contact 
your doctor and discuss obtaining more medications. I do know that most doctors 
caring for people in pain will not allow early renewals of their medications. They 
also request, and get their patients to agree, that only they can prescribe these 
pain medications. You certainly had that discussion with your doctor. So you can 
understand that while I am very willing to see how I can help better control your 
pain today, I cannot prescribe the additional pain pills that you are requesting. 
How else can I help you?

MEDICATIONS FOR NEUROPATHIC PAIN 
STARTING WITH A FIRST-LINE DRUG

Table 1. 

AGENT STARTING 
DOSE

TITRATION 
INTERVAL

NEUROPATHIC 
CONDITION

Nortriptyline 25 mg hs Every week 
(by primary caregiver)

PHN
Sciatica

Gabapentin 300 mg od Every three days, 
increase by 300 mg 
(to bid, then tid before 
increasing each dose)

Diabetic
PHN Sciatica

Pregabalin 25 mg od Every one to two 
weeks (by primary 
caregiver)

Diabetic
Fibromyalgia

Carbamazepine 200 mg od Every three days, 
increase by 200 mg 
(to bid, then tid before 
increasing each dose)

Trigeminal 
neuralgia

Resistant occipital 
neuralgia

Abbreviations: hs=at bedtime, od=once per day, bid=twice per day, tid=three times per day
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EM Support    for Liberia
I have good friends in Liberia. I know 

the culture, the politics, and the medi-
cal system there. Once the news broke 
in March 2014 that the Ebola virus dis-
ease (EVD) epidemic was spreading 
into Liberia, I knew I had to do some-
thing to help. Due to some prior health 

issues, I couldn’t automatically assume that 
the best way I could help was to provide on-
scene acute medical care. 

In 2004, I developed an autoimmune 
neurological disease and subsequently also 
developed some significant issues with my 
eyesight. I stepped down as emergency de-
partment medical director, and I’ve made 
some lifestyle adjustments since then. De-
spite improvements in my condition, it was 
an unknown variable whether the intense 
heat inside the isolation suits and the limited 
visibility through the goggles or face masks 
would limit my effectiveness. The last thing I 
wanted was to become a liability to a medical 
system that was already in crisis. 

To better understand what my options 
might be, I aggressively started researching 
the Ebola virus. I also began to study exact-
ly how the epidemic was unfolding. Within 
weeks, it became clear to me that the overall 
relief effort was beginning to experience some 
serious logistical problems. My friends and I 
decided to see what we could do to help. 

Focus on Transportation
Like any large humanitarian operation, the 
problems were legion, but the most salient 
logistical problems from my perspective were 
all in the area of transportation. The interna-
tional community was starting to address the 
lack of personal protective equipment and 
medical personnel, but no one seemed to be 
noticing that there weren’t enough reliable 

and task-specific vehicles available in the 
country to transport these resources to where 
they needed to go. There wasn’t an emergency 
medical services (EMS) system, and the few 
ambulances available were either privately 
owned or in disrepair. 

How were people sick with Ebola sup-
posed to get to the new Ebola treatment units 
(ETUs)? People had to walk, be carried, ride 

a bicycle or motorbike, or travel in a private 
vehicle (usually a Toyota Corolla–sized taxi). 
People sick with Ebola or those transporting 
their deceased relatives had to pay to travel in 
these private taxis, and sometimes, to defray 
the costs, they did so with other passengers 
aboard. In fact, in December 2014 a taxi driv-
er was arrested for transporting the corpse of 
someone who had died of EVD. 

Early in the epidemic, there weren’t enough 
hearses or trucks to collect the bodies in the 
streets or to form the county burial teams that 
are now in place (see Figure 1). Contact trac-
ers and Ebola awareness teams didn’t have 
the transportation needed to visit the com-
munities they were being assigned to reach. 
To make matters worse, Liberia was entering 
its rainy season, and for the next five months, 

Ambulance 
donations and 

logistical 
support in 

Liberia help 
provide 

Ebola relief
STORY AND 

PHOTOGRAPHS BY
GLENN A. BOLLARD, MD, 

FACEP

It was a very eclectic group of donors that rallied 
around the cause: humanitarians, a Christian 
ministry, several Muslim Lebanese businessmen, 
a US pharmacist, a CEO of an international 
medical corporation, a US/Liberian forestry and 
mining company, a physician, a physician assis-
tant, and 20 dedicated Liberians all played a 
part in making things happen. 

Picture of a coal 
delivery truck 
with a broken 
frame being used 
as a hearse (note 
the coffin in the 
back) to pick up a 
body at a hospital 
morgue in 
Monrovia.
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EM Support    for Liberia
the jungle roads were about to become very 
difficult to navigate even using all-wheel drive 
a rut, Figure 3).

My friends quickly formed a 501(c)(3) 
charity, and between our group and anoth-
er, we collected about $150,000 worth of 
resources. It was a very eclectic group of do-
nors that rallied around the cause: humani-
tarians, a Christian ministry, several Muslim 
Lebanese businessmen, a US pharmacist, a 
CEO of an international medical corporation, 
a US/Liberian forestry and mining company, 
a physician, a physician assistant, and 20 
dedicated Liberians all played a part in mak-
ing things happen. The one common denomi-
nator we all shared was the determination to 
make a difference. 

Putting Plans Into Action
Our original intention was to use that money 
to acquire and refurbish as many old ambu-
lances as we could and to ship them to Liberia 
as quickly as possible. Within a month, that 
plan had to change because several coun-
tries had recognized Liberia’s transportation 
problems and started shipping them a large 
number of service vehicles. We shifted our 
primary focus from acquiring ambulances 
to transporting supplies to communities that 
would be very difficult for the mainline relief 
organizations to reach. 

Our first ambulance shipped to the Liberia 
Medical & Dental Council (LMDC) in Monro-
via. The LMDC thought of a novel way to use 
it to bring hope and education to communi-
ties within the country’s capital city. Its cur-
rent plan is to use the ambulance to transport 
Ebola survivors (with lights flashing and sirens 
blaring) directly from the ETUs they are leaving 
back to their home communities (see Figure 4). 
We hope that the presence of this impressive 
rig and the celebration and education that will 
accompany its arrival in various Liberian com-
munities will advance the relief effort. 

The remaining funds were used to pur-
chase and deliver food and sanitation sup-
plies and to bring Ebola awareness campaigns 
to multiple rural communities we knew proba-
bly wouldn’t have been reached until after the 
rainy season. We hired drivers and all-wheel 
drive Renault vehicles from a mining compa-
ny and transported bed linens, rice, buckets 
with faucets for hand washing, bleach, alco-
hol, powdered soap, pharmaceuticals, oral re-
hydration solutions, and personal protective 
equipment to approximately 25 communities 
and medical clinics. It took days to reach some 
of these villages, and they knew what an ef-
fort it was for us to make such a trip during the 
rainy season. They were grateful for the sup-
plies and were eager to learn how to protect 
themselves during the EVD epidemic. 

In closing, I’d like to thank my colleagues 
in ACEP for all the wisdom and professional 
encouragement given to me during the plan-
ning stages of this adventure. The responses 
to the queries I posted on the EMS, Disaster, 
International, and Tactical Medicine mail-
ing lists were invaluable. Emergency physi-
cians, as a group, are the most multitalented 
individuals I’ve ever worked with. When they 
volunteer to work during a disaster or a hu-
manitarian crisis, they bring with them not 
only their medical skills but frequently many 
other gifts as well. Utilizing those additional 
talents can sometimes be critical to the overall 
success of the relief effort. 

Whenever possible, a physician volunteer 

should be vetted and only work in these situ-
ations under the aegis of an established relief 
organization. There are occasions, however, 
when an individual or a small group of indi-
viduals with the proper background, resourc-
es, and action plan can achieve operational 
objectives that the larger relief organizations 
just can’t. First, do no harm! 

DR. BOLLARD is a former 
ED director and co-founder of 
the ACEP Tactical Emergency 
Medicine Section. He currently 

works as an operational medicine consultant 
for various EMS, fire, and law enforcement 
agencies across the country. He resides in 
Bozeman, Montana.

The ambulance 
for the Liberia 
Medical & Dental 
Council before it 
was shipped from 
Pennsylvania to 
Liberia.

ABOVE: Dr. Bollard standing beside 
Ebola prevention supplies in Monrovia.

RIGHT: The road conditions as we 
traveled to deliver supplies to rural 
villages were very bad, as shown by 
this commercial truck stuck in a rut in 
River Gee County, Liberia.

INSET: The Renault delivery truck 
stuck in the mud in River Gee County, 
Liberia.
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L
ately, the topic of competency 
of advanced practice providers 
(APPs), also known as physi-
cian assistants (PAs) and nurse 
practitioners (NPs), has come 
up frequently within hospitals 

and large health care organizations. These 
groups have been hiring more new APP grad-
uates and want to know how long it will take 
for them to get up to speed within the institu-
tion. Additionally, it is a point of contention 
within emergency medicine, with some EM 
groups refusing to take new graduates un-
til they demonstrate the necessary knowl-
edge and skills—a Catch-22 if I’ve heard one. 
Don’t get me wrong! This is an important is-
sue within a strongly procedure-based spe-
cialty in which clinical acumen must remain 
high. Emergency medicine is also a specialty 
among APPs that is highly sought (see Fig-
ure 1). Nonetheless, APPs seeking to work in 
emergency medicine must demonstrate they 
have advanced knowledge and experience in 
emergency medicine above and beyond that 

expected of entry-level APPs working in a 
generalist practice.

Competence is defined not so much as 
“how long” but rather the achievement of the 
skill sets needed to practice in an ED. It is a 
narrow, specific question rather than a broad, 
philosophical one. 

While there are a number of definitions of 
clinical competency, I prefer Norman’s defi-
nition of professional competence: “The ha-
bitual and judicious use of communication, 
knowledge, technical skills, clinical reason-
ing, emotions, values, and reflection in daily 
practice for the benefit of the individual and 
community being served. Competence builds 
on a foundation of basic clinical skills, scien-
tific knowledge, and moral development.”1 

He goes on to say that competence has 
multiple functions: cognitive (using acquired 
knowledge to solve real-life problems), inte-
grative (using biomedical and psychosocial 
data in clinical reasoning), relational (com-
municating effectively with patients and 
colleagues), and affective/moral (the willing-

ness, patience, and emotional awareness to 
use these skills judiciously and humanely). I 
was struck by a final comment that compe-
tence is “developmental, impermanent, and 
context-dependent.”1 Competence is certainly 
developmental in the context of lifelong learn-
ing. If it is indeed impermanent (temporary, 
transient, transitory, passing, fleeting), then 
it must be evaluated frequently. There is no ar-
gument that it is context-dependent, whether 
by level of care, specialty knowledge required, 
or institution. 

Clearly, competence is complex. While the 
PA and NP professions have developed and 
published a list of specific skills necessary to 
be considered competent, which mirror and 
parallel those of our physician colleagues, the 
question becomes, “How do we actually dem-
onstrate them?”

Benner developed one of the best-known 
competency definitions in 1982 with her nov-
ice-to-expert model, which applied the Drey-
fus Model of Skill Acquisition to nursing. It 
has been widely used as a tool to determine 
expertise.4,5 Her model describes the five levels 
of expertise as:

•  Novice: A beginner with little to no expe-
rience. Novices face the inability to use 
discretionary judgment and require sig-
nificant supervision.

•  Advanced beginner: Able to demon-
strate marginally acceptable performance 
based on some real-life experience.

•  Competent: Has usually been on the job 
for two to three years. At this level, the 
clinician has a sense of mastery and the 
ability to cope with and manage many 
aspects of patient care.

•  Proficient: Able to grasp clinical solu-
tions quicker and able to home in on ac-
curate regions of the problem faster.

•  Expert: No longer relies on analytics to 
connect to understanding of the problem 
but has an intuitive grasp and is able to 
zero in on the all aspects of the problem 
at hand without any wasteful or unfruit-
ful possibilities.5

Benner maintains that knowledge accrues 
over time in clinical practice and is developed 
through dialogue in relationship and situa-
tional contexts.6 It should be noted that clini-
cal experience is not the mere passage of time or 
longevity within a clinical experience but rather 
the actual level of clinical interaction. The clini-
cian, therefore, may move forward or backward 
in the model, depending on the situation.

Bridge the Gap 
Between School 
and the ED
An approach to measuring competency in APPs 

BY RANDY D. DANIELSEN, PHD, PA-C, DFAAPA
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In the Benner model, the novices and ad-
vanced beginners would be prematriculants 
and students. You can see variations of this 
learning curve in different situations, whether 
it is a new clinician in the ED or an experi-
enced clinician moving to a new practice. 
Returning to the comment that prompted this 
article: when is an APP fully competent to see 
patients? There has been some good research 
in the last decade that demonstrates APPs 
have excellent patient care outcomes, even 
when taking into account the particular clini-
cian level (novice through expert). The reality 
is that competence is acquired gradually, and 
even when APPs are far from fully competent, 
they can still see patients as long as the super-
vision is commensurate with the need.

This is a challenging topic because what 
we do requires factual knowledge and the 
consistent, appropriate application of that 
knowledge. We know how to measure factu-
al knowledge, more or less, but assuredly we 
don’t know how to measure the latter (possi-
bly the most important part). In my opinion, 
we need a pragmatic approach to determine 
whether a clinician is competent and contin-
ues to be so.

When recruiting an APP, an emergency 
department should consider its needs and 
match the expectations of the ED and the APP. 
Another aspect to consider is the level of ex-

perience (see Table 1). Any hospital or emer-
gency medicine group hiring a new graduate 
should be mindful that a newly trained APP 
requires more mentoring and closer collabo-
ration than an experienced APP. A seasoned 
APP with emergency medicine experience will 
be more likely to hit the ground running, may 
work at a more rapid pace than a new gradu-
ate, and may be able to handle a higher vol-
ume of patients.

The next question is how to gauge ongoing 
competence. One method is to do a 360 sur-
vey. Such feedback can be a powerful tool for 
competency evaluation in a rapidly changing 
and often bewildering emergency medicine 
clinical environment. Of course, these tools 
must be used appropriately and intelligently 
in order to be effective. Here’s how it might 
work: All coworkers of a particular clinician 
would be surveyed on the perceived elements 
of clinical competence, including knowl-
edge, application of knowledge, efficiency, 
ability to make decisions, and attitude to-
ward patients. Every person in the emergen-
cy department could anonymously complete 
the survey. This would include nurses, techs, 
other APPs, housekeeping, on-call members 
of the medical staff—literally everybody, al-
though not all of them will be capable of 
making some of these determinations. Then 
the ED director would let the clinician review 
and discuss the feedback. Everyone in the de-
partment would know they would be simi-
larly evaluated.7 This is the most brutal, yet 
fair and efficient, way to assess competency 
in its broadest sense. Will all of the opinions 
be factually substantiated? No! What better 
technique do we have, at least for now?

But wait! Perhaps competence is not the 

endgame. Perhaps competence is really a 
minimum standard. Competence, albeit nov-
ice if we use the Benner model, is measured by 
completion of the PA or NP curricula (meeting 
the course objectives) and passage of board/li-
censure exams, just as physician competence 
is, essentially. 

Most, if not all, would agree that mastery 
is achieved by the acquisition of additional 
knowledge (certificate of added qualifica-
tions, advanced certification) coupled with 
sound practice and experience. Mastery or ex-
pertise, some say, is what we should focus on, 
the achievement of which is quite individual. 
All clinicians can move toward mastery, but 
not all will actually achieve it. I suggest that 
competency is the starting point and mastery 
(expertise) is achieved by the ongoing com-
mitment to expand clinical knowledge—keep-
ing up with the literature, completing CME 
programs, learning from fellow clinicians—
coupled with an extensive clinical experience 
in which knowledge is clinically applied with 
the achievement of the best results feasible 
within the constraints of the individual pa-
tient encounter.8

Lastly, once should not determine com-
petency or mastery in a vacuum. Medicine is 
a team effort, and in the case of an APP, the 
interaction with the collaborating physician 
is essential. Table 2 demonstrates the factors 
needed to achieve success in the APP/physi-
cian relationship.9

A successful APP/physician team requires 
trust, communication, current evidence-
based practice guidelines, feedback, and ex-
perience. Although state laws vary regarding 
the extent of practice and level of collabora-
tion for APPs, hospitals and ED groups may 

set their own standards independently.
The goal is, of course, collaboration 

among competent APPs, physicians, and 
other health care providers working together 
to meet the needs of patients and improving 
patients’ health and outcomes in the emer-
gency department setting. 
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a new graduate, 
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of patients.

Figure 1.

Number of PAs and NPs in Emergency Medicine
(Total APPs in EM= 20,969)

Sources
1. http://www.aapa

2. http://kkf.org/other/state-indicator/totsl-nurse-practitioners/

3. The U.S. Health Workforce Chartbook: Part I: Clinicians. HRSA. November 2013

9,965

99,651

11,004

Certified PAs in US

Certified PAs working 
in EM

Certified NPs in US

Certified NPs working 
in EM

TO QUALIFY TO WORK IN AN EMERGENCY DEPARTMENT, APPS MUST:
•  Have graduated from an accredited PA or NP educational program.

•  Comply with licensure and other regulations of the PA/NP practice act in the state 
in which they practice.

•  Have developed or maintained qualifications through:

 -  Ongoing CME in emergency medicine; and/or

 -  Graduation from an emergency medicine PA/NP residency or certificate of 
added qualification program.

•  Have documented experience in emergency medicine as an NP/PA.

1. SHARED PRIORITIES

2. FREQUENT AND EFFECTIVE COMMUNICATION

3. MUTUAL TRUST AND RESPECT

4. PHYSICIAN ACCESSIBILITY AND APPROACHABILITY

5. CONSISTENCY OF DELIVERY OF PATIENT CARE

www.ACEPNOW.COM
http://www.aapa
http://kkf.org/other/state-indicator/totsl
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Be atTENtive to 
This Dangerous 
Condition
Recognize and manage pediatric toxic epidermal necrolysis 

BY ADEOLA KOSOKO, MD, AND BRENT KAZINY, MD

The Case 
A previously healthy, fully immunized five-
year-old boy presents to the pediatric emer-
gency department with three days of fever 
and a progressive rash. Symptoms started with 
fevers to 104°F, a few “flat red spots” on his 
cheeks and behind his right ear, and bilateral 
injected eyes. The next day, he was seen by 
his primary doctor, who prescribed ofloxa-
cin eyedrops for a presumed infection. That 
night, he developed crusting at his lips, red-
ness and swelling of his palms and soles, and 
red patches on his trunk. On the morning of 
presentation, he had a few episodes of non-
bloody, nonbilious emesis and complained of 
pain with urination and pain with swallow-
ing. He was refusing to open his eyes to receive 
the prescribed medication.

Upon presentation to the ED, his blood 
pressure is 116/76, his pulse is 148, his tem-
perature is 104.4°F, his respiratory rate is 21, 
and his SpO2 is 97 percent.

He is an alert, tearful boy, persistently keep-
ing his eyes closed and clearly uncomfortable. 
There is left anterior cervical lymphadenopa-
thy without a single large node and full range 
of motion at the neck. On ocular exam, the 
patient squeezes his eyelids shut and cries. 
Mildly edematous eyelids are pried open, and 
there is scant white/yellow discharge bilater-
ally. The pupils are equal and reactive to light, 
with bright red injection of the conjunctiva bi-
laterally. The lips are cracked and erythema-
tous. There is a strawberry tongue and some 
desquamation at the buccal surfaces. There is 
tachycardia but no murmurs, rubs, or gallop 

with a brisk capillary refill. No respiratory dis-
tress is present. Abdominal and genitourinary 
exams are unremarkable for this circumcised 
male. There is mild bilateral hand swelling. 
There is an erythematous macular rash at the 
bilateral cheeks, chest, and back, as well as 
palmar erythema. 

While in the ED, the patient is given a 40 cc/
kg normal saline bolus, morphine, and aceta-
minophen, which make him more comforta-
ble. He is started on maintenance IV fluids and 
ceftriaxone empirically. Vital signs normalize.

Background and Pathophysiology
Toxic epidermal necrolysis (TEN) is an in-

frequent medical emergency (0.4–1.3 cases 
per million per year worldwide) with high 
mortality.1 It is characterized by fever and 
widespread tender involvement of the epi-

OBJECTIVES

After reading this article, the 
emergency care provider should 
be able to:

•  Know when to suspect toxic 
epidermal necrolysis (TEN) in 
the pediatric patient.

•  Develop a differential diagnosis 
for the acutely ill febrile child 
with mucosal change.

•  Understand the reasons a pedi-
atric patient would develop TEN.

•  Be able to acutely manage the 
child in whom TEN is suspected.

Toxic epidermal necrolysis (TEN), also known as Lyell's syndrome, is a life-threatening dermatological condition that is frequently induced by a 
reaction to medications. It is characterized by the detachment of the top layer of skin (the epidermis) from the lower layers of the skin (the dermis) 
all over the body.
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dermis and mucous membranes resulting in 
exfoliation. Stevens-Johnson syndrome (SJS) 
is categorized as less than 10 percent skin in-
volvement, while TEN involves more than 30 
percent of the body surface area. Both diseas-
es are seen as a spectrum of a single process.2 
Mortality is often due to systemic infection or 
multisystem organ failure.

All skin and mucous membranes are sus-
ceptible to involvement. Mucous membrane 
involvement often precedes skin lesions, ap-
pearing with the prodromal illness (eg, fever, 
cough, sore throat). The rash often begins as 
a poorly defined erythematous macular rash 
that progresses in hours to days. This patient 
has TEN “without spots,” which is the less-
common form of TEN, lacking target lesions. 
This is compared to TEN “with spots,” which 
features widespread erythematous or purpu-
ric macules with blistering on the macule.2

Drugs are most often implicated in TEN. 
One study at a major pediatric burn intensive 
care unit cited medication use in all 15 de-
scribed cases.3 The most common drugs cited 
are antibacterials, sulfonamides, nonsteroi-
dal anti-inflammatory drugs, allopurinol, 
disease-modifying agents, anti-epileptics, 
anti-retroviral agents, and corticosteroids.4 
Infectious causes including mycoplasma and 
herpes virus have also been documented.

Are there any confirmatory tests for TEN that 
can be performed in the emergency department?

•  The diagnosis of TEN is generally clinical. 
The patient’s history (particularly medi-
cation history) and physical exam (par-
ticularly head, eyes, ears, nose, throat, 
genitourinary, and skin) are imperative.

•  The only confirmatory test is histopatho-
logic analysis of a skin biopsy; full thick-
ness epithelial necrosis is diagnostic.

•  There is no definitive laboratory or imag-
ing study to make the diagnosis. 

•  As the disease progresses with multiorgan 
involvement, more laboratory test abnor-
malities may be identified.

What clinical clues suggest the 
diagnosis of TEN in a child?

•  Increased salivation and decreased appe-
tite from oral involvement.

•  Painful micturition due to urethral in-
volvement.

•  Profuse diarrhea due to enteral involve-
ment.

•  Respiratory distress due to involvement 
of the bronchial epithelium.

•  Ocular lesions, which may indicate a 
higher chance for morbidity due to tearing 
of the epidermis leading to conjunctival 
erosions, keratitis, and corneal erosions.

What else should be considered 
when treating patients diagnosed 
with TEN?
Differential diagnosis should include Kawa-
saki disease, staphylococcal scalded skin syn-
drome, toxic shock syndrome, disseminated 
adenovirus infection, infectious conjunc-
tivitis, Reiter’s syndrome, hypersensitivity 
vasculitis, erythema multiforme, exfoliative 
conjunctivitis, disseminated herpes infection, 
and measles.

What immediate threats must be 
addressed in a patient with TEN?
In the ED, the treatment of the patient with 
suspected SJS/TEN is akin to that of a patient 
with severe burns. 

•  Discontinue any identified offending 
agent early.

•  Consider early transfer to a burn unit be-
cause these interventions are associated 
with improved outcomes.5 

•  Early fluid resuscitation is imperative in 
any patient who appears to be in shock. 

•  Broad-spectrum antibiotic administra-
tion is warranted if the child meets cri-
teria for sepsis or if infectious etiology of 
symptoms is considered likely; however, 
routine antibiotic administration is not 
indicated as in the case of severe burns. 

•  Manage fluids and electrolytes, provide 
adequate analgesia, prevent secondary 
infection, and keep the patient warm. 

Other than supportive care, what can 
be done for a patient with TEN?6

Therapeutic measures for TEN remain con-
troversial. 

•  Most dermatologists at this time do not 
advocate corticosteroid use. 

•  Intravenous immunoglobulin (IVIG) is 
often utilized in treatment protocols, but 
no randomized controlled trials to date 
have shown definitive benefit. 

Case Resolution
While the patient is on the floor, an echocar-
diogram is scheduled for the next day to 
check for potential Kawasaki disease. Infec-

tious disease and dermatology are consulted 
and scheduled to see the patient the next day. 
Urology is consulted for placement of a ure-
thral catheter due to lack of urine output and 
urethral pain. By the eighth hour of hospital 
admission, the rash has quickly changed 
quality from macular to bullous and vesicu-
lar and has spread to involve the majority of 
surfaces of his body, including the palms and 
soles. The patient is transferred to the pedi-
atric ICU with a new oxygen requirement of 
0.5 L by nasal cannula and concern for upper 
airway involvement with TEN.

Shortly after transfer to the pediatric ICU, 
the patient’s respiratory status worsens. He 
is taken to the operating room with ENT and 
anesthesia for elective intubation for airway 
protection. Upper airway evaluation shows 
desquamation of the supraglottic structures 
without tracheal involvement. The patient 
is diagnosed with TEN secondary to myco-
plasma infection based on positive immuno-
globulin G and immunoglobulin M titers. The 
patient receives a three-day course of IVIG em-
pirically. Ophthalmologic evaluation confirms 
a left corneal abrasion and extensive ocular 
involvement, also consistent with TEN. Four 
days into the hospital stay, the patient has a 
cardiac arrest. The suspected culprit is a mu-
cous plug in the endotracheal tube. He sub-
sequently has bilateral chest tubes placed for 
pneumothoraces. Throughout his hospital 

stay, he has several episodes of fever and is 
on acyclovir, azithromycin, vancomycin, and 
cefotaxime at varying points. 

The patient is discharged after a four-
week hospital stay to a pediatric rehabilita-
tion facility. Ophthalmologic, dermal, and 
respiratory findings have all resolved, and 
the patient is back to playing video games 
and attending kindergarten, as he did prior 
to the acute illness.
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Supraglottic desquamation of lingual surface of epiglottis and vallecula.

PEARLS

1 Mucosal involvement often 
precedes skin involvement 

for SJS/TEN, and therefore 
mucosal involvement in an ill 
child should increase concern 
for SJS/TEN.

2 The predominant cause 
of SJS/TEN is a drug. 

A careful history should be 
performed because the early 
discontinuation of the inciting 
drug can decrease mortality. 

3 If there is a concern for 
SJS/TEN on clinical exam 

in the ED, the physician should 
consider early transfer to a 
burn center because the condi-
tion can be rapidly progressing 
and specialized care is associ-
ated with improved outcomes.

4 The greatest difference 
clinically between erythe-

ma multiforme and TEN/SJS 
is the development of systemic 
symptoms and the formation 
of bullae.

The patient’s trachea appears normal.

Figure 1. 

Figure 2. 
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Are You Ready for 
PQRS Changes?
Successfully navigate the Medicare Physician Quality Reporting System
BY STACIE SCHILLING JONES, MPH

L
ast fall, the Centers for Medi-
care & Medicaid Services (CMS) 
released the 2015 Medicare Phy-
sician Fee Schedule Final Rule, 
which makes significant chang-
es to federal quality reporting 

requirements and holds physicians to an 
increasingly high bar. Satisfactory participa-
tion in Physician Quality Reporting System 
(PQRS) becomes especially critical because 
2015 marks the official end of PQRS incen-
tive payments as the program transitions to 
penalties only (see Table 1). The 2015 PQRS 
reporting year also will determine an addi-
tional payment adjustment under the Value 
Modifier (VM) in 2017, which now applies to 
all physicians and carries stiffer penalties for 
large groups.

In order to avoid the PQRS adjustment, CMS 
requires eligible professionals to report nine 
measures across three national quality strat-
egy domains, which must also include at least 
one “cross-cutting” measure: 

•  Person- and caregiver-centered 
experience

• Patient safety
• Communication and care coordination
• Community and population health
• Efficiency and cost reduction
• Effective clinical care

Cross-Cutting Measures
This year, CMS also finalized a newly desig-
nated list of cross-cutting measures, which 
represent a core set of measures that CMS feels 
addresses critical improvement gaps that 
apply across specialties. The cross-cutting 
measure for emergency care is PQRS #317: Pre-
ventive care and screening: screening for high 
blood pressure and follow-up documented.

PQRS-CAHPS Required for 
Groups of 100 or More

•  CMS has finalized that all groups of 100 
or more eligible providers that register 
to participate in the group practice re-
porting option, regardless of reporting 
mechanism the group practice chooses, 
must also select a CMS-certified vendor to 
administer the PQRS–Consumer Assess-
ment of Healthcare Providers and Systems 
(CAHPS) survey on their behalf (formerly 
known as Clinician Groups–CAHPS). 

•  This requirement is in addition to all the 
other group practice reporting options 
such as “qualified registry.” However, this 
requirement does not apply to the “quali-
fied clinical data registry” (QCDR) option. 

•  CMS confirms that, beginning in 2015, it 
will no longer be feasible for CMS to bear 
the cost of group practices of 100 or more 

eligible professionals to report the CAHPS 
for PQRS survey measures. 

2015 PQRS Measure Updates
CMS has retired 50 measures from the PQRS 
program in 2015, including the following four 
out of the seven measures from the 2014 emer-
gency care cluster:

•  #28: Aspirin for acute myocardial 
infarction

•  #55: 12-lead ECG for syncope
•  #56: Community-acquired pneumonia 

(CAP): vital signs
•  #59: CAP: empiric antibiotic
PQRS measures potentially relevant to 

emergency physicians in 2015 are listed in 
Table 2. Please review the detailed coding 
of each measure in the 2015 PQRS Measures 
Specifications Manual.

Measure-Applicability Validation 
(MAV) Process

•  Eligible providers can still satisfy PQRS 
and avoid the penalty by reporting on 
fewer than nine measures but would be 
subject to the MAV process to determine 
whether they reported on as many meas-
ures as are applicable to the eligible pro-
fessionals’ practices. The MAV process 
will also allow CMS to determine whether 
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group practices should have reported on 
any of the cross-cutting measures. 

•  Although the measures listed in Table 2 
represent nine measures across four do-
mains, not all eligible professionals will 
see patients for each measure. A perfor-
mance score of zero will not count toward 
the nine-measure goal. Therefore, most 
eligible professionals in the ED will be 
subject to the MAV process for 2015.

A clinical data registry re-
cords information about 
the health status of pa-
tients and the health 
care they receive in an 
organized system. Clini-

cal data registries collect uniform data 
(administrative, clinical, patient-reported, 
and other data) to evaluate specified clini-
cal processes and outcomes. Clinical data 
registries typically focus on patients who 
share a common reason for needing health 
care. Registries have emerged as valuable 
solutions for harnessing the power of infor-
mation technology to capture statistically 
relevant, evidence-based data to aid in de-
cisions regarding the most optimal patient 
care. Information from registries may also 
be used to compare the performance of 
health care providers with regard to their 
patient outcomes.

What Is a CMS Qualified Clinical 
Data Registry?
The 2012 American Taxpayer Relief Act 
authorized a new standard for individual 
eligible professionals to satisfy Physician 
Quality Reporting System (PQRS) reporting 
requirements beginning in 2014. This new 
mechanism recognizes satisfactory partici-
pation in a qualified clinical data registry 
(QCDR) in lieu of reporting traditional PQRS 
measures to the Centers for Medicare & Med-
icaid Services (CMS). QCDRs may submit in-
formation on both PQRS measures and up to 
30 additional non-PQRS specialty-specific 
measures. Also, QCDRs give a better picture 
of the overall quality of care provided be-
cause they collect and report quality infor-
mation on patients from all payers, not just 
Medicare patients.

Why Is ACEP Providing  
a Clinical Data Registry?
ACEP’s mission is to promote the highest 
quality of emergency care. For 2015, CMS has 
retired four of the five PQRS measures most 
commonly reported by emergency physi-
cians. Simultaneously, it continues to up the 
ante by requiring nine measures across three 
domains, with up to 6 percent of Medicare 
reimbursements at risk for most emergency 
physicians. The timing is right for emergency 
physicians to be among the early adopters in 
strategically deploying information technol-
ogy to drive quality-improvement objectives. 
Table 2 outlines the advantages of QCDRs 
over traditional PQRS registry reporting.

Can ACEP Deliver a Quality 
Information Technology Solution? 
ACEP is partnering in the development of 
a clinical data registry with FIGMD, Inc., 
a company that specializes in integrating 
practice management, billing, and coding 
software as well as electronic health records 
(EHRs) with registries. FIGMD has developed 
and maintained registries for the American 
College of Cardiology, the American Acad-
emy of Ophthalmology, and the American 
Urological Association; has completed in-
tegration projects for more than 50 major 
EHRs; and is capable of working quickly with 
new practice management, billing, coding, 
and EHR systems. 

Building a Bridge to the Future for 
PQRS Reporting
The ACEP QCDR is being designed to build 
a bridge for emergency physicians from the 
claims-based reporting of the past to the 
electronic clinical quality measures (eC-
QMs) of the future. During the 2015 pilot of 
ACEP’s Clinical Data Registry, we will con-
tinue to focus on collecting quality data 
codes from claims and administrative data 
sets and begin testing e-measures for future 
reporting periods. By building this bridge, 
we anticipate that most participants should 

CONTINUED on page 17

•  At press time, CMS had yet to release de-
tails for the 2015 MAV process or update 
the MAV clusters to reflect the changes 
in the 2015 PQRS measure set but expect-
ed to publish the 2015 MAV to the CMS 
website by mid-January 2015. 

STACIE SCHILLING JONES is director 
of quality and health information technology 
in the public affairs division of ACEP in 
Washington, D.C. 

A Quality 
Solution
QCDRs
ACEP’s qualified clinical data registry 
can help you meet PQRS goals
BY STACIE SCHILLING JONES, MPH

For 2015, CMS has 
retired four of the five 
PQRS measures most 
commonly reported 
by emergency physi-
cians. Simultaneously, 
it continues to up 
the ante by requiring 
nine measures across 
three domains, with 
up to 6 percent of 
Medicare reimburse-
ments at risk for 
most emergency 
physicians. 

FOR MORE INFORMATION
Visit our website at www.acep.org/quality/pqrs for:

•  A complete listing of all PQRS reporting options for individuals and multi-specialty groups

•  Detailed information on the physician VM and quality tiering

•  Detailed information on QCDR and more

Table 1. INCREASING IMPACT OF PQRS PARTICIPATION

Table 2. POTENTIAL MEASURES FOR EMERGENCY CARE

2015 
PERFORMANCE 

YEAR

2014 
PERFORMANCE 

YEAR

Value Modifier
Additional VM penalty 
for failure to satisfy PQRS

-2.0% in 2016 -4.0% in 2017

Total potential penalties -4.0% in 2016 Up to -6.0% in 2017

PQRS
Traditional PQRS incentive +0.5% payment in 2015

PQRS Maintenance of 
Certification incentive +0.5% payment in 2015

Total potential PQRS 
incentives

+1.0% in 2015

Penalty for failure to 
satisfy PQRS

-2.0% in 2016 -2.0% in 2017

~No incentives~

MEASURE # NQS DOMAIN QUALITY MEASURE TITLE REPORTING  
   MECHANISM

PQRS #54 Clinical 
effectiveness

Emergency medicine: 12-lead 
electrocardiogram (ECG) 
performed for non-traumatic 
chest pain l

Claims, registry

PQRS #76 Patient safety
Prevention of catheter-related 
bloodstream infections (CRBSI): 
central venous catheter (CVC) 
insertion protocol

Claims, registry

PQRS #91 Clinical 
effectiveness

Acute otitis externa (AOE): 
topical therapy

Claims, registry

PQRS #93 Efficiency and 
cost reduction

Acute otitis externa (AOE): 
systemic antimicrobial therapy—
avoidance of inappropriate use

Claims, registry

PQRS #187 Clinical 
effectiveness

Stroke and stroke rehabilitation: 
thrombolytic therapy (tPA); also 
known as hospital STK-4 

Registry only

PQRS #254 Clinical 
effectiveness

Ultrasound determination of 
pregnancy location for pregnant 
patients with abdominal pain  

Claims, registry

PQRS #255 Clinical 
effectiveness

Rh immunoglobulin (Rhogam) 
for Rh-negative pregnant women 
at risk of fetal blood exposure 

Claims, registry

PQRS # 317
cross-cutting

Community-
population 
health

Preventive care and screening: 
screening for high blood pres-
sure and follow-up documented 

Claims, registry

PQRS #326 Clinical 
effectiveness

Atrial fibrillation and atrial flutter: 
chronic anticoagulation therapy; 
also known as hospital STK-3 

Claims, registry

www.ACEPNOW.COM
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/AnalysisAndPayment.html
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THE END OF THE 
RAINBOW

PROTECT YOUR 
POT OF GOLD FROM 

BAD ADVICE

by JAMES M. DAHLE, MD, FACEP

The key to 
understand-
ing the 
AMT and 
decreasing 
your AMT 
tax bill lies in 
understand-
ing which 
deductions 
can be used 
under both 
systems and 
which ones 
can only be 
used under 
the regular 
tax system. 

Question. I end up having to pay thousands 
in alternative minimum tax (AMT) each year. 
What is the AMT, and what can I do to avoid 
paying it?

Avoid the Alternative 
Minimum Tax

A. The AMT should really be called 
the alternative maximum tax rather 
than the minimum tax. Tax law re-
quires you to figure your tax using 
two separate, parallel tax systems—
the regular income tax system and 
the AMT—and then pay whichever 
one is higher. The so-called alterna-
tive minimum tax on line 45 of your 
1040 is really just the difference be-
tween what you would owe under 
the regular tax system and what 
you would owe under the AMT. If 
the regular tax bill is higher, that 
line is zero. If the AMT tax bill is 
higher, then line 45 is the differ-
ence between your tax bills under 

the two systems.
Historically, the law came into 

place in 1969 due to political out-
rage that 155 well-to-do taxpayers 
were not paying their share of the 
expenses of our nation thanks to 
their taking advantage of perfectly 
legal deductions. In 1982, it became 
the parallel tax system we know 
today. In many ways, the AMT is a 
simpler, better tax system than the 
regular system, with fewer deduc-
tions and brackets. However, until 
2012, the exemption and brackets 
under the AMT were not indexed 
to inflation, although Congress 
dutifully “patched” it each year 

for decades. With time and infla-
tion, many households that would 
not have been subject to the AMT in 
1982 have become subject to it, and 
now 4–5 percent of taxpayers owe 
more under the AMT system than 
the regular system. Because most 
physicians have top 5 percent in-
comes, many of them are subject 
to the AMT.

How AMT Works
Having a goal to pay less AMT may 
be shortsighted. As a general rule, 
the goal should be to maximize your 
after-tax income or at least to mini-
mize the total amount of tax paid. 
For example, the two easiest ways 
to pay less AMT are to make less 
money (and thus owe less tax) and 
to make more money (and thus owe 
more under the regular tax system 
than under the AMT). As a general 

rule, making less than $250,000 or 
more than $500,000 will keep you 
from owing AMT, although there 
are exceptions.

The AMT system has just two 
brackets. In 2014, taxable income 
under $182,500 ($91,250 if married 
filing separately) is taxed at 26 per-
cent, while taxable income above 
that amount is taxed at 28 percent. 
The exemption is also simpler. In-
stead of getting $3,950 for yourself 
and each dependent, the taxpayer 
receives an exemption of $52,800 
($82,100 if married filing jointly). 
However, this exemption is phased 
out between taxable incomes of 
$117,300 and $328,500 ($156,500 
and $484,900 if married). The ef-
fect of this phase-out is to increase 
your marginal tax rate within the 
phase-out range from 28 percent to 
35 percent. However, there is often 
a “sweet spot” above this phase-
out range, where your marginal 
tax rate actually decreases from 35 
percent back to 28 percent. If you 
are in this range, you may actually IL

LU
S

TR
AT

IO
N

/P
A

U
L 

JU
E

S
TR

IC
H

; P
H

O
TO

S
 S

H
U

TT
E

R
S

TO
C

K
.C

O
M

shutterstock.com


FEBRUARY 2015    ACEP NOW    17The Official Voice of Emergency Medicine

ACEPNOW.COM

A QUALITY SOLUTION QCDRs | CONTINUED FROM PAGE  15

wish to accelerate your income to 
take advantage of it.

The key to understanding the 
AMT and decreasing your AMT tax 
bill lies in understanding which de-
ductions can be used under both 
systems and which ones can only 
be used under the regular tax sys-
tem. For example, when you have 
another child, you get another 
$3,950 exemption under the reg-
ular tax system but not under the 
AMT. You also cannot deduct state 
and local income taxes, property 
taxes, child care expenses, or in-
terest earned on certain types of 
municipal bonds. However, chari-
table contributions, most mortgage 
interest, and retirement account 
contributions can be used under 
both systems.

The following events can cause 
you to owe more taxes due to the AMT:

• Having another child
• Moving to a high-tax state
• Paying off your mortgage
•  Reducing your tax-deferred re-

tirement account contributions
• Taking the standard deduction
• Increasing your income
•  Investing in “private activity” 

municipal bonds
•  Decreasing your charitable 

contributions
If you wish to reduce your tax 

bill, you simply need to do the op-
posite and take advantage of deduc-
tions valid under both systems by:

•  Increasing retirement contri-
butions

• Giving more to charity
• Paying a lot of mortgage interest
•  Avoiding “private activity” 

municipal bonds
•  Deferring income to the new 

year (making less)
Obviously, giving more to char-

ity and paying more interest on your 
house may not make you wealthi-
er, even if they do lower your tax 
bill. But if you are going to do these 
things anyway, you might as well 
maximize the benefits.

Tax Planning
If you really want to get serious 
about tax planning, either find a 
good tax strategist (most tax pre-
parers won’t take the time to do 

this) or learn how to do it yourself 
with inexpensive tax software, 
such as Intuit’s TurboTax. Once 
you have your tax data plugged into 
the program, play around with the 
numbers on the 1040 and Schedule 
A. See what happens if you make 
$1,000 more or less. See what hap-
pens if you pay your property or 
state income taxes in December 
instead of in January. Charitable 
deductions can also be bunched or 
unbunched as needed to minimize 
the tax. However, if you find you are 
in the sweet spot, where additional 
income is only taxed at 28 percent 

instead of 35 percent, consider ac-
celerating income (perhaps by do-
ing Roth conversions) or deferring 
deductions (like charitable contri-
butions) to next year. Remember to 
pay attention to the total tax bill, 
not just the AMT. 

Tax planning can be compli-
cated, but a better understanding 
of the tax code will enable you to 
pay every cent you owe to Uncle 
Sam without leaving a tip. If you 
find yourself paying the AMT each 
year, it is worth taking the time to 
understand why and what you can 
do about it.

Once you have your tax data plugged into the program, play 
around with the numbers on the 1040 and Schedule A. 
See what happens if you make $1,000 more or less. See 
what happens if you pay your property or state income taxes 
in December instead of in January. 

be ready to report a mix of administrative and 
electronic clinical quality measures to CMS 
for the 2016 reporting period. ACEP’s goal is 
to have all emergency clinicians reporting 
eCQMs by the 2017 reporting period, which is 
when CMS intends to completely eliminate the 

claims-based reporting mechanism. As ACEP 
develops more eCQMs for emergency care and 
more EDs are integrated with the registry, the 
administrative burden on coders and billers 
to submit quality data codes should be signifi-
cantly alleviated.

What Are the Benefits of  
Participating in a QCDR?
ACEP submitted an application to meet CMS 
requirements for PQRS and QCDR reporting 
by the Jan. 31, 2015, deadline for the PQRS 
2015 performance year/reporting period. Use 

of the registry under PQRS and QCDR will 
minimize or avoid negative financial reim-
bursement from CMS.

With the transition to a value-based system 
upon us, in which health service providers are 
paid based on quality of care, efficiency, pa-
tient satisfaction, and outcomes, the QCDR 
will provide a means for providers to track 
such parameters from patient encounter in-
formation they already document, then adjust 
practice as necessary to maintain compliance 
with the highest of standards. PQRS was intro-
duced by CMS to evaluate patient outcomes 
and quality of care. PQRS registries, and now 
QCDRs introduced in 2014, are considered key 
vehicles to automate the reporting of data to 
qualify for full Medicare Fee-For-Service re-
imbursement. Private payers are also moving 
to collect these quality measures to evaluate 
agreements with providers.

With participation from emergency clini-
cians nationwide, data from the QCDR will be 
used to generate regular feedback reports that 
summarize local practice patterns and treat-
ment outcomes as well as compare an ED’s pat-
terns with those of a number of others across 
the nation. The reports could also be used to 
identify process-of-care variables that may cor-
relate with key patient outcomes.

STACIE SCHILLING JONES is director 
of quality and health information technology 
in the public affairs division of ACEP in 
Washington, D.C.

FOR MORE 
INFORMATION
For more information on 
ACEP’s PQRS registry reporting 
options including the clinical data 
registry option, please visit
www.acep.org/quality/pqrs.

Table 1. ADVANTAGES OF QCDRs OVER TRADITIONAL PQRS REGISTRY REPORTING

TRADITIONAL PQRS REGISTRIES                    QCDRs

Provide quality data for Medicare patients only Provide quality data on patients from all payers

Limited to PQRS measures Include PQRS measures, plus up to 30 additional 
specialty-specific measures

Require new cross-cutting measures Do not require cross-cutting measures

Require groups of 100 or more to report the 
PQRS– Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey

Do not require CAHPS reporting

Offer less control over quality measures reported Offer more meaningful measures to choose from

Quality measure data collected will be used 
to calculate the quality composite of the Value 
Modifier (VM)

CMS will not include first-year QCDR measures in 
the VM quality composite until such time as CMS has 
historical data to calculate benchmarks for them; for 
the 2017 VM, in cases where groups are assessed 
under the 50 percent option and all eligible profes-
sionals report via QCDR in 2015, CMS will classify 
the group’s quality composite score as average

www.ACEPNOW.COM
http://www.acep.org/quality/pqrs
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TRICKS OF 
THE TRADE

PRACTICAL TIPS 
FOR THE 

PRACTICAL DOC

DR. MCNAMEE is chief 
resident of the emergency 
medicine residency at 
St. Joseph’s Regional Medical 
Center in Paterson, New Jersey.

by TERRANCE MCGOVERN, DO, MPH, AND JUSTIN MCNAMEE, DO

B3: Bubbling, Bloody, and 
Blowing Chunks
A novel approach to video laryngoscopy 

To assist 
with clearing 
secretions, 
video laryn-
goscopes 
have been 
augmented 
using an 
inline suc-
tion device 
attached to 
the blade of 
the laryngo-
scope, but 
the results 
showed no 
improve-
ment in time 
to intubation 
or increased 
success 
rates.4

DR. MCGOVERN is an 
emergency medicine resident at 
St. Joseph's Regional Medical 
Center in Paterson, New Jersey.

The Case
A 42-year-old female presents to the 
emergency department after sus-
taining blunt facial trauma from a 
high-speed motor vehicle collision. 
She weighs more than 400 pounds 
and is back-boarded and collared. 
Blood is flowing freely from her 
mouth, and she is unresponsive to 
painful stimuli and gurgling with 
each respiration; this patient needs 
her airway secured five minutes ago. 
After the newly minted intern gives 
it a shot by direct laryngoscopy and 
pulls out with a look that says, “I 
think I just soiled my pants,” you 
step in. Using the GlideScope this 
time, you visualize the epiglottis, 
but then a splattering of blood hits 
the lens of your GlideScope and ob-
scures the view. You try again with 
the same result. Is it time to dust off 
the #11 blade, or is there an alter-
native trick of the trade to improve 
visualization? 

Background
In 1944, Bannister and Macbeth 
described direct laryngoscopy by 
aligning the pharyngeal, laryngeal, 
and oral axes to obtain direct visu-
alization of the glottic inlet.1 Align-
ing these axes and visualizing the 
glottic inlet can be easily compli-
cated by difficult airway character-
istics (eg, large tongue, short neck, 
small mandible, bodily fluids in the 
airway, cervical immobility, facial 
trauma, edema, or limited mouth 
opening).2 Prior to the advent of 
video laryngoscopy, physicians 
had limited options to handle these 
complications before proceeding 
to a surgical airway. Video laryn-
goscopy can help circumvent these 
obstacles and has been shown to 
improve glottic visualization, espe-
cially in difficult airways.3 The hy-
peracute angle of the GlideScope 
can navigate challenging anatomy, 
and the video display provides a 
way to supervise novice opera-
tors. However, there is no solution 
for when the video laryngoscope’s 
view becomes obscured by bodily 
fluids. Removing the laryngoscope 
to clean it off wastes time and sub-
jects the patient to another intuba-

tion attempt. To assist with clearing 
secretions, video laryngoscopes have 
been augmented using an inline suc-
tion device attached to the blade of 
the laryngoscope, but the results 
showed no improvement in time 
to intubation or increased success 
rates.4 Furthermore, the study did 
not address the complication of get-
ting the secretions off of the screen to 
allow for better visualization. 

Technique
Attaching IV tubing to a video laryn-
goscope can help improve visualiza-
tion during intubation. This novel 
apparatus will take approximately 
20 minutes to assemble, so it should 
be put together prior to when it is 
needed. You can assemble it during 
your next night shift at 3:30 am and 
store it with your airway supplies. 
While the example below is applied 

to the GlideScope, this principle 
and assembly can also be applied 
to most other video laryngoscopes 
(eg, Karl Storz C-MAC). 

Equipment Needed 
(see Figure 1)

•  10 cc syringe with 18 g blunt-
tip needle

•  One set of IV tubing 
•  Scissors
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•  Tape
•  0-0 silk suture
•  Normal saline flush
•  GlideScope disposable laryn-

goscope blade
•  One needleless luer lock 

Assembly
1. Cut the IV tubing as shown in Fig-
ure 2. Cut the distal end of the IV tub-
ing at an oblique angle and fit the 
luer lock into the oblique opening. 
This may be take some elbow grease, 
but it will fit (Figure 3). 

2. Use a 10 cc syringe with the 18 g 
needle as a drill and make the three 
individual holes as outlined in 
Figure 4. 

3. Fasten the IV tubing to the laryn-
goscope blade with 0-0 silk with the 

knot tied on the lateral aspect of the 
laryngoscope, avoiding any further 
obstruction of the GlideScope view 
(Figure 5). The end of the IV tubing 
should be secured in the corner of 
the laryngoscope blade within 0.5 
cm of the lens. Additional holes can 
be made to further secure the IV tub-
ing if needed.

4. The remainder of the IV tubing 
can be attached to laryngoscope 
blade with tape (Figure 6). 

Utilization
1. The same technique for any Glide-
Scope intubation is used with this 
apparatus: entering the oropharynx 
midline, rotating the blade, and vis-
ualizing the glottis. 

2. If the lens becomes obscured by 

bodily fluid during the intubation, 
the operator or assistant can push 
5 mL increments of normal saline 
through the IV tubing to clean the 
lens (Figure 7). This can be repeated 
as many times as needed to obtain a 
clear view and intubate the patient 
(Figure 8). 

Patient Selection
This apparatus could arguably be 
used with any intubation for which 
you are using video laryngoscopy. 
Our current bedside difficult-airway 
prediction tools are limited at best, 
and the rate of unexpected difficult 
airways has been shown to be as 
high as 52 percent even in controlled 
anesthesia settings.5,6 The most ob-
vious patients who can benefit from 
this tool are those who are bubbling, 
bloody, or blowing chunks. In other 

words, patients who have signifi-
cant bubbling pulmonary edema, 
have a traumatic bloody airway, or 
are actively vomiting (ie, blowing 
chunks), all of which could obscure 
the video laryngoscope’s lens. 

Caution
There may be concern that the addi-
tional saline within the oropharynx 
may put the patient at further risk of 
aspiration. However, the risk is the-
oretical and likely the lesser of two 
evils when considering such time-
sensitive airways. While this product 
may provide improved visualization 
of the airway on simulated intuba-
tions, it has not been approved by 
the US Food and Drug Administra-
tion, and therefore cautious use is 
recommended at the discretion of 
the provider. 

Figure 1. 
Equipment 
used to make 
this laryngo-
scope tool.
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Figure 8. Intubated patient.

Figure 4. Use the syringe 
to make three holes in the 
laryngoscope blade.

Figure 5. Fasten 
the IV tubing to the 
laryngoscope blade 
with 0-0 silk with 
the knot tied on the 
lateral aspect of 
the laryngoscope.

Figure 2. Cut the distal end of 
the IV tubing at an oblique angle.

Figure 3. Fit the luer lock into the 
oblique IV tubing opening.

Figure 6. Attach the remainder of the IV tubing 
to laryngoscope blade with tape.

Figure 7. Push 5 mL increments of 
normal saline through the IV tubing to 
clean the lens.
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DR. WELCH is a practicing emergency physician with Utah Emergency 
Physicians and a research fellow at the Intermountain Institute for Health 
Care Delivery Research. She has written numerous articles and three books 
on ED quality, safety, and efficiency. She is a consultant with Quality Matters 
Consulting, and her expertise is in ED operations.

SPECIAL OPsTIPS FOR 
BETTER 

PERFORMANCE

How Will Your Next Shift Look?
Know your ED’s patient profile to be prepared for whomever walks through your door

by SHARI WELCH, MD, FACEPThe median 
ED volume 
is now ap-
proximately 
40,000 visits 
per year 
(according 
to the 2012 
data set), 
and the daily 
dashboard 
for an 
emergency 
department

Do you know the national 
utilization trends for emer-
gency department services? 

Do you know what you will be doing 
to, for, and with your patients? How 
about what you will need to provide 
for patients so that you can have 
those services staffed and available? 

In my last column (November 
2014), we looked at national trends 
in the National Hospital Ambulato-
ry Medical Care Survey (NHAMCS) 
and translated them into a picture 
of who will come to us in our emer-
gency departments. In this column, 
I will review recent trend data from 
the Emergency Department Bench-
marking Alliance (EDBA) annual 
data survey to paint a second vivid 
picture about the work that we do. 
From these data trends, we can an-
ticipate the needs of the operational 
management of your ED. 

James J. Augustine, MD, FACEP, 
vice president of the nonprofit 
EDBA, believes everyone working 
in an emergency department should 
know that department’s dashboard 
data. The median ED volume is now 
approximately 40,000 visits per year 
(according to the 2012 data set), and 
the daily dashboard for an emergen-
cy department is shown in Table 1.

Knowing this data, are you get-
ting upstream of admissions? Are 
your transporters anticipating 23 
trips upstairs with gurneys? Is your 
fast track optimized in terms of staff-
ing and supplies? Do you open your 
fast track early enough during the 

day? Do you have dental supplies 
and a referral list for low-cost den-
tal providers? Do you alert admit-
ting when an ambulance arrives 
(because 42 percent of ambulance 
patients are admitted)? 

Next, let’s look at what we will 
typically do to patients, for them, 
and with them in Table 2.

Again, are you prepared? Do you 
have enough imaging staff, par-
ticularly on the evening shift? Do 
you have rapid capability for do-
ing ECGs? Do you have foolproof 
processes for lab collection, labe-

ling, transportation, and results? 
Do you have enough IV fluid bags 
on hand for the day? Are you trying 
to improve on those critical time in-
tervals (door-to-provider and admit-
decision-to-departure times)?

Here are few more interesting facts 
from the Centers for Disease Control 
and Prevention and NHAMCS.

The chronic diseases seen most 
often in the ED are: 

• Diabetes (8.6 percent)
•  Congestive heart failure (3.1 

percent)
•  Stroke or cerebrovascular dis-

ease (3 percent)
•  The most commonly admitted 

disease entities in the ED are:
• Ischemic heart disease
• Chest pain
• Pneumonia
• Psychoses
• Cerebrovascular disease
It is no mystery—the data inform 

us. Knowing who is coming to the 
ED, what they will need, and what 
a typical day will look like in your 
department, you can be better pre-
pared for what is coming to an ED 
near you.
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Table 1. Table 2.

A DAY IN THE AVERAGE ED EACH DAY IN THE AVERAGE ED

130 Patients to be seen (although three want to leave)

40 Will be in fast track

56 Will need monitors

23  Will be admitted, representing 26 percent of 
patients in the main ED

6 Will have dental problems

25 Will arrive by EMS

991  Orders will be entered via computerized provider 
order entry—this is eight per patient and 
represents 21 percent of all orders entered in 
the hospital today

61 Patients will have an X-ray 

26 Will have a CT scan

34 Will have an ECG

2.6 Will be transferred

49 Will have an IV

80 Will get lab work

18  Minutes on average a patient waits to see 
a provider

119  Minutes on average it takes to get an admitted 
patient upstairs
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DR. MILNE is chief of emergency medicine and chief of staff at 
South Huron Hospital, Ontario, Canada. He is on the Best Evidence 
in Emergency Medicine faculty and is creator of the knowledge 
translation project the Skeptics Guide to Emergency Medicine 
(www.TheSGEM.com).

SKEPTICS GUIDE TO 
EMERGENCY MEDICINE

DOGMA FEELS 
RIGHT

UNTIL YOU STEP 
IN IT

by KEN MILNE, MD

Should You Try to Prevent 
Febrile Seizures?
We need 
to reassure 
and help 
educate 
parents and 
caregivers 
that a fever 
alone is not 
dangerous. 
Accord-
ing to the 
American 
Academy of 
Pediatrics, 
“fever, in 
and of itself, 
is not known 
to endanger 
a gener-
ally healthy 
child.

Case
A 2-year-old boy presents to the 
emergency department via ambu-
lance after a brief tonic-clonic sei-
zure. He is an otherwise healthy, 
immunized child with no medical 
history of major illnesses. The dis-
traught parents report he has had a 
flu-like illness associated with a fe-
ver for the last two days. You conduct 
a good history followed by a directed 
physical examination. Appropriate 
testing is done, and the diagnosis of 
febrile seizure is made. 

Question
Will treating with antipyretics pre-
vent a recurrence of a febrile seizure?

Background
“Fever fear” is common in parents 
and caregivers with a febrile child. 
They often come into the emergen-
cy department and want their child 
evaluated. We need to reassure and 
help educate parents and caregivers 
that a fever alone is not dangerous. 
According to the American Acad-
emy of Pediatrics, “fever, in and 
of itself, is not known to endanger 
a generally healthy child. In con-
trast, fever may actually be of ben-
efit; thus, the real goal of antipyretic 
therapy is not simply to normalize 
body temperature but to improve 
the overall comfort and well-being 
of the child.”1 

One of the scariest things that can 
happen to a child with a fever is to 
have a seizure. It is a longstanding 
medical myth that febrile seizures 
can be prevented with antipyretics.

Relevant Article: Rosenbloom 
E, Finkelstein Y, Adams-Webber T, et 
al. Do antipyretics prevent the recur-
rence of febrile seizures in children? 
A systematic review of randomized 
controlled trials and meta-analysis. 
Eur J Paediatr Neurol. 2013;17:585-8.

Population: Randomized con-
trolled trials including children 
younger than 18 

Intervention: Antipyretic medi-
cations 

Comparison: Placebo 
Outcome: Rates of febrile seizure 

recurrence
Authors’ Conclusions:  “Anti-

pyretics were ineffective in reducing 
the recurrence of febrile seizures.”

Key Results: Odds ratio for re-
currence of febrile seizures in the 

antipyretic group was 0.9 (95% CI, 
0.57–1.43).

EBM Commentary
Treating a fever does not seem to 
prevent a child from having a febrile 
seizure. This systematic review iden-
tified three randomized controlled 
trials and combined their data to 
show that antipyretics have no sig-
nificant effect in preventing the re-
currence of febrile seizures. 

There were some major limita-
tions to this systematic review:

1.  There was no attempt to search 
the gray literature. The au-
thors should have contacted 
experts in the field to find un-
published data. They should 
have searched for conference 
abstracts or commented on 
searching the reference lists of 
included articles. 

2.  According to the authors, “no 
language restrictions were ap-
plied, but English abstracts 
required.” This sounds like a 
language restriction.

3.  There was no risk-of-bias tool 
used to evaluate the included 
studies. Without applying a 
standardized tool, we can only 
guess as to the risks of bias 
from the included studies. 

4.  The authors used the word 
“ineffective” to describe the 
usefulness of antipyretics in 
preventing febrile seizures. It 
is a common mistake to equate 
“no evidence of effect” and “in-
effective.” Failing to prove that 
one thing is significantly better 
than another does not prove 
that they are the same. 

Bottom Line
Antipyretics appear to offer no signif-
icant improvement in the recurrence 
rate of febrile seizures in children.

Case Resolution
The parents are reassured and edu-
cated about febrile seizures. You 
inform them that, unfortunately, 
treating children with antipyretics 
does not appear to decrease the risk 
of febrile seizures. They should fo-

cus on their child’s comfort instead 
of normalizing his temperature.

Thank you to Anthony Crocco, 
MD, associate professor at McMas-
ter University and medical director 
and division head of the emergency 
department at McMaster Children’s 
Hospital in Hamilton, Ontario, for his 
help with this review. 

Remember to be skeptical of an-
ything you learn, even if you learned 
it on The Skeptics Guide to Emer-
gency Medicine.
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More than 6 million emergency 
department visits a year in the 
United States are for chest pain.1 

While there are approximately 1.1 million 
hospitalizations a year for acute coronary 
syndrome (ACS) in the United States, only 
approximately 30 percent of cases are ST-el-
evation myocardial infarctions.2 The remain-
ing 70 percent are diagnosed with unstable 
angina (UA) or non–ST-elevation myocar-
dial infarction (NSTEMI). Risk stratification 
of chest pain patients with concern for ACS 
is of high concern in the emergency depart-
ment. The American Heart Association (AHA) 
current guidelines recommend prompt man-
agement and possibly invasive strategies for 
patients with UA and NSTEMI who present 
with high-risk features.3 Often in the ED set-
ting, chest pain patients have a nondiag-

nostic electrocardiogram (ECG), and initial 
cardiac biomarkers can be negative even with 
significant coronary artery occlusion. Investi-
gation of regional wall motion abnormalities 
(RWMAs) is a Class I recommendation by the 
AHA in the hands of trained echocardiogram 
technicians.4 The goal is to identify patients 
with RWMAs likely representing a signifi-
cant occult coronary artery thrombosis not 
evident by symptoms, ECG, or initial cardiac 
biomarkers that could then benefit from an 
invasive intervention. Previous studies sug-
gest that if a RWMA is present, a large area 
of myocardium is at risk for death.5–7 Initial 
studies have shown good sensitivity and 
specificity of the identification of RWMAs for 
coronary ischemia in the ED setting.8,9 Most 
of these studies were performed by trained 
ECG technicians or cardiologists. However, 

several articles recently described emer-
gency physicians of various levels of train-
ing being capable of identifying RWMAs.10,11 
A case series described three cases in which 
emergency physicians identified RWMAs in 
patients with equivocal ECGs; all the cases 
went to cardiac catheterization partly based 
on the point-of-care echocardiography (POC 
echo) detecting RWMA and were found to 
have significant single-vessel coronary dis-
ease requiring intervention.12

Clinical Indications for Performing 
POC Echo for RWMAs
Evaluation for RWMAs should promptly oc-
cur when the emergency physician has a high 
concern for UA or NSTEMI by history and 
physical examination with an equivocal ECG 
for cardiac ischemia.

OBJECTIVES

After reading this article, the 
physician should be able to:

•  Describe the indications to 
evaluate for regional wall motion 
abnormalities (RWMAs).

•  Perform focused point-of-care 
echocardiography. 

•  Identify anterior, inferior, and 
lateral RWMAs.

•  Identify potential coronary artery 
occlusion based on RWMAs and 
electrocardiogram findings.

PROBE SELECTION, TECHNIQUE, AND ECG VIEWS

Imaging views:
•  Parasternal long axis (PLAX): Place the transducer 

on the left chest near the sternum, with the indicator 
probe pointing to the patient’s right shoulder. Start-
ing at the level of the nipples/areola, slide the probe 
down the left border of the sternum to find the best 
acoustic window. Minor rotation (either clockwise or 
counterclockwise) will allow for a clear PLAX view 
(see Figure 1A).

•  Parasternal short axis (PSAX): After the parasternal 
long axis is obtained, rotate the probe 90 degrees in 

a counterclockwise direction until the probe indica-
tor points to the patient’s right hip. Subtle cephalad/
caudal movements of the transducer will allow for the 
best acoustic window (see Figure 1B). The sonogra-
pher should move the probe just distal to the mitral 
valve to the level of the papillary muscles to obtain an 
ideal view for detecting RWMAs.

•  Apical four-chamber view (A4C): From the position of 
the parasternal long/short, slide the transducer later-
ally along the axis of the heart toward the apex. From 
this location, angle the beam toward the right scapula 

(with the probe marker toward the right hip). The goal 
is to have the transducer footprint at the cardiac apex, 
with the beam directed through both ventricles and 
atria. (The ultrasound view will ideally have the in-
traventricular septum oriented vertically in the center 
of the screen.) Once again, make subtle movements 
for the best acoustic window (see Figure 1C). This is 
often the most difficult view to obtain and generally 
requires the patient be positioned in the left lateral 
decubitus position. RWMAs are often evident on par-
asternal long and short, and the A4C view may not be 
needed if the other two views are obtained. 

Patient positioning: The patient should lie supine or be placed in the left lateral decubitus position.
Probe selection: The low-frequency phased array transducer (5-1 MHz) is recommended. A curvilinear probe (5-2 MHz) can also be used but may be suboptimal.

Appropriate probe positioning and corresponding ultrasound image of A) PLAX, B) PSAX, and C) A4C.

A B C

Figure 1. 
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Anatomy
For simplicity, the traditional 17-wall motion 
segment identification on ECG has been con-
densed into a modified three-area evaluation 
that corresponds roughly to the major coro-
nary artery perfusion territories of the left 
ventricle. This is based on American Society 
of Echocardiography guidelines and cardiac 
magnetic resonance imaging data of patients 
with acute coronary ischemia and has been 
successfully utilized in prior ED studies.12–14 
Visualization of the left ventricle in PLAX, 
PSAX, and A4C can roughly display RWMAs 
of the three major coronary arteries: left an-
terior descending (LAD), circumflex (Cx), and 
right coronary artery (RCA) (see Figure 2). Thus 
an anterior RWMA corresponds with an occlu-
sion of the LAD, a lateral RWMA corresponds 
with an occlusion of the Cx artery, and an in-
ferior RWMA corresponds with an occlusion 
of the RCA.

Findings
Left ventricular RWMA is described as a hy-
pokinesis, dyskinesis, or akinesis of a segment 
when compared to the other contracting seg-
ments of the chamber. This can be visualized 
sonographically as a blunting of the typical 
symmetric myocardial thickening during con-
traction as compared to other cardiac wall seg-
ments. This abnormal movement of the wall 
segment is highly suspicious for an associated 
coronary thrombus. 

The anterior wall is supplied by the LAD, 
whereas the lateral wall is supplied by the Cx, 
and the inferior wall is supplied by the RCA 
(PLAX view, see Figure 3a). In our opinion, the 
PSAX at the level of the papillary muscles is 
often the best ultrasound view to appreciate 
RWMAs (see Figure 3b). In the A4C view, the 
proximal intraventricular septum is supplied 
by the RCA, while the rest of the visualized my-
ocardium is supplied by the LAD (see Figure 
3c). All three major vessels are roughly equal-
ly distributed over the left ventricle. However, 
some variation is to be expected.

ECG Correlation
Correlation of the ECG and POC echo images 
is helpful when attempting to determine the 
presence of RWMAs (see Figure 4). An ante-
rior RWMA (LAD distribution) should corre-
late with ECG changes in V1 and V2. A lateral 
RWMA (Cx distribution) should correlate with 
ECG changes in V5, V6, I, and aVL. An inferior 
RWMA (RCA distribution) should correlate 
with ECG changes in II, III, and aVF. 

Accompanying video clips of 
anterior, inferior, and lateral 
RWMAs can be accessed via the 
digital version of this article at

ACEPNow.com.

Next Steps in Management
An identified RWMA can often suggest a mod-
erate-sized coronary thrombus in the chest 
pain patient. While the initiation of invasive 
strategies based solely on a RWMA remains 
controversial, cardiologic consultation, consul-
tative echocardiography, and serial biomarker 
testing may be prudent. Echocardiographic 
evaluation of RWMAs, in conjunction with ECG 
and a targeted history, can be useful in the risk 
stratification of the ED chest pain patient.

Considerations, Caveats, and 
Limitations
When looking for RWMAs with POC echo, 
there are few notable caveats. Novice sonog- CONTINUED on page 24

A

B

C

Anatomical description 
of coronary perfusion in 
the A) PLAX, B) PSAX, 
and C) A4C.

ONLINE EXCLUSIVE

Novice sonographers may have 
difficulty obtaining clear views and 
should not base decisions on suboptimal 
imaging. Even for the experienced ED 
sonographer, differentiating between 
new and old RMWAs can be extremely 
challenging.

raphers may have difficulty obtaining clear 
views and should not base decisions on sub-
optimal imaging. Even for the experienced 
ED sonographer, differentiating between new 
and old RMWAs can be extremely challeng-
ing. Previous infarctions may result in areas 
of thinned, akinetic, dyskinetic, or aneurysmal 
myocardium.15 Also, mechanical and electrical 
cardiac variants can mimic an acute RWMA. 
Specifically, focal myocarditis, left bundle 
branch block, paced rhythms, ventricular an-
eurysms, Takotsubo cardiomyopathy, and pre-
vious cardiac surgeries can all make the acute 
differentiation of RWMAs difficult. Clinicians 
performing more advanced echocardiography 

NEMPAC is the political fund sustained solely by the contributions of ACEP members to support the election of congressional 
candidates who share a commitment to emergency medicine. Contributions to NEMPAC are strictly voluntary. Contributions to 
NEMPAC are used for political purposes and are not tax deductible.

National Emergency Medicine PAC

THANKS TO ACEP MEMBERS  
WE WERE $2 MILLION STRONG...

Contribute today at  
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Because of you, we were able to invest more than 
$2 million in congressional candidates during the 
2014 election cycle and help re-elect two ACEP 
members to Congress. Thank you to the thousands 
of ACEP members who got involved, educated 
and helped elect lawmakers who will fight for 
emergency medicine and patients in Congress.

Figure 2. 
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in the ED should be aware of these and other 
limitations before adjusting clinical care.

Conclusions
While POC echo to identify RWMAs cannot 
supplant patient history, clinical examina-
tion, ECGs, and cardiac biomarkers, it can pro-
vide a prompt bedside tool to help risk-stratify 
chest pain patients with a risk for myocardial 
ischemia. Identification of RWMAs may help 
stratify patients in need of prompt cardiology 
consultation (and/or comprehensive echocar-
diography), more frequent serial ECGs, rapid 
biomarker testing, and in certain cases early 
cardiac catheterization. 
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North Shore-LIJ is America’s third largest, non-profi t, secular health system, with 

a network of 17 hospitals serving the greater New York metropolitan area. Our 

Department of Emergency Medicine Services includes the Emergency Departments 

of fi ve tertiary care teaching hospitals, a children’s hospital, several community 

hospitals, urgent care centers and our new Freestanding Emergency Department in 

Greenwich Village.

If you’re a BC/BP Emergency Medicine-trained physician with outstanding skills, 

we want you to join our growing team. Whether you’re an experienced physician, 

a new graduate or an experienced EM leader seeking a Chair or Associate Chair 

position, there are exciting opportunities throughout the health system for you.

Recent salary increases, along with a generous benefi ts package, make this a very 

exciting time to join our EM team.

We offer a competitive salary and benefi ts package. For further information and 

to apply, please contact: Laura Screeney, FASPR, Corporate Director, Offi ce 

of Physician Recruitment, lscreeney@nshs.edu, (888) 685-7545. To apply, 

please visit www.nslijEMPhysicians.com

Emergency Medicine Physicians

An Equal Opportunity Employer. M/F/D/V

WYOMING, Sheridan 
Community of 35,000 looking for 

emergency physician.  
Work in a newer state-of-the-art 

Emergency Department.  Must be 
BC/BE in emergency medicine.   
Live in one of the nation’s last 
unspoiled areas and enjoy an 

abundance of outdoor recreational 
opportunities at the foot of 

Wyoming’s beautiful Big Horn 
Mountains.  

Competitive salary and benefit 
package.  

Contact Joanne Redder, Sheridan 
Memorial Hospital,1401 W. 5th St., 

Sheridan, WY 82801; 307-672-
1011 or email/fax CV to  jredder@

sheridanhospital.org - fax (307) 
674-5405.

Soldiers + Sailors Memorial Hospital

SusquehannaHealth.org

                                                                                        to work full time in 
our new 16 bed state-of-the-art Emergency Department at Soldiers + Sailors 
Memorial Hospital with annual volumes estimating 18,000. Our group of 
physicians and allied health staff work in an environment highly motivated by a 
“team approach” with excellent rapport with Medical Staff. We offer 12-hour 
shifts in the ED and have very skilled support and nursing staff. Our system is 
dedicated to keeping up with technology, keeping our community healthy as 
well as an excellent work environment. If you are an outdoors person, our 
community offers some of the best recreational activities in the Northeast. 
Our community has a great variety of cultural activities, such as theater, music, 
dance and art, as well as excellent schools for our children.

• 146 shifts per year - 7A-7P or 7P-7A
• Salary competitive with the most recent MGMA salary guidelines
• 16 hour PA-C/CRNP coverage

For more information on this opportunity, contact:
Tracy Manning
570-723-0509
Fax: 570-724-2126
Email: tmanning@laurelhs.org

SEEKING A BE/BC EMERGENCY 
MEDICINE PHYSICIAN

Texas – San Antonio/Austin Area
Family Medicine boards accepted 

with EM experience! 
Seton Edgar B. Davis Hospital is 
ideal for new physicians looking 

to hone their skills, or experienced 
physicians looking to slow down. 
Luling is a quiet, friendly Central 

Texas community just one hour from 
both Austin and San Antonio. 
Emergency Service Partners, 
LP offers productivity-based 

compensation, full benefits including 
a generous 401(k) plan, and a true 
physician partnership opportunity in 

as little as one year. 
Contact Ashley Ulbricht at (512) 610-
0316 or e-mail ashley@eddocs.com 

and mention job #267376-11.

Texas – Bryan/College Station
You belong here! 

Join a collegial group of physicians 
who live and work in a central 

location between Austin, Houston, 
and Dallas. St. Joseph Regional 
Health Center in Bryan is a Level 
II trauma center featuring a 24-
bed, 50,000-volume ED with 

strong leadership, a popular scribe 
program, and a brand new ED under 

construction! 
Competitive RVU-based 

compensation plus one-year 
partnership track. Emergency Service 

Partners, L.P. is a 100% physician-
owned, democratic partnership 

committed to your success. 
Contact renaldo@eddocs.com and 

mention job #1032-11

Southeast Alabama Medical Center
Excellent opportunity for full- or 
part-time ABEM/AOBEM BC/BP 
emergency medicine physician to join 
our well-established single hospital 
group. 
 Annual ED volume 60,000.  Equitable 
scheduling with 7-day block off each 
month.  420-bed Level 2 trauma 
center serves 600,000+ as the area’s 
regional referral center.  Excellent 
subspecialty and hospitalist support.  
Big city medicine in a congenial small-
town community, low cost of living, 
excellent family-oriented quality of 
life.  Active outdoor recreation area; 
beautiful Gulf beaches within 75 miles. 
Current opportunities to teach medical 
students; be part of planning for future 
residency training.  
Competitive hourly rate with 
productivity bonus and malpractice 
allowance.  Educational loan 
repayment available.  
Contact Sarah Purvis, SAMC 
Physician Recruiter sbpurvis@samc.
org or 1-800-248-7047 ext. 8145

EmCare is seeking a Medical 
Director at Christus Hospital St. 

Elizabeth in Beaumont, TX.  
We are also seeking ED 

physicians and mid-levels with 
EM experience to join our team 

there as well as Christus St Mary 
in Port Arthur and Christus Jasper 

Memorial Hospital in Jasper. 
 Contact Craig McGovern at (727) 

437-0846 or Craig.Mcgovern@
emcare.com. 

For more info visit www.emcare.
com

Corpus Christi Texas
EmCare has a new Site Medical 

Director opportunity located on the 
crystal clear oceanfront of Corpus 
Christi Texas, within the Christus 
Spohn Health System. We seek 

those candidates with proven and 
innovative leadership skills. 

Christus Spohn Health System is 
the largest hospital system in South 

Texas with 3 metro and 3 rural 
locations in/near Corpus Christi. 
Currently, we are seeking F/T ED 
physicians and mid-levels with EM 

experience to join our team at these 
Christus Spohn locations. 

For more details, please contact: 
David Guffey at (423) 322-9574 or 

david.guffey@emcare.com. 

For a complete list of openings, 
visit www.emcare.com

Ohio – Chardon: EM Physician 

4M Emergency seeks an excellent EM 
physician for our brand new and state-
of-the-art ED at UH Geauga Medical 

Center. 

Located 35 miles from Cleveland, 
Geauga County was recently named by 
Forbes Magazine as the #4 place in the 

country to raise a family! 

This 20 bed ED has an annual volume 
of 20k with 12 hour physician shifts and 

PA double coverage. 

4M Emergency offers an extremely 
competitive compensation and benefits 

package including: signing bonus; 
incentive plan; fully-paid family health, 

dental and vision plan; 401k with 
100% match up to 6% of earnings; 

malpractice with tail; paid life & long/
short term disability; HSA contribution. 

To learn more about joining our 
practice, please contact Erin Waggoner 

at (888) 758-3999 or via email at 
ewaggoner@4Mdocs.com.
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Contact JD Kerley at (877) 379-1088 or email your 
CV to HEPA@EMrecruits.com

EMERGENCY MEDICINE PHYSICIAN OPENING
Surf, Snorkel and Hike among the Hawaiian Islands

Hawaii Emergency Physicians Associated (HEPA) is looking for experienced Emergency Medicine 
physicians who desire more in their practice and are looking to experience the natural surroundings of 
living and working on the islands. 

CREATE THE WORK/LIFE BALANCE THAT’S RIGHT FOR YOU!
You’ll enjoy great bene�ts including fair and �exible scheduling; a true partnership opportunity that 
allows you to invest in your future and builds your nest egg.

 •     Employed with Partnership Availability
 •     10.5 Month Work Schedule - 110-130 hours/month
 •     Generous Employer Retirement Contribution
 •     $40,000 Sign-on Bonus O�ered
 •     Full Complement of Benefits - CME Allowance
 •     14 Year Average Individual Tenure Within Group
 •     Ask About Our “Island-Hopper” Opportunities!

Make Paradise Your Everyday Reality In...

HAWAII

lisa@eddocs.com   •  (512) 610-0315

YES, WE HAVE 
JOBS IN AUSTIN!
•	 Brand	new	physician-owned	

EDs	designed	for	patient	
comfort	and	medical	staff	
efficiency

•	 Four	Austin-area	locations	
opening	in	2015

•	 Exceptional	benefits,	plus	
true	partnership	opportunity	
in	as	little	as	one	year
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Global branding campaign ad 
size: 7 x 4.5  non bleed 
pub: ACEP Now (Feb)

ED Medical Director Dr. Ryan Redman counts on TeamHealth to assist with his  
professional growth, offer access to informed and peer-driven discussion groups, 
and provide administrative support so he can enjoy a very rich and full life. He is 
devoted to the pediatric ED, but cherishes his alter-ego as a motorcycle enthusiast, 
fisherman, husband and father.

Text CAREERS to 411247 for latest news and info on our job opportunities!  
Visit myEMcareer.com to find the job that’s right for you.

So this is what
happiness looks like?

 855.615.0010   |   physicianjobs@teamhealth.com

Featured Opportunities:

Sisters of Charity Hospital 
Buffalo, NY – 39,000 volume

Vassar Brothers Hospital 
Poughkeepsie, NY – 65,000 volume

Lewistown Hospital 
Lewistown, PA – 32,000 volume 
Assistant Medical Director

   



New lectures to help reduce risk to you and your patients!
HIGH RISK EMERGENCY MEDICINE

April 8 - 9, 2015
The Paris Hotel

Las Vegas, NV

“ The HREM faculty are authentic- ‘been there’, 
  current, and engaging...” 

“... a MUST for new and seasoned physicians alike!” 
“Fantastic... Best CME I have ever been to...” 

Nearly 12,000 of your colleagues  
have attended this course!

      Attend Our Popular Mock-Deposition
It’s fun to watch a deposition when it’s not your own!

Nearly 12,000 of your colleagues 

      Attend Our Popular Mock-Deposition
It’s fun to watch a deposition when it’s not your

Nearly 12,000 of your colleagues 

      Attend Our Popular Mock-Deposition
It’s fun to watch a deposition when it’s not your

For more information on all CEME Courses, call toll-free: 

   (800) 651-CEME (2363)
   To register online, visit our website at: www.ceme.orgCenter for Emergency Medical Education

May 28 - 29, 2015
Marriot Marquis

New York, NY


