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A STRONG VISION FOR
THE FUTURE

ACEP President-Elect Dr. Rebecca Parker discusses
issues facing emergency medicine

art of ACEP’s power as an advocate for emergency medicine comes

from the strength and cooperation of its leaders. Last month, we

interviewed ACEP President Jay A. Kaplan, MD, FACEP, about the

challenges and opportunities ahead for emergency medicine. This
month, Rebecca Parker, MD, FACEP, who was elected ACEP President-Elect in
October 2015, shares her views on the key issues facing emergency medicine
with ACEP Now Medical Editor-in-Chief Kevin Klauer, DO, EJD, FACEP.

KK: What do you think are the
greatest challenges facing
emergency physicians today?
RP: I think there are a couple of
things. One is the implementation
of PPACA, also known as the Af-
fordable Care Act (ACA), and how
that is going to impact emergency
medicine. I think the ACA is also
an opportunity for us to look at our
current practice setting and where
the opportunities are to improve it.
Ithink that’s the second challenge
for us. It’s harder and harder every

speaking at

day to be in the emergency department, and we are faced with fights and battles every single day. How
can we use the challenge of the ACA as an opportunity to make our daily lives more enjoyable? It goes
back to the joy of the practice instead of feeling like we’re in a battle every day we go to work.

CONTINUED on page 8
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A Call
to Action

More female physicians
: need to join the emergency
: medicine workforce

by KATHLEEN CLEM, MD, FACEP

he evidence is in. We need
more women emergency
physicians.

There is a marked gender dis-

crepancy in emergency medicine.
i Although females comprise 50
percent of medical school classes,
they make up only 25 percent of EM-
trained physicians (see Table 1). An
even smaller percentage of women
are in major leadership positions
within EM (see Table 2).

While emergency medicine has

made some progress in the quest to
increase the number of women in
the workforce, it has not succeeded
i at the rate the specialty needs nor
hasit reached anticipated outcomes
based on the pipeline of women
i medical students.

Without the full participation of

women in EM, the nation’s ability
to provide emergency care will be
stretched even further. EM must at-
i tractand retain women physicians
i while concurrently addressing
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their unique needs in order for pro-
i fessionals to provide medical care
for the millions of patients who an-
nually visit the nation’s emergency
i departments.
As the nation adapts to meet un-
i precedented challenges of health
care, teams should include women
i physicians not only because more
T emergency physicians are needed
) ] i within the medical community but
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ACEP Council Speaks Out

ACEP COUNCILLORS WERE ASKED A SELECTION OF QUESTIONS ON

DIVERSITY AND DISCRIMINATION. HERE ARE THE RESULTS:

1. Would you identify yourself as male, female, or transgender? :EyF%ENHSESF
Male 43
Female 30
Transgender o
2. Are you heterosexual, homosexual, bisexual, or asexual?

Heterosexual 70
Homosexual 1
Bisexual 2
Asexual o
3. Select your ethnicity (federal definitions):

Asian or Pacific Islander 2
Black, not of Hispanic origin 4
Hispanic 1
White, not of Hispanic origin 63
Other 3
4. Do you believe emergency physicians, regardless of gender, are

treated equally in your group and hospital?

NO 22
YES 51
5. Do you believe emergency physicians, regardless of ethnicity, are

treated equally in your group and hospital?

NO 10
YES 63
6. Do you believe emergency physicians, regardless of sexual

orientation, are treated equally in your group and hospital?

NO 7
YES 39
7. Do you believe your professional opportunities have been limited

by issues related to your gender?

NO 53
YES 20
8. Do you believe your professional opportunities have been limited

by issues related to your sexual orientation?

NO 69
YES a
9. Do you believe your professional opportunities have been limited

by issues related to your ethnicity?

NO 45
YES 2
10. Have your co-workers treated others inappropriately based

on ethnicity?

NO 61
YES 12
11. Have your co-workers treated others inappropriately based

on gender?

NO 50
YES 23
12. Have your co-workers treated others inappropriately based on

sexual orientation?

NO 54
YES 19
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EM Community Speaks Out
on IOM Report

Editor’s Note: We received many responses to
January’s A New Spin article, “What’s on My
Mind: Should we focus on the diagnosis or the
decision-making process?” by Kevin Klauer,
DO, EJD, FACEP. Here are a few of the comments
from the emergency medicine community.

I HAVE SEVERAL THOUGHTS RELATING TO
Dr. Klauer’s excellent opinion piece in Janu-
ary’s edition about the Institute of Medicine’s
report, “Improving Diagnosis in Healthcare.”
I'share all of Kevin’s concerns about the way
in which the report alludes to emergency
medicine and emergency physicians, but I
think there are several additional issues de-
serving of mention.

Having entered the full-time practice of
emergency medicine in 1973, my perspective
has a long horizon. In the early days of our
specialty, the expectation of the rest of the
hospital’s medical staff was for us to make
an accurate “in” or “out” decision. Having
the definitive final diagnosis was deemed
nice but not mandatory. Assigning a weak
tentative diagnosis was considered bad
medical practice. Everyone accepted that
there was a subset of emergency patients

i who clearly needed to be in the hospital be-

cause they were, in the emergency physi-
cian’s judgment, sick enough to require the
additional time and diagnostic resources af-
forded by inpatient status in order to reach
a final diagnosis. Today, thanks to our irra-
tional government health care programs,
you can’t admit someone with a diagnosis of
“sick enough.” In addition, since RBRVS [re-
source-based relative value scale] systemati-
cally short-changes the thinking doctors (as
opposed to the proceduralists), the medical
staff has come to expect that every patient ar-
riving on the floor will have a completed com-
prehensive work-up and, insofar as possible,
a definitive final diagnosis. One has to won-
der what their true purpose, if any, has be-
come. I thought this situation might change
for the better with the advent of hospitalists,
but I actually think they’ve made it worse in
many cases by forcing the emergency physi-
cian to “sell” them on the admission, which,
again, typically entails having a completed
work-up and final diagnosis. The amiable in-
ternist who would admit whatever you asked
him or her to do has faded into extinction.
The ED never was and never will be the ap-
propriate setting in which to contemplate and

¢ confirm difficult-to-make diagnoses. Forcing

i it to function as such inevitably detracts from

its primary purposes of being the entry point
into the healthcare system for many and a
provider of safety net and critical care. As
Dr. Klauer notes, EMTALA assures a steady
flow of high volume, uncompensated safety
net care demand that the ED cannot off-load.
In addition, many EDs already operate with
only a fraction of their beds, the majority
being tied up with extensive work-ups and
borders. EMR’s have deprived the emergen-
cy physician of relevant nursing history and
physical findings to factor into the diagnostic
thought process. Doing comprehensive work-
ups in the ED also raises costs by making all
ancillary testing “stat” and it must, of neces-
sity, encourage over-ordering. Is it any won-
der that emergency physicians are flocking to
freestanding facilities and the more rational
practice environments they afford?

—Ronald A. (“Ron”) Hellstern, MD,
FACEP(E), Colleyville, Texas

EMERGENCY MEDICINE HAS ITS OWN !

language and culture. People who don’t prac-
tice emergency medicine think it’s just internal
medicine in the ER. They picture us having the

i same leisures they have in how they manage

patients, ie, linearly managing patients with
known diagnoses. They will never learn our
culture or language because they don’t nec-
essarily even recognize that there is a differ-
ence. Like most people, they don’t go looking
for things they don’t know are in existence. As
i such, we will always be misunderstood, I fear.
I have seen positive changes in the way we are
perceived over my 20 years of practice, but
there is still a way to go. I explain it as thus:
Our job is to manage a community resource,
the emergency department. Manage is the key
word. Everybody else in medicine has the job
of managing the patient’s illness. We do that to
: the extent possible in the background of man-
aging a community resource, but we are never
i relieved of our duty to first manage a commu-
nity resource. We co-manage several patients
at a time, providing safety for the downstream
docs to do their work with major and unex-
pected medical conditions identified, treat-
ed, or ruled out...and, like, 5 minutes ago.
i Wespeak alanguage that nobody else in med-
! icine speaks. Like anybody in that situation,
we often can only shake our heads “yes” and

move on.
—William Franklin, DO, FACEP
Bakersfield, California

CONTINUED on page 9
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Opinion: Are We Free?

The freedom of choice is not free from responsibility

by NICHOLAS VASQUEZ, MD

t’s the political season again, and we’re

talking about liberty, freedom, and re-

sponsibility in public. It doesn’t matter if

you’re Democrat, Republican, Independ-

ent, or apathetic; you’ve probably heard
the noise from the debate. You’ve probably
also heard it in your emergency department.

Usually it goes like this: “Why is this pa-
tient here?” Within that little question lies
the entire debate about liberty and responsi-
bility. These are patients who have exercised
their freedom to seek care at a local ED for
what appears to be a less-than-valid reason.
For their troubles, they often get some “con-
structive” feedback:

¢ “Kid’s got a fever? Did you try Tylenol?
No? OK, let’s try Tylenol.”

* “No, I don’t write notes for work.”
¢ “No, I don’t refill morphine ER scripts.”

¢ “You’re 18. Does your back really hurt you
that bad? Let’s try Tylenol.”

¢ “No, the mole doesn’t look any bigger in
the time you’ve been here.”

¢ “Yes, we do have a drug that starts with D.
Lots of them. But let’s try Tylenol.”

During a string of night shifts recently I
saw many of these patients. In my group, in
conferences, in articles, and in online com-
mentary, I have heard many people suggest
these patients do not need to be in the ED. I
don’t disagree, but back to my original ques-
tion, are we free? We have a system of govern-
ment that allows people to self-determine.
You can do almost anything you want with-
out someone looking over your shoulder.
Even illegal activities are possible if you want
them badly enough. Want to do meth? How
about drink alcohol all day? Eat junk food
because it’s the least expensive? Watch TV
and sit on the couch endlessly? You're free
to do all of that.

In fact, those of us in emergency medicine
have a job because of these freedoms. I call
them the “4 Bads”: bad genes, bad habits, bad
choices, and bad luck. (You could add bad pol-
icy, but I digress.) Most of our “don’t need to be
here” patients fall into one of these categories.
Maybe it was the meth addict who was brought
in by police after being up for three days. Or
maybe it was the alcoholic guy who has been
in your ED more times than you have. Or maybe
it was someone who needed a note for work.
Whatever it was, I'm certain there was a patient
on your last shift who met these criteria. People
who could have and should have known bet-
ter. People who could have and should have
sought treatment beforehand.

Often I’ve heard that “these people”
should have the personal responsibility to

The Official Voice of Emergency Medicine

Are we free to
choose an unhealthy
life if, at the end of

it, we help to bank-
rupt our country?

|s it other people's
business what you
do on a daily basis,
knowing that health
is a set of habits you
keep? In this country,
people are free to
choose as they wish,
but it's often the
broader community
that cleans up

after them.

take care of their issues. If they have prima-
ry care physicians, why don’t they try to go to
them? It turns out they’re free to do whatever
they choose, even if that’s make bad choic-
es. What they’re not free from are the conse-
quences. Every action, the saying goes, has a
reaction. Every choice has an effect. Many of
my colleagues have noted the choices made
by patients have costs. “Your tax dollars hard
at work,” I hear. As if the prescription was to
simply cut them off. As if the prescription was
to erect a barrier or a filter so only the “right”
people get seen.

My point is this: in this country, we’re free
to do as we please. Often these choices have
consequences that reverberate beyond just
ourselves. In fact, they often impact the com-

munity negatively. This is where our freedoms
are supposed to end, but it’s never that clean.
There are only so many resources out there
and not enough hospital beds for the popula-
tion. EDs, for example, get very crowded (al-
beit for many different reasons), impacting
everyone who works there and everyone who
comes to that ED in need. So are we then to
limit everyone’s freedom to self-determine?
Are we to tell people when they can and can-
not decide it’s an emergency? Or are we free
to self-determine?

Some of you might rightly point out that
we can’t afford to let everyone utilize resourc-
es endlessly. That we all have a responsibil-
ity to the broader community to be a steward
of resources and to not run our country into
bankruptcy. That there are limits to freedom.
You're probably right, but maybe we in medi-

cine should be talking about those limits. The
great majority of the cost in our health care
system is spent on the sickest patients. The
greatest source of our long-term debt in the
country is the cost of health care. Maybe we in
medicine have a responsibility to our country.
However, I'm pretty sure that when sick pa-
tients show up in your ED, you do what I do
and try to save them.

This is what we’ve trained and studied for.
We get up for sick patients. I've heard nurses
complain, “I'm bored. We need a good code.”
It sounds awful, but it’s what we do. We like
to treat sick people, not the “riffraff.” Yet,
those sickest people who we save, those sep-
tic 72-year-olds or diabetic 56-year-olds having
strokes, those are the ones who cost the most.
Hands down, no doubt about it, the sickest

CONTINUED on page 6
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NEWS FROM THE COLLEGE

ACEP Wins Excellence in Education Award From AMA

CEP has won the coveted CPT :
Excellence in Education Award
from the American Medical Asso-
their specialty,” according to Ken Brin, MD,

ciation (AMA).

ACEP was recognized for the material on i
the organization’s website that advances the
Current Procedural Terminology (CPT) code
set and appeals to a broad audience far be-

yond the emergency medicine community.
“The American College of Emergency Phy-

ACEP Reimbursement Director David A. McKenzie, CAE, center, accepts the CPT Excellence in Education
Award from the American Medical Association at the AMA CPT Advisory Committee meeting in February.
Ken L. DeHart, MD, FACEP, left, is the emergency medicine CPT advisor, and J. Mark Meredith 111, MD, FACEP,
right, is the alternate CPT advisor.

of educational materials including books, :

courses, webpages, webinars, and other
outreach programs designed for members of

PhD, chairman of the CPT Editorial Panel.
“These efforts demonstrate considerable
ongoing organizational commitment to ex-
cellence in education.”

The award was conferred at the AMA CPT

Annual Advisory Committee meeting in Feb-
sicians has assembled an impressive array

ruary 2016.

ACEP Reimbursement Director David A.
McKenzie, CAE, was on hand to accept the

Advisory Committee and the Reimbursement
Committee developed the content.

Nominations Sought for Emergency
Medicine Longevity, Tenure Awards

Medicine is accepting nominations for two
awards that will recognize physicians who
have enjoyed long careers in
emergency medicine.

The Longevity Award will
recognize a physician with the
longest active career in emer-
gency medicine.

The Tenure Award is for the
physician with the longest ac-

gency department.
Recognition will also be

given to physicians who are

still actively practicing emer-

30, and 35 years.

ing at ACEP16 in Las Vegas.

must have worked an average
0f 1,000 or more hours per year
in emergency medicine prac-

gency medicine after 20, 25, :

The deadline for appli-
cations is July 15, 2016. The
award recipients will be recog-
nized during the section meet-

To be eligible for the
awards, physicians must be :
current ACEP members and

i tice or teaching. Hours for residency training
and administration are not included.

award. ACEP’s Coding and Nomenclature
i but may not win the same award within a
five-year period. A full historical background
must be included, along with a brief essay
(300 words or fewer) about why the nominee
made emergency medicine a career.

The ACEP Section of Careers in Emergency
L. Downing, ACEP, P.0. Box 619911, Dallas, TX
{ 75261-09911, or emailed to careers.section@
i acep.org.

Previous applicants may apply every year

Nominations may be submitted to Tanya

ACEP Leaders Receive Awards
From Gathering of Eagles
Several ACEP EMS leaders were recognized

¢ during a recent EMS State of the Sciences:
A Gathering of Eagles XVIII Conference in
i Dallas.

tive career in the same emer-

¢ Jim Augustine, MD, FACEP, an ACEP
Board member, received the Paul E. Pepe
National Excellence in EMS Award.

¢ Craig Manifold, DO, FACEP, who serves
as ACEP EMS Committee Chair and on the
Board of the National Registry of EMTs,
received the Michael Copass Leadership
Award.

¢ Sophia Dyer, MD, FACEP, who is medical
director for Boston Public Safety and as-
sociate professor of emergency medicine
at Boston University School of Medicine,
received the Corey Slovis Award for Excel-
lence in Education.

The conference, held by the U.S. Metro-
politan Municipalities EMS Medical Directors
Consortium and others, was held in Dallas in
February 2016. @

A NEW SPIN CONTINUED FROM PAGE S

people cost the most. If you're worried about :
the cost of health care, then you’re worried

about this problem. Our country seems to be
generating disease, like obesity, cancer, and

diabetes, at greater rates. Are we going to treat  :
all of them when they show up? Or canwe turn

that trend somehow?
Are we free to self-determine? Are we free
to choose an unhealthy life if, at the end of it,

we help to bankrupt our country? Is it other |

people’s business what you do on a daily ba-
sis, knowing that health is a set of habits you

keep? In this country, people are free to choose
as they wish, but it’s often the broader com-

munity that cleans up after them. We in emer-
gency medicine are part of that community,
often the business end of it. We may grouse
about patients who abuse the ED, but all of us
have the responsibility to make better choices.
That could be how you treat your next patient
or how you choose to manage the stress that
comes from treating those patients.

I look at the ED as a public space, which
can be used by anyone. In that public space
are all the issues that our country has to of-
fer. We can choose to make things better or
worse each day, with each patient. We may
not save a life each day, but we can touch one.
In many of our EDs, we see the effects of pov-
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Like many school districts around us, we will soon be asked to account
for quality outcomes but not given credit for the effect that poverty
has on those outcomes. Let us not assume that “these people” have
some moral failing that they need to dwell upon. Let us not assume
that “these people” deserve our scorn or our criticism. They need our
help, not our judgment. | believe that we understand very little about
the needs of the very patients who show up in our departments.

erty. Like many school districts around us, we
i will soon be asked to account for quality out-
comes but not given credit for the effect that !
: poverty has on those outcomes. Let us not as-
sume that “these people” have some moral
failing that they need to dwell upon. Let us
: not assume that “these people” deserve our
i scorn orour criticism. They need our help, not :
our judgment. I believe that we understand
very little about the needs of the very patients
¢ who show up in our departments. We may as-
sume they want drugs or free stuff, but have
you ever asked? Has anyone ever studied it or :
taken a survey? What we have in our EDs is

nothing less than a real-time, ongoing needs
assessment for the community around the ED.
“These people” who show up to the ED inap-
propriately are the very ones who, without in-
tervention, will end up as the sickest patients
we all trained for. I think it’s in our long-term
interest to take advantage of their presence
and get a lot better at meeting their needs. In i
short, we need to better serve “these people”

and seek to understand their problems.

We in EM need to prevail on our leaders
and on society in general to improve our coun-

try’s health. If we cannot successfully address In 2010, he served as president of the

the bad choices and bad habits that lead to

many of our patient’s illnesses, there will be
more sick patients than we can shake a stick
at. While this is what I trained for, I don’t be-
lieve this is good for our country. Whatever the
solution, we will have to act more like a com-
munity and less like free individuals who have
no connection to one another. @

DR. VASQUEZ is an emer-
gency physician who has been
practicing for 10 years and
currently serves as a medical
director at a hospital in Arizona.

Arizona College of Emergency Physicians.
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ZIKA UPDATE

What emergency physicians need to know about this latest disease outbreak

by DAVID E. HOGAN, DO, MPH, FACEP

e just learned lessons about our

preparedness (or lack thereof)

in detecting and managing one
virus in the form of Ebola, and now we have
another? Now it seems, along with everything
else, emergency physicians must function as
frontline epidemiologists, identifying poten-
tially dangerous infections. Welcome to the
new millennium of emergency medicine.

ZIKA BASICS

Zika virus, a flavivirus transmitted mainly by
mosquitos, is another in a line of emerging in-
fectious diseases (EIDs) making new or return
appearances in the United States. Zika can
also be spread sexually (although the ease of
transmission is not known) and through blood
transfusions (a particular problem in outbreak
areas). Most areas of South America, Central
America, and Mexico are currently experienc-
ing the largest known outbreak of Zika viral
infection. To date, more than 150 cases of Zika
have been detected in the continental United
States. Current data suggest that at least nine of
these cases (5.8 percent) are in pregnant wom-
en. All of these have been travel related in peo-
ple returning from outbreak areas. About 107
endemic (locally transmitted) cases acquired
by mosquito bites have been reported in Puerto
Rico and the US Virgin Islands. In outbreak ar-
eas, the proportion of the population infected
varies from 70 percent to 1.2 percent based on
multiple factors. The vector mosquitos required
to transmit Zika are already endemic in the
South, Midwest, and Eastern United States. The
World Health Organization predicts that Zika
will likely be endemic in most of the United
States within two years.

Zika is related to dengue, Chikungunya,
yellow fever, Japanese encephalitis, and tick-
borne encephalitis. It usually causes a mild
disease resulting in only rare hospitalizations
or deaths. However, during the current out-
break, some very astute physicians in Brazil
noted a sharp increase in the number of births
with severe microencephaly.

The symptoms of Zika include macular
or papular rash (90 percent), subjective fe-
ver (65 percent), arthralgia (65 percent), con-
junctivitis (55 percent), myalgia (48 percent),
cephalgia (45 percent), retro-orbital pain (39
percent), dependent edema (19 percent), and
vomiting (10 percent). The presence of con-

junctivitis and absence of hemorrhage are
the most useful clinical indicators in differ-
entiating Zika from dengue and Chikungunya
infections (see Table 1). Zika causes minimal
disease, with only one in five infected people
developing symptoms. Other viral diseas-
es such as dengue and yellow fever are also
moving into the United States and are of much
greater clinical concern, except for the ques-
tion of pregnancy.

Does Zika infection cause fetal malforma-
tions? In Brazil, the incidence of microen-
cephaly is not clearly known. However, during
the current outbreak, observations suggest a
possible 20-fold rise in this malformation
over previous years. Some of the children
with microencephaly tested positive for Zika;
some did not. Although there is no absolute
confirmation of a link between Zika and fetal
malformations, the latest report by the U.S.
Centers for Disease Control and Prevention
(CDC) greatly strengthens the theory. How-
ever, the circumstantial evidence is concern-
ing enough that multiple agencies have issued

i alerts to people living in or planning to travel

© SHUTTERSTOCK.COM

to Zika outbreak areas. Additionally, increas-
ing incidences of Guillain-Barre syndrome
have been reported in the Zika outbreak are-
as. The CDCis also investigating this potential
association. No link has yet been confirmed,
but as with any viral syndrome later develop-
ing neurologic findings, this entity should be
considered.

TESTING AND TREATMENT

Treatment of Zika is entirely symptomatic. No
vaccine exists for Zika. Vaccines for other fla-
viviruses (yellow fever, Japanese encephalitis,
tickborne encephalitis, and dengue) are avail-
able but are of no benefit in Zika. Several com-
panies are working on a Zika vaccine. Because
the primary concern is in pregnancy, additional
burden is placed on vaccine creators to ensure
the safety and efficacy for the mother and fetus.
Itis probable that a vaccine is at least two years
away, but it will likely be longer.

Testing is available for Zika through the
CDC and should be performed based on the
most current guidelines provided by that
agency. Pregnant women who have a travel

Table 1. Differential Diagnosis Based on Clinical Presentation of Three Emerging Flaviviral Diseases

FEATURES ZIKA DENGUE CHIKUNGUNYA
Fever ++ qFaFas qFaFar

Rash +++ + ++
Conjunctivitis ++

Arthralgia ++ + AFrar

Myalgia ++ +

Headache ++ ++
Hemorrhage T

Shock +

Source: CDC: http://www.cdc.gov/zika/index.html
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history to an outbreak area should be tested.
All Zika testing is done through state or local
departments of health and should be coor-
dinated through those agencies. In settings
where the clinician is considering testing
outside of the above recommendation, con-
sultation with the state or local epidemiolo-
gist on call is indicated. The assay is specific
for Zika immunoglobulin M (IgM) antibodies.
Such antibodies are detectable between four
days and 12 weeks following infection. The
results are available within one to two weeks.
A positive test only means that the Zika IgM
antibody has been detected. It says nothing
about the clinical condition of the patient or
fetus or the risk of a fetus developing a mal-
formation. False-positive tests are possible
after a recent infection with a related flavi-
virus or in people who have received yellow
fever or Japanese encephalitis vaccines. This
means that a positive Zika IgM test must be
confirmed by other testing at the CDC. Any
positive test is an indication for careful re-
ferral of pregnant patients to obstetrics/gy-
necology and patient counseling as outlined
by the CDC.

According to news reports, several rapid
assays are being developed for Zika. Some
test for Zika RNA rather than IgM. Although
there is enthusiasm in the lay press, substan-
tial obstacles must be surmounted before
rapid RNA testing for Zika can become a real-
ity. Rapid tests historically have proven to be
somewhat problematic, particularly once the
test is released from study conditions and put
in the hands of clinicians. In some scenarios,
the presence of DNA or RNA of a particular
virus or bacterium has little or no correla-
tion with clinical disease. Getting a rapid re-
sult can reduce anxiety. However, it’s likely
that rapid results will need to be confirmed
by other methods at the CDC. There is no spe-
cific treatment for Zika infection. Immediate
results may be desirable but are not critical to
Zika management. Much will depend on the
cost and accuracy characteristics of rapid tests
when they are developed.

As is true of most issues in medicine, the
primary task for the clinician is educational
rather than medical. This includes educating
not just our patients but also ourselves and
the staff at our facilities. EIDs will continue
to be a serious issue for this and the next gen-
eration of emergency physicians. Although
not as clinically dramatic, Zika represents a
significantly greater risk to the health of our
patients than the recent Ebola outbreak due
to the risk of fetal abnormalities. Travel his-
tory outside of the United States or to specific
outbreak areas should be a routine part of the
ED intake process. The Zika virus outbreak is
another opportunity for EDs to be educators,
refine our approach to EIDs, and enhance the
health of our communities. @

DR. HOGAN is director of the TeamHealth
National Academic Consortium and director of
education at the TeamHealth West Group.

APRIL 2016 ACEPNOW 7


www.ACEPNOW.COM
SHUTTERSTOCK.COM
http://www.cdc.gov/zika/index.html

8 ACEPNOW APRIL 2016

¢ THE FUTURE

KK: What are your top goals for your presi-
dency?

RP: My Council speech included two goals.

The first one was to focus on emergency med-
icine becoming the nucleus of the acute care
continuum. This includes continuing the work
of the quality registry that has been started
with the Clinical Emergency Data Registry;
looking at how we can get financial data to-
gether to fight payers and their bad behavior,
including how the insurance companies have
been attacking us; looking at workforce issues;
and looking at what a “physician-led team”
means. Further on workforce, we’re looking at
graduate medical education and really being
aggressive on that front. Graduates are starting
to not have residency slots, and that is not ac-
ceptable. Finally, we’re looking at wellness. We

need to take care of ourselves. With the num-
ber of suicides we hear about and the num-
ber of people that have had tremendous pain
in their lives, we need to support each other,
value each member, and help people in their

wellness journey.

The second piece of the puzzle is diversity.
We’re really more diverse than we’ve ever been.
What does diversity mean from generational,
gender, race, religion, LGBT, and geography
standpoints? We need to pause, step back, and
say, “How can we best support all of those dif-
ferent kinds of people?” We are hosting a diver-
sity summit on April 14 to kick this off. We’ve
invited about 20 emergency physicians from
all different walks of life, many of whom have
studied this or published on the topic within
their vantage point. I think this is an opportu-
nity for emergency medicine to lead the entire

field and house of medicine.

KK: | think it's wonderful. Most should
recognize that this is a serious and im- :
portantissue. | think this is the right time,
theright president, the right organization, H
personal credit. My home was on the line of :
credit. What I would say about that experi-
ence is when you go into that type of group,
! it’s a marriage. It’s an intimate relationship,
and it has that type of emotional connection.
{ It takes the hard work that a marriage takes. :
In the end, the group did fail. I've worked for a
single contract holder. I've worked for a region-
i al group. I've worked as a hospital employee;
that’s actually my moonlighting job right now.
I’ve worked at a Veterans Affairs hospital, and
I've worked in academics. Right now, I work :
for a large national group. I have a gamut of
experience, and in each of those different ar-
i eas, I was part of the business side. I think in
my role as president that brings a lot of value.
i thetable. If wanted to say something, I had to
raise my hand, and they had me plugged into

and the right charge.
RP: Thanks, Kevin.

KK: What are your views on group democ-
racy, particularly knowing that your career
path has been to not work with a demo-
cratic group?

RP: That’s actually a false statement. I don’t
know if you know that or not. I will tell you my
story. I think that the term “democratic group”
is amisnomer. Democracy is where people are
voting on every single issue, and that is very
hard to do in business. What I think we actu-
ally have are partnerships, like our legal col-
leagues have. You have people come up the
chain to become partner. There are senior part-

ners. There is a managing partner. That’s the
only way you can function in terms of govern-
RP: Correct. My goal as President is to fight for :
i all forms of practice so that in five years, when
the dust settles, people have a choice on where
they practice based on what’s right for them.
medium, and large groups. Then we have our
multispecialty groups. They are multispecialty

ance and in terms of running a business. In
the end when you look at democratic groups,
what we really have are partnership groups.
When you look at our groups, we have small,

by design and not just hospital-based but out- :
i side of the hospital as well.
I actually have experience with a demo-
cratic group. I've really been interested in
group formation since I was a resident. My : to be the president of ACEP?
first project on the EM practice committee
was as a co-author of a paper on how to start
a democratic group. I was two or three years
i out of residency, so I was a junior person on
that paper. I learned quite a bit and contrib- :
uted quite a bit as well. I had the opportunity
to start a democratic group about 10 years ago
when two hospitals here in the Chicago area
i were merging together. We wanted to start a
new democratic group, we invited all of the
physicians to join, and three physicians took :
up that option. I went through the whole pro- :
cess of taking out a loan and putting up my
the College is tremendously larger. We actu-
ally had to move our financial department to
another building because they have no room
i in the building for them. We have outgrown
our space. When we went through the process
of figuring out what we need to do to enhance
that space, we asked the team to investigate if
we could expand and build onto the building
i we have now. We thought we could lease space
where we have everyone together, and that was
financially not the best option either. The good
thing is that when we bought our property and
started the process, we bought the property
fairly early on. It’s actually already increased
i invalue; it’s been a good investment. The por-
tion of money that we put into the down pay-
ment was taken out of our savings. There was
no dues increase; it was actually money we’d
saved over time, and a good proportion of that
¢ will be dues money that’s been saved up along
with money from the Scientific Assembly, in-
vestments, etc. We financed the other portion
i ofthatsoit’s not all coming out of our reserves.
I'think in the end, it’s going to set us up for the
i next40 years. It's supposed to open in Septem-

| actually have
experience with a
democratic group. I've
really been interested
in group formation
since | was a resident.
My first project on
the EM practice
committee was as a
co-author of a paper
on how to start a
democratic group. |
was two or three years
out of residency, so
| was a junior person
on that paper.

KK: There's no reward without risk.

A STRONG VISION FOR
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mocracy, what would you say for those

i who don’t know you well and would ques-

tion how a physician from alarge contract
management group would be best suited

RP: They need to look at me as a person, and
as I described, my practice setting has varied.

As a person, I am a good choice because of

those experiences. This is not the only type of
group I’ve ever worked for. First of all, it comes
down to the person.

KK: For those who are not aware of the
need for an office building, how would you
explain that to them?

RP: I think you start at how old our current

¢ building is. Really, it was built 40 years ago.

We’ve been there a long time, and the size of

ber, and we’re going to be able to invite some
of the original founders who put together the
original building. Most of them are still alive,
so that will be pretty neat.

KK: On a lighter note, what is your best
ACEP memory while serving on the Board
so far?

RP: That’s a great question. One of the mo-
ments was being the first woman to have a

baby while on the Board. The Board was very

supportive. About two weeks before Jacob was
born, they let me Skype into the Board meet-
ing at the end of June. I was so pregnant, 37
weeks, and so I couldn’t travel to Dallas. They
essentially set up the computer like I was at

the overhead. They took care of me.

KK: Were there any contentious discus-

sions that resulted in a few contractions
i foryou?
KK: Along those same lines of group de- :

RP: No, although I did deliver a week later. @
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Get Involved in the AGEP Pain Management Section

New section aims to increase pain management knowledge and tackle tough issues

by ALEXIS LAPIETRA, DO

mergency medicine pain management can be painful,
but it doesn’t have to be. I recently finished a year-long
emergency medicine—focused pain management fel-
lowship, the first of its kind. I had the privilege of work-
ing with a variety of subspecialties in an effort to gain

their perspectives on acute and chronic pain management.
As emergency physicians, our skills go far beyond Tyle-

nol, Percocet, and Motrin. The problem is we get set in our

ways and there is only so much time in the month to stay up
to date. I have the answer. Join the newly formed ACEP Pain
Management Section, a place where high-yield, cutting-edge

pain management information can be made available, right

at your fingertips.

ACEP

PAIN
MANAGEMENT

SECTION

We can locate a patient’s internal jugular vein on ultra-
sound. Why not move the probe over a few centimeters and
instead inject local anesthetic around the brachial plexus?
We are very comfortable pushing ketamine as an induction

agent for intubation. Why not reduce the dose and give it for

severe pain or chronic regional pain syndrome in lieu of opi-
ates? It can even be given intranasally!

The Pain Management Section will serve as a venue to dis-
cuss relevant pain management topics such as multimodal
nonopiate analgesia as well as novel and evidence-based ap-
proaches for the management of chronic pain and opiate ad-
diction. The section will keep the College and its members
up to date on cutting-edge pain management issues. Addi-
tionally, we will collaborate with the Ultrasound, Pediatrics,

Geriatrics, and Palliative Care sections, as well as othersin

TWO NEW SECTIONS JOIN AGEP

he ACEP Board of Directors
approved two new sections at the
January meeting: Pain Management
and Event Medicine.

The sections each drew the necessary
100 signatures and were quickly approved
by the Board.

The Pain Management Section is
designed to promote the subspecialty of pain
management; evaluate and develop strate-
gies to better manage acute and chronic
pain in the emergency department, including

finding ways to treat without opiates; provide

discussion of novel protocols and current
evidence regarding pain management in
ED; and investigate whether to develop an
ED-based pain management program.

the College, to address controversial issues and help elevate
pain management knowledge and practice.

In the current political climate, where opiates are a hot
issue and compensation is directly related to patient satis-
faction and pain relief, emergency physicians are caught in
a bind. We are torn between traditional pain management
modalities, concerns about not feeding addiction, and the
desire to relieve pain. These are some of the issues the Pain
Management Section will address.

Pain management does not have to be the unique prov-
ince of a few fellowship-trained physicians. We all treat

The section also will advise ACEP on
pain management issues, according to the
prospective section goals outlined in the new
section petition.

The Event Medicine Section aims to train
current and future emergency physicians
who will act as medical directors and
practicing physicians during mass gathering
events, according to the section’s petition.

The section plans to develop standard
operating procedures for event medicine;
study the science behind limited-resource
medicine, such as evaluating heat index
complications, the type of event, and ratio of
physicians and health care providers to
spectators or participants; and legal implica-
tions for health practitioners.

pain every day, but we can do it better by incorporating new
medications and modalities and applying them in innovative
ways. Our patients and our specialty will benefit enormously
from these advances in our practice.

I invite you to join me and become part of this new and
practice-changing section. Visit www.acep.org/painman-
agement for more information. ©

DR. LAPIETRA is medical director of emergency medicine
pain management and fellowship director of the emergency
medicine pain management fellowship at St. Joseph's
Regional Medical Center in Paterson, New Jersey.

THE BREAK ROOM CONTINUED FROM PAGE 4

WHILEIDO AGREE WITH DR. KLAUER THAT
itappears emergency medicine was unjustifi-
ably singled out in this study, I would like to
add a few observations from over 35 years of
practicing emergency medicine.

Itis an ideal situation if the ED physician is
able to arrive at a diagnosis in an efficient and
timely manner. Unfortunately, the human ma-
chine is not always willing to cooperate and in
many cases a definitive diagnosis simply can-
not be achieved in the ED within a reasonable
timeframe. The next issue for the ED physician
becomes “DoIadmit or doIrefer?” A physician
who has listened to the patient’s story—and I
don’t mean asked six or seven preconceived
“Yes/No” history template questions that “best
fit” (but don’t EXACTLY fit) the patient’s chief
complaint—has done a focused physical exam-
ination—not just the now-ubiquitous “stetho-
scope tap” chest exam or “momentary palm
touch” abdominal exam—formulated a differ-
ential diagnosis that is followed, has ordered
appropriate lab and imaging tests based on his/
her assessment of the patient, reviewed all tests
results, and addressed any unexpected results
is going to be much more secure in deciding
whether a patient with an undiagnosed con-
dition needs emergency admission or simply
follow-up with their own physician or a refer-
ral to a specialist.

H
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However, in the last 15 to 20 years I have

! noted a serious and progressive decline in

the ability of the average emergency phy-
sician to perform a competent history and
physical exam. In this day of the EHR, many
patients have physical exams recorded that
never took place. I recall (I’'m semi-retired

; now) medical students and residents arriv-
i ing for their emergency department rotations

without even a stethoscope. I can’t speak as
to whether these same deficiencies apply to
other specialties, though I suspect they do.
We need to take a closer look at how medi-
cal students are being taught and instill in

i all new physicians and physicians-in-the-
i making that there is more to medicine than

ordering a bunch of tests and then trying to
explain away, or in some unfortunate cases,
simply ignore the unexpected, for no other
reason than it doesn’t fit our preconceived
notion of diagnosis and/or disposition.

Houston, Texas

I BELIEVE YOUR COMMENTS ARE RIGHT ON
point with what we as a specialty need to be
more outspoken of. The video that IOM cre-

i ated for laypeople (https://m.youtube.com/

watch?v=fStBWT6fa3E) is a mockery to physi-

i cianinsightand perception that we would only
¢ favor one diagnosis and do not communicate :

H

with our patients throughout their hospitaliza-
tion. The woman with left upper extremity pain
that was apparently anginal in nature states
that her long-term morbidity is associated to
the delay in her diagnosis. However, they fail

i tomention if she may have reported any other
i symptoms to the emergency physician evaluat-

ing her on that given day that may have led him/
her to believe that this could be acid reflux. Fur-
ther, did her symptoms evolve over those two

weeks and manifest into more obvious anginal :
symptoms? If we admitted every chest pain that
: would be considered clinically low risk, what
i are the long-term implications to our health

care system? If we admitted every patient that
stated they have a “high pain tolerance” and
know that something is wrong, what do we fur-
ther due to our growing narcotic epidemic? Yet,
we find more ways to burden our specialty in

—Jerry W. Jones, MD, FACEP, FAAEM reflecting on delays in diagnosis and pointing ;

i fingers for the growing narcotic epidemic.

We have all recently been asked to meet the
CMS standards for severe sepsis in all of our
patients. However, what about the patients in
our respective institution that ultimately do not
have sepsis? It may appear they could have an

i infection, but for fear of not meeting regulatory

standards, still received the 30 ML per kilo bo-

lus and broad-spectrum antibiotics. Maybe the
patient even had a lactic acidosis and an inter-
stitial infiltrate that could reflect pneumonia.
What are the implications and long-term mor-
bidity and mortality associated with these pa-
tients, that we now have been asked to ensure
we hit all quality metrics within a three-hour
window (just click the sepsis bundle and eve-
rything will be taken care of—but the patient)?
Did we not learn from the pneumonia initiative,
requiring initiatives such as these have negative
implications? However, when a patient is nega-
tively impacted because a physician attempted
to use his critical decision-making and deter-
mine appropriate line of action, he immediately
will be referred back to the CMS standards and
the IOM initiative and be asked why.

Ithought the best statement | heard made at
SMACC was protocolized therapy makes stupid
people stupider and smart people stupid. Yes,
cognitive errors occur in every specialty and
each specialty needs to be accountable. Better
communication between physicians and phy-
sician subspecialties needs to occur, enhance-
ment of our medical school education, etc. We
need to stop focusing on certain hospital met-
rics. We need to allow an illness to manifest
and focus on patient care!

—Hijinio Carreon, DO, FACEP
Des Moines, Iowa ©
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First EM Doc in U.S. House

Striving for Another First

Rep. Joe Heck
has set his
sights onthe
Senate

BY L. ANTHONY CIRILLO,
MD, FACEP

10 ACEPNOW APRIL 2016

n 2010, Joe Heck, DO, FACEP, became the first emergency physician
elected to the U.S. Congress. He was elected to the U.S. House of Rep-
resentatives to represent the Third District in Nevada and serves on the
Committee on Armed Services, Education and the Workforce Committee,
and Permanent Select Committee on Intelligence. Born in Queens, New

York, but raised in Pennsylvania, he went to Penn State University and then the
Philadelphia College of Osteopathic Medicine. (Joe is also the first DO ever elected
to Congress.) After completing his EM residency at Albert Einstein Medical Center
in Philadelphia, he moved to Nevada. After three terms in the U.S. House, Joe is
now running for the U.S. Senate from Nevada for the seat being vacated by retiring
Senate Minority Leader Harry Reid. In addition to his work in the emergency de-
partment until his election to the U.S. House in 2010, Joe was also a small-business
owner, operating Specialized Medical Operations, which provided medical and
tactical training to law enforcement and emergency medical services agencies.
In his “spare time” (like he really has any), Joe has been a member of the U.S.
Army Reserve since 1991, and in 2014, he was promoted to brigadier general. After
recently completing an assignment as the deputy commanding general of the
3rd Medical Command, he now serves as the deputy surgeon and director of
reserve readiness on the Joint Staff. As part of his service in the reserves, Joe has
been mobilized three times, including his last deployment to Iraq in support of

Operation Iraqi Freedom.

ACEP Now caught up with Joe to see how the campaign was going and how
he feels about the future of politics and health care.

LAC: What is the biggest difference
between running for the Senate
versus the House?

JH: The biggest difference, literally, is the ge-
ography. When you run for the U.S. House,
you can really focus on just your district,
which is geographically much smaller. Run-
ning for the U.S. Senate requires you to be pre-
sent everywhere in the state. For a state like
Nevada that has only three major population
centers, that means traveling long distances to
get to every small hamlet and town where the
voters are. But that’s what the election is really
about: making sure that you let every voter
know, no matter how small the town they live
in, that they matter to you. The second dif-
ference is the amount of money that it takes
to run for the U.S. Senate. The average U.S.
House race costs about $2 million to run, but
the average U.S. Senate race is five to six times
that amount. Realistically, you can’t raise the
amount of money needed for a Senate race
in just your home state. As a candidate, you

have to do national fund-raising. During this
campaign, I will do multiple fund-raisers in
Boston, New York City, Dallas, and other “big”
cities. These events are hosted by people who
either know me directly or are willing to sup-
port me for my work in Congress. While it is
nice to know that people outside of Nevada
are willing to support my campaign, it does
require a lot more time and logistical coordi-
nation. For some candidates, having to run a
more national campaign means relinquishing
some control of your campaign to key staff.
Fortunately for me, I fall into the type A EM
doc model and like to keep control over eve-
rything. Although I definitely delegate more in
this campaign, I still have final sign-off on all
messaging and events that take place.

LAC: What were the key
determinants in your decision to risk
your House seat for a Senate run?
JH: When I ran for the U.S. House in 2010, the
major campaign issues and problems facing

the country were national security, jobs and
the economy, and health care. In 2016, those
are still the same major issues/challenges fac-
ing the nation. While I am honored to serve
in the U.S. House, there are 435 of us there,
and there are limited chances to make major
policy changes. With only 100 members of the
U.S. Senate, there is the potential to have a
greater impact on policy development, cer-
tainly at a national level and even somewhat
back home on a statewide basis. I guess my
hope would be that I would have the oppor-
tunity to do more good for more people if 'm
elected to the U.S. Senate. The other factor
that was important to me in deciding to run
was that I felt that there were good candidates
back home in Nevada that would potentially
fill my U.S. House seat. Knowing that the peo-
ple who had expressed interest in running to
replace me were people who I trusted to take
care of my district meant a lot to me. Lots of
people have asked me what I will do if T don’t
win the election. That’s simple—I will go back
to being an ER doc. Every day in Washington,
I remind people that I am an ER doc first and
a member of Congress second. I have always
known that at some point I was one election
away from being back in the ED, something
that I am totally OK with.

LAC: How can the house of
emergency medicine be more
supportive of EM docs who are
interested in the political arena?

JH: Running for office is tough, especially
when you run against an entrenched incum-
bent. My first campaign was for Nevada state
senate in 2004, when I ran against a 20-year
incumbent from my own party. At that time,
that was not a very popular move with the Re-
publican Party establishment, but I felt that
the person had become “too comfortable”
with their seat and wasn’t representing the
people anymore. Since running for office is
hard, emergency medicine needs to do more
to encourage docs to get involved earlier in the
political process. It is a sad reality that most
physicians, including most emergency phy-
sicians, are politically apathetic. In Nevada,
back in 2004, lots of physicians supported
my campaign for the state senate because
there were no physicians in the state senate,

The Official Voice of Emergency Medicine

ILLUSTRATION/PAUL JUESTRICH; PHOTOS SHUTTERSTOCK.COM


shutterstock.com

ACEPNOW.COM

the state was in the middle of our malprac-
tice crisis, and the docs were all worked up
on that issue. But the reality is that there are
issues at the state and national level being
decided every day that will affect the future
of emergency medicine and how we care for
patients. You can’t wait until the last minute to
voice your opinion on an issue and expect it to
mean as much when you haven’t been invest-
ing any time in the people representing you.
Democracy is not a spectator sport; you have
to participate in order to be an effective advo-
cate. In order to do my part to help encourage
EM docs to get involved, I am establishing in-
ternship programs in my office in D.C., and I
believe Rep. Raul Ruiz has done that as well.
Residents, or really any EM doc, that want to
spend time in D.C. on the Hill can come and
spend a month working with me on health
policy issues. If docs can’t get to D.C., then
they should get involved with their state ACEP
chapter or state or county medical society. The
“where” you get involved isn’t as important as
just making the commitment to be engaged.

20-year incumbent from my
own party. At that time, that
was not a very popular move
with the Republican Party
establishment, but | felt that
the person had become “too
comfortable” with their seat
and wasn't representing the
people anymore. Since running
for office is hard, emergency
medicine needs to do more to
encourage docs to get involved
earlier in the political process.
—Joe Heck, DO, FACEP

LAC: What do you see as potential
solutions to the hyper-partisanship
that exists within Congress?

JH: That’s an interesting question because
I don’t believe that the Congress is really as
partisan as it portrayed. Yes, the two parties
will always have their differences on some
major social and philosophical issues, but
the Congress was able to pass very significant
legislation in a bipartisan manner last year.
We passed a five-year transportation bill,
replaced the No Child Left Behind Act with
the Every Student Succeeds Act, and passed
the 54th consecutive National Defense Au-

thorization Act. These are significant pieces :
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My first

of legislation that will affect the entire nation
for years to come. Oh, and we also voted to do
away with the Sustainable Growth Rate after
14 years—finally! My approach in Congress is
simple. Rather than focusing on our differ-
ences, I try to find a member from the other
side of the aisle that shares my concern on a
specific issue. Maybe their district is facing the
same problem that my district is, or they have
a constituency or group that shares a concern
with me, like health care. Iwill go and seek out
that member and work with them to draft a bill
that addresses the issue but is something that
each of us can then take back to our respec-
tive parties and support. Focusing on the issue
rather than party is a formula that I believe
works well. That’s why Raul and I can work
together on health care issues; we share the
common bonds of the emergency department
and focusing on fixing problems.

LAC: What are you most and least
proud of in your political career?

JH: In all honesty, what I am most proud of
is the staff that I have work-
ing on my behalf serving the
people of my district. Noth-
ing gives me more pleasure

Campalgn than to be back home in Ne-
vada at the supermarket and

was for have someone come up and
N eva d a ask me if | am Representative
Heck. Although that can be

State sen- a little scary sometimes, it is
: almost always someone who

ate In 2 O O 4' just wants to say thank you for
W h en | ran something that one of my staff
. helped them with. Whether
again sta it’s a veteran who we helped

get the benefits that he was
having trouble receiving or
someone dealing with a home
foreclosure, my staff does
amazing work in helping the
people who live in my district.
To me, being a member of
Congress is not about passing
bills in D.C.—it’s about taking
care of the people back home.
On the “least proud” part of
the question, I don’t really feel
there has been anything not
to be proud of. I certainly have
struggled with deciding how
to vote on some issues. But
for each vote, I try to weigh
the positives and negatives
of the bill and then make my
decision. For the really tough
ones, I ask myself if I believe
that the bill would be good for
my three kids and all the other
kids in the state and the na-
tion. I figure if it passes that
test, then I can be at peace with the vote.

LAC: How can EM docs find out more
about your campaign?

JH: The campaign website is www.heck4ne
vada.us. I would be happy to talk with any
EM doc that wants to learn more about get-
ting involved, running for office, or about any
policy issues. @

DR. CIRILLO is director of
health policy and legislative
advocacy for US Acute
Care Solutions/EMP in
Canton, Ohio.

Since 1980, NEMPAC has been the voice of emergency
medicine in the political process and a powerful tool in
advancing ACEP’s legislative agenda. Last year, NEMPAC
played a critical role in: @ Repealing the flawed SGR
formula, ® Re-introducing medical liability reform
legislation for EMTALA-related services, ©® Advocating
for mental health reform to reduce psychiatric patient
boarding in EDs, and © Calling for funding for emergency
medicine research and trauma care.

ACEP members’ donations to NEMPAC are
carefully allocated to congressional candidates
by the NEMPAC Board of Trustees based on:

4 O @

Support of ACEP's Leadership position and Relationships with ACEP
legislative priorities committee assignments members across the U.S.

The 2016 elections are just around the corner. Help NEMPAC continue
to lead the way for the future of emergency medicine.

Contribute today at www.acep.org/NEMPAC.

YOUR VOICE
ON CAPITOL HILL

NEMPAC

National Emergency Medicine PAC

NEMPAC is bi-partisan—we support

pro-emergency medicine candidates,
not political parties.

NEMPAC is the financial vehicle through which ACEP members support the election or re-election of congressional

candidates who share their commitment to emergency medicine.
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Takin.g a Good, H.ard Look. in the .
Patient Satisfaction Mirror

| thought | was
a good doc,
but patient
satisfaction
scores taught
me to be
better

BY DAN GETZ, DO
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he hardest part of change is be-
ing convinced of its need. Pa-
tient satisfaction (experience of
care) is a topic that rarely elicits
positive emotions from provid-
ers. When tasked with improving my own
scores, I began the journey with a great
deal of skepticism. Before exploring how
to improve, I had to first convince myself
why this was necessary and worthwhile.

I felt I was doing a good job as a doctor.
My patient satisfaction scores were low, but
in my mind, they were unimportant and
outside of my control. Surveys had poor
statistical power. Patients had unrealistic
expectations and were often drug seeking,
and the nature of the emergency depart-
ment prevented my success.

These, among numerous other fallacies,
were preventing me from becoming a bet-
ter physician. To quote Mark Twain, “It’s
not what you don’t know that kills you, it’s
what you know for sure that ain’t true.”

AsIchallenged myself, many things sur-
faced that I had not considered.

Patient experience has direct finan-
cial implications for physicians. A tenet
of good business is that consumers vote
with dollars. One bad experience may
influence friends, family, and, if docu-
mented on social media, even thousands
of future patients.

Time spent at bedside does not equal bet-
ter care. High-quality communication takes
no additional time when interactions are fo-

cused and address patient expectations.

Physicians drive patient satisfaction.
Skilled, empathetic communication influenc-
es experience greater than any single variable.
Improved clinical outcomes and lower ED re-
cidivism rates are valued dividends.

First Steps of Change

After several nights of fractured sleep, I sched-
uled a meeting with our service excellence
manager to review my data. I learned that I was
below the 30 percentile for the majority of met-
rics (see Table 1).

As a medical director, I could not effectively
lead my department without improving my own
practice, so I began to study the many variables
that drive patient perception.

It became apparent that I was not communi-
cating effectively. My unintentional lack of col-
laboration with patients made it impossible to
deliver reassurance and emotional comfort and
alleviate fear. Any effective approach must set
reasonable expectations. We serve as clinicians
and guides, helping patients navigate the ter-
rifying and often foreign ED journey. Without
providing context or framework for their stay,
we inadvertently foster unrealistic patient ex-
pectations. This is the reason approaches such
as AIDET work.

AIDET Method

Acknowledge and Introduce: This sets the
stage for patient experience. Knock, and wait
for permission to enter. Greet everyone in the
room, and reciprocate with your name and

title. Make routine eye contact, and use re-
ceptive body language. If they have waited,
let them know their time is important by
apologizing. I may be having an incredibly
stressful shift, but my goal is for patients to
feel that I am 100 percent focused on them
at that point in time.

Always sit. Patients perceive that you
spend more time when you sit, and it implies
interest. Communication is a team sport. Uti-
lize active listening, allowing patients the op-
portunity to fully describe their symptoms.
Shared experiences or interests help to build
rapport. Friendly conversation is a great ten-
sion diffuser.

Duration/Describe: Develop reasonable
goals with patients, including a reasonable
estimate of time they will spend in the depart-
ment. Discuss conditions in your differential
diagnosis, and inform them that your role is
to exclude life-threatening illness. Initiate dia-
logue surrounding realistic pain management,
engaging them as a partner in their care. For
example: “Mrs. Jones, I know your painisa 10
and reaching a 0 for you today is unlikely, but
let’s aim for a 4. We are going to get you more
comfortable.”

Discuss that they may leave the ED without
aformal diagnosis; for many, we are the “what
it ain’t” department. Visit with your patients
frequently, even if only popping your head in to
update them on progress, results, or unantici-
pated delays. Patients with benign chest pain

ILLUSTRATION/PAUL JUESTRICH; PHOTOS SHUTTERSTOCK.COM

believe they are having a heart attack and will
be reassured by their normal results. Don’t
make patients wait until the end of their stay
to hear good news.

Explain and Engage: This is the most im-
portant part of the patient encounter. Using
simple terminology, review with your patients
what you have ordered, have or have not found,
follow-up and treatment recommendations
including symptoms of concern, and all new
prescriptions. Finally, and this is the easiest to
forget, provide everyone an opportunity to ask
questions: “I would like to take a moment to
try and answer any questions that you or your
family/friends may have.” As medical director
ata 90,000-plus visit ED, I spend a fair amount
of time in complaint resolution meetings, and I
would estimate that nearly all of the complaints
of merit could have been avoided if providers
spent more time on this step.

Thank: At the end of the visit, take a mo-
ment to genuinely thank your patients for the
opportunity to care for them. Patients should
feel valued. I am humbled by the amount of
trust patients place in my hands, and at the
close of a visit, I want them to know that I
am sincerely thankful for the opportunity to
provide their care.

The Benefits of Focusing on
Patient Experience
AsIbecame better versed in these techniques,

{ my job satisfaction unexpectedly and sub-
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stantially improved. Cookies were delivered
to the department by sweet little old ladies.
Notes of thanks began to come in routinely
as well as requests to become a patient’s pri-
mary care provider (a patient’s highest form
of praise). With a heightened sense of pride
in my practice and continued efforts, I was
able to obtain sustainable results.

Over the course of six months, my pa-
tient experience scores climbed from the
20" percentile to the 90% and have held
steady for the past two years (see Tables 2
and 3). With myself as a case study, I was
ready to engage my physician partners,
many of whom also had been unaware they
were struggling.
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I am glad to report that our ED has made
significant gains in patient experience and our
providers continue to improve. More impor-
tant, this has elevated the morale of everyone
on our team. Enhancing patient experience
does not need to invoke feelings of fear or hos-
tility. It is simply better patient care. @

DR. GETZ is ED medical

‘.‘ .'[ director at Providence Sacred
= ' Heart Medical Center in
Spokane, Washington; founder
of Satisfaction Statistics, Inc, a
patient satisfaction survey and patient experi-
ence consulting company; and adjunct clinical
instructor for the department of emergency

i medicine at the University of Washington.
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Emergency Department Billing
Under the Microscope in California

Anthem announces prepayment review on level 5 ED E/M Medicare claims

BY DAVID MCKENZIE, CAE

nthem Blue Cross has an-

nounced that beginning Janu-

ary 2016, the plan will begin a

prepayment review of selected

ED visits billed with Current
Procedural Terminology (CPT) code 99285
(professional service) or HCPCS code G0384
(ED facility service) under the Blue Cross
Medicare Advantage Program. In other
words, certain claims from these plans will
not be paid until the medical record from the
encounter has been reviewed by auditing the
chart documentation to verify it meets, or ex-
ceeds, the requirements listed in the Ameri-
can Medical Association CPT book.

Anthem is targeting level 5 services that
were not admitted to the hospital following
the ED visit, reasoning that if the patient
could go home after the ED treatment, ex-
tensive treatment wasn’t required. Anthem
is concerned that ED visit frequency distri-
butions do not reflect a normal bell curve
distribution, suggesting overuse of the higher-
level codes.

ONLINE RESOURCES

CHALLENGE THIS PRACTICE
ACEP advises that this practice be challenged
and that you should insist that frequency
distribution comparisons be “apples to ap-
ples.” In particular, Anthem should be com-
paring emergency physicians against other
emergency physicians in similar practice
locations rather than against claims from a
different medical specialty or provider. Im-
portantly, there are meaningful differences
between high-acuity urban tertiary trauma
centers and more rural emergency depart-
ments that often go unrecognized.

The increase in lower-cost alternative sites
of service, ranging from “minute clinics” to

urgent care clinics, has siphoned some of the :

ACERP has resources in the Reimbursement area of the web page found at
www.acep.org/reimbursement, which include a paper offering valid rea-
sons for the shift to a greater frequency of higher-acuity ED E/M codes and
how to prepare for, and defend yourself from, payer audits.

lower-acuity volume away from emergency
departments, which has likely resulted in the
appearance, to payers, that a higher percent-
age of higher-level services in emergency de-
partments are being claimed when compared
to the frequency of lower codes. In fact, the
acuity of the average ED patient is increasing
regardless of whether they require admission.

Anthem has stated that it has implement-
ed this process for its Medicare Advantage
plans at this time, but we are watching to see
if the policy spreads to Anthem commercial
products as well.

Routine prepayment audits will create
a significant financial hardship on practic-
es with high Anthem exposure because the

ED group will not be paid until after the re-
views are complete. At best, this could cause
asignificant delay in cash flow for what is al-
ready a payment rate that is significantly dis-
counted from usual and customary charges.
At worst, if the claims are rejected or down-
coded based on inappropriate “approved di-
agnosis lists,” the payments can be reduced
by as much as 40 percent or even paid at a
nominal “screening fee” rate. There is an ap-
peals process, but it is expensive and time-
consuming, preventing timely payment for
EMTALA-mandated services.

Although it is reasonable for Anthem,
or any plan, to perform audits of claims
received, widespread prepayment audits
without indication of prior cause for con-
cern seems unfair and presents a challenge
to the fragile health care safety net the ED
provides to the community and the man-
aged Medicare population. @

MR. MCKENZIE is reimbursement director
for ACEPR.

Gather Your Management Team for Phase ||

May 2-6 - Omni Park West - Dallas, Texas

Effectively Manage an Emergency Department
Gather your management team and join us for ACEP’s ED Directors Academy
Phase Il. In order to effectively run an ED, many people will play a role in your
success as ED Director. Phase Il focuses on bringing your management team

together to build teamwork and develop effective plans for your ED.

UPCOMING PHASES
Begin your journey with Phase | - November 14-18, 2016

Register today at www.acep.org/edda
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Diversity Executive Reception
Promotes Sharing of Unique
Perspectives and ldeas

The reception brings together emergency medicine leaders to focus on improving health care

BY SAVOY BRUMMER, MD, FACEP

ince ACEP13 in Seattle, medical
directors, regional directors, mem-
bers of boards of directors, vice
presidents, chief medical officers,
and chief executive officers of nu-

merous national emergency medicine practice

groups, hospital systems, academic institutions,
and private-equity groups have attended the
Diversity Executive Reception.

This annual private reception provides the op-

portunity for minority physician executives to network

and discuss their unique professional accomplish-

ments as well as providing the opportunity for
higher-level discussions involving the business of

emergency medicine. Annually, more than 50 sen-

ior-level executives of all cultural backgrounds meet
to discuss how their roles and unique perspectives

can promote the mission of their hospitals, physician
organizations, and patients. Even Obama adminis-

tration officials have come to this reception to hear

from these diverse health care executives because
they manage billions of dollars of health care revenue
across the United States.

The reception has purposely remained informal
to offer the most amount of time to network for the
attendees. Wesley Curry, MD, chief executive offic-
er of CEP America and one of the sponsors of the
reception, felt like it was his responsibility to start
such a group and maintain a relaxed atmosphere.
“I feel that my 30 years of executive experience can
be a very valuable resource for the next generation
of physician executives," he said. “It's wonderful to
mentor and converse with such a broad group of
talented leaders”

| have to take advantage of every year," he said.
The Diversity Executive Reception at ACEP
has steadily increased its attendance numbers. It
i was originally designed for leaders at the level of
medical director and above, and some executives sity improves the quality of care and outcomes
have now brought select residents or assistant
directors who are interested in administration so
they can gain access to mentors and further their
i professional opportunities. It has been a reward-
ing experience for both junior and seasoned emer-
: how quality outcomes are affected by diversity of
providers and leadership in emergency medicine.
¢ Having executive leadership that understands and

i gency medicine executive leaders.

The Diversity Executive Reception at ACEP has steadily increased

their professional opportunities.

Reginald Nesbitt, MD, the previous chief inte-
gration officer of ApolloMD and now medical di-
rector of Alii Healthcare, has also found value in
attending and has been coming annually since the
group’s inception. “The opportunity to meet with
leaders driving new health care solutions in and
outside of the emergency departments is something

i Historically, there has not been a significant in-
stitutional drive to promote diverse executive lead-
i ership even though ethnic and racial minorities
have experienced worse clinical outcomes across
a broad spectrum of diseases, even when adjusted
for income. We have known for some time that these
! health care disparities exist and cost U.S. taxpayers

billions of dollars annually. Derek
Robinson, MD, FACEP, is vice
president of enterprise quality
and accreditation for the Health
Care Service Corporation and a
past attendee of the reception.
His role is to “ensure that his
members receive the best care
and provide optimal outcomes!’
He believes that there were few
financial incentives for cash-
strapped hospital systems and
“hesitancy” for physician groups
to move toward greater diver-
sity in their executive ranks. The
traditional fee-for-service model
placed very little value on clinical
outcomes or integrated delivery
models for populations, and so
the status quo persisted.
However, with the advent
of population health and value-
based reimbursement, hospital

© SHUTTERSTOCK.COM

i systems and physician groups are starting to take

clinical outcomes much more seriously because
they increasingly affect the hospital’s bottom line.
It clearly has been illustrated that provider diver-

of both micro and macro populations. In his re-
cently published textbook, Diversity and Inclu-
sion in Quality Patient Care, Marcus Martin, MD,
vice president and chief officer of diversity at the
University of Virginia in Charlottesville, discusses

directs the clinical operations that influence these
disparities is a winning value proposition for hos-
i pital systems and patients. This reception hopes
to address these issues.

Accordingly, the Diversity Executive Reception

i at ACEP underscores the need to facilitate and
promote executive diversity in emergency medi-
cine. It remains open to executive leaders of all
backgrounds. If you feel that you or any member of

your organization would benefit from attendance,
email Savoy Brummer, MD, at savoybrummer@
cep.com for more information. See you at ACEP16
in Las Vegas! ©

DR. BRUMMER is vice president and member of the

board of directors for CEP America in St. Louis.
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WHAT | WISH | KNEW...

DR. MARCO is professor of
emergency medicine at Wright
State University Boonshoft School
of Medicine in Dayton, Ohio.

Honesty Is the Best Policy

How to handle a medical mistake

Jordan, | need halp. A
residant | know caused

Nathaniel Mann, MD, is a resident in
the department of emergency medicine
at the University of Cincinnati in Ohio.
Jordan Celeste, MD, is an emergency
physician in Florida.
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by CATHERINE A. MARCO, MD, FACEP

Error in judgment must occur in the practice
of an art which consists largely of balancing

probabilities.—William Osler

s emergency physicians, we strive

for perfection. We strive for quality

medical care, diagnostic accuracy,
patient safety, and patient satisfaction. How-
ever, medical errors are an inevitable reality
in the practice of medicine. We focus atten-
tion on education and systems to reduce the
incidence of medical errors and to manage
outcomes after a medical error. Increased at-
tention to medical errors resulted from the
Institute of Medicine landmark report “To Exr
Is Human: Building a Safer Health System” !
in 2000.! In this report, an error is defined as
failure of a planned action to be completed as
intended (error of execution) or use of a wrong
plan to achieve an aim (error of planning). Er-
laws, which protect providers who disclose
i medical errors.
According to the American Medical Asso-
ciation ethics opinion “Ethical Responsibil- :
ity to Study and Prevent Error and Harm,”
“physicians must strive to ensure patient
safety and should play a central role in iden-
! tifying, reducing, and preventing health care
errors.”" Physicians should be active in er- |
ror reporting and disclosure to patients, but
they should do so in collaboration with hos-
pital risk management. In addition, The Joint
Commission has required multiple safety
i standards including requirements of atten-
tion to safety, staff safety education, report-
ing systems, and disclosure of errors. @ '
It has been demonstrated that disclosure :
. . i References
of errors to patients resulted in increased
patient satisfaction, reduced likelihood of
changing physicians, lower rate of seeking :
legal advice, reduced litigation, lower legal
expenses, and lower jury awards.”>'° At least
35 states have adopted apology/disclosure

rors may be classified as serious errors (errors
that cause permanent injury or transient but

potentially life-threatening harm), minor er-

rors (errors that cause harm that is neither
permanent or potentially life-threatening),
and near-miss errors (errors that could have
caused harm but did not either by chance or
by timely intervention).

Errors occur commonly in the ED environ-
ment. >* A recent study showed that 56 per-
cent of U.S. physicians have been involved
with a serious error, 74 percent have been in-
volved with a minor error, and 66 percent have
been involved with a near-miss error.

Patients strongly prefer disclosure of med-
ical errors (up to 98 percent of patients).5®

REASONS TO DISCLOSE MEDICAL ERRORS
TO YOUR ATTENDING AND THE PATIENT

1. Promote patient safety. Disclosure of medical errors affords an opportunity

to implement systemwide solutions.

2, Build patient trust. Patients want you to be honest with them. Honesty

is the best policy!

3. Improve your professional skills. Disclosure to your attending physician
affords a teaching opportunity. Your attending will help put the error in the
proper perspective and develop an action plan to reduce future errors by you

and other physicians.

4, Integrity. It's the right thing to do. It's as simple as that.

5. Reduce your risk of litigation. Studies have demonstrated that honest
disclosure can reduce the risk of litigation related to medical errors.

6. Being found out after hiding something is much worse. The risks to
you and your career are significant. Don't do it.

1. Kohn LT, Corrigan JM, Donaldson MS, eds. To err is
human: building a safer health system. Washington, DC:
National Academy Press; 2000.

2. Fordyce J, Blank FS, Pekow P, et al. Errors in a busy
emergency department. Ann Emerg Med.
2003;42:324-333.

3. Croskerry P, Sinclair D. Emergency medicine: a practice

prone to error? CJEM. 2001;3:271-276.

. Kuhn GJ. Diagnostic errors. Acad Emerg Med.

2002;9(7):740-750.

. Garbutt J, Waterman AD, Kapp JM, et al. Lost opportuni-

ties: how physicians communicate about medical errors.
Health Aff (Millwood). 2008;27(1):246-255.

. Hobgood C, Tamayo-Sarver JH, Weiner B. Patient race/

ethnicity, age, gender and education are not related

to preference for or response to disclosure. Qual Saf
Health Care. 2008;17(1):65-70.

Mazor KM, Simon SR, Yood RA, et al. Health plan mem-
bers’ views about disclosure of medical errors. Ann Intern
Med. 2004;140:409-418.

. Gallagher TH, Waterman AD, Ebers AG, et al. Patients’

and physicians’ attitudes regarding the disclosure of
medical errors. JAMA. 2003;289:1001-1007.

. Gallagher TH, Studdert D, Levinson W. Disclosing

harmful medical errors to patients. N Engl J Med.
2007;356:2713-2719.

. Boothman RC, Blackwell AC, Campbell DA Jr, et al. A

better approach to medical malpractice claims? The Uni-
versity of Michigan experience. J Health Life Sciences
Law. 2009;2:125-159.

. Ethical responsibility to study and prevent error and

harm. AMAs Code of Medical Ethics, 2003. Available
at: www.ama-assn.org/ama/pub/physician-resources/
medical-ethics/code-medical-ethics/opinion8121.
page?. Accessed March 15,2016,

. Disclosure of medical errors. Available at: http://www.

acep.org/Clinical-—-Practice-Management/Disclosure-
of-Medical-Errors/. Accessed Jan. 26, 2016.

ACEP POLICY STATEMENT ON DISCLOSURE OF MEDICAL ERRORS™
Revised and approved by the ACEP Board of Directors April 2010. Originally approved by the ACEP Board of Directors

September 2003.

CEP believes that emergency physicians should provide prompt and accurate information to patients and their repre-

sentatives about their medical condition and its treatment. In the emergency department, as in other health care settings,

patients may experience adverse events as a result of human error or of flaws in the health care system. Human or
system errors can cause significant harm to patients or alter patients’ needs for care. If, after careful review of all relevant information,
an emergency physician determines that such an error has occurred in the care of a patient in the emergency department (ED),
he or she should provide information about the error and its consequences to the patient, or if the patient is incapacitated, to the
patient's representative in a timely fashion, in accordance with hospital policy on medical error disclosure.

ACEP recognizes that substantial obstacles, including unrealistic expectations of physician infallibility, lack of training about
disclosure of errors, and fear of increased malpractice exposure, obstruct the free disclosure to patients of significant medical
errors. In order to overcome these obstacles, ACEP recommends the following institutional, professional, and societal initiatives:

* Health care institutions should develop and implement policies and procedures for identifying and responding to medical

errors, including continuous quality improvement systems and procedures for disclosing significant errors to patients.

* Medical educators should develop and incorporate into their curricula programs on identifying and preventing medical errors
and on communicating truthfully and sensitively with patients and their representatives about errors.

The Official Voice of Emergency Medicine


http://www.ama-assn.org/ama/pub/physician-resources/medical-ethics/code-medical-ethics/opinion8121.page
http://www.ama-assn.org/ama/pub/physician-resources/medical-ethics/code-medical-ethics/opinion8121.page
http://www.ama-assn.org/ama/pub/physician-resources/medical-ethics/code-medical-ethics/opinion8121.page
http://www.acep.org/Clinical---Practice-Management/Disclosure-of-Medical-Errors/
http://www.acep.org/Clinical---Practice-Management/Disclosure-of-Medical-Errors/
http://www.acep.org/Clinical---Practice-Management/Disclosure-of-Medical-Errors/

ACEPNOW.COM

BENCHMARKING

ALLIANCE
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DR. AUGUSTINE is director of clinical operations at EMP
in Canton, Ohio; clinical associate professor of Emergency
Medicine at Wright State University in Dayton, Ohio; vice
president of the Emergency Department Benchmarking
Alliance; and on the ACEP Board of Directors.

What’s Ahead in_
Emergency Services

Surveys on industry trends help bring future improvements into focus

by JAMES J. AUGUSTINE, MD, FACEP

mergency physicians and emergency
department leaders face an impor-

tant time in determining how to serve i

the needs of the communities in a changing
health system. The trends that have driven the
growth of emergency care have not been al-
tered by government or payer policies to date.
The National Hospital Ambulatory Medical
Care Survey (NHAMCS) by the US Centers for
Disease Control and Prevention (CDC) has de-
tailed a continuous increase in ED visits since
atleast 1992, as has data from the Emergency
Department Benchmarking Alliance (EDBA),

most of the 4,800 EDs in the country.

The 1992 NHAMCS Emergency Department
Summary stated that 89.8 million ED visits
were made, about 357 visits per 1,000 popu-
lation. Injuries were the cause of more than 35
percent of the visits. In 2011, visits had grown
to 136.1 million, which calculates to 445 visits
per 1,000 population.! Injuries accounted for
29 percent of ED visits, with the highest inju-
ry rates in persons age 75 and older. The CDC
has not been able to produce visit estimates
for 2012 and subsequent years, but it is likely

the 2.4 percent growth rate of the first 19 years
of the study. Continuing a 2.4 percent growth

i rate means that 150 million persons had ED {
i visits in 2015. :
More important for predicting ED utiliza-

tion, staffing, design, and processes are the

i types of patients visiting the ED. The ED pop- :
i ulation is aging, which is in line with the de-
i mographics of the country. Those persons age

75 and older in 1992 had 558 visits per 1,000

i population. In 2011, that number increased to :
i 682 visits per 1,000 population. Similarly, in
i those persons ages 65 to 74, the utilization in-

creased from 314 to 369. These are the fastest-

i growing demographicsin the countryand will
and it’s been confirmed in the experiences of :

continue to grow for the next 20 years.

The EDBA has worked collaboratively :

with the CDC in producing useful data re-

i ports, which are needed for future planning. :
i It hosted three summits that developed the :

definitions for the industry, the latest being
published and used in the annual EDBA sur-
vey.? The 2014 EDBA survey used data from

1,142 EDs that saw 45 million patients. This
i report now has 11 years of data useful in the

ED planning process.
EDBA data show a reduction in the mix of

i young patients (defined as under age 18), from
that volumes have increased at a minimum of

about 22 percent to about 16 percent over the

Table 1. Critical Trends in 11 years of the EDBA Data Survey

KEY POINTS FROM
NHMACS AND EDBA DATA

* The CDC NHAMCS study, which
started in 1992, documents that
American EDs are seeing about
2.4 percent more visits per year.

* More patients arrive with medical
illnesses rather than injuries.

* More patients are elderly and
arrive by EMS.

* Despite increasing volumes and acuity,
ED flow improvement has occurred.

* There is a continued increase in the
application of ECGs, MRI scans, and
ultrasound in the diagnostic workup
of ED patients.

* Admission rates are stable over the
last decade at about 16 percent to
18 percent, and those patients rep-
resent about two-thirds of inpatient
admissions to American hospitals.

i last 10 years. Ambulance transportation is a
i stable source of about 16 percent of ED pa-

tients, with patients arriving in this manner
being admitted around 39 percent of the time.

i Forthe sicker or seriously injured patients ar-
i riving in the ED, the admission rates over the

B T % OF INPATIENTS NUMBER OF CT NUMBER OF ECGS
YEAR  (NPERAGE 15 PROCESSED THROUGH ~ PROCEDURES PER 100 PER 100 PATIENTS
THE ED PATIENTS SEEN INTHEED  SEEN IN THE ED

2014 16.0% 65% 20 26
2013 19.9% 68% 20 26
2012 21.5% 68% 20 26
2011 20.8% 67% 22 26
2010 21.3% 66% 22 23
2009 22.1% 65% 21 23
2008 21.5% 64% 22 22
2007 22.1% 62% 22 20
2006 20.5% 61% 22 19
2005 20.1% 61% 18 18
2004 22.5% 58% Not studied 17

Table 2. Trend in ED Median Length of Stay, Time to Provider, and Walkaways

MEDIAN MINUTES,

MEDIAN LENGTH OF

PATIENTS WHO LEFT

STAY, PATIENTS TREATED BEFORE TREATMENT
DOOR TO PROVIDER AND RELEASED COMPLETE
2014 28 150 2.2%
2013 30 147 2.3%
2012 32 147 2.2%
2011 30 146 2.0%
2010 33 143 1.9%
2009 35 146 3.2%
2008 41 160 3.0%
2007 Not studied 163 3.0%
2006 Not studied 157 2.9%
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last 10 years are stable in a range between 16
and 18 percent.

Use of CT scanning appears to have
reached a high of 22 procedures per 100 pa-
tients, but MRI and other special imaging
procedures like ultrasound are used at an in-
creasing rate. The other diagnostic tool that is
increasing in ED use is the 12 lead ECG. From
2004 to 2014, ECG utilization increased from
17 uses per 100 patients seen to 26 uses. This
trend is likely to continue.

There is a continuing growth in the per-
centage of overall hospital admissions pre-
senting thru the ED. The EDBA data survey
over the last five years finds that between 65
and 68 percent of hospital inpatients are pro-
cessed through the ED. This reflects the role
of the ED as the “front door” of the hospital.

There is a tremendous effort by many ED
leaders to increase the flow of patients. ED
providers have the greatest control over the
flow of patients who are evaluated, treated,
and released for outpatient follow-up. This
represents more than 80 percent of the pa-
tients seen in American EDs. Patients man-
aged completely in the ED represent the
overwhelming majority of the flow. Despite
increasing volumes over the last 11 years and
increasing age and acuity of patients, the flow
of patients has improved (see Tables 1and 2).
For all patients, the door-to-provider time
has decreased from more than 40 minutes to
about 28 minutes. (The 2011 NHAMCS study
reports this number is 27 minutes.) Overall
median length of stay for the complete spec-
trum of ED patients has decreased about 15
minutes, from about 190 minutes to about 175
minutes. Patients treated and released from
the ED have been processed an average of 10
minutes quicker in 2014 than in 2008, from
160 to about 150 minutes. Flow improvements
have resulted in an overall reduction in ED pa-
tient walkaways, from more than 3 percent to
about 2.2 percent.

Data from the CDC and from the EDBA in-
dicate that the emergency department is an
important and valuable element of the health
system, providing unscheduled care to an in-
creasing number of patients over the last 23
years. The ED patient population is increas-
ingly composed of older persons, a proud
accomplishment indicating that efforts to re-
duce premature death from illness and injury
are working. ©
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PEARLS FROM THE
MEDICAL LITERATURE

DR. RADECKI is assistant professor of emergency
medicine at The University of Texas Medical School
at Houston. He blogs at Emergency Medicine
Literature of Note (emlitofnote.com) and can be
found on Twitter @emlitofnote.

tPA the Leviathan

Motivating factors behind the expanded use of tissue plasminogen activator

by RYAN PATRICK RADECKI, MD, MS

here are dueling laments between
what could be called “the stroke in-
dustrial complex” and the physicians
on the front line. Tissue plasminogen activa-
tor (tPA) for acute ischemic stroke, in so many
words, is repeatedly touted by a handful of

guideline-writing experts as simply having
“proven benefit.” Their primary lament is the
paucity of acute stroke patients receiving tPA.

Clinicians on the front line, however, see the
perverse incentives wrought by such guide-
lines and mandates, including the detrimental
impact on systems of patient care and costs of
prioritizing “quality” targets. Our pragmatic
concerns are for the safety of patients and of

cautious concern regarding the appropriate- :
i nearly 3,000 such cases of

ness of therapy.

In order to protect our patients, many phy-
sicians, and the ACEP Clinical Policy state-
ment, hew closely to the exclusion criteria.!
These exclusion criteria are intended to max-
imize the safety margin for tPA by minimiz-
ing life-threatening intra- and extracranial

bleeding. These absolute and relative exclu- :
sion criteria are quite conservative and have
been under siege for quite some time by the :

proponents of tPA.

Most recently, the American Heart Associa-
tion has issued a new update regarding the
scientific rationale for inclusion and exclu-
sion criteria for tPA in acute ischemic stroke.?

This document reviews most of the historical :
exclusions for tPA and makes new recommen-
i Multiple Sclerosis, or PRISMS, trial designed

dations for the use of tPA based on the accu-
mulated evidence. Unsurprisingly, given the
conflicts of interest pervasive in the stroke
guideline genre, the recommendations are al-
most universally in favor of giving more tPA.
Unfortunately, the authors compound the is-

sue by grossly overstating the strength of the
evidence supporting their recommendations.
For example, these authors address the :

use of tPA in the elderly population. Most tri-
als excluded patients over age 80, and of the
1,711 elderly patients evaluated in clinical tri-
als, 1,617 are from the open-label IST-3 trial.
Despite the biases inherent to IST-3, tPA use
did not provide a statistically significant fa-

vorable outcome at three months. No robust
randomized trial data regarding death rates

are available, but multiple observational se-
ries demonstrate increased risk of intracranial
hemorrhage and death in the elderly com-
pared with younger patients receiving tPA.
Nonsensically, the authors state “intrave-
nous alteplase administration within three

hours is equally recommended for patients
less than 80 and more than 80 years of age.” |

This recommendation, in which limited and
conflicting data are presented, is given their
strongest Class I recommendation, based on
the highest level of evidence.

Likewise, the authors comment on stroke

severity in this guideline, noting the relative :
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exclusion of both very mild and very severe
i strokes. Again, these authors recommend use
i of tPA for very severe strokes with Level A evi-

dence while noting the National Institute of
Neurological Disorders and Stroke (NINDS)
enrolled “relatively few patients” and IST-3’s
adjusted odds ratio for good outcome with
increasing the National Institutes of Health
Stroke Scale (NIHSS) did not reach statistical
significance.

More concerning is the authors’ approach
to mild stroke syndromes. The authors recom-
mend tPA as “proven clini-
cal benefit” for “mild but
disabling” stroke symptoms

CME Now

Rapidly improving symptoms are fre- :
quently cited as treatment exclusions. Tran-
sient cerebral ischemia, after all, is not an

indication for tPA. In the section addressing
this clinical scenario, these authors cite the
work of The Re-Examining Acute Eligibility
for Thrombolysis (TREAT) Task Force.* As if
the acronym of this expert panel was not an

apparent enough bias, support for this panel :
was received from Genentech. Participants in
the meeting had all travel expenses paid by :

Genentech, and most of the panel represent-
atives had some conflict of
interest due to a relation-
ship with Genentech. The

A continuing medical education

with Level A evidence. They
do so in the same breath as
acknowledging, “Because

ischemic stroke were ex-
cluded from the two NINDS
trials for mild symptoms,
any analysis of mild symp-
toms within the two NINDS
trials is difficult to inter-
pret.” Furthermore, in a reversal from other
recommendations touting favorable findings
from IST-3, the authors of this section ignore
the neutral outcomes of 612 patients treated
with NIHSS 0-5 in that trial. These authors as-
sured endorsement of use of tPA in mild stroke
syndromes would seem to suggest its use is
a settled question, even though Genentech is
funding the Prevention of Relapses and Disa-
bility by Interferon beta-la Subcutaneously in

to investigate essentially this exact cohort.?

feature of ACEP Now

LOG ONTO
http://www.acep.org/
ACEPeCME/

TO COMPLETE THE

ACTIVITY AND EARN
FREE AMA PRA
CATEGORY 1 CREDIT.

foregone conclusion of this
panel, reiterated in these

exclude patients from tPA.

Frankly, the general
theme of this document is
that tPA should be given or
considered for most of the
previous exclusion crite-

ria. This includes such apparently concern-
ing clinical scenarios such as recent major |
surgery, recent major trauma, a known left- :

sided heart thrombus, recent gastrointesti-
nal or genitourinary bleeding, and known
extra-axial neoplasms. These authors also
recommend considering tPA for patients with
dementia and end-stage malignancy and

those already moderately disabled without :
substantially framing the question of appro-
priateness. Finally, these authors also implic-

itly endorse the slash-and-burn processes

ILLUSTRATION/PAUL JUESTRICH; PHOTOS SHUTTERSTOCK.COM

guidelines, is that improv- :
ing symptoms should not :

taking root in our emergency departments by
stating the 2 percent incidence of intracranial
hemorrhage in stroke mimics is safety mar-
gin enough to not delay tPA administration
to make an accurate diagnosis.

One could assume an altruistic interest in
patients as the motivating factor behind the
expanded use of tPA. However, the under-
lying funding for much of the work cited by
these authors comes from Genentech, whose
stroke symposia are fixtures at annual meet-
ings. The pervasive use of tPA, embedded in
guidelines, quality measures, and reinforced
by statements about the “standard of care,”
directly benefits its bottom line. Few statistics
are available on the annual revenue derived
from tPA since Genentech was purchased by
Roche, but thrombolytics accounted for ap-
proximately $250 million in sales in 2008.
Since then, Genentech has more than dou-
bled the cost of alteplase from approximately
$30/mg to more than $60/mg and, as these
articles demonstrate, redoubled its efforts to
expand indications.’

The original NINDS trials enrolled a few
hundred patients each. Other rigorous tri-
als, each with their own flaws and conflicts
of interest, enrolled similar numbers. Now, 20
years later, rather than prove the safety and
effectiveness of tPA for these expanded indi-
cations, these recommendations selectively
overstate the quality of supporting evidence
or simply use the absence of evidence to the
contrary as justification.

It is frankly impossible to estimate any of
the magnitudes of benefit or harms from the
practices endorsed by this new guideline, but
itis safe to assume the purported current ben-
efit of tPA is certainly the ceiling. Likewise, as
the original contraindications were intended
to improve the safety margin of tPA, the an-
i ticipated harms must be greater. This is not
the sort of work that improves the lives of our
i patients. We do not need to expand the use of
tPA; rather, we ought to be pursuing research
that helps us narrow the treatment cohort to
those with the stroke syndromes and comor-
bidities with the ideal risk/benefit profile. ©
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because the ideas, skills, interests, and crea-
tivity women bring are essential to the ongo-

Table 1. Annual Number of Women in Emergency Medicine

ing success of the specialty. ACGME AAMC AAMC
Women especially appreciate the need for
work-life integration and have already provid- TOTAL EM . TOTAL EM . TOTAL ACTIVE .
ed guidance for the implementation of pro- YEAR RESIDENTS | # FEMALE U YEAR | RESIDENTS/FELLOWS | # FEMALE U YEAR | EM PHYSICIANS | # FEMALE U
cesses that support life “balance,” and these
. 2013-14 5,743 2,077 36.2% 2013 5,599 2,097 | 37.5% 2013 | 37210 9,497 25.5%
concepts represent best practices for both
men and women. In fact, millennials of both 2012-13 5,590 2,053 36.7% 2012 2012
genders appreciate and agree on the need for
P . 2011-12 5,388 1,971 36.6% 2011 2011
work-life integration.
Investing in women physicians for the long 2010-11 | 5,190 | 1,927 37.1% 2010 5,069 2,035 | 40.1% 2010 | 33,955 7983 | 23.5%
term is key. Research shows that women may
. . . 2009-10 4,950 1,828 36.9% 2009 2009
take off more time early in their careers but
that they take off less time later in their careers 2008-09 | 4,763 1,751 36.8% 2008 2008
as compared to men.
2007-08 4,546 1,608 35.4% 2007 4,494 1,744 | 38.8% 2007 | 30,718 6,596 | 21.5%

Improving Recruitment and
Retention of Women Emergency
Physicians

Fortunately, there is a lot that can be done. The list below is
not exhaustive, but it provides a good starting place.
¢ Include positives about emergency medicine opportu-
nities for work-life balance in recruitment.

e Ensure that maternity/paternity leave policies are i

in place.
—Include information regarding maternity/paternity

leave, accommodations for pregnancy-associated

needs, and family leave as a standard part of the re-
cruitment package so applicants don’t have to ask.

—When an emergency physician informs her group
of pregnancy, the first response should be “Con-
gratulations!” followed by assurance that mater-
nity/paternity policies are available and that it is
expected that they will be used. i

—Remove any stigma associated with taking mater-
nity/paternity leave. :

—Monitor the use and advertise the utility of family-
related policies to ensure that all employees feel
comfortable using them without penalty.

¢ Ensure female involvement in recruitment, and when

possible, pair women with female mentors for at least

the first year after starting a new position.
—Be cognizant of the fact that women leaders are
the best tool to improve recruitment and retention
of women.

¢ Encourage involvement in Women in Medicine groups,
such as ACEP’s American Association of Women Emer-

gency Physicians, Society of Academic Emergency

Medicine’s Academy for Women in Academic Emer-
gency Medicine, Association of American Medical
Colleges’ Group on Women in Medicine and Science,

—Integrate and allow part-time positions for physi-
cians who need this option.

¢ Experiment with changes in practices that are out
of step with the realities of modern life and work to
create environments that foster success for all the
physicians in your group. (Yes, the emergency de-
partment has to be staffed for the present, but by
making incremental adjustments now, you will help
ensure the future staffing of the emergency depart-
ments of the future.)

¢ Conduct periodic audits to check for unjustified gen-
der disparities in compensation.

and social networks like FemInEM blog and Physician :

Moms Group. Also encourage home institutional op-
portunities.

¢ Make it a point to highlight any recent progress made
for women physicians at your place of work. Recog-
nize and promote the added value women bring to the
department.

¢ Work to improve work-life integration in your depart-
ment/institution.

RESOURCES FOR FURTHER READING

¢ Implement family-supportive scheduling practices for
all physicians. For example:

—Schedule critical departmental meetings and
functions during hours typically covered by
school/child care services, and allow meetings
to be conducted and attended via phone or elec-
tronic media.

¢ Explore and consider implementing child care subsidy
CONTINUED on page 20
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* United Nations Educational, Scientific, and
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A CALLTO ACTION | CONTINUED FROM PAGE 19

programs for all employees (eg, dependent care

flexible spending accounts).

—Explore and advertise options for emer- |
gency/backup dependent care for em- :

ployees.

¢ Develop a policy that sup-
ports the needs of em-
ployees experiencing a
significant life event. Such
a program may include of-
fering support surround-
ing devastating illness or
death of loved one; guar-
anteeing physicians paid
time off for family leave
around the birth/adoption
of a child; treating medical
and family leave similarly
in terms of paid time off,
backup coverage, and flex-
ible scheduling; offering graduated return to
work after a significant life event; and offering
job shares or flexible scheduling for the first six
months after the birth or adoption of a child.

¢ Modify clinical staffing patterns and personal
shift requirements (eg, set schedules) to mini-
mize physical stress on pregnant staff. Consid-
er taking pregnant women off overnight shifts
during the third trimester.

¢ Provide clean, private non-bathroom facilities
for lactation within or immediately adjacent to
the emergency department. Ensure physicians
are able to leave the department during their

Be cognizant
of the fact that
women leaders
are the best tool

to improve
recruitment
and retention of
women.

shift for lactation needs without compromising
patient care.

o Create and implement supportive work policies
and a stable income when physicians experi-
ence a significant life event (ie, family crisis,

an increase in work burden at

home, or an event such as preg-
nancy, birth, or adoption).

Bottom line: More women phy-
sicians in emergency medicine
are needed. The consequences
of neglecting to address the
unique needs of women in emer-
gency medicine will negatively
impact the ability to recruit and
retain emergency physicians
and will ultimately affect the
ability to provide medical care
for the millions of patients who
need emergency care. @

Reference
1. Committee on Maximizing the Potential of Women in Academic
Science and Engineering; Committee on Science, Engineering,
and Public Policy; Institute of Medicine; et al. Beyond bias and
barriers: fulfilling the potential of women in academic science
and engineering. Washington, DC: National Academies Press;
2006.

DR. CLEM is chair and chief of

the department of emergency
medicine and professor of emergency
medicine and pediatrics at Loma
Linda University in Loma Linda,
California, and immediate past chair of the American
Association of Women Emergency Physicians.

Table 2. Women in EM Leadership Positions

BOARD OF DIRECTORS 16 0.94%
Female 2 12.50%
Male 14 87.50%

CHAIRS 42 2.48%
Female 11 26.19%
Male 31 73.81%

COMMITTEES 961 56.66%
Female 270 28.10%
Male 682 70.97%
Unknown 9 0.94%

COUNCIL 630 37.15%
Female 169 26.83%
Male 454 72.06%
Unknown 7 1.11%

CHAPTER PRESIDENTS 47 2.77%
Female 9 19.15%
Male 38 80.85%

GRAND TOTAL 1696 100.00%

- Uncover a wealth of knowledge
through ACEP eCME, an
online education platform

+ Choose from more than
160 online courses

- Find FREE CME hours on topics
that make a difference in how
you care for your patients

JOURNAL pecmons [l caroovascuLarfll cunicatpoticy ll concussion

ARTICLES
ETHICS ORTHOPEDIC PEDIATRICS
i -
PROCEDURES SERSISTAND] ® ®
$|o|®
&SKILLS R/C DISEASE 'STROKE TRAUMA

ADVANCING EMERGENCY CARE_\/\,_

S
S

800 hours of online education

*Group Rates Available

Learn from the experts and gain confidence
to treat even the most difficult emergencies
with ACEP’s online education.

PROCEDURES
CONSULT

ACEP.org/ACEPeCME

ACN_0416_0068_0316

EMERGENCY MEDICINE

ACADEMY

Build your EM foundation
with over 70 fast-paced,
30-minute courses
presented by expert
faculty

Learn the pearls and
pitfalls of important
diagnostic and treatment
challenges, test your ability,
and receive feedback

American College of
Emergency Physicians”

ADVANCING EMERGENCY CARE‘/\/,

Register Today at acep.org/EMAcademy

“EM Academy by far exceeds other programs | have
been to. EM Academy provides a lot more hands-
on opportunities and individual attention to the
participants...| absolutely recommend this program!”
- Rocco Laudadio, DHSc.-PA, Honolulu, HI

SAVE $100

USE PROMO CODE

Fundamentals = e

Fast-Paced, Immersive EM Education

September 20-24 - Ft. Lauderdale, FL

= Master Clinicians

Interactive Advanced Decision Making

Spring 2017 « Phoenix, AZ

=l Society of Emergency Medicine
| = Physician Assistants

ACN_0416_0104_0316

20 ACEPNOW APRIL 2016

The Official Voice of Emergency Medicine



ACEPNOW.COM

HOT OFF THE PRESSES

Routine Geriatric Consults
Improve Elderly Trauma Care

by REUTERS STAFF

ROUTINE GERIATRIC CONSULTS IN OLDER
trauma patients are associated with improved
outcomes, researchers report.

Studies of older patients with orthopedic
injuries have shown geriatric consultation
to result in lower mortality, reduced read- :
missions, fewer complications, and shorter
lengths of stay. Whether these benefits accrue

in other settings has been unclear.

Dr. Olubode A. Olufajo and colleagues,
from Brigham and Women'‘s Hospital, Boston,
assessed the processes of care and outcomes
among older patients admitted to the trauma

service before (n=215) and after (n=191) geri- |

atric consults were mandated for all trauma
patients 70 years old or older.

The proportion of patients who were do not :
resuscitate/do not intubate increased from

10.23 percent before geriatric consults became

mandatory to 38.22 percent after implementa- :

tion, according to the March 3 Journal of the
¢ American College of Surgeons online report.

Referrals for formal cognitive evaluation
increased from 2.33 percent before to 14.21

percent after implementation (p<0.01).

There were also decreases in in-hospital
mortality (from 9.30 percent to 5.24 percent),

i 30-day mortality (from 11.63 percent to 6.81 :
i comments.

percent), and intensive care unit readmission

(from 8.26 percent to 1.96 percent), but these :

changes fell short of statistical significance.

Hospital length of stay and 30-day hospital

readmissions did not differ between the two
i groups.

“This study highlights the potential benefits
of mandatory geriatric consults in routine pa-

tient care,” the authors conclude. “Therefore,
! trauma services should consider adopting this

approach to the care of their older patients.”
Dr. Olufajo did not respond to a request for

The authors reported no funding or disclo-
sures.©
CONTINUED on page 22

SOUTHERN ILLINOIS
HEALTHCARE

Southern linois Healthcare,
the premier healthcare system in
southern Illinois, is locking for BE/
BC Emergency Medicine physicians
to join their employed group at
Memorial Hospital of Carbondale,
Herrin Hospital and St. Joseph
Memorial Hospital.

We offer a competitive salary,
com&rjchcusivc benefits lli_ﬂck_ﬂgc. sign
on bonus, student loan forgiveness,
relocation expenses, 13 shiﬁ_s_pm'

month, and bonus opportunities.

Southem [llinms oflers easy access
to St. Louis, Nashville, Memphis
& Chicago. Enjoy the 30+ award-
winning local vineyards, music
festivals and local art fairs. Learn
Lo [y at the local aviation school.
Ouiside of work you can enjoy
25 polf courses, 3 state parks,
boating, fishing, smling, liking, rock
climbing, bicycle trails and hunting.

CV 1o michelle.castoldifigsih.net

Sarasota, FL

Fantastic EM opportunity exists in
beautiful Sarasota County for ABEM/
AOBEM Physicians to practice in one
of America's most desirable places to
live, work and raise a family.

Doctors Hospital of Sarasota is a
beautifully designed 155-bed, acute
care facility. The newly expanded
19-bed ED treats over 27,000 patient
visits annually with staffing model
allowing for a comfortable 2.0 pph.
Offering premium remuneration,
employee benefits, occurrence based
malpractice and sign-on/relocation
bonus.

For additional information
contact Frances Miller, Physician
Recruiter at 727.507.2507

or frances_miller@emcare.com

Emergency Medicine
North Boulder, Colorado

Established EM practice is seeking
emergency medicine trained and
certified physicians for a hybrid
emergency/urgent care center,
starting June of 2016. This is a

low volume facility that treats both
emergency medicine and urgent care
patients.

$170 per hour - day shifts and
$190 per hour - night shifts

Contact
arichardson@rockymtnmed.com
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Tired of the rain and cold?

We are based in Phoenix, Arizona
which offers affordable living, sunshine,
great schools, and myriad of activities
outside of work.

Openings for full-time Emergency
Physician with established independent,
democratic group. We contract with four

Banner hospitals in the Phoenix-metro
valley. University Medical Center Phoenix
- state-of-the art ED opening early
2017. Estrella, Ironwood, and Goldfield
Medical Centers.

We offer an extremely competitive
comprehensive benefits package
including « a partnership opportunity
with a defined partnership track ¢ paid
claims-made malpractice insurance/
tail coverage included * group health
insurance - disability insurance « CME
allowance « paid licensing fees and dues
* 401(k) plan.

Candidates must be EM residency
trained or ABEM/ABOEM certified/
eligible.

Contact Monica Holt Emergency
Professional Services, P.C. Email CV to
monica.holt@bannerhealth.com

move. Plan your career.

Contact Andria Daily to learn more:

northwellhealthemphysicians.com
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Don’t just join another ED.
Join a system of opportunity!

21 Hospitals in Long Island, Queens, Staten Island,
Manhattan and Westchester County
Academic, Administrative & Research Settings

Whether you are just starting out as an Emergency Physician or have decades of
experience, Northwell Health has the career opportunity you want today. We can
also help you plan for tomorrow with flexible options for scheduling or transferring
to different locations as your goals and needs change. So, don’t just plan your next

844-4EM-DOCS « EmergencyMedicine@northwell.edu

N Northwell Health-

North Shore-LlJ is now Northwell Health. n

We are an equal opportunity/AA employer: F/M/Disability/Vet

N
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Pros & Cons:
—_ Does Size Matter?

_ACEPNow .| T0 PLAGE AN AD IN

ACEP NOW’S GLASSIFIED
ADVERTISING SECTION
PLEASE CONTACT:

Kevin Dunn:
kdunn@cunnasso.com

Cynthia Kucera:
ckucera@cunnasso.com

Phone: 201-767-4170

HBTEG

Honolulu, Hawaii

The Emergency Group, Inc. (TEG) is a
%'OW|ng, independent, democratic group

at has been providing emergenc
services at The Queen’s Medical Center
QMC) in Honolulu, Hawaii since 1973.

MC is the largest and only trauma
hospital in the state and cares for more
than 65,000 ED patients per year. QMC
opened an additional medical center in
the communltP/ of West Oahu in 2014,
which currently sees 50,000 ED patients
annually.

Due to a vastly growing community in
the West Oahu area, TEG is actively
recruiting for EM Physicians BC/

BE or EM Physicians with Pediatric
Fellowship who are BE/BC. Physicians
will be credentialed at both facilities and
will work the majority of the shifts at the
West Oahu facility in Ewa Beach, Hawaii.

We offer competitive compensation,
benefits, and an opportunity to share

in the ownership and profits of the
company. Our physicians enjoy
working In QMC’s excellent facilities and
exFe_rlen_ce the wonderful surroundings
of living in Hawaii.

For more information, visit our website
at www.teghi.com. Email your CV

to tegrecruiter@gmail.com or call
Jackie Hanzawa at 808-597-8799.
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Benzodiazepine Prescriptions,
Overdose Deaths on the Rise in U.S.

by MADELINE KENNEDY
(REUTERS HEALTH)

EVEN AS OPIATE ABUSE HAS BECOME A
growing problem in the U.S., overdose deaths
involving sedatives and antiseizure medica-
tions in the benzodiazepine category have
alsorisen steeply, according to a recent study.
Prescriptions for benzodiazepines have more
than tripled and fatal overdoses have more
than quadrupled in the past 20 years, re-
searchers found.

“Overdoses rose at a faster rate than pre-
scriptions, suggesting that people were using
benzodiazepines in a riskier way over time,”
said lead author Dr. Marcus Bachhuber, assis-
tant professor of medicine at Albert Einstein
College of Medicine in New York.

Benzodiazepines typically used to treat
anxiety or depression include alprazolam
(Xanax), chlordiazepoxide (Librium), diaz-
epam (Valium) and lorazepam (Ativan). The
benzodiazepine clonazepam (Klonopin) is
used for seizures, while oxazepam (Serax) and
temazepam (Restoril) are used for insomnia.

“Benzodiazepines have several known

safety risks: in addition to overdose, they are
conclusively linked to falls, fractures, motor
vehicle accidents, and can lead to misuse and
addiction,” Dr. Bachhuber told Reuters Health
by email.

The study team used data from the annual
Medical Expenditure Panel Surveys between
1996 and 2013, which asked U.S. adults wheth-
er they had filled one or more benzodiazepine
prescriptions. In those 20 years, the number
of adults with benzodiazepine prescriptions
grew by more than two thirds, from 8.1 million
to 13.5 million, the researchers found. In 1996,
around 4 percent of people surveyed had filled

a benzodiazepine prescription, and by 2013,
this had risen to 5.6 percent.

They also found that the amount of medi-
cation distributed had grown by three-fold.
After standardizing doses of all drugs, they
found that people with prescriptions re-
ceived 1.4 times more medication in 2013 than
20 years earlier. Benzodiazepines were most
often prescribed for anxiety disorders, mood
disorders such as depression, and insomnia.

Based on data from the Centers for Disease
Control and Prevention, overdose deaths in-
volving benzodiazepines rose from 0.58 per
100,000 people in 1999 to 3.07 per 100,000 in
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SOUTH CAROLINA OPPORTUNITIES
McLeod Health, 3 hospital system

(Dillon, Loris, Seacoast)
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2013, according to the results online February
18 in the American Journal of Public Health.
This increase seemed to level off after 2010
overall, but among certain groups, including
people over age 65 and certain minorities,
there was no plateau and the rate kept rising, i
“However, our findings demonstrate that lim-

Higher doses, more days of treatment and
people combining their prescriptions with
illegally obtained benzodiazepines may ac-
count for the increase in overdose deaths, ‘:
the study team writes. Dr. Tae Woo Park told
Reuters Health by email that deadly overdoses
from benzodiazepines alone are actually rare.
sions from 2009 to 2013. Among provisions
of the 2011 reforms for all U.S. residency pro-
i grams are that first-year residents should
have shifts no longer than 16 hours with at
! least eight off-duty hours between shifts.
More senior residents with 24-hour shifts are
allowed a maximum of four hours for trans-
¢ fer of care activities, and at least 14 off-duty
hours between shifts.

the study found.

Based on data

from the Centers for
Disease Control and
Prevention, overdose
deaths involving
benzodiazepines rose
from 0.58 per 100,000
people in 1999 to 3.07
per 100,000 in 2013,

according to the results !

i asignificant rise in operating room and bed-

online February 18 in
the American Journal
of Public Heallth.

“Most studies on the topic of duty hours
have focused on the policy‘s effect on mortal-
ity and serious morbidity, and have identified
no significant changes,” said Jayson S. Marwa-
ha, a medical student at Warren Alpert Medi-
cal School of Brown University, Providence.

iting duty hours may influence the quality of
patient care when specialty-specific metrics
are studied,” he told Reuters Health by email.

Marwaha and colleagues, whose findings
appeared online February 22 in The Journal of
the American College of Surgery, studied trau-
ma center data on more than 11,700 admis-

Although the researchers found no signifi-

cant changes in outcomes, including death,
after adoption of the reforms, the length of
hospital stay fell significantly from 798 days
i to 7.36 days (p=0.01). In addition, there was

side procedures such as imaging and chest
tube placement per admission (6.72 to 7.34,
P<0.001) and in OR visits per admission (0.76
to 0.91, p<0.001).

The most significant increases were in bedside

“Typically, overdose deaths occur when
the benzodiazepine is combined with another
sedating medication, such as an opioid or al- i
cohol,” said Dr. Park, a professor at the Alpert
Medical School at Brown University in Provi-
dence, Rhode Island, who was not involved
in the study. Dr. Park added that benzodiaz-
epines are not recommended for older people
sociated with the reform.

because of the risk of falls.

Dr. Bachhuber said the public and doctors
need to be aware of the dangers of combining
benzodiazepines with other substances and
should keep in mind alternative treatmentsin- i
cluding therapy or safer medications. “Benzo-
diazepine prescriptions are widespread, but
their use may not be the smart choice for many
text of the 2011 duty hour reform, such as the

“People should be cautious when taking :
benzodiazepines, particularly when combin-
ing them with alcohol or opioid medications,”
though there was no change in patient deaths
or complications, the reforms have had other
i consequences.

patients,” Dr. Bachhuber said.

Dr. Park added. ©

Curb on Residents’ Hours Linked
to Changes in Trauma Care

by DAVID DOUGLAS
(REUTERS HEALTH)

LIMITS SET BY THE ACCREDITATION COUNCIL

researchers.

Overall, there were an additional 9,559 pro-
cedures and 1,584 OR visits after the reforms.

procedures including lab and imaging. The
mean number of consults per admission was
also significantly higher in the post-reform
group (1.42vs. 1.02, p<0.001). The mean num-
ber of missed injuries per admission was sig-
nificantly lower (0.40 vs. 0.68, p=0.036), but
further evaluation indicated that the observed
improvements in missed injuries were not as-

The researchers note that, “Whether bet-
ter metrics exist for examining the effects of
work hour limitations on practice patterns
and quality is uncertain; further study should
be done to identify specific metrics affected by
the reform.” In fact, they suggest that “less-
commonly studied areas of quality in the con-

cost of care, should be further studied.”

Commenting on the findings by email, Dr.
Anthony Yang told Reuters Health that al-

“Specifically,” said Dr. Yang, of the Surgical

Outcomes and Quality Improvement Center of
Northwestern University Feinberg School of
Medicine, Chicago, the study reveals “a previ-
ously unidentified pattern of increased use of
i healthcare resources in trauma patients. The
for Graduate Medical Education on duty hours
for residents may have changed aspects of
trauma care, according to Rhode Island-based

H

new finding in this study adds more evidence

and nuance to the debate over duty hour re-

striction policies for resident physicians.”
Dr. Yang was not involved in the study. @

WHAT ARE YOU THINKING?
SEND EMAIL TO ACEPNOW@ACEP.ORG; LETTERS TO

ACEP NOW, P.0.BOX 619911, DALLAS, TX 75261-9911; AND FAXES
TO 972-580-2816, ATTENTION ACEP NOW.
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CHIEF OF PEDIATRIC EMERGENCY MEDICINE

University of California, San Francisco

The Department of Emergency Medicine at the University of
California, San Francisco (UCSF), School of Medicine, seeks an
outstanding leader in Pediatric Emergency Medicine (PEM) to serve as
Chief of the Division of Pediatric Emergency Medicine and Vice
Chair of the Department of Emergency Medicine, with a joint
appointment in the Department of Pediatrics. The Chief will direct the
vision and manage the growth of pediatric emergency care at UCSF
Benioff Children’s Hospital San Francisco and Zuckerberg San
Francisco General Hospital (SFGH). In addition, the Chief will further
expand our educational and research collaborations with our
colleagues at UCSF Benioff Children’s Hospital Oakland. The Chief
will mentor the UCSF PEM faculty and be a pioneering leader as PEM
expands at these premier institutions. The Chief will be responsible for
the Division’s budget, faculty recruitment and evaluation.

The UCSF Department of Emergency Medicine provides
comprehensive emergency services to a large local and referral
population with approximately 115,000 visits a year at UCSF Medical
Center and SFGH. The new UCSF Benioff Children’s Hospital San
Francisco emergency department opened in February 2015. SFGH, a
level-1 adult and pediatric trauma center, paramedic base station and
training center, 1s opening a new hospital in 2016, with a 60-bed
emergency department, including a new 8-bed pediatric ED. The
Department of Emergency Medicine has a fully-accredited 4-year
Emergency Medicine Residency Program with 50 residents and directs
several fellowship programs. The Pediatric Residency Program has 87
residents and 15 fellowships. The Chief will have the opportunity to
work with outstanding emergency medicine and pediatric residents at
all sites. Research is a major priority, with over 50 ongoing studies and
100 peer-reviewed publications in the Department of Emergency
Medicine last year. There are opportunities for leadership and growth
within the Department and UCSF School of Medicine.

Applicants for this position must have a minimum of 5 vears
leadership experience in an academic emergency department and must
be Board Certified in Pediatric Emergency Medicine.

The University of California, San Francisco, is one of the nation’s top
five medical schools and demonstrates excellence in basic science and
clinical research, global health sciences, policy, advocacy, and medical
education scholarship. The San Francisco Bay Area is well-known for
its great food, mild climate, beautiful scenery, vibrant cultural
environment, and its outdoor recreational activities.

Please apply online via AP Recruit at
https://aprecruit.ucsf.edu/apply/JPF00804

UCSF seeks candidates whose experience, teaching, research, or
community service has prepared them to contribute to our commitment
to diversity and excellence. UCSF is an Equal Opportunity/
Affirmative Action Employer. All qualified applicants will receive
consideration for employment without regard to race, color, religion,
sex, sexual orientation, gender identity, national origin, disability, age
or protected veteran status. For additional information, please visit our
website at http://emergency.ucsf.edu
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OUR PHYSICIANS
TEXARKANA!

CHRISTUS St. Michael Health System

« 33-bed ED with 60,000 annual volume
- Beautiful setting with excellent backup

« Challenging mix of trauma, critical
care, pediatrics, and general medicine

« Texas-based, physician-owned group
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RUTGERS

Robert Wood Johnson
Medical School

Emergency Physicians
(Faculty Positions)

The Department of Emergency Medicine at Rutgers Robert Wood Johnson
Medical School is currently recruiting Emergency Physicians to join our growing
academic faculty.

Robert Wood Johnson University Hospital serves as the medical school’s primary
teaching affiliate. The Hospital is a 580-bed Level 1 Trauma Center and New
Jersey’s only Level 2 Pediatric Trauma Center with an annual ED census of greater
than 90,000 visits.

The Department has a well-established three-year residency program and an
Emergency Ultrasound fellowship. The Department is seeking physicians who can
contribute to our clinical, education and research missions. Qualified candidates
must be ABEM/ABOEM certified/eligible.

Salary and benefits are competitive and commensurate with experience. Please
send a letter of intent and curriculum vitae to: Robert Eisenstein, MD Interim
Chairman, Department of Emergency Medicine, Robert Wood Johnson Medical
School, 1 Robert Wood Johnson Place, MEB 104, New Brunswick, New Jersey,
08901; Email: Robert.Eisenstein@rutgers.edu; Phone: 732-235-8717; Fax: 732-
235-7379.

Rutgers, The State University of New Jersey is an Affirmative Action/Equal Opportunity Employer, M/F/D/V.

MDAnderson
LaneexCenter

Making Cancer History’

CHAIR, DEPARTMENT OF
EMERGENCY MEDICINE

DIVISION OF INTERNAL
MEDICINE

The Department of Emergency Medicine in the Division
of Internal Medicine at The University of Texas MD
Anderson Cancer Center is recruiting for an experienced emergency medicine leader
with an established record of outstanding performance in clinical care, research,
administration and education.

The role of the Chair will include administrative leadership and will be responsible

for all aspects of management in the department. This includes patient care, faculty
and career development, education, finance, budget development, billing compliance,
grants management, planning, and resource allocation. This position will require the
ability to develop effective strategies to grow a sustainable program that ensures high
quality research-driven patient care within an academic oncologic emergency medicine
environment.

The incumbent also will have experience in multidisciplinary research, as well as have an
established record in training and development of fellows, residents and students. The
Chair will oversee the faculty leadership within the department, which includes areas

of education, information technology, patient care, research, operations, and quality.

The Chair will need to possess outstanding skills in interpersonal relationships, critical
analysis, and problem solving.

Interested candidates will need to demonstrate the ability to lead within a progressive,
complex healthcare environment and have a distinguished record of exceptional patient
care within the subspecialty of emergency medicine. Candidates for consideration must
be board certified by the American Board of Emergency Medicine, and eligible for
licensure in the state of Texas.

Interested candidates should send a copy of their curriculum vitae and references along
with a supplemental narrative statement to address their qualifications (2-3 pages) to the
following contact by May 1, 2016:

Emergency Medicine Chair Search Committee
Attention: Jennifer Anderson

Office of the Provost and EVP

The University of Texas MD Anderson Cancer Center
1515 Holcombe Boulevard - Unit 1492

Houston, TX 77030

Email: jaanders@mdanderson.org

MD Anderson Cancer Center is an equal opportunity employer and does not discriminate on the basis of race, color, religion, age, national origin, sex, sexual
orientation, gender identity/expression, disability, veteran status, genetic information, or any other basis protected by federal, state, or local laws, unless such
distinction is required by law. All positions at The University of Texas MD Anderson Cancer Center are security sensitive and subject to examination of criminal
history record information. Smoke-free and drug-free environment.

Emergency Medicine Physician ’ ¥ . .
NYU Lutheran Medical Center \NYU School of Medicine

Brooklyn NY NYU LANGONE MEDICAL CENTER

The Ronald O. Perelman Department of Emergency Medicine at the New York University
School of Medicine is pleased to announce an outstanding community practice opportunity in
Brooklyn. The merger between NYU and Lutheran hospitals has created a uniqgue community
practice opportunity with the ability to also work at our academic sites in Manhattan.

The NYU Lutheran ED opportunity offers the following:

- 70K annual visits with high acuity

- Trauma Center Designation

. Comprehensive Stroke and STEMI Center

= 24/7Peds Coverage

. Opportunity to work with rotating EM residents

. 10% of shifts at NYU Langone Medical Center in Manhattan

. Ability if desired to also work at our other ED’s (Bellevue Hospital, NYU Cobble Hill
and our Urgent Care locations)

- Faculty appointment in the Ronald O. Perelman Department of Emergency Medicine
at the NYU School of Medicine

- Outstanding financial package worth over 300K

. Full NYU Benefits including Tuition Remission for Dependents

. 10% NYU Retirement Plan Employer Contribution

. Easy Access from Manhattan to Lutheran via NYU sponsored river ferry

. Ability to join many new colleagues and build a premier NYU community practice

u Leadership opportunities available. Candidates with interest in safety and quality
improvement preferred.

The Ronald O. Perelman Department of Emergency Medicine at NYU Langone is a robust and
thriving group of physicians, PA’s and other health care providers. We are a collegial group
committed to providing outstanding patient care and an outstanding work environment.

If you are interested in joining our Emergency Medicine Division, please send your CV to:
Robert Femia, MD, Chair | C/O: emjobposts@nyumc.org

TO PLACE AN AD IN ACEP NOW'’S CLASSIFIED ADVERTISING SECTION PLEASE CONTACT:

Kevin Dunn: kdunn@cunnasso.com ¢ Cynthia Kucera: ckucera@cunnasso.com
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A change
for the better.

At first, Dr. Larry Geisler had doubts about working in a contract management environment.

But when St. Mary Medical Center in Langhorne, PA, made a change to TeamHealth in 2005,

Dr. Geisler says everything changed for the better. Patient visits are up. He has far fewer

administrative headaches than before. And, as Assistant Medical Director, he has plenty of

opportunity for professional growth. The best part? His close-knit family and church can count

on him for what they need most—his time.

Text CAREERS to 411247 for latest news and info on our job opportunities!

Visit teamhealth.com to find the job that’s right for you.

Featured Opportunities:

Saint Joseph Hospital
Lexington, KY

45,000 volume
Medical Director

Rome Memorial Hospital
Rome, NY

30,000 volume

Medical Director

Baptist Memorial Hospital
Memphis, TN

71,000 volume

Medical Director

Lodi Memorial Hospital
Lodi, CA
38,000 volume

Bay Area Medical Center
Marinette, WI
21,000 volume

The Official Voice of Emergency Medicine

Sagewest Health Care
at Riverton

Riverton, WY
12,000 volume

Corning Hospital
Corning, NY
22,000 volume

Charleston Area
Medical Center
Charleston, WV
36,000 volume

Creighton University
Medical Center
Omaha, NE

36,362 volume

North Vista Hospital
Las Vegas, NV
45,000 volume

Grand Strand Regional
Medical Center

Myrtle Beach, SC
57,000 volume

Our Lady of Fatima
North Providence, RI
27,000 volume

Winter Haven Hospital
Winter Haven, FL
74,000 volume

NEA Baptist Memorial
Hospital

Jonesboro, AK

24,000 volume

TEAMHealth.

855.615.0010
physicianjobs@teamhealth.com
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Bryan Chow, MD
Emergency Medicine Partner

4 R
Learn more about Bryan
( : I ,P and find out how careers at
AInerlCa CEP America are different. kb
go.cep.com/myimpact
N @
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If you can't beat 'em.

Join us.

Together we have more muscle. Together
we will remain majority physician led and
owned. We won't be pushed around,
traded or sold. Backed by the green of
a powerhouse financial partner, we're
fortified to attract the best EM clinicians
and empowered to provide the best care
for our patients. At USACS, we looked at
how the big publicly traded groups were
strong-arming the healthcare industry and
said enough is enough, it's time to unite.

Together we will remain physician strong.

US Acute Care
Solutions

Start your future. Visit usacs.com
W \ 1 4 w v w or call Ann Benson at 800-828-0898. abenson@usacs.com Founded by TBEP, MEP, EPPH and EMP
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CRASH DATA
- DELTA V/CHANGE IN VELOCITY: 45 MPH/72 KPH
} - MULTIPLE IMPACTS: YES
- AIR BAGS: FRONT DEPLOYED
A

11 ISP tells us the likelihood
of severe injury.”

— Stewart Wang, M.D., Ph.D., Director,
University of Michigan International Center
for Automotive Medicine

OnStar technology
tells a crash’s stovry.

As you respond to the scene, EMD-certified OnStar Emergency Advisors can relay crash data
that includes an Injury Severity Prediction (ISP). By using Automatic Crash Response* data such
as change in velocity, direction of impact, whether there were multiple impacts and more, the
ISP algorithm calculates and reports if there is a high probability of severe injury. This helps you

prepare for the scene and make decisions about the best treatment center for patients. It’s our
way of helping you deliver the right care, right away.

Visit onstariSP.com for more information.

*Visit onstar.com for vehicle availability, details and system limitations. OnStar acts as a link
to existing emergency service providers. Not all vehicles may transmit all crash data.
©2016 OnStar. All rights reserved.




